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ABSTRACT 
 

Previous research has consistently identified health disparities among minority groups, 

including members of the LGBTQ community. The role of the health care system itself in 

creating, sustaining, or confronting these disparities has received only modest attention. 

This qualitative dissertation study examines the experiences of older adult gay and 

bisexual cisgender male Veterans and their perception of provider cultural competence 

and the organizational climate of the systems in which they receive health care. An 

existing theoretical framework, the Origins of Health Care Disparities Model, was used in 

the conceptualization of this research. Case study method was used to guide the research 

process and subsequent data analysis. Eight participants (MdnAge = 73, Range = 65–82) 

from across the United States were interviewed remotely, and both within-case and cross-

case themes were generated. Results showed most participants were hesitant about 

integrating their sexual orientation to their health care, to varying degrees. Participants 

emphasized the importance of a strong clinical relationship with providers and offered 

diverse opinions about the impact of previous homophobic incidents and their military 

background. They suggested strategies for medical providers to provide more culturally 

informed health care. Specifically, they expressed hope for greater representation of gay 

health care staff and increased training for doctors and medical trainees to work with 

older adult gay patients. They described a desire for decreased focus on their sexual 

behavior and that providers approach the clinical relationship holistically recognizing gay 

patients are individuals with unique identities, hobbies, and interests. Data-driven 

conclusions and recommendations are offered informed by the theoretical framework.  

 Keywords: LGBTQ, Veteran, VA, gay, bisexual, cultural competence, health care, 
health disparity, aging, older adult, case study, clinical encounter
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CHAPTER 1 
 

INTRODUCTION 

 It has been widely researched and documented that physical and mental health 

disparities exist for the LGBTQ community. What factors influence these disparities and 

what factors maintain the disparities over time and generations? Health disparity research 

is too complex to be explained by only one variable for all people within a large group 

such as sexual and gender minorities. Some variables have received more attention and 

study such as minority stress, loneliness and perceived isolation, high risk behaviors, and 

family stress. Each of these variables contribute to and maintain health disparities to 

varying degrees depending on the context of the individual. The patient experience of 

interfacing with the health care system itself has received only modest attention related to 

health disparities.  

 There are many definitions of health disparities (see Carter-Pokras & Baquet, 

2002). Other terms are sometimes used to denote this idea including health inequity or 

health inequality. Most health disparity definitions refer to differences in: “(1) 

environment, (2) access to, utilization of, and quality of care, (3) health status, [and/]or 

(4) a particular health outcome that deserves scrutiny” (Carter-Pokras & Baquet, 2002, p. 

427). Health disparity research is not unique to sexual minorities and has been conducted 

on other groups of people who share a common characteristic or demographic. A few 

examples include disparities based on disability status (Krahn et al., 2015), race/ethnicity 

(Fiscella et al., 2002), minority gender identity (Reisner et al., 2013), and socioeconomic 

status (Shavers, 2017).  
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 The literature review section will provide an exhaustive overview of examples of 

health disparities that have been well documented as well as studies that have explored 

how sexual minorities interface with the health care system. Cultural competence of 

health care providers and the helping relationship fostered by the provider have been 

implicated as being related to delayed help-seeking and subsequent reinforcement of 

health disparities for already marginalized groups.  

Literature Gap   

 A key gap that stood out in my literature review was research exploring health 

disparities of older adult gay and bisexual Veterans. The VA is the largest provider of 

health care in the United States and provides health care to over nine million Veterans per 

year (About VHA, 2019). There are estimated to be approximately one million LGBTQ 

Veterans (Gates, 2004).  Not all Veterans receive their health care through the VA system 

and some Veterans receive partial care through the VA. Nonetheless, the VA is a key 

player in the design and delivery of health care to a large portion of sexual and gender 

minorities in the United States. Some research has been conducted with sexual and 

gender minorities and this will be reviewed in the literature review section. As you will 

later see, there is very little research with LGBTQ Veterans in relation to health 

disparities. There also is limited research exploring the experiences of sexual and gender 

minority Veterans within the health care system.  

 The sociopolitical context for health care and general treatment of sexual and 

gender minority United States Veterans has been and continues to be complex and 

controversial. Recently, the health care of transgender Veterans has been in the national 

spotlight and received much attention following the complete ban of transgender persons 
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in the military by President Donald Trump. Politicians and citizens alike are polarized 

regarding the role of transgender people in the military and the extent to which the 

system should pay for transgender health benefits. This contemporary issue is situated 

within a long complex history of dishonorable discharges for confirmed or suspected 

homosexual behavior or “tendencies,” the creation of Don’t Ask, Don’t Tell, the repeal of 

Don’t Ask, Don’t Tell, the complete ban in 2019 of transgender persons in the military, 

and military benefits for same-sex spouses. Although the Veteran’s Administration health 

care system and the United States military are functionally and administratively separate, 

they have strong ties.  

 Older adults are another group that are understudied when it comes to health 

disparity research. Older adults have experienced the complex development of the 

modern health care industry that has been influenced by world events and the technology 

revolution. Sexual minorities lived through an even more complex history of forced 

institutionalization, extreme marginalization, the Civil Rights movement, the HIV/AIDS 

crisis, and many other events that have shaped contemporary understandings of them in 

and out of health care systems. It can be easy for some to forget that the health care 

system itself has a complicated history of initiating and sustaining the marginalization of 

sexual minorities. This is one key reason that better understanding how older adult sexual 

minorities interface with the health care system is essential. A sampling of the limited 

research in this area will be explored in greater detail in the literature review section.  

 The VA system has made attempts to be more inclusive of all Veterans; a motto 

has been adopted, “We serve all who served” (VA LGBT Outreach, 2019). It has not been 

well studied how Veterans perceive the affirming signs/posters, lanyards, etc. within VA 
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health care facilities. By interviewing older adult cisgender gay and bisexual male 

Veterans, this study explored the effects of historical marginalization, negative past 

experiences in health care, current/recent negative experiences of health care, positive 

experiences, and what Veterans look for in their care. From an intersectionality 

perspective (Crenshaw, 1989), older adult sexual minority Veterans are in a position of 

being multiple minorities. Existing research is an example of this given that the majority 

of research on LGBTQ physical and mental health disparities has been conducted with 

people from youth to young adulthood to middle age. Although that research is of equal 

importance, older adults have specific and complex physical and mental health needs that 

should be better understood.  

The story of how this dissertation topic came about will likely help to illuminate 

both a rationale for the study as well as context for my role in the data collection and 

analysis processes. Reflexivity in the context of qualitative research involves an 

examination of one’s own biases and how these affect each stage of the research project 

(Hastings, 2010). Even left unacknowledged, these biases impact each stage of research. 

Within qualitative research, reflexivity is not only encouraged but is considered to be an 

important foundation for conducting a study, interpreting the data, and reporting the 

findings. Chapter three provides a more comprehensive summary of my identities, 

background, training in psychology, and my attempt to name and explore my own biases. 

As a preview to this section in chapter three, I would like to now provide some context of 

how my interest in this topic came about.  

 Gen Silent (Maddux, 2011) is a documentary film that chronicles the lives of 

several older adult LGBTQ people as they navigate aging, long-term care facilities, and 
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late-life transitions. Prior to watching this film, I was aware of mental health disparities 

that exist for sexual and gender minorities; however, I was less familiar with research that 

demonstrates there are physical health disparities for sexual and gender minorities in 

addition to mental health disparities. HIV/AIDS is an example of a physical disease that 

is more common for the LGBTQ community and this disparity is likely obvious to most 

readers. The existence of other physical health disparities like smoking and heart disease 

(Fredriksen-Goldsen et al., 2013) was a surprise to me and may also be a surprise for you. 

After learning about this information, I was surprised but not shocked; if mental health 

disparities existed it stood to reason that physical health disparities could exist as well. 

What was more surprising to me was how little this was being talked about, at least 

within the scientific and secular information I was consuming.  

There were two scenes in Gen Silent that were particularly poignant to me. One of 

the segments interviewed a community leader who had done some advocacy work for 

sexual and gender minorities within community long-term care facilities. He noted that 

when he asked how facility leaders adapt to the needs of sexual minorities, they 

unanimously responded “we do not have any sexual minorities here.” The community 

leader made a comment that existing data suggest these facilities certainly have sexual 

minorities, but facility leaders are naively unaware of who these people are or how to 

adapt and respond to their needs. In a second segment, a story was told about a training 

given to an audience of medical providers (i.e., nurses, doctors, etc.). The person in the 

film was shocked when these medical providers began jeering and heckling him during a 

professional educational event on sexual and gender minorities and some chose to get up 
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and leave. There were many other heart-wrenching moments in the film, but these are 

two that intrigued my scientific curiosity.   

In reflecting on what I had seen, I began to wonder how these providers who 

acted so inappropriately in a professional training could provide culturally relevant and 

affirming care to sexual and gender minorities. Was this instance of overt heterosexism 

and gender oppression an isolated incident unique to the geographic location in the film 

(East Coast of the United States) or was this the “tip of the iceberg” representing a subset 

of medical providers nationwide? I must admit that my assumption strongly leaned for 

the latter. Even if hypothetically only 15% of all medical providers had these types of 

strong negative biases, this would still represent thousands of physicians, nurses, medical 

support staff, and other medical providers providing care on a daily basis. Medical 

providers are not immune to bias, but they are in a unique position working with people 

when they arguably are at their most vulnerable. Could negative interactions with 

medical providers and/or systems lead to reduced health-seeking behavior? What are the 

factors and attributes that sexual and gender minorities look for in providers? These and 

many other questions I began to ask were the foundation of this dissertation.  

Conceptual Framework Brief 

The paradigm that informs this study is critical theory which emphasizes 

confronting various forms of oppression and the creation of a more egalitarian society 

(Creswell & Poth, 2017; Ponterotto, 2005). This paradigm is described in greater detail 

within the literature review section. The theoretical framework of this study, the Origins 

of Health Care Disparities Model, was created by Kilbourne et al. (2006) and is meant to 

examine health disparities from marginalized groups and is not unique to sexual 
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orientation minority patients. This model is described in greater detail in the literature 

review section.  

Brief Summary of Method  

 The method used for this study was case study (Merriam, 1998; Stake, 1995; Yin, 

2002) and will be defined in greater detail in later sections. Case study is primarily a type 

of qualitative inquiry, but it also allows for quantitative data collection and analysis, 

when relevant. As the name implies, case study is an in-depth analysis of the case. The 

cases identified for this study were eight older adult gay and bisexual Veterans.   

Purpose and Statement of Problem  

 The primary aim of this study was to gain insight from gay and bisexual Veterans 

about their experiences of the health care system. There was an emphasis on contributing 

to the lack of understanding about the impact of an apparent lack of culturally competent 

care, possible reduced health seeking behaviors, and health disparities. Given that this 

was a qualitative study, the emphasis was not on whether there is a direct causal 

relationship between poor cultural competence and health outcomes and/or utilization; 

quantitative method would need to be used to make such a causal claim with certainty. 

Rather, the purpose of this study was to explore the health care experiences of older adult 

gay and bisexual male Veterans using qualitive techniques to gain in-depth understanding 

of their collective experience. The information learned has the potential to contribute to 

our knowledge of how older adult Veterans are feeling within the system and how they 

are responding to positive and negative experiences. This research may also inform future 

inquiry regarding the measurement of provider attitudes and biases related to working 

with sexual minorities within the health care system.  



OLDER ADULT GB VETERANS IN HEALTH CARE  8 

Research Questions  

1. What are the experiences of older adult gay and bisexual cisgender male Veterans 

in the health care system? 

2. How do older adult gay and bisexual cisgender male Veterans describe their 

relationship with their medical providers and what factors of the relationship are 

most impactful? 

3. What are the core components of the clinical encounter from the Veteran’s 

perspective? 

4. What is the Veteran’s perception of cultural competence of their providers and of 

the system(s) in which they receive health care services? 
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CHAPTER 2 

LITERATURE REVIEW 

Research has consistently demonstrated health disparities exist between sexual 

minorities and their heterosexual counterparts (Blosnich et al., 2013). Despite these 

health disparities, sexual minorities seek medical assistance at a lower rate than 

heterosexual people (Dahlhamer et al., 2016). This is problematic because it perpetuates 

or reinforces existing health disparities. This research attempted to better understand 

some of the factors that prevent sexual minorities from seeking health care, including 

factors which have been identified through quantitative research. In order to better 

understand the complex factors of previous health care experiences, both positive and 

negative, this research focused on the experiences of gay and bisexual older adult male 

Veterans in the health care system. There was a particular emphasis on the cultural 

competence of health care individual providers (e.g., physicians, nurses, physician 

assistants, etc.) and the overall health care system, within which these providers reside, 

and the effects these have on clinical encounters with patients. Research is limited in this 

area but is particularly limited regarding the study of older adults. The unique 

intersectional experience of being an older adult Veteran sexual minority in the health 

care system warrants further study. Previous research has suggested transgender persons 

have unique experiences that warrant independent inquiry (Dworkin, 2001; Fitzpatrick et 

al., 2005; Gagné & Tewksbury, 1998); therefore, transgender men were not considered in 

this study.  

This chapter will provide an overview of existing literature related to LGBTQ 

older adult Veterans within the health care system. Some literature that will be presented 
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is specific to the VA system and Veterans while other literature is broadly related to all 

LGBTQ patients. Similarly, some literature will be specific to LGBTQ older adults and 

other literature will be presented more broadly related to sexual minorities. Regarding 

nomenclature, “sexual minorities” and “LGBTQ” are sometimes used interchangeably. 

Despite LGBTQ becoming a “short-cut” term representative of sexual and gender 

minorities, literature that will be presented within this document will primarily be related 

to sexual minorities (i.e., not trans or transgender groups) for the same reason noted in the 

previous paragraph. Information in this section will begin with statistics related to older 

adults, sexual minorities, and Veterans. Literature is subsequently reviewed regarding 

health disparities among sexual minorities, patient experiences of the health care system, 

cultural competence, and medical provider biases. Existing literature is presented related 

to the effectiveness of cultural competence trainings, the patient perspective of provider 

cultural competence, health seeking/utilization data, and the patient/physician 

relationship. Finally, there is an overview and description of the paradigm and conceptual 

framework that set the foundation for this research. 

Prevalence/Statistics  

 In 2015, there were approximately 47.8 million adults over the age of 65 

representing 14.9% of the United States population; by 2060 this number is projected to 

increase to 98.2 million adults 65 or older (U.S. Census Bureau, 2017). Estimates suggest 

approximately 3.8% of Americans identify as lesbian, gay, bisexual, or transgender 

(Gates, 2011). The millions of future and current sexual minority older adults need access 

to quality health care in order to maintain their physical and emotional health. Older 

adults within the sexual minority community experience unique challenges based in years 
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of oppression, lack of family and other social support, and rejection from society 

(McGovern et al., 2016). Extant research suggests mental and physical health disparities 

exist between sexual minorities and their heterosexual counterparts (Fredriksen-Goldsen 

et al., 2013). Subsequently, it is crucial to understand how this group accesses and 

maintains contact with health care providers and systems. Specific examples and 

evidence of these disparities will be presented in a later section. 

 An important element of finding and maintaining health care is feeling as though 

one is accepted and that provider(s) are able to provide care that is culturally competent. 

Numerous studies have demonstrated that lack of access to culturally competent health 

care in sexual minorities becomes a barrier to accessing future care (Clift & Kirby, 2012; 

Dahlhamer et al., 2016). Although some research has been conducted on this topic, there 

is little that is specific to older adult Veterans. Additionally, several key studies have used 

large population data sets; although this type of research is informative, it does not 

provide sufficient detail and depth of individual experiences of gay and bisexual men in 

health care settings. This research project provides valuable information to health care 

providers and systems to address the health disparities of sexual minorities.  

Veterans Administration (VA) 

 The Veteran’s Administration (VA) health care system is the largest provider of 

health care in the United States with approximately 1,250 facilities (Veterans Health 

Administration, 2016). An estimate of lifetime utilization for sexual minority Veterans is 

45.5% while an estimate of past-year utilization is 28.7% (Simpson et al., 2013). These 

estimates are relatively similar to utilization rates by heterosexual Veterans (Simpson et 

al., 2013). There are estimated to be over one million LGBT Veterans (Gates, 2004). 
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There are not significant differences in utilization rates of VA health care between 

Veterans in same-sex relationships and Veterans in different-sex relationships (Blosnich 

et al., 2013). Given the high number of LGBTQ Veterans seeking services, it is important 

that the VA system is well equipped to provide culturally sensitive and evidence-based 

care for sexual minorities. Health care for sexual minorities is particularly important 

given physical and mental health disparities.  

Health Disparities 

 Existing research has consistently identified increased risk for chronic health 

conditions in sexual minority populations. Studies have identified disparities related to 

increased rates of tobacco use, (Blosnich et al., 2013), asthma (Landers et al., 2011), 

unmet health needs (Burgess et al., 2008), cancer prevalence (Boehmer et al., 2011), and 

substance use (Burgess et al., 2008; McCabe et al., 2009; Yarns et al., 2016). Perhaps an 

even more poignant finding is an increased risk for mortality when compared to 

heterosexual peers for some sexual minorities (Cochran et al., 2016). It should also be 

noted that many mental health disparities also persist for sexual and gender minorities, 

although these will not be the direct focus of this study.   

Research has also examined health disparities specific to older adult sexual 

minorities. The disparities noted in the previous paragraph are also relevant for older 

adults, but older adults have additional disparities unique to their developmental stage of 

life. The disparities that will be provided in this paragraph occur in conjunction with 

those previously described, not independently of them. There is evidence for disparities 

among older adult sexual minorities related to cardiovascular disease, obesity, disability, 

smoking, excessive drinking, diabetes, and HIV risk (Fredriksen-Goldsen et al., 2013). 
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Another study found evidence that older women in same-sex relationships had a greater 

chance of requiring assistance with activities of daily living (ADL’s) and instrumental 

activities of daily living (IADL’s) compared to older women in heterosexual relationships 

(Gonzales & Henning-Smith, 2015). The LGBTQ community is diverse and these 

disparities do not affect each subgroup equally. Fredriksen-Goldsen et al., (2013) 

describe group differences among gender and sexual orientation sub-groups (e.g. gay 

men versus bisexual women). Further delineation of these nuances between sub-groups is 

beyond the purview of this study.  

The logical question to ask after exploring these health disparities is why these 

health disparities exist. Researchers have examined different factors that may be 

contributing to and/or reinforcing these health disparities. These types of studies have 

tended to focus on social/societal factors such as sexual minority discrimination (Burgess 

et al., 2008), internalized stigma (Ehman et al., 2017), negative stereotypes and external 

stigma (Friedman et al., 2014), internalized homophobia (Meyer, 1995), expectations of 

rejection (Meyer, 1995), and poor mental health (Burgess et al., 2008; Gonzales & 

Henning-Smith, 2015). Other variables that affect health disparities for sexual minorities 

include lack of support from family of origin and lack of access to LGBTQ specific 

resources (Caceres & Frank, 2016). Each of these are important factors to consider when 

examining and confronting health disparities. However, existing research has focused 

much less on the paradoxical negative impact of the health care system itself on sexual 

minorities. This important factor is not even mentioned in many of the studies that 

instead focus on other broader social/societal factors. There are also disproportionately a 
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greater number of studies that have focused on identification of these disparities and 

vastly fewer that have focused on exploring the factors that have led to the disparities.  

Studies identify a general sense of dissatisfaction and sexual minority experiences 

of lack of respect in health care settings but tend to not elaborate on what is meant by this 

or describe what the experiences are (Clift & Kirby, 2012). A gap exists in extant 

literature of what the experiences are of sexual minorities in health care systems, 

including with their providers. Gaps also exist related to how these experiences affect 

health care seeking behaviors and the effects on subsequent continued cycles of illness. 

Despite this scarcity of existing previous research, an overview of the research that has 

examined health care/provider factors, including cultural competence, will be provided in 

subsequent sections.  

Sexual Minority Experience of Health Care  

A common concern for sexual minorities across many studies has been fear of 

discrimination in the health care system and by individual providers. In many cases, this 

fear is strong enough to warrant avoiding seeking medical attention until absolutely 

necessary (Bonvicini & Perlin, 2003). In one study, approximately half of participants 

noted challenges to finding what they consider to be culturally competent health care 

(Jenkins Morales et al., 2014). Of note, this quantitative study does not break down what 

is meant by culturally competent care. A theme across many studies that explore this 

topic is that a study will identify a health disparity problem quantitatively but leaves the 

break down or definition of the problem to the reader; these issues are often relegated to 

the “areas for future research” section of the article. Qualitative inquiry is a good method 

to explore patterns across quantitative studies in greater depth and explore personal 
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examples/stories, both confirming and disconfirming, of trends emerging in larger 

samples.  

The contextual factors across various research studies will influence the extent to 

which the participants of that study will report positive and negative experiences within 

the health care system. This varies based on the type of agency, unique demographic 

characteristics of the participants, geographic region, socioeconomic trends in the sample, 

and intersecting identities (e.g. race/ethnicity, immigration status, etc.). While it is 

important to acknowledge variation, it can also be helpful to examine studies that have 

explored trends of patient satisfaction with the health care system and with their 

individual provider. In addition to homophobia, sexism and ageism can also influence the 

experience of older adults within health care (M. Hughes, 2007). The study of patient 

experiences within the health care system is complex and requires exploring the issue 

from multiples angles.  

One study within the VA system found 33% of participants believe physicians 

and other health care professionals have sufficient knowledge of LGBTQ issues, fewer 

than 50% of participants reported to feel respected by health care professionals, and 25% 

had chosen not to disclose their sexual orientation with their provider (Sharek et al., 

2015). A second study within the VA system found two-thirds of Veteran’s physicians 

had not inquired about their sexual orientation, 24% of respondents had not disclosed 

their sexual orientation to any VA provider, and only 28% of Veterans viewed the VA as 

welcoming overall to LGBTQ Veterans (Sherman, Kauth, Shipherd, et al., 2014). A third 

study within the VA system found 33% of participants expressed they had open 

communication about their sexual orientation with their provider and 25% described 
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having avoided at least one VA provider related to sexual orientation stigma (Simpson et 

al., 2013). Rates of withholding one’s identity to providers can be influenced by 

education attained, immigration status, homophobia, feeling of being connected to 

LGBTQ community, and age (Durso & Meyer, 2013). In addition to unmet medical 

needs, not disclosing one’s sexual orientation to health care providers negatively affects 

psychological wellbeing (Durso & Meyer, 2013).  

Primary care providers are especially important because they are the most 

common entry point into a system and are the first team a new patient experiences within 

the system (Schilder et al., 2001). If patients are having negative interactions with their 

primary care provider this can negatively influence their decision to return for future care 

in other clinics or specialties. This becomes particularly problematic when Veterans are 

living in an area with limited access to other resources and/or if the Veteran does not 

have the financial means to access health care outside of the VA system. Provider 

attributes are a key factor for sexual minorities in terms of where they seek medical care 

and the extent to which they seek medical help when necessary (Johnson & Nemeth, 

2014). In addition to their provider, sexual minority patients desire medical environments 

that are supportive and affirming of their identities and providers that inquire about 

sexual orientation in order to create individually tailored treatment plans (Johnson & 

Nemeth, 2014). Although in recent years the VA has made it a national priority to be 

more welcoming of sexual and gender minority Veterans, further study is imperative to 

better understand how this national policy translates to quality of health care at the local 

level, especially medical care within primary care teams.  
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Even if the overall system is committed to culturally informed care, individual 

providers have the capability to degrade the patient’s perception of that system. A large 

study (n=632) of LGBTQ patient perceptions of health care providers found that patients 

believed providers needed to undergo cultural competence training and patients reported 

greater satisfaction with their care when receiving health care from other sexual minority 

providers (Quinn et al., 2015). In another study, same-sex couples described feeling less 

respected by providers, spent less time with providers, and were overall less likely to 

have positive encounters when seeking medical attention (Clift & Kirby, 2012). Patients 

desire providers who are aware of cultural differences within their community and who 

have training on LGBTQ health risks, prevention activities, and relevant medical 

interventions (Wilkerson et al., 2011). These varied health care system factors are in 

some ways obvious; however, it is again important to acknowledge that the majority of 

studies examining health disparities do not explicitly mention the role of the health care 

system itself.  

Strengths and Fostering Healthy Aging 

 Rather than focusing solely on problems working with LGBTQ older adults, 

physicians can also gain a greater understanding of strengths in order to capitalize on 

them when building relationships and treatment plans (Higgins et al., 2016). While 

acknowledging various risk factors, it is also important for physicians to educate older 

adults about what leads to successful aging. Factors positively influencing the aging 

process include resilience, social support, and optimism (Caceres & Frank, 2016). Other 

factors related to healthy aging can be related to remaining physically active, social 

engagement, and spending time outside (Cherry et al., 2016). Physicians have a 
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responsibility to educate older LGBTQ patients about these factors and to make 

appropriate referrals to other providers who may specialize in these areas (e.g. behavioral 

health providers, health coaches, etc.). Additionally, older adult gay/bisexual Veterans 

indicate they value community engagement and appreciate services which are tailored to 

and welcoming to them and their unique identities (Proctor & Krusen, 2017). 

Affirming Environmental Cues 

 Visual indicators (e.g. pride flags, pins, signs/posters, and rainbow lanyards) help 

to elicit conversations between patients and their medical providers (Wilkerson et al., 

2011) and help patients to feel safer within the system (Quinn et al., 2015). In some ways, 

these visual indicators can be one of the easiest environmental interventions to implement 

within a system. It is certainly easier to put up images on the wall than it is to change 

long-held implicit biases of providers. Although not explored in the studies noted above, 

these indicators may become problematic when they help patients to disclose their sexual 

orientation yet subsequently encounter negative attitudes towards them from providers, 

despite affirming messages on the wall. In other words, it is important for a system to 

also focus on training providers in addition to using these types of affirming visual cues.  

Cultural Competence  

Culturally informed care can enhance patient’s trust of their provider and can also 

increase the level to which they follow treatment recommendations (Schilder et al., 

2001). Many terms have been used in psychological literature to denote the respect of 

differences and awareness in treating minority groups. The U.S Department of Health and 

Human Services Office of Minority Health (2001) describe competence as “the capacity 

to function effectively as an individual and an organization within the context of the 
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cultural beliefs, behaviours and needs presented by consumers and their communities.” 

There are many other definitions and descriptions of cultural competency across many 

fields and in many research studies; however, this definition seems to broadly capture 

what is meant by cultural competence as it pertains to this study.  

 One study explored what represents culturally competent care and they focused 

on differentiating the effects of focusing on reducing biases versus cultural tailoring 

(Cuevas et al., 2017). This study essentially found that both of these elements are 

important constructs that represent culturally informed care (Cuevas et al., 2017). The 

authors further recommended providers receive training on how to tailor their treatment 

for different groups, that providers seek means of increasing their knowledge about 

groups with which they work, and that providers focus on reducing biases and 

discrimination towards their patients (Cuevas et al., 2017). Patients prefer clinical 

encounters that are affirming of and encouraging of their decision to share their sexual 

orientation identity (Quinn et al., 2015). Furthermore, patients describe their decision to 

share private parts of themselves as a risk, particularly if they perceive providers to be 

potentially discriminatory (S. K. Smith & Turell, 2017). This underscores the need for 

positive and affirming open communication within the helping relationship.  

VA Cultural Competence 

Research examining provider cultural competence within the VA system is rare. 

One study of providers (n= 202) explored practices and beliefs about working with sexual 

orientation minority patients (Sherman et al., 2015). This study found approximately half 

of providers believe that sexual orientation is not important to assess and is irrelevant to 

providing competent care (Sherman et al., 2015). This finding is reminiscent of the 



OLDER ADULT GB VETERANS IN HEALTH CARE  20 

(usually) well-intentioned but problematic attitude of a colorblind attitude towards 

working with people of color. This study also found that many providers were unaware of 

the evidence of health disparities for sexual minorities (Sherman et al., 2015). Viewing 

all people as “essentially the same” invalidates their unique cultural history and ignores 

often salient parts of who they are as people. This becomes even more problematic in the 

health care context when providers may overlook important risk factors, preventative 

treatments, referrals to appropriate group-specific resources, and tailored interventions 

for a variety of health problems and conditions (e.g., HIV prevention).  

Medical Provider Biases 

Medical providers are not immune to biases because of their role in helping other 

people. A study that examined implicit and explicit biases of medical providers found 

heterosexual providers strongly implicitly favored treating heterosexual patients and 

heterosexual nurses implicitly favored treating heterosexual men over gay men (Sabin et 

al., 2015). In terms of explicit bias, heterosexual providers also favored treating 

heterosexual patients, but the explicit preferences were not as strong as the implicit 

preferences (Sabin et al., 2015). Although the authors did not examine how these biases 

impact actual care, they acknowledge this as an important future area of research (Sabin 

et al., 2015). Other research has shown that patients are aware when providers are 

uncomfortable with their identity (S. K. Smith & Turell, 2017).  

Although providers may be feeling uncomfortable internally when treating sexual 

minority patients, they may not be aware of how their internal biases are manifesting 

through the interpersonal clinical encounter. Nonetheless, providers do seem to have 

some awareness about their lack of knowledge and discomfort. For example, in a study 
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examining provider beliefs about serving LGBTQ older adults, providers reported limited 

training unique to both older adults and sexual minorities, they lacked a specific clinical 

focus on LGBTQ older adults, and they could not identify how many LGBTQ elders they 

serve currently in their practice (Portz et al., 2014). Sexual minorities have indicated that 

physician attitudes towards them, knowledge of their identity, and awareness of their 

experiences are important to their receiving of medical care (Bjorkman & Malterud, 

2009). Medical students are particularly vulnerable for discriminatory attitudes towards 

and treatment of patients when they see this being modeled by their educators (Phelan et 

al., 2017). On a more positive note, medical students tended to have more positive 

attitudes towards working with LGBTQ patients the more they were exposed to these 

patients and the longer they worked with them (Phelan et al., 2017).  

Programs  

Various cultural training programs have been created in order to address provider 

beliefs regarding sexual and gender minority groups (e.g. Hardacker, Rubinstein, Hotton, 

& Houlberg, 2014; Shrader et al., 2017). However, these trainings tend to be conducted 

in single sessions and their effectiveness measured by simple pre-intervention/post-

intervention short surveys. These short trainings are likely not changing deeply held 

attitudes and beliefs in providers. It also is problematic if the trainings are not mandated 

by the employer because there becomes a self-selection bias of providers who attend 

trainings that have already worked towards cultural competence and/or have specialty 

training/knowledge and sensitivity for working with sexual minorities. Alternatively, if 

providers are mandated to attend a training and do not have internal motivation for 
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working towards cultural competence, they may not actively engage with the training in a 

way that internally motivated participants would engage.  

VA LGBTQ Cultural Competency Trainings  

Given that the VA is the largest single health care provider for LGBTQ people 

(Sullivan et al., 2015), it is an important system to work with in terms of cultural 

competence intervention with providers. Despite an overall scarcity of research on the 

topic of LGBTQ people within the VA system, there have been multiple attempts to 

develop cultural competence trainings specific to gender and sexual minorities. The 

shortest training, identified through literature review, was a 60 minute training that used a 

15 item pre-test/post-test multiple choice questionnaire to measure change (Shrader et al., 

2017). Another training reported overall increase in knowledge but no changes in deeply 

held beliefs about sexual and gender minorities (J. White et al., 2013). Similarly, an 

online VA LGBTQ cultural competency training did not impact skills or attitudes but did 

lead to increase in knowledge (Donaldson et al., 2019). Relatively longer trainings such 

as a five hour training (Porter & Krinsky, 2014) and a six hour training (Hardacker et al., 

2014) found similar results regarding a simple increase of knowledge. There is 

insufficient evidence that an increase in knowledge leads to behavioral change, changes 

in deeply held beliefs, or attitudinal changes. In terms of what constitutes simple, one 

item on the survey for the six hour training was inquiring what “LGBT stands for;” 

however, this training did measure increases in empathy towards sexual and gender 

minorities (Hardacker et al., 2014). Although empathy is an important first step, there 

again is uncertainty regarding how long these effects last and whether they impact 

provider behavior long-term.  
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Medical School Training 

Unless physicians specifically pursue coursework related to the care of older adult 

sexual minorities, they are typically not well-trained in working with this group. In one 

study, 84.9% of medical students (n=166) reported a lack of training specifically related 

to LGBTQ patients (Parameshwaran et al., 2017). Students described rarely observing 

clinical and academic mentors providing tailored care for sexual minorities and they 

largely indicated they would follow suit and not ask about pronouns or inquire directly 

about sexual orientation unless volunteered by the patient (Parameshwaran et al., 2017). 

There is also a dearth of geriatric coursework and training in most medical schools 

despite some modest gains in this area (Eleazer et al., 2005). Thus, patients who are both 

geriatric and identify as a sexual minority are receiving care that is not tailored for them 

in at least two primary aspects of their overall identity.  

Patient Perspective 

Qualitative research offers the opportunity for greater depth in understanding 

what sexual minorities view as culturally competent care. One study identified ten themes 

that sexual minorities look for when seeking culturally competent care. These themes 

ranged from visual cues in the office to acknowledgement of one’s life partner to 

representation of LGBTQ identified staff (Croghan et al., 2015). The themes noted in the 

study were briefly described through a short paragraph for each. Although the naming 

and brief description of such themes was a good start, it was difficult to draw practice 

implications based on brevity of experiences provided by participants in that study.  

A large sample of baby boomers (n= 327) described welcoming medical 

environments as including visual indicators, use of inclusive language verbally and on 
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paperwork, inclusion of LGBTQ identified staff, and positive treatment by providers who 

are well trained (Croghan et al., 2015). LGBTQ older adults are more likely than 

heterosexual older adults to delay medical visits due to financial factors, have more 

difficulty finding providers, and overall experience greater barriers to the health care 

system (Dahlhamer et al., 2016). However, differences emerged among different 

subgroups within the older adult LGBTQ community providing further evidence that 

barriers do not appear to affect the entire group equally (Dahlhamer et al., 2016).  

Sexual Minority Health Care Seeking/Utilization  

In addition to possibly exacerbating health disparities, the health care system can 

also contribute to decreased rates of seeking health care and other health care related 

activities. A study of same-sex couples found when compared to heterosexual couples, 

they delayed acquiring prescription drugs at a greater rate, reported stronger barriers to 

seeking help from specialists, and delayed seeking medical attention for longer periods of 

time (Clift & Kirby, 2012). Health care utilization behaviors are likely far too complex to 

identify single variables that independently influence behavior; however, these types of 

health care avoidance may perpetuate or reinforce existing health disparities even if they 

did not necessary cause them.  

Lack of access to culturally informed care has specifically been noted as a 

perceived barrier by sexual minority patients (Qureshi et al., 2018). Additionally, 

disclosure of sexual orientation with providers is related to higher rates of health seeking 

and utilization behaviors among cisgender sexual minority men (Whitehead et al., 2016). 

Clients with well documented health disparities should be seeking medical care at higher 

rates than those without such disparities. In another example, a study of gay/bisexual men 
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living with HIV found negative provider beliefs and knowledge of cultural issues 

negatively affected the level to which participants sought health care (Schilder et al., 

2001). It is problematic that the health care system can further stigmatize older adult 

sexual minority clients in turn affecting their utilization rates. Older gay men are more 

likely to have unmet medical needs, view medical health services with caution, and have 

negative past experiences of inadequate care and discrimination (Clover, 2006). 

 There are a variety of other factors that have been demonstrated to influence 

health care utilization rates including transportation issues, financial concerns, and 

problems related to health insurance coverage (Qureshi et al., 2018). Poor access to 

adequate health insurance coverage has also been identified as a barrier for gay men 

living with HIV (Brennan-Ing et al., 2014). There is also evidence suggesting access to 

health insurance does not affect all sexual minorities equally. For example, in one study 

women in same-sex relationships were less likely to have health care coverage than those 

in different-sex relationships but men in same-sex relationships had equal access to health 

care (Heck et al., 2006). A study examining the impact of harassment found LGBTQ 

patients who have experienced at least one instance of harassment utilized services at a 

higher rate than those who had not (D’Anna et al., 2012). Structural factors such as living 

in a medically underserviced area, poor health/mobility, and discrimination can affect 

ability to engage with health care systems (Tanner et al., 2014). Finally, regarding 

cisgender male sexual minorities, masculinity and a strong value of independence and 

autonomy can influence older adult men’s decision whether to seek help (J. A. Smith et 

al., 2007). Masculinity also interacts with other factors when examining health seeking 

behaviors, such as minority stress (Hamilton & Mahalik, 2009).  
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In terms of access within the VA system, many people assume all Veterans have 

automatic free health care through the VA; however, Veterans still have to pay a certain 

amount, especially if they do not have significant health conditions with onset during 

and/or as a direct result of their military service (i.e., service-connected conditions). As 

previously stated, transportation can sometimes be an issue especially for older adult 

Veterans who may be unable to drive due to physical and/or cognitive limitations. If 

Veterans are unable to get to their medical appointments this is obviously going to affect 

their ability to engage with services. For Veterans living in rural areas, not only are there 

fewer services to access, but there tends to be particularly low rates of LGBTQ informed 

care in rural settings; most research tends to be done in urban settings so less in known 

about LGBTQ persons in rural settings (Whitehead et al., 2016).  

Mental Health Factors 

Psychological and mental health factors may impact service engagement. For 

example, depression and depressive symptoms have been identified as an important 

factor related to lower utilization rates, including access of preventative care, among 

LGBTQ older adults (Brennan-Ing et al., 2014; Shiu et al., 2017). Given that mental 

health rates are also higher in sexual minorities (in addition to physical disparities) this 

could be an important factor to keep in mind. Examining mental health factors is beyond 

the scope of this study.  

Racial/Ethnic Minorities 

As has been discussed already, sexual minorities cannot be treated as a monolithic 

group, and they have other identities that may inform their experience of the health care 

system. Racial ethnic minorities have a double marginalization effect that may mean they 
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have even lower utilization rates (Tanner et al., 2014). Health disparities among 

racial/ethnic minority groups have also been identified within the VA system and 

attempts have been made to remediate these disparities (Fine & Demakis, 2003; Saha et 

al., 2008). Although a direct examination of these types of disparities is beyond the scope 

of this study, attempts were made to explore the experiences of participants based on 

relevant intersecting marginalized identities.  

Patient-Physician Relationship  

 Perhaps there is no greater ambassador of the health care system than one’s own 

medical provider. Previous research has found half of providers do not inquire the sexual 

orientation of their patients or take sexual orientation into account when planning 

treatment, if they aware of a sexual minority status (Sherman, Kauth, Ridener, et al., 

2014). Other studies have identified provider beliefs and attitudes that patients should not 

receive different care based on identity and difference blindness is often used as 

justification (Portz et al., 2014). Although likely well-intentioned, these types of beliefs 

often reflect provider biases. One study examined this topic and identified both implicit 

and explicit provider preferences for treating lesbian women and gay men; how these 

preferences impacted care was not an aim of the study but the authors noted it as an area 

for future research (Sabin et al., 2015).  

 Models of health care include the paternalistic model, interpretive model, 

deliberative model, informative model (Borza et al., 2015; Emanuel & Emanuel, 1992). 

Models operate on a continuum from engaging patients in a collaborative way to acting 

as an expert imparting knowledge to the passive patient. These models help to describe 

the relationship between the patient and physician but are more focused on the role of the 
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physician. Although this is not the direct focus of the study, these relationship descriptors 

are important to examine regarding health-seeking behaviors. An individual’s 

relationship with their individual physician may have the capability of buffering system 

effects or geographically based stigmatization. Patients may feel disconnected from their 

provider if they are being treated in a paternalistic way regardless of their marginalized 

identities. If patients do have one or more marginalized identities, it may exacerbate this 

negative relationship.  

Communication between LGBTQ patients and their providers is important 

because this population has a greater likelihood of delaying going to the doctor, including 

for preventative care (Bonvicini & Perlin, 2003). Obviously, the delay of medical care 

can lead to worsening health conditions and diseases that may have been less serious if 

they had been treated without delay. Communication also is imperative in order to have 

the opportunity to provider tailored education, development of an appropriate treatment 

plan, and accuracy of diagnoses (Bonvicini & Perlin, 2003). Providers are not able to 

consider possible risk factors for the patient related to their status as a sexual minority if 

the physician is unaware of this status. In addition to the patient perspective, caregivers of 

LGBTQ patients also agree there is a need for increased cultural competence among 

providers, they fear discrimination, and they desire more open and accepting 

environments with providers (Valenti & Katz, 2014).  

Institutional Factors  

Health care providers tend to have limited knowledge of sexual minorities but it is 

also important to acknowledge they exist within institutions that tend to be apprehensive 

to tailored services (A. K. Hughes et al., 2011). A study of non-VA agencies found that 
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many agency leaders are unwilling to acknowledge the unique needs of LGBTQ older 

adults but at the same time do acknowledge the need for increased training for their staff 

(Knochel et al., 2011). Some agency leaders believe unique services should be offered for 

this group while others disagreed and believe all patients seeking medical services should 

essentially be treated the same (Knochel et al., 2011). The majority of agency leaders 

endorsed a “difference-blind” attitude meaning that they treat all patients the same way 

regardless and do not routinely inquire about patient sexual orientation; they added 

patients do not generally offer this information unprompted (Knochel et al., 2011). In 

recent years, the VA system has worked to be more inclusive of sexual and gender 

minorities. Despite this national priority, it is also important to better understand if/how 

this priority trickles down to individual VA’s and in turn to individual providers.  

Paradigm and Conceptual Framework  

 The paradigm and conceptual framework set the frame for each stage of this study 

including formulation of research questions, data collection, and data analysis. The 

paradigm of this study is critical theory which is situated within a constructivist ontology. 

Ontology refers to the nature of knowledge and truth as well as how one comes to know 

them (Crotty, 1998). Constructionism posits that “all knowledge, and therefore all 

meaningful reality as such, is contingent upon human practices, being constructed in and 

out of interaction between human beings and their world, and developed and transmitted 

within an essentially social context” (Crotty, 1998, p. 53). It is critical to acknowledge the 

ontological foundation of this study because it informs the manner of collecting data (i.e. 

knowledge) as well as how that knowledge is interpreted. The conceptual framework of 

this study is the Origins of Health Care Disparities Model (Kilbourne et al., 2006).  
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Critical Theory 

A key characteristic of critical theory is to foster “emancipation (from oppression) 

and a more egalitarian and democratic social order” (Ponterotto, 2005). This paradigm is 

a natural fit for this study which seeks to counteract the injustice of systemic oppression 

towards LGBTQ older adult Veterans by the medical community and society. The goal of 

this research was not merely to describe the phenomenon of LGBTQ health disparities, 

but to amplify the voices of those who are oppressed in order to lead to positive change. 

Critical theory strives to remove constraints put upon oppressed groups and to encourage 

resistance against oppression (Creswell & Poth, 2017). Critical theory informed the 

conceptualization of this project and informed how the data will be used. Although this 

study was a relatively small-scale dissertation, I will seek opportunities to use the data to 

inform change. For example, I plan to pursue publication of the data in order to inform 

future research.     

Origins of Health Care Disparities Model  

The conceptual framework used for this research project is the Origins of Health 

Care Disparities model (Kilbourne et al., 2006). Health disparities are extraordinarily 

complex to both understand and change. This framework was developed in order to build 

structure around the process of sequentially detecting, understanding, and reducing health 

disparities (Kilbourne et al., 2006). A small research project like this one does not have 

the resources to address all three parts of this model. However, it is important to 

remember that the findings of this research are situated within existing literature. 

Although various research studies have yielded health disparity differences among 

subgroups of LGBTQ persons, the evidence of the existence of health disparities is robust 
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and relatively undisputed in the literature. Thus, the literature presented in the literature 

review section regarding documented health disparities covers the detection part of this 

model. The primary aim of this research is to explore the second component of the model 

which is understanding health disparities. The second part of the model is represented 

graphically in Figure 1.  

This model is encompassed by system health care system factors that transcend 

the individual relationship between provider and patient. It is important to acknowledge 

that all individual factors occur within the context of these systemic variables. Patient 

factors are related to their own individual identities and demographic variables. Their 

background is also a factor such as the level of education they have attained and 

biological differences they were born with that contribute to overall health. Providers are 

an important part of the clinical encounter and their background and training is also 

integral to the relationship. Their role is also characterized by competing demands from 

other patients as well as the system. Providers also enter the relationship with biases 

which can impact their approach to the patient. Finally, the clinical encounter is the 

interaction between individual provider and individual patient factors. This relationship 

can be affected by the communication style between the two parties and the level of 

cultural competence of the provider.  

This conceptual framework identifies factors relevant to health disparities that 

inform the development of research questions. The point of using this conceptual 

framework is not to “test it” or to attempt to find supporting evidence for each of the 

components, per se. Rather, the framework provides a foundation, based in previous 

research, to ask questions that have not already been answered and to ask questions that 
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build on work that has already been done by other researchers. The research questions, 

informed by the conceptual framework and paradigm, guide each subsequent step of the 

research project including the formulation of questions on the semi-structured interview 

protocol, initial codes used for data analysis, and interpretation of the results.  

 

 

 

 

 

 

 

 

 

 

Figure 1. Graphic representation of proposed factors relative to understanding health 

disparities adapted from Kilbourne, A. M., Switzer, G., Hyman, K., Crowley-Matoka, M., 

& Fine, M. J. (2006). Advancing health disparities research within the health care system: 

A conceptual framework. American Journal of Public Health, 96(12), 2113–2121. 

https://doi.org/10.2105/AJPH.2005.077628  
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primary aim was to better understand how cultural competency impacts the physician-

patient relationship and overall patient experience of being in the health care system. 

While quantitative research has identified the existence of health disparities, greater 

exploration is needed to better understand the factors that create and/or maintain these 

disparities. It is particularly important to gain a better understanding of the influence of 

factors from within the health care system itself. Although a variety of cultural 

competence trainings have been developed and examined, these tend to focus, perhaps 

unintentionally, on acquiring knowledge. Although knowledge is one key component of 

cultural competence, there is insufficient evidence that knowledge alone positively 

impacts provider implicit biases and behavior when working with patients. It is critical to 

explore the provider perspective and the patient perspective to better understand all 

viewpoints. The patient and provider experiences occur within the context of the overall 

culture of the system; case study research is particularly well suited to explore these 

different parts.   
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CHAPTER 3 

METHOD 

Introduction  

 This chapter will begin with a brief overview of the paradigm and conceptual 

framework and how each inform this study. I will then provide an overview of the key 

parts of case study as a general method. The next section will address the logistical plan 

for how the study was carried out. The positionality statement section will address my 

identities and how these may inform me as the primary researcher of this project, 

including interpretation of the results. This section will end with a discussion of the data 

analysis strategies and indicators of trustworthiness for this project.   

Research Questions 

1. What are the experiences of older adult gay and bisexual cisgender male Veterans 

in the health care system? 

2. How do older adult gay and bisexual cisgender male Veterans describe their 

relationship with their medical providers and what factors of the relationship are 

most impactful? 

3. What are the core components of the clinical encounter from the Veteran’s 

perspective? 

4. What is the Veteran’s perception of cultural competence of their providers and of 

the system(s) in which they receive health care services? 

Paradigm and Conceptual Framework 

The paradigm that informs this study is critical theory which emphasizes 

confronting various forms of oppression and the creation of a more egalitarian society 
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(Creswell & Poth, 2017; Ponterotto, 2005). This paradigm is described in greater detail 

within the literature review section. The theoretical framework of this study, the Origins 

of Health Care Disparities Model, was created by Kilbourne et al. (2006) and is meant to 

examine health disparities from marginalized groups and is not unique to sexual 

orientation minority patients. This model is described in greater detail in the literature 

review section. The model served as a foundation and starting point for this research 

project. The research questions were developed based on the model and the existing 

research that led to the creation of the model. These research questions guided all 

subsequent parts of the study including creation of interview protocol questions, 

foreshadowing questions, data analysis, and interpretation of the results.  

Research Design 

Qualitative Research  

Before deciding upon a specific method, I had to decide between qualitative and 

quantitative research. The primary factor that influenced me to choose a qualitative 

method was related to the questions I was asking and wanting to explore through this 

project. A qualitative researcher takes the pieces of a complex contemporary issue and 

attempts to explain some part of the phenomenon by bridging the gaps and putting those 

pieces together (Denzin & Lincoln, 2011). As was stated in the literature review section, 

the majority of research done on this topic has been quantitative exploration of what 

health disparities exist. The second most frequent type of research on this topic has been 

attempting to explore the effectiveness of brief cultural competency trainings. There has 

been very limited research exploring how patients are actually experiencing their health 

care.  
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Qualitative research encourages the use of multiple types of data materials to 

answer the question(s) (Denzin & Lincoln, 2011) and encourages a holistic exploration 

from multiple perspectives (Creswell & Poth, 2017). The use of qualitative research is a 

natural fit to fill some of the gaps of understanding related to the experiences of older 

adult sexual minorities within the health care system. Qualitative research also is used to 

empower participants to share their experiences outside of the confines of some other 

types of quantitative data techniques (e.g. survey instruments) (Creswell & Poth, 2017). 

At their best, qualitative and quantitative methods should complement one another, and 

this is the goal of the project. Without quantitative research, we would have greater 

uncertainty regarding what disparities exist. Now that we have that information, it is time 

to bring to light the experiences of patients to gain a better understanding of how the 

health care system helps or hinders the perpetuation of these disparities.  

Case Study  

This study used a case study approach with a multiple-case design (Merriam, 

1998; Stake, 1995; Yin, 2002). Case study is primarily a qualitative methodology but can 

also include quantitative measures and analysis, when appropriate. Within case study, the 

primary goal is to choose a unit of analysis (Yin, 2002). Although many people 

unfamiliar with case study associate the method as being exclusively related to one 

person, this is only one type of unit of analysis. Other types of units of analyses can be 

groups, institutions, and even as large as an entire community or city. For the scope of 

this study, the units of analysis were eight gay/bisexual older adult male Veterans. Case 

study allowed me to use case vignettes, comparison questions to past health care, and 

other types of questions. This is a key difference to other qualitative methods that are 
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more restricted. For example, phenomenological research (Moustakas, 1994) requires the 

use of very open-ended questions to elicit only the participant’s experience without much 

structure from the researcher. Narrative research (Clandinin, 2016) is focused on each 

individual patient’s life-history and stories related to the topic. Case study allowed me to 

ask more targeted questions related to participant lived experiences to inform 

conceptualization of each case.  

Context of the Study 

Participants  

Eight participants were recruited through email and social media advertising. 

Approximately 100 emails were sent to agencies who specialize in working with older 

adult LGBTQ persons. This approach yielded two participants. The remaining six 

participants responded to social media recruitment ads which were posted on relevant 

pages that cater to LGBTQ older adults and/or Veterans.  

I did not interview long-term care residents, inpatient med-surg patients, or 

inpatient skilled-rehab patients. Patients actively receiving care from these departments 

would have had a unique experience of the system that would have differed from patients 

receiving outpatient primary medical care. I elected to examine outpatient primary care 

because it is typically the first line of care for patients and is also typically the first 

department patients are exposed to upon entering the system. For the purpose of this 

study, I did not be focus on patients within behavioral health teams. If patients were 

receiving behavioral health care was not exclusionary to their participation; however, my 

questions and analysis focused primarily on their experience of their outpatient medical 

care.  
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Inclusionary criteria for patient participants included self-identification as gay or 

bisexual. Participants were not excluded if they were not currently in a romantic 

partnership. Gender self-identification as cisgender male was mandatory for participation 

in this study. The data of potential research participants who identified with a gender 

outside of the gender binary (e.g., gender nonconforming) system as well as those who 

are transgender would likely have different experiences and warrant future research 

focused on their specific needs. For this study, participants were not excluded based on 

self-identification with any religious group, spiritual group, or belief system (including 

no self-identification with any group or belief system). Additionally, participants were 

neither recruited nor excluded based on their racial/ethnic identification. Participants 

were also required to have served in the United States military and identify as a Veteran.  

Exclusionary criteria included active/current suicidal ideation, uncontrolled or 

unmanaged severe psychological distress, or any mental disorder that would preclude 

their ability to participate. Any disability that did not allow the participant to understand 

or answer complex questions would also have excluded them from the study. Participants 

were required to speak fluent English. No participants requested accommodations for 

disabilities. One potential participant was unaware of the focus on Veterans and did not 

have military service. Thus, he was not interviewed for this study. No other participants 

met exclusionary criteria and the final number of participants represents all who 

expressed interested with the exception of a small number who stopped responding after 

initially expressing interest.  

Positionality Statement 
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Self-reflexivity is considered by some to be one of the essential indicators of 

quality research (Tracy, 2010). It is also an ethical issue to reflect upon how biases may 

impact each stage of the research process, including the level to which researcher biases 

may influence findings (Hastings, 2010). Given that my background and identities 

influenced different decisions I made regarding this research project, it is important to 

include information about these. Although this acknowledgement may come across to 

some readers as negative, I also believe there are ways my cultural identities and 

experiences were useful in my conceptualization, analysis, and management of this 

project.  

I am 29 years old, Hispanic-White, cisgender, and male. I openly identify as gay 

and have since I was 18 years old. I am a fifth-year doctoral student in counseling 

psychology at the University of Missouri in Columbia, Missouri. Prior to my current 

degree program, I received a Master of Science (M.S) degree in counseling psychology 

from the University of Wisconsin-Madison. My undergraduate degree is from Loras 

College in Dubuque, Iowa and is a Bachelor of Arts (B.A.) in Psychology and Spanish. 

Age was an important factor to consider and acknowledge when interviewing older adult 

Veterans.  

I have never been in the military, so this was another significant difference 

between me and participants. Although I have some family members who have been in 

the military, it is not a strongly salient part of our family identity on either side of my 

family. Nonetheless, I generally have great respect and admiration for my family 

members who have served in the military. As stated above, I came out as a gay man when 

I was 18 years old. Religion was a moderately important part of my upbringing and 
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childhood and became more salient in my adolescent and teenage years. I became 

interested in taking an active role in our local church and decided to pursue seminary to 

become a Catholic priest. It was around this time that I began to come out to myself and 

went through a large identity shift. I left the seminary after one semester and gradually 

became less religious over time.  

The Hispanic part of my racial/ethnic identity comes from my father’s side of the 

family. Phenotypically, I outwardly appear as a non-Hispanic White person, so people 

only are aware of this aspect of my identity if I share it. My paternal grandmother was 

born and raised in El Paso, Texas and came to live with my grandfather in Mason City, 

Iowa after they met in Texas. During my lifetime, my grandmother has talked openly 

about the significant challenges living as a Mexican woman during that time. She actively 

worked to hide any trace of her identity, to the best of her ability, in order to pass as 

White. Although proud of being Mexican, there were safety concerns and overt dangers 

of discrimination when she moved to the Midwest. My family members and I have 

worked to help her, and our family, to reclaim a sense of pride with being Mexican-

American.  

My nuclear family consists of my biological parents and a younger sister. My 

younger sister is a pediatric nurse. Regarding health care, I was privileged to always have 

had health care coverage and access to quality health care. There have been times, since 

turning 26, that I have delayed seeking medical care which I would not have done in the 

past. Although I am still privileged to maintain health insurance, this has given me a 

greater appreciation for the fear and stress that come along with navigating the health 

care system and paying for health care. I am also fortunate to be in relatively good health 
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and do not suffer from any major chronic diseases or health conditions. As a gay man, I 

have never been overtly discriminated against within the health care system. I have had 

mostly positive experiences and a few experiences that were more borderline without 

necessarily being overtly negative. For example, I had a skin condition several years ago 

that would not go away. The physician I was working with at the time insisted that it was 

an STD. The skin condition turned out to be a different type of condition, non-STD 

related. The physician may have made assumptions about me based on my sexual 

orientation and/or age.  

I feel very positively towards older adults and plan to work with older adults 

within my career. I have a strong personal and professional passion for better 

understanding and confronting health disparities among different groups of marginalized 

and oppressed people. Overall, I have varying degrees of oppressed and privileged 

identities that may have influenced my data analysis. As someone who has trained and 

worked as counselor for more than five years, I have engaged in a lot of self-reflection 

about relating to other people as cultural beings. It is my hope that my use of self within 

this research project helped foster connection with research participants in order to collect 

rich data. I also reflected about my interpretation of the results and how my identities 

may have impacted the data analysis and interpretation processes throughout the process.  

Data Collection  
 
Recruitment 

Participants were recruited by sending emails and posting on social media pages 

with relevant agencies (See Appendix D for recruitment flyer). After seeking appropriate 

approval and permission from the organization, I first consulted with a staff member 
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within the agency or organization. I provided them with a flyer to give to potential 

participants that included the contact information of the primary investigator. Attempts 

were made to identify typical cases (Seawnght & Gerring, 2008) as opposed to 

exceptional or atypical cases that would have a significantly different perspective than the 

average patient. Approximately 100 emails were sent to relevant agencies and 

approximately 20 messages were sent to relevant social media pages. Response rate was 

minimal which posed a challenge to identify participants. More participants were 

identified via social media when compared to email listservs.  

Procedure  

After participants demonstrated an interest in participation with the study, they 

were read an informed consent script (see Appendix A). I explained key points of study 

participation and they were given the opportunity to ask any questions about their 

participation. I also explained that participants were free to leave the study at any time for 

any purpose. All components of the study were completed online via Zoom or over the 

telephone based on the participant’s preference.  

Interviews 

The primary type of data in this study was interviews conducted over Zoom with 

research participants. Participants were each interviewed two times with each interview 

lasting 45-60 minutes and they were audio-recorded. I used an approved electronic 

recording device. Within 24 hours of the completion of each interview, the complete 

interview was uploaded to a secure cloud storage system (described below). The 

electronic recording device did not maintain a copy of the interview. Each participant was 
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interviewed two times for the duration noted above. The same interviewer conducted 

each interview.  

Interview one questions included: 

• What is your experience like when you visit your health care provider? 

• How would you describe the atmosphere of your primary care clinic?  

• Have you had any challenges in seeking primary health care as a sexual minority? 

• Have you had any salient positive experiences of how providers have worked with 

you as a sexual minority? 

• How would you like your sexual orientation to be considered as part of the 

primary health care you receive? 

• What suggestions would you give to primary health care providers working with 

sexual minorities? 

• Have you had any experiences related to your sexual orientation aside from 

seeking primary health care that stand out? 

Interview two questions included:  

• Walk me through an ideal health care appointment from beginning to end.  

• Suppose you were in a medical appointment, and you were sensing a doctor was 

uncomfortable treating you, what would you do? 

• Imagine you had a negative encounter with a provider based on your identity. 

How would that affect your decision to return to that provider in the future? 

• If you were to lead a training for medical providers on treating LGBTQ patients, 

what topics would you include and what information would you like them to 

learn? 
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• If a medical provider works hard to have a good relationship with you, what does 

that look like? How does that affect your decision to go to the doctor or not for 

future problems? 

• If a medical provider makes a mistake when working with you related to your 

identity, what should they do to repair the relationship with you? 

Data Collection Strategies  

Interview questions were asked in a semi-structured format, and I addressed 

unplanned topics that came up organically. However, I did not directly ask or follow-up 

on questions significantly unrelated to the purview of this study, and trauma. Brief 

demographic data was also asked prior to the start of the interview (See Appendix B); 

these questions were asked at the beginning in order to ensure inclusionary and 

exclusionary criteria are met. Demographic data that were asked included age, military 

service history, sexual orientation, HIV status, gender, race/ethnicity, income, 

relationship status, and the geographic location of their primary residence. Participants 

were told that they had the choice whether to answer each of these demographic 

questions ahead of time.  

Risks  

A possible risk of this study included discomfort around reflecting on one’s sexual 

orientation, past experiences in the health care system, and current illnesses (including 

HIV status). Participants were reminded that they may withhold information or refrain 

from answering any questions without giving a reason and without penalty.   

Data Storage 
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All data was stored securely in a secure online storage system through the 

University of Missouri. Any hard copy materials (e.g., demographic forms) were 

converted into electronic documents and stored on the same platform. Only this 

researcher and faculty supervisors have access to the online storage system. This online 

system securely stores all interviews, transcriptions, and all other relevant materials that 

include any confidential participant information.  

Institutional Review Board 

This study was approved by the University of Missouri Institutional Review 

Board. The study adhered to all University of Missouri guidelines on research, ethics, and 

protection of participants. All data is reported anonymously, and any possibly identifiable 

details were changed in order to protect research participants. Attempts were also made to 

report general themes when it seemed individual stories and/or direct quotes could be 

identifiable to them in any way.  

Data Analysis 
  
Interview Data 

All interviews were transcribed, and the transcriptions were the data that was 

analyzed. I used constant comparative analysis (Glaser & Strauss, 1967) techniques when 

working with this data. This technique involved beginning with a theory, coding the data, 

developing categories, and organizing into themes (Boeije, 2002). Initial codes for data 

analysis were derived from the research questions. Open coding strategies were used in 

order to better understand and organize the content of the data. Attempts were made to 

identify refuting evidence for my expectations of data as well as what seemed to be 

dominant themes arising through the data analysis process. Quotes were taken to 
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illuminate themes and give voice to the stories of participants. All specific identifying 

information was deleted or altered in order to protect the privacy and confidentiality of 

research participants. This included, but was not limited to, the names of any health care 

facilities they may have been a part of and the names/identifying information of specific 

health care providers.  

Complete Analysis  

After analyzing all data sources independently, a complete analysis was 

conducted in order to better understand themes occurring across all data sources. This 

was guided by an analytic strategy which included examining the data for within-themes 

and cross-themes and patterns (Yin, 2002). Throughout the data analysis process, care 

was taken to explore evidence that did not fit well with developing themes. In other 

words, experiences and stories were included even if there was not a majority of 

participants that shared an experience. This helped to ensure fidelity of the stories of 

research participants, even if they did not fit into an overall theme.  

General Strategies 

Four general strategies are suggested within Yin's (2002) version of case study 

research. The first strategy is to rely on theoretical propositions and this suggests 

examining the data with the “lens” of the theoretical propositions that guided initial 

stages of the research project (Yin, 2002). The second strategy is to “work data from 

‘ground up’” (Yin, 2002, pp. 136–138). This strategy is essentially the opposite of the 

first strategy, but both strategies should be used (obviously not simultaneously). The 

purpose of this strategy is to avoid searching for only confirming evidence (i.e., 

confirmation bias) of the theory that guided initial research questions. The third general 
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strategy used was to develop a case description which involved organizing data into a 

“descriptive framework” (Yin, 2002, pp. 139–140). The final strategy used was to 

examine other possible explanations within the data rather than focusing solely on 

emergent themes and ignoring data that did not seem to fit these dominant 

patterns/themes (Yin, 2002). 

Specific Strategies 

Yin (2002) offers specific data analysis strategies that are to be used in unison 

with the four general strategies. Pattern matching is similar to constant comparative 

analysis in that it is a strategy of identifying similarities and differences among the data 

(Yin, 2002). Explanation building is derivative of pattern matching and is used to make 

sense of the patterns by creating explanations of the patterns being observed (Yin, 2002). 

Finally, cross-case synthesis (Yin, 2002) was used. Time-series analyses was not used but 

is a strategy to make sense of the data in terms of chronology and logic models are a 

strategy that can be used to create graphical models to represent and help to explain the 

data (Yin, 2002).  

Trustworthiness 

Qualitative research is sometimes criticized for being less rigorous than 

quantitative research. Various authors have suggested ways of increased the validity and 

overall rigor of designing, conducting, and reporting qualitative research. Triangulation 

has been noted as one of the key indicators of quality qualitative research (Tracy, 2010) 

and is essential to conducting quality case study research (Yin, 2002). Triangulation 

refers to the use of multiple data sources and types of data in order to gain evidence from 

multiple perspectives (Lincoln & Guba, 1985; Yin, 2002). This was achieved through this 
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research by conducting multiple interviews. Another indicator of research validity is the 

use of thick description (Cho & Trent, 2006; Geertz, 1973). Thick description refers to 

in-depth analysis of the full picture, in-depth analysis, and ample explanations (Cho & 

Trent, 2006). This was achieved through an exhaustive and iterative process of examining 

each piece of data individually and together. Claims were made based on richness found 

within the data and by using impactful participant quotations to support claims, where 

appropriate.  
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CHAPTER 4  

RESULTS 

This chapter provides a thorough overview of the data analysis. Table 1 provides 

demographic information on the eight participants (MdnAge = 73, Range = 65–82); the 

names listed in the table and used throughout the remainder of this report are 

pseudonyms. First, I will focus on the within-case themes presented from each of the 

eight participants. Second, I will present the cross-case themes that highlight the 

commonalities across the participants. Throughout each of these sections, direct quotes 

from participants are included in attempt to amplify their voices in the data.  

Within-Case Themes  

 Before analyzing the data for themes across participants, each set of two 

transcripts per participant was analyzed for themes specific to that participant. Data 

analysis strategies and procedures are included in chapter three.  

Jarod 

 Jarod self-identified as a 75-year-old, cisgender male, White, gay, HIV-Negative, 

Veteran. He and his partner have a combined yearly income of approximately $100,000 

and they have been married for more than 20 years. He was in the Air Force from 1968–

1972 and worked as an intelligence officer. He lives in a Southern state and was 

previously married to a woman before marrying his current husband.  

 Health Care for Gay Men Should be Informed but Treat Us the Same. The 

first theme that emerged for this Veteran was a desire for equal treatment as Heterosexual 

people. He questioned why sexual orientation should affect how he is treated as a Gay  
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Table 1: Participant Demographic Table  

 
This table provides an overview of the backgrounds and identities of each participant. The names provided are pseudonyms to 
protect confidentiality.  
 

Name Age Sexual 
Orientation 

Race/Ethnicity HIV 
Status 

Approximate 
Income 

Relationship Status Military 
Branch 

Years 
Active 
Military 

Duty 

Jarod 75 Gay White Negative $100,000  Married Air Force 1968-
1972 

Intelligence 
Officer 

Oscar 71 Gay Mixed (Hispanic-
White) 

Negative $50,000  Single/Divorced Air Force 1968-
1976 

Air Passenger 
Service/Cargo 

Neil 73 Gay White Positive $30,000  Married Army 1968-
1971 

Radio 
Systems/Repair 
and Maintenance 

Bernie 73 Gay White Negative $90,000  Single Air Force 1966-
1990 

Military Logistics 

Simon 72 Gay White Negative $20,000  Single Army + 
Navy 
Reserve 

1970-
1973 & 
1975-
1983 

Intelligence and 
Linguistics  

Grant 82 Gay White Negative $75,000  Married Air Force 1962-
1966 

Officer 

Kevin 74 Gay Native American Positive $14,000  Single Army 1969-
1970 

Chaplains 
Assistant 

Emmett 65 Gay White Negative $30,000  Single Army 1975-
1995 

Tanks Armor 
Corps 
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man. He also wanted his sexual orientation to be acknowledged by providers and for 

them to keep it “in the back of their mind” as they are working with him. Jarod has 

fought all his life to be “treated the same” and does not want any treatment “the other 

way” (i.e., special positive treatment). He seemed to equate openness with sexual 

orientation and having tailored health care as being treated better than heterosexual 

people in some regard. He discussed examples of ways he would like sexual orientation 

to be considered including with HIV, sexual health, and psychological issues. However, 

“other than that, okay, here’s a physical human being, a 75-year-old whose had cancer 

and his gall bladder out. Go for it.”  

 Interestingly, despite a primary desire for impartial health care, this Veteran 

hoped that medical providers would prepare to work with Gay men and communicate 

their acceptance and openness to sexual minorities subtly. He provided examples of 

“project the fact that they’re comfortable” and “give some kind of clue that they have 

Gay friends” but simultaneously, “don’t make a big deal out of it.” Jarod hopes that 

providers would receive training on LGBTQ issues in their medical training. He talked 

about not only topical training but also bias training to ensure personal beliefs and biases 

do not negatively affect the care of their patients. Given the scientific nature of health 

care, he hopes that providers would focus on the biological science of care and “you want 

to be able to put aside preconceptions.” Jarod discussed the parallel of his beliefs on this 

to his beliefs that racial and ethnic minorities should also receive equal medical 

treatment. He repeatedly emphasized the importance for the doctor to establish and 

maintain safety and trust in the therapeutic relationship and talked about how the 

relationship is “a professional one. But it’s [also] a social interaction.”  
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 The Experience of Health Care for Gay Men Involves More than Just the 

Doctor. Jarod’s analysis of the health care system exceeded just the doctor and included 

the system, nurses, and other non-medical staff.  For example, “it could be the best doctor 

in the world, but if the atmosphere is not a comfortable one, then you’re not going to be 

wanting to come back.” He noted that he and his husband have had good experiences 

with their doctors’ offices and are known by most of the staff by name. If things were not 

to go well, Jarod brought up Yelp and that patients are customers in addition to being 

patients. Furthermore, he and his network of friends often compare their health conditions 

and experience of their different health care providers with one another. He noted 

examples of identifying positive providers through his network as well as staying away 

from providers who apparently do not have good bedside manner.  

 Jarod had a historical approach to his description of health care. He talked about 

how front desk staff, nurses, and doctors used to pause briefly when he would say “my 

husband” because they were not used to it. He said people are now very used to working 

with same-sex couples and do not hesitate. He told a story when his husband was in the 

hospital and when asking where his husband was located, got negative looks from two 

security guards. This kind of interaction would not necessarily affect his decision to 

return to this facility, but it would have if it had been a provider. Overall, he emphasized 

that although interactions with the system are important, the relationship with the doctor 

is most predictive of his perception of the overall system.  

 Approach to Health Care as a Gay Man Evolves with Age. Being vocal and 

confident with providers has gotten easier for Jarod with age. “If I were 25, I might not 

have the confident to say, “do we have a problem here?” But by this time, who the hell 
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cares?” He said that increased confidence comes because of having seen so many of them 

over time and that with increased health problems as an older person that it is much more 

essential to understand what providers are saying/recommending. From Jarod’s 

perspective, “back in the awful horse and buggy days” providers typically avoided 

communicating bad news, but he appreciates that providers are more upfront and 

forthcoming than they used to be.  

 Jarod discussed an interesting example of ageism that he finds irritating. He said, 

“I don’t want a doctor to treat me like I’m six. And I don’t want a doctor half my age 

coming in the room and say, ‘Well young man, what’s wrong with you today?’” He 

described this as disrespectful, and it can take him some time to overcome his irritation 

when this occurs. Although this is a recommendation for all doctors, he said it is 

particularly true for young doctors and that it is less bothersome when it happens with 

someone with whom he is closer in age. In sum, “I’ve been an adult for a very long time. 

So, I have a grain of intelligence.”  

 There is not a “One Size Fits All” for Confronting Homophobia. People often 

assume that the only way to deal with homophobia in health care is to simply leave and 

find a new doctor. Jarod commented on the complexity of this issue. He did acknowledge 

that changing providers is one way of dealing with this issue and that encountering 

homophobia would question the quality of care he is getting from that provider. 

However, he noted one of his doctors has “terrible bedside manner,” but he continues to 

work with him because he is the best doctor in town for his specialty area. He noted, “I 

can tolerate some discomfort on their part as well as my part because I know I’m getting 

a really expert opinion on this problem.” Despite this, Jarod also said that he has a much 
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higher tolerance for bad bedside manner than for outright homophobia; however, he has 

not had overt experiences of homophobia with providers, so he did not have examples of 

how he has dealt with this previously.  

 When recovering from mistakes, Jarod suggested “not belaboring the point [and] 

making it a bigger deal than it needs to be.” He suggested that an apology would be a 

good first step in overcoming their error, but they should also work on their own biases 

and possible lack of knowledge to not repeat the same mistake again with other patients 

or even with him again in future appointments. If the provider can have awareness of 

their error and take concrete steps to make up for it, “that would go a long way with me” 

he said. Jarod added, “I don’t expect every straight person I see to be equally comfortable 

dealing with something they may not understand or something they may not have 

experience with.” He simply hopes they are open to feedback and to work on areas with 

which they may need additional training or education of the influence of bias.  

Oscar 

Oscar self-identified as a 71-year-old, cisgender male, Hispanic-White, gay, HIV-

Negative, single, Veteran. He has a yearly income of approximately $50,000. He was 

previously married to a woman but maintains a good relationship with her since their 

divorce. He was in the Air Force from 1968–1976 and worked passenger service and 

cargo. He currently lives in a Western state.  

“They Don’t Understand”: Fear of Health Care in the VA System. Oscar has 

not received health care in the VA and overall has a very negative perception of the VA. 

He reported that one of the reasons he has not sought VA care is because of his identity 

as a racial-ethnic minority. A second reason is because of his identity as a gay man. He 
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said, “You know what? I’m not really comfortable coming out to them. […] Unless there 

was a money issue, don’t ever take me to the VA.” Oscar acknowledged the long-term 

impact of Don’t Ask, Don’t Tell and its influence on military culture, despite the fact that 

the VA is a separate entity from active armed forces. He commented on this discrepancy 

indicating, “They can’t do anything to me because I’m a civilian. But they sure could 

fuck up my medical treatment.”  

Aside from cultural competence concerns, Oscar had other negative 

preconceptions about the VA. From his perspective, “I think the way we treat Veterans in 

this country, it’s just an abomination. And the VA being the biggest culprit of that.” 

Specific problems he noted included long wait times, problems with getting referrals, 

“miles and miles of red tape,” and having to be seen by multiple doctors. Some of his 

ideas about the VA have come from friends who have had negative experiences. 

Specifically, he had a friend who was hoping to get a knee replacement that was unable 

to get it scheduled for 9 months due to problems with getting approved for the surgery. 

He is frustrated that the Trump administration worsened many of the problems with the 

VA system. His family is aware that if there are no financial barriers, they should never 

take him to the VA.  

Desire for Individual Identities to be Recognized and Integrated. Oscar was 

the participant in this study who had the strongest preference that his sexual orientation 

and other identities be integrated into his health care. He was out with all his providers 

and said that he made it a point to come out whenever he gets a new provider because 

from his perspective there are issues gay men have that other groups do not have. He has 

evolved over time and said that with some medical providers in the past his identity 
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emerged over time without “a big revelation.” However, now he wants providers to be 

aware of his identity even if he is getting short-term care such as an emergency or other 

kind of temporary hospitalization. Nearly all other participants expressed wishes to be 

“treated the same” but these kinds of statements were absent from Oscar’s data.  

A skill Oscar values in providers is their ability to broach difficult topics, 

including conversations of sex and sexual orientation. He had a transition period from 

when he was married to the time he began dating and noted that his longtime doctor 

inquired if he needed an HIV test. His doctor would periodically check-in with how his 

relationship was going with his partner at the time and Oscar appreciated this openness. 

He values relationships with providers that are open and nonjudgmental. He appreciated 

that this doctor never made him feel embarrassed or shameful. Oscar later found out that 

this doctor himself was gay which he did not find out about until they had stopped 

working together.  

When discussing equality, Oscar described a preference where he could express 

himself and be open about his identities without judgement. This characterization of 

equality was different than the description from other participants which took more of a 

“color-blind” approach. He indicated identities in health care “should be fully 

integrated.” He discussed that an intervention that may be helpful for him may be very 

irrelevant with members of other groups, and therefore identity should be considered with 

health care providers.  

Providers Should Prepare to Work with Gay Men and Effectively Manage 

Mistakes. Oscar believes that doctors should be trained on issues unique to gay men 

before working with them in practice. Part of this awareness is the impact of historical 
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oppression. He discussed that disclosing your gay identity with your doctor in the 1960’s, 

70’s and 80’s was a challenge because, “it’s almost a point that you couldn’t trust your 

doctor” at that time. Although times have changed, older adults may still have beliefs 

about health care rooted in these previous experiences. Doctors should also be aware of 

common issues and “get out of [their] comfort zone” when working with people who are 

different. He added “if you have to say, ‘oh cooties, I’m not touching that’ then you don’t 

have to be a doctor or nurse.”  

Oscar also provided some suggestions about overcoming mistakes when these 

happen. Overall, he said that the response to the mistake is often more important than the 

mistake itself. He noted that an important step is an apology and without this step he 

would likely not return to that doctor. Although people are imperfect, trying to be more 

effective and overcome mistakes helps a lot. Finally, keeping one’s personal beliefs (e.g., 

religious beliefs) and judgements out of the professional relationship helps to strengthen 

it.  

“Do We Talk About Your 20 Minutes a Week in Bed?”: Insights into 

Navigating Health Care as an Older Gay Man. Oscar appreciates when providers are 

cognizant of his sexual identity but do not rely on stereotypes or ask intrusive questions 

that are not pertinent. As the name of this theme implies, there is sometimes a tendency 

for providers to focus on the sexual behavior of gay men while selectively ignoring other 

important aspects of belonging to this group. For example, “they really do believe that 

was all about sex for us and it really isn’t. […] It’s about loving, a family, house, career, 

retirement, just like you.” Although he acknowledged the importance of sexual health and 
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prevention, his point was that focusing solely on sexual behavior diminishes from the 

providers ability to see the whole person and to recognize other areas of their life.  

One way of identifying doctors is for Oscar to network with other gay friends for 

referrals and to compare stories. He has not had overt problems with homophobia in 

health care but notes he would be more confident to confront this directly as an older man 

than he would have been when he was younger. Rather than just not return, he described 

that he would report their actions and confront it directly to ensure it was not a 

misunderstanding and to give them the opportunity to apologize.  

Although he was unsure if he had ever experienced homophobia in the health care 

system, he had experienced ageism. As an older man, he had asked a doctor for an 

STD/STI and HIV panel of tests which caused the doctor to pause. Oscar responded, 

“Doctor, I’m old. I’m not dead.” His doctor apologized and they never had another issue. 

Throughout the two interviews, Oscar emphasized the importance of building a good 

relationship and having good bedside manner. He also noted that arrogance and talking 

above him is irritating. He said, “some doctors should drop the God complex, that would 

help a lot, and realize there’s things out there that they don’t know everything about.” He 

described appreciating a relaxed and inviting atmosphere and he has subsequently 

appreciated working with a physician’s assistant in the past rather than his physician 

because of the difference of tone in working with them.  

Neil 

Neil self-identified as a 73-year-old, cisgender male, White, gay, HIV-Positive, 

Veteran. He has a yearly income of approximately $30,000 and he is married to his 

husband of more than 30 years. He was in the Air Force from 1968–1971 and worked in 
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radio systems and repair and maintenance. He lives in a Midwestern state with his 

longtime husband.  

“I Don’t Think It’s That Much of An Issue”: The Desire for Impartial Care. 

“That’s not the primary reason I’m at the doctor. That’s just my situation. I’m not asking 

about their situation.” Neil has received most of his health care services through the VA 

system. His reported preference for health care is that his sexual orientation is not 

discussed openly. For example, he said “I can’t see a whole lot of difference in dealing 

with gay people versus straight.” He discussed that previously it had been more relevant 

at the height of the HIV/AIDS crisis, but he could not think of any ways it is currently 

relevant. This is particularly interesting given that Neil is HIV positive.  

Neil participates in health care with his husband much of the time, so he is not 

hiding the fact that he is gay. When asked about positive health care experiences, he 

consistently noted the active participation of his husband. He appreciates when his 

providers include his husband in the conversation and give him updates. There is an 

interesting balance of apparently being out as gay to health care providers but never 

explicitly discussing this. Neil also made comments about the way he presents himself as 

a gay man. He tends to not “rub it in your face” and “I’m not going to be flagrant about 

it.” He discussed that he would confront incidents of homophobia directly if he 

experienced this but has not encountered this in over 30 years.  

Health Care as a Gay Man in the VA Has Been Consistently Positive. Nearly 

all of Neil’s health care for the past few decades has been in the VA system and he 

consistently spoke very positively about his experiences. He has not felt “like a second-

class citizen” when seeking health care as a gay man and has not felt “singled out.” He 
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described relationships with providers in very positive terms and he enjoys other more 

general aspects of the system. For example, he appreciates that he can attend multiple 

appointments in the same building, his primary care doctor manages his care, and things 

are scheduled for him.  

He also described having more access than his husband (who is not a Veteran) 

because Neil does not have to pay any money for health care and does not have to worry 

about any co-pays. He appreciates that he generally does not have to wait and if he ever 

waits more than 15 minutes, is encouraged to alert front desk staff and this is well 

received. Neil enjoys going to the VA and described it as having a “club feeling” because 

of the shared identity that everyone is a Veteran. His providers are responsive and seem 

to review his chart before meeting with him, so they are up to date on the care he is 

receiving. His primary complaint of the system is that sometimes turnover rates of 

medical staff are high. He was otherwise extremely satisfied with his VA care.  

A Personal Example of Homophobia in Health Care and Its Lasting Effects. 

Neil and his husband experienced an overt instance of homophobia in the late 1980’s or 

early 1990’s. He told a story of when his husband was hospitalized. His doctor put a sign 

on the door indicating high risk of infection and required people wear gowns and gloves 

to enter the room. This precaution was because of his husband’s HIV status. Neil 

indicated this was not commonly practiced at this time of the HIV/AIDS crisis and the 

doctor had a bad reputation of being homophobic. They reported the doctor, and this has 

made Neil and his husband more reluctant of providers and they are more attuned to signs 

of possible homophobia.  
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Interestingly, when asked what providers can do to repair mistakes, Neil 

responded that he believed such mistakes were irreparable. His advice was to “just keep 

going forward.” He hopes that providers maintain open communication and let him know 

if they have any kind of problem working with him or his husband. He was not sure 

whether he would confront providers who had made mistakes. At times, he responded 

that he would confront them directly and at other times responded that he would simply 

ask for a new doctor and not return. He appreciates that it is easy and straightforward to 

request a new doctor in the VA.  

“Don’t Assume Everyone is Straight” and Other Suggestions for Providers. 

Neil prefers not discussing his sexual orientation with providers; however, he dislikes 

when providers assume he is heterosexual. He has often been asked about his wife and 

must correct people and tell them he has a husband. He would like for providers to be 

aware that not all of their patients are heterosexual. He would like for being gay to be 

normalized and “to see a little more openness, a little more awareness that not everybody 

is the same.” He suggests that doctors do not assume anything because this is when they 

get into trouble.  

He further suggested that doctors “Stop. Stop. Stop. Settle down. Stop.” He 

repeatedly emphasized that it is important to him that doctors slow down and be less 

rushed with their patients. Neil suggested that when doctors are hired it would be helpful 

to go through an interview screening process to ensure they do not have any negative 

biases working with certain groups. He suggested this would be one strategy and form of 

prevention to ensure that outwardly homophobic doctors are not able to work with 

patients.  
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“We Aren’t That Gay”: An Older Gay Man’s Perception of Sexual 

Orientation Expression. Although not directly related to the research questions, this 

theme seemed important to highlight and came up with other participants as well. Neil 

said,  

Some people I think tend to put a lot of emphasis on being homosexual. And with 

us, there’s not much emphasis on that. It’s just that’s who we are. And if you like 

us, well that’s who you are. And if you don’t like us, that may be one of the 

reasons or maybe just because you’re a jerk. I don’t see being Gay as being 

important as some people seem to think it is.  

When asked to elaborate upon this statement, he discussed stereotypes of Gay men such 

as being flamboyant. As someone who self-identified as being more reserved, there are 

likely personality characteristics and traits intersecting with his self-perception of gay 

identity. One reason for he and his husband’s tendency to be “less gay” may be related to 

internalized homophobia. Set in the context of the zeitgeist in which they grew up, the 

geographical region in which they live, and his identity as a Veteran, this makes sense. 

This theme also likely intersects with Neil’s description of his preference for his sexual 

orientation to be passively acknowledged but never spoken about directly in health care 

(this was described in the first theme above).  

Bernie 

Bernie self-identified as a 73-year-old, cisgender male, White, gay, HIV-

Negative, Veteran. He is single and has a yearly income of approximately $90,000. He 

was in the Air Force from 1966–1990 and worked in military logistics. He attained a 

doctoral degree and now is retired and lives in a Midwestern state.   
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 “They Don’t Need to Know It”: A Preference to Exclude Sexual Orientation 

from Health Care. Bernie has a strong preference that his medical providers ignore his 

sexual orientation. He prefers that if the patient wants to discuss it that they can bring it 

up but are not asked by doctors or other staff. He stated, “I don’t bring it up unless I think 

it’s related to the issue at hand.” However, he struggled to think of situations where it 

would be relevant for doctors to know this information. For example, “I can’t really think 

of anything from a pure medical perspective because everything would need to be treated 

pretty similar unless you could have HIV.” He suggested that providers listen intently to 

their patients nonjudgmentally and treat them “like you would anybody.” He has never 

been asked his sexual orientation in medical settings and said he does not actively try to 

hide it but just does not tend to think about it when at the doctor’s office. He did add that 

if he were asked his sexual orientation that he would answer the question honestly and 

would not have a problem with being asked. When discussing care with a primary care 

provider, Bernie responded “I don’t think it should apply.”  

 Show, Don’t Tell Acceptance and Other Suggestions for Providers. Bernie 

had a variety of suggestions for providers when working with older adult gay patients. 

One striking suggestion he had was to demonstrate acceptance in subtle ways without 

saying it directly. For example, he discussed not showing any judgement towards patients 

“through words or facial reactions or a physical reaction, tightening up, you know, all 

those nonverbal communication skills.” He further discussed the importance of 

maintaining eye contact and not crossing one’s arms. Bernie was once in a relationship 

with a man who was HIV positive. He was impressed that the provider was 

nonjudgmental and helped him to get an HIV preventative drug called Truvada.  
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 Bernie believes that medical providers should be trained in not being judgmental 

and to learn to not let their religious beliefs affect their relationships with patients. He 

encouraged providers to listen to their gay patients in the same way they listen to their 

heterosexual patients while also having knowledge of diseases or other conditions 

common in gay men. He believes if they are unable to set aside their judgement, they 

should not enter the medical profession. Bernie hopes that any issues are communicated 

about directly between doctor and patient and that this openness should be initiated by the 

doctor. Having a strong relationship increases his trust of doctors even when they are 

making suggestions that seem frightening. He also said that providers should illicit 

feedback from patients to know how the feel the relationship is going form their 

perspective.    

 Provider Identities and Beliefs Affect Quality of Care. Bernie discussed 

several physician identity-factors that he believes influence the professional relationship 

between provider and patient. He described a positive relationship with a doctor who he 

believed to be gay but was not sure. He noted having a shared identity can be one way of 

fostering a good connection. He also noted there are other identities than negatively 

impact the relationship. He believes that religion does not automatically negatively 

impact the relationship, but it can when providers let their beliefs dictate the care they 

provide. From his perspective, some of the factors that influence how religion is used is 

the sect or branch of religion the provider belongs to. Bernie used to live in Utah and 

despite some negative interactions with conservative Mormons, also had positive 

experiences with Mormons who were more open and accepting.  
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 Age was another demographic variable Bernie brought up several times with 

which he has noticed provider patterns. Specifically, he has noticed younger doctors tend 

to be more open and accepting than older doctors in the military medical clinics in which 

he receives care. His medical clinic “is mostly younger airmen or airwomen, whichever 

way it may be working in these clinics. So, they have a very open mind, you find.” 

Bernie believes the probability of negative altercations and incidents increases with older 

providers versus younger ones and brought this up at several different points during the 

two interviews.  

 The Consequences of an Incident of Overt Homophobia in Health Care. 

Bernie recalled a homophobic incident when talking to a doctor about erectile 

dysfunction drugs. He reported that when he broached this topic, the doctor said he was 

not comfortable prescribing erectile-dysfunction medication. Bernie believed the doctor’s 

discomfort was because Bernie was a gay man; and that the doctor would have no 

problem prescribing the same drugs to a heterosexual person. He described feeling anger 

about what happened but decided not to confront the doctor and instead requested a 

change of doctor. This doctor had been his doctor for many years, and this made the 

situation feel worse than if it had happened with a new or unfamiliar doctor. Bernie 

believed that the doctor’s behavior violated the Hippocratic oath, and that it was wrong. 

He ultimately decided to let the system handle the situation but he did provide the reason 

why he was requesting the change. This was the same time when he was referred to the 

doctor that he believed to be gay.  

 When reflecting whether to lodge a formal complaint, Bernie indicated this was 

context dependent. He said, “Oh, knowing myself, if they’ve been rude, etc. and that sort 
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of thing, I probably would file a complaint.” The relationship and context of the 

relationship prior to the incident would affect his response to what happened. He is 

fortunate to be in a system where it is easy to change providers but is aware that not 

everyone has the same luxury. He believes some people would delay seeking health care 

until absolutely necessary if they were in such a situation due to fear. People under this 

situation may be required to “grin and bear it because if you really have no option and 

you need the medical care, what choice do you have?” 

 When repairing therapeutic mistakes, Bernie suggested that providers should first 

apologize, which Bernie would then gauge for sincerity. He would be vigilant in future 

visits for signs of negative impacts on the relationship and/or further incidents. For those 

who are unable to work effectively with gay patients, they should refer them to someone 

else in their practice who will behave appropriately. When reflecting on other ways to 

compensate patients for these kinds of incidents he questioned whether it would be 

appropriate to not charge the patient for the visit.  

 Internal and External Strategies and Considerations Navigating Health 

Care. A positive consideration Bernie brought up consistently was the access he has to 

quality free care through the military (not VA). He appreciates that he is able to choose 

his own doctors with Medicare and does research to ensure he is getting quality doctors. 

He noted several experiences of his doctors going above and beyond. He lives near the 

base where he receives care, so he feels lucky to have close access to quality care without 

having to travel long distances. Bernie likes continuity of care and prefers to say with the 

same provider long-term when possible. He described himself as being a reserved person 
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which somewhat affects his approach to care and his response to negative events. For 

example, he tends to address conflict indirectly and avoids direct confrontation.  

He does research to try and get the best doctors “but if I was having a problem 

and I knew of a doctor who was openly gay and he was respected and knowledgeable in 

the area, year, I would definitely choose that doctor, no doubt about it.” Although sexual 

orientation of the provider is not a primary variable when choosing providers, when all 

other variables are relatively equivalent (e.g., training and distance), Bernie would choose 

working with a gay doctor. This is especially interesting given he was unable to identify 

any clinical situations in which identifying as Gay was relevant to clinical care.  

Simon 

Simon self-identified as a 72-year-old, cisgender male, White, gay, HIV-

Negative, Veteran. He is single and has a yearly income of approximately $20,000. He 

was in the Army from 1970–1973 and the Navy Reserves from 1975–1983 and worked in 

linguistics and intelligence. He lives in a Southern state and previously worked as a 

teacher prior to retirement.  

 “I Don’t See How That Would Pertain to Any of My Health Conditions”: 

Sexual Orientation is Private. Simon was one of the most adamant participants that 

sexual orientation is not relevant for the health care of the vast majority of people. He had 

never openly discussed his identity as a gay man with any of his doctors, despite having a 

long history of chronic medical conditions and 11 current doctors. He struggled to 

identify any ways this identity is relevant aside from HIV. He was open that he had not 

been sexually active for more than 20 years which was a large part of why he reported 

that he did not believe his sexual orientation was relevant to care. When asked if he 



OLDER ADULT GB VETERANS IN HEALTH CARE  68 

thought his health care or relationship with his doctors would be different if they knew he 

was gay, he responded “I don’t think it would be different.” He also said that even with 

HIV/AIDS, the topics of sexual orientation and sexual behavior did not come up with 

doctors in the 1980’s or 1990’s unless the patient presented with active symptoms of 

HIV/AIDS. In other words, discussion of sexual orientation did not occur related to 

prevention or other topical areas outside of active HIV/AIDS, from his experience and 

perspective when seeking health care.  

 Simon claimed that doctors inquiring about sexual orientation in previous areas 

would have been seen as threatening. Specifically, he said, “the first reaction would’ve 

been ‘anybody inquiring about my sexual orientation is up to no good.’ It’s an act of 

hostility.” This context for his experience puts into perspective his strong belief that 

doctors should not ask about sexual orientation. The medical system was not immune to 

oppression of gay men and by asking about sexual orientation, this invited possible 

persecution. Simon described that when asked about their sexual orientation, patients 

may have responded with sentiments such as “What makes you think that? Why are you 

asking that?” This suspicion was well founded in real threats of discrimination and abuse. 

Simon suggests that the way doctors broach this topic matters and they should be mindful 

of how they are probing for sensitive information.  

 One way Simon suggested doctors can be more culturally competent is to assume 

all their patients are gay. This is a strategy that Simon said he used when teaching. He 

indicated that he always assumed he had at least one gay student in his classroom and 

carried himself with this assumption. Another related point he made was the fact that 

disclosing sensitive information such as sexual orientation is almost certain to be 
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disclosed to other members of the office staff, in paperwork, and in electronic 

documentation. He expressed fear and hesitation that information about his sexual 

orientation being handled by so many people could result in problems. This kind of fear 

could impact patient decisions of whether to come out as gay to their primary medical 

providers.  

 Simon disclosed that he believes sexual orientation should not be a demographic 

question on intake paperwork for patients. He recalled being asked this when entering the 

military and had an internal dilemma about whether to lie. He elaborated, “I think that if 

you have somebody who feels that they have to lie about that because it’s in print, you’ve 

locked them into that lie. They are less likely in talking with the doctor to be open.” 

Simon went on to say that in some ways asking everyone “diffuses the question” but then 

people still may feel singled out of why they are being asked and question whether to 

leave the question blank, lie, or fill it out truthfully. He stated that with all of the doctors 

he has visited, he has never seen it show up on paperwork. If asked the question, he 

would respond honestly.  

 Proactive Strategies for Doctors and the System to Effectively Work with 

Gay Men. Simon identified ways that individual doctors and the overall system can 

prepare to work with gay men. He encouraged that they should not wait for a situation to 

arise but take a more proactive and preventative approach. One strategy he suggested was 

to have an interview with all potential applicants to attempt to identify biases they may 

have in working with certain groups. He was hopeful that medical schools offered 

training on effectively working with marginalized groups and not assume “they’ll just 

pick it up later.” Simon also added that when situations do come up, providers should 
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take initiative and have cultural competency workshops or trainings for the entire staff, 

not just medical providers. This may be one way of preventing future incidents.  

 Another strategy for the system is to increase representation of gay providers 

within the system. He described this as the “ideal situation” in which the providers 

theoretically do not approach patients with the same biases as heterosexual providers. 

One somewhat common strategy to communicate acceptance is with rainbow visual 

markers. Simon was the only participant that brought up this strategy for making gay 

patients feel welcomed. He recommended doctors’ offices “include art like rainbow 

things so that before the doctor even walks in the room the patients feel whatever he may 

have to say, is going to be welcomed.” Simon disclosed that he has not seen this kind of 

visual representation of inclusivity in his health care settings.  

 Ways to Deal with Homophobia and a Personal Example. Simon disclosed 

that a long time ago he signed up for a workshop that was designed to help participants 

lose weight. Part of the workshop was working individually with a psychologist to 

explore psychological barriers to losing weight. The psychologist he was assigned to 

work with was actively practicing conversion therapy and went on a “homophobic rant” 

during one of the sessions he attended. After complaining to the workshop organizers, 

Simon was told the solution for this problem was that he would be excused from the 

requirement to meet with the psychologist. He noted that in this example it was unjust 

that he was punished via not having the consultation rather than the primary consequence 

happening to the psychologist.  

 In response to homophobia, Simon described that his confidence has increased as 

he has aged to confront homophobia directly. Additionally, “the teacher in me sees that as 
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possibly a teachable moment and call him out on it.” He added that he would bring up 

what he had noticed to the provider and inquire if they knew how that would come across 

to a gay person. It was their response, Simon continued, that would dictate whether or not 

he would be able to continue working with them. He noted that in today’s climate it 

would be nearly impossible to not make a complaint to the state medical board for 

egregious incidents. He believes that most people would not say anything and just not 

return, leaving the opportunity for similar incidents occurring with other patients. He said 

for many of these patients, “you’ll never know why they didn’t come back.”  

 Humility and Other Factors for Doctors to Consider when Building a 

Relationship and Repairing Mistakes. The first suggestion for repairing mistakes is to 

ask what can be done from the patient’s perspective to overcome the mistake. It is the 

provider’s job to inquire how they can make the patient more comfortable and re-

establish trust in the relationship. He then hopes that the provider would research how to 

work more effectively with gay men and not make any assumptions. Without having an 

awareness of the mistake they had made, the doctor will not be able to prevent making 

the same mistake again in the future.  

 To ensure a good relationship, a doctor should listen to their patients and create a 

warm and inviting atmosphere. One way of doing this is being honest with patients. He 

told a story of when he was in the hospital his doctor had disclosed being unsure whether 

Simon was going to die. Although this kind of information can be challenging to hear, it 

also increases trust in the relationship when doctors are transparent. Additionally, doctors 

should be well trained on how to effectively establish rapport with patients and not judge 

their lifestyles.  
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 Advocacy is another key area to ensure a good working relationship. Simon 

discussed an incident when a doctor misdiagnosed a health condition. A nurse 

practitioner from another specialty did her own research and offered the correct 

diagnosis. Unfortunately, the doctor did not listen to her, and he received incorrect 

treatment for an extended period of time that was significantly detrimental to his health. 

She did not stop advocating on his behalf and the diagnosis and subsequent treatment 

were eventually rectified. Simon discussed that some providers have a “narrow view” and 

only are able to practice from within the narrow confines of their specialty which can 

lead to errors. The provider’s advocacy and persistence were very impactful to him and 

cemented an already positive working relationship.  

Grant 

 Grant self-identified as an 82-year-old, cisgender male, White, gay, HIV-

Negative, Veteran. He has a yearly income of approximately $75,000 and is married. He 

was an officer in the Air Force from 1962–1966 and worked as a pharmacist prior to 

retirement. He currently lives in a Southern state with his husband to his husband of more 

than 20 years.   

 Acknowledge My Identity but “Treat me the Same.” When reflecting whether 

to integrate his sexual orientation, Grant fell towards the middle of the spectrum relative 

to other participants in this study. Grant comes out to each of his new providers because 

it is important to him that they are aware of his identity. However, he hopes to be treated 

the same as heterosexual patients. He stated, “I don’t like to be held out special or have 

special requirements over and above anyone else. […] I don’t expect to be treated any 

differently. Just treat me the same, but with intelligence and with sincerity.” He disclosed 
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that when he was previously married to a woman, he did not have to announce his sexual 

orientation and felt he should not have to do so as someone married to a man. He values 

his privacy and identifies as being a private person, including in the health care setting. 

He repeatedly emphasized that he hopes his care as a gay man is the same as heterosexual 

people because “their problems are human problems 99% of the time.”  

 Being “More Gay” Matters. When reflecting on tendencies of homophobia, 

Grant noted differences between the way he is treated versus friends who are more 

effeminate or “flamboyant.” He described noticing that these kinds of friends have a 

much more negative experience living in the world versus those who are act more 

masculine. Between the first and second interviews for this research project, he discussed 

this topic with his husband, and this was one thing that was emphasized and agreed upon 

in their discussions. In medical settings, he said, “I think they open my medical records 

and see my contact person is a man and that I’m married. I think that you do see a 

difference occasionally when people see that you’re married to a man.” Over time as he 

has gotten older and gotten more life experience, he has grown to expect negative 

treatment in the world as a gay man.  

Grant also disclosed that he confronts stereotypes of gay men. When discussing 

his experience in a medical simulation exercise he said, “maybe they thought, because I 

was gay, I was passing nights at discos, dancing, and doing that sort of thing. I’m not 

sure.” He discussed ways the questions asked during this exercise largely revolved 

around stereotypes including an (incorrect) assumption of nonmonogamy in his marriage 

and the topics noted above. He reflected that straight people tend to assume gay men are 

promiscuous and have qualitatively different kinds of relationships than heterosexual 
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people. Grant disclosed that he and his husband are stereotypically more masculine acting 

and often do not get this sort of negative treatment but friends who are more effeminate 

encounter this often.  

 Repeated Questions About HIV and Other Patterns of Health Care 

Provision. Grant described his relationship with his primary care provider in positive 

terms. One aspect of their relationship with which he expressed frustration was related to 

being asked about whether he need an HIV/AIDS test each time he attends an 

appointment with this doctor. Each time he tells the doctor that he has been in a 

monogamous relationship with his husband of more than 20 years with no plans of 

changing this. Despite this, she continues to ask him about whether he needs this test. He 

said, “I’ve always wondered, do they have a separate list of questions for gay people 

versus straight people? Or is that something she would ask an older straight man that has 

been married for 20 years?” He wondered whether they are “programmed” to ask certain 

questions of gay men.  

 Grant has been happy with his health care overall and he has never been asked 

about his sexual orientation. He tends to come out to new providers, but aside from 

asking about HIV/AIDS tests, it is largely ignored. He recalled a time when he felt unsafe 

coming out to providers and did not begin doing so until the past 10–15 years. He 

receives most of his health care outside of the VA but noted the VA has become more 

progressive over time and openly accepting from his perspective. He acknowledged that 

he generally feels comfortable doing this. He noted feeling surprised that he is never 

asked about his home life. He offered an assumption that gay men may have more 

problems in their romantic relationships than heterosexual couples but was not sure about 
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this. He offered that one area that could be added to routine assessment questions could 

be how the patient’s home life is going and whether they are having problems in their 

relationships with romantic partners.  

 Proactive System Strategies to Inform Culturally Competent Care. As a 

former health care provider, Grant had a knowledge of how medical professionals are 

chosen and what is valued. He observed over time that skills related to biological 

sciences or chemistry have become less important and other factors have been more 

highly valued. These include volunteer history, speaking multiple languages, and social 

skills. He was in support of this shift over time and noted social awareness and ability to 

work with different patients should continue to be emphasized. This is one means of 

ensuring new doctors are well rounded and less judgmental. He had participated in a 

simulation exercise with new medical students at a local medical school and was 

impressed at their skills in evaluating him as a whole person, including his sexual 

orientation.  

 Grant also emphasized prevention from a systems perspective. His local VA had 

held a training/workshop for LGBTQ patients. He said they held sessions led by doctors 

on various topics and invited organizations that support gay patients to have booths set 

up. This kind of service helped to make Veterans more aware of services and 

organizations they may not yet be aware of. The clinical focus of this event also offered 

the chance for Veterans to learn about health prevention approaches and activities. He 

found the event helpful, and it also improved his perception of the cultural competency of 

the VA system.  
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 Veteran’s History as a Provider and other Personal Factors Change 

Relationship to the System. Prior to retirement, Grant worked as a clinical pharmacist. 

He discussed how this background changed his approach to his own health care over 

time. His standards were high, and he frequently researched potential clinicians as well as 

his own health conditions. He consistently emphasized the importance of advocating for 

one’s own health care and self-advocacy. When approaching new doctors, he prefers not 

to disclose his identity as a former pharmacist because he does not want this to bias how 

they interact with him until he gets to know them before they know this about him. When 

evaluating them, he hopes to “see how they handle appointments and records to see if I’m 

dealing with a professional office staff and physician or if it’s kind of a patient mill.” He 

also emphasized the importance of being active in one’s own health care because the 

doctor can only offer recommendations, but it is up to the patient to implement them in 

their lives.  

 Grant also disclosed other personal factors that change how he interfaces with the 

system. He described himself as a private person. He discussed that he has to “walk the 

line between where I am being a private person and where I am being deceitful.” He is 

aware of the tension between privacy and transparency and how this may look different 

for various patients. If he were to encounter providers that were not up to his satisfaction, 

he likely would “be polite and not come back.” He discussed the influence of his 

upbringing and how manners were strongly emphasized culturally. It would be a 

challenge for him to confront problems directly because from his worldview this would 

be confrontational and considered rude. Because of this, providers and their staff would 

be unaware of the reason(s) Grant decided not to return to them in the future.  
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Kevin 

 Kevin self-identified as a 74-year-old, cisgender male, Native American, bisexual, 

HIV-Positive, Veteran. He is single and has a yearly income of approximately $14,000. 

He was in the Army from 1969–1970 and worked as a chaplain’s assistant. He currently 

lives in a Southern state.  

 Frustration and Dissatisfaction with the VA. The overwhelming theme of both 

interviews with Kevin was his extreme dissatisfaction with his health care in the VA 

system. There were many factors that contributed to this dissatisfaction, but most were 

unrelated to his identity as a bisexual man. He lives over an hour away from his local VA 

hospital and finds this to be a barrier to accessing care. Wait times are long and he finds it 

challenging to get in for an appointment. Once he is able to get in, he believes the care 

they offer is suboptimal and “the clinics can’t really do much for you. They’ll draw 

blood.” He also recently moved and said his new providers are either unable or unwilling 

to access his historical records despite having received care in a VA where he used to 

live. He sometimes implied that his care within a previous VA was more positive but 

consistently returned to his description of the negative experiences he was currently 

having.  

 Beyond his experience of health care, Kevin had a strongly negative and 

traumatic experience while in the military. Although a conscious objector on religious 

grounds, he was nonetheless drafted into the military. He was ridiculed and abused by 

peers and superiors in the military. He was physically assaulted resulting in loss of a body 

part. He told other stories of having clothes stolen and the military refuse to replace them. 

He indicated that he was not out as bisexual but was strongly ridiculed for being Native 
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American. He found solace with gay friends and with working as a chaplain’s assistant. 

He interchangeably spoke of his time in the military with his perception of the VA 

system and seemed to confabulate the two. He was also in the process of working with 

the VA to increase his service connection in order to attain a higher monthly paycheck 

and to attain recognition for his traumatic experiences and the loss of a body part.  

 To Focus on Gay Identity is to “Detract from Someone’s Total Being”: 

Sexual Orientation is Irrelevant to Health Care. Kevin had one of the strongest 

stances of the participants in this study that sexual orientation should not be discussed in 

health care. This was interesting given that he is HIV-positive. Although there are many 

heterosexual Veterans living with HIV, there is also a lot of overlap and increased base 

rates of gay men. With providers he said he “skirted the subject of being gay” when 

discussing his HIV diagnosis and treatment. He made strong statements on this topic such 

as, “my sexuality should never be an issue or even addressed” and “why would I come 

out to anyone? It makes no sense to do that.” He also discussed military culture and its 

influence on his perception of what it means to be gay. He notes that if he had disclosed 

his identity as a bisexual man, he would have been “thrown out” of the military. Despite 

advances over time, he continues to hold on to this view of being out, especially in 

contexts with a higher prevalence of Veterans and/or government systems (i.e., VA 

system).  

 As a Native American man, Kevin discussed his identity from a Native 

perspective. He said there are not equivalent words for gay, bisexual, etc. Rather, there is 

an encompassing term of two-spirit.  
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The Anglo-Saxon intervention has affected how Natives even speak because our 

traditions of being two-spirit used to be revered by the Native world. We were 

considered to be a gift from the creator to the people […]. This all changed with 

the impregnation of Christianity, which really served as a cancer. And that’s why 

my grandparents said ‘Go. Go serve in this service, but remember your Native 

spirituality, which is your fiber, your roots.’ Am I Christian? Yes. Am I a Jew? 

Yes. Am I Native? Even more so.   

Kevin’s views of the relevance of sexual orientation may be rooted in a perspective of the 

colonization of the concept of two-spirit. He holistically identifies with the facets of 

multiple faith groups and emphasized focusing on shared humanity rather than 

differences. His value of focusing on shared humanity may be another reason for his 

opinion that sexual orientation should not be discussed in medical settings.  

Appearing to contrast his extreme views that sexual orientation should be 

excluded from health care, he suggested that providers should be aware of the whole 

context of the person. He also acknowledged that being out to one’s doctor may help 

communication. He described a relationship with a provider who he believed to be gay 

based on some references he made to a popular gay travel destination. Kevin recognized 

that this shared experience and apparent shared identity fostered connection. His reported 

extreme views about the irrelevance of sexual orientation in health care may be less rigid 

in practice, depending on the context and situational factors.  

 “I Don’t Believe in Mistakes, Only Clarification”: Suggestions to Providers 

When Mistakes are Made. Kevin had an interesting take on how doctors should react 

after making mistakes. He described his belief that rather than focusing on the mistake, it 
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is more effective to focus on the reaction to the mistake through clarification. Given his 

dissatisfaction with the VA system, he had a variety of examples of instances where he 

felt that he received suboptimal care and/or the provider made a mistake. He discussed 

that an apology is an important first step. There have also been instances where he has 

sought assistance via the patient advocate when he feels the doctor is unable or unwilling 

to rectify their mistake. He is comfortable confronting the doctor openly and has done so 

in the past. His expectation is that doctors are receptive to feedback and work to ensure 

customer satisfaction. Kevin added that during a recent exchange a doctor embraced him 

as part of the apology, and he described appreciating this gesture in addition to what the 

doctor said verbally.  

 Factors to Maintain a Good Relationship Between Provider and Patient. 

Many of Kevin’s suggestions for doctors were utilitarian in nature. In other words, he 

described stories and examples of times that he was most satisfied with providers when 

they agreed to support requests he had of them. He provided examples including support 

for a service dog, agreeing to issue him a handicap parking sticker, and writing letters to 

support his case for increased disability. He identified these as being some of the factors 

that were most important to him in a provider. He further noted that he appreciates having 

a relationship that allows for both professional exchanges as well as personal and 

conversation that is not limited to business. He also hopes that when he attends medical 

appointments, he can feel free to discuss any topic that he would like and be supported by 

the doctor. He strongly values when the doctor listens intently and has also prepared 

ahead of the appointment by looking at his historical record ahead of the appointment.  

Emmett 
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 Emmett self-identified as a 65-year-old, cisgender male, White, gay, HIV-

Negative, Veteran. He is single and has a yearly income of approximately $30,000. He 

was in the Army tanks armor corps from 1975–1995. He currently lives in a Southern 

state.   

 Mixed Reactions to the Relevance of Sexual Orientation in Health Care. 

Emmett had varied opinions regarding the topic of sexual orientation being discussed in 

health care. He has never been asked about it directly by a provider but has seen it asked 

on paperwork. He used to leave that section blank on paperwork because “I guess I have 

a problem with lying.” Although he would leave this blank on paperwork, he was never 

asked about it directly or encouraged to fill out that section. Since he has come out, he 

has felt more comfortable filling in this section although he still finds that he is typically 

not asked about it openly.  

 At several points, Emmett expressed a preference that he is not asked about sexual 

orientation by providers. He said, “It’s not pertinent. It’s not an issue. I mean, why do 

you want to ask me the question? I’ll tell you. But I also want to know why you need to 

ask that question.” He elaborated that he does not mind being asked about his sexual 

orientation if there is a specific reason he is being asked. However, he struggled to think 

of any reasons when it would be relevant. In an ideal world, he described that the health 

care encounter would focus more on similarities rather than differences.  

Just be human. I mean be compassionate toward a fellow human being. […] And 

there shouldn't be a difference. If it's relevant to the issue at hand, then fine, we 

discuss sexual orientation, sexual habits, and this, that, and the other. Because 

there's nothing wrong with giving out proactive safety guidance from a medical 
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professional. You need to do this. You need to take care of this. That's fine. They 

do that anyway for other people as well. Nothing wrong with that. But let's not 

make everything involve one's sexual orientation. Just treat just treat 

them…everybody the same.  

Emmett seems to equate discussion of sexual orientation as a form of discrimination. At 

other parts of the interviews, he questions whether inquiring about this may just be a form 

of “morbid curiosity” without any kind of clinical utility. Interestingly, he described 

himself as “an open book” and that he enjoys feeling free to express himself authentically 

in relationships. However, he maintains that involving sexual orientation in health care 

relationships should be kept on a “need to know” basis.  

 Hardship of Living as a Gay Man in the South. A core theme of Emmett’s 

story was a difficult upbringing and life as a gay man living in the Southern United 

States. Up until 2–3 years ago, Emmett had lived in a rural southern part of his state “as 

red a place that you can be.” Although there were parts of this upbringing that he 

enjoyed, he described the context of living there in very negative terms. Regarding gay 

identity he described it as “It’s horrible. […] It’s all hush=hush. It’s all back-alley stuff. 

It’s not out in the open so much.” He noticed that friends were having trouble finding 

people to marry gay couples, so he decided to get an online certificate that allowed him to 

perform legal marriages of same-sex couples.  

He also described that in some areas it is dangerous to be out and Gay which 

prevents people from doing so. He said things worsened under the Trump administration 

during which things worsened for racial ethnic minorities and LGBTQ people. When 

describing the situation he said, “It’s all equal. They hate and they pick on— I want to 
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say minority or they on the least- those that are least able to defend themselves, that don’t 

have any power really.” He has noticed that this hate is sometimes justified with religion, 

and he was also disappointed in laws being passed designed to protect providers from 

professionally discriminating against certain patients based on their identities and/or 

lifestyles. These experiences led him to move to a more urban part of the state which he 

described as being relatively more progressive than where he was living in the rural deep 

South.  

 Reactions to Vicarious Health Care Homophobia and Racism in Law 

Enforcement and Corrections. Prior to retirement, Emmett worked in law enforcement 

and later as a corrections officer. As part of his duties as a corrections officer, he would 

transport inmates to medical facilities for treatment. He drew upon this experience when 

reflecting on the quality of care offered to members of different groups. Emmett observed 

a noticeable difference in the quality of care for racial ethnic minorities and members of 

the LGBTQ community. He said, “Even a White asshole would get a little better 

treatment than your average everyday Black guy in handcuffs.” At times these 

experiences were overt with doctors using racial and homophobic slurs but typically the 

differences he noticed were more subtle. When reflecting on this dynamic, he described, 

“I think it was more a cursory treatment than a let’s dig down and let’s find out what the 

hell the problem is.” In other words, from his perspective, doctors would offer the bare 

minimum of care to patients in a different way than what was offered to heterosexual and 

White inmates. 
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When observing a “perfunctory examination,” there were times that Emmett 

decided to speak up and advocate on behalf of the inmates. He would become 

frustrated when  

there was a perceptible difference in the way people talked to them and the way 

they were treated. [it was] ‘check the box and move on,’ as opposed to ‘let’s ask a 

bunch of questions and get to the bottom of what’s doing this.’ 

Sometimes when it was clear that they were getting inadequate treatment, he would tell 

the doctor that what the inmate was describing was real and he had observed their 

symptoms and the problems they were causing. He reflected on how the injustice of what 

he was observing was bothersome to him. He had observed inmates die of AIDS and 

knew if they did not receive adequate and timely medical attention and intervention it 

could result in complications or even death.  

 When describing these encounters, Emmett noted that inmates who were had 

more stereotypically gay or effeminate behaviors and mannerisms would get worse 

treatment. “It often seemed like a lot of times the other people—when I say obviously 

say, I’m thinking more people who acted gay, and I won’t say they were, because I didn’t 

ask them. That was none of my business.” It could be that these inmates received worse 

care because they violated commonly accepted societal gender norms of traditional 

masculinity. Their negative treatment may also have been a result of being more easily 

identified as gay (presumably) whereas gay inmates who more easily passed as 

heterosexual simply were not identified and assumed to be heterosexual. These dynamics 

Emmett observed also likely contributed to his opinions that sexual orientation should not 

be discussed in health care for most patients. He also believes it should not be asked 
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about on intake paperwork and left up to the patient whether they decide to disclose their 

identity.  

 “I’m Okay with Second Best”: Reactions to Homophobia in Health Care. 

When reflecting about his response to homophobia in health care, Emmett would expect 

an apology. He acknowledged “we are all human” and he is still willing to work with 

someone if they are willing to communicate about what happened and not continue to 

make the same or similar mistakes. If this did not happen, he would not return to that 

provider. He reflected about what he would do if that were the best provider within their 

specialty. Without hesitating, he responded that he is very comfortable with “second 

best.” In other words, he will not prioritize negative patient care for the sake of a provider 

who is supposed to be the best. He believes going to the “second best” provider still 

entails the patient gets good care without having to sacrifice how they are treated. He was 

not sure whether he would bring up the problem directly and it would depend on the 

context. When describing this dynamic, he said, “Depending on the level of discomfort 

he exhibited or that I felt, I’d probably just say ‘yeah, okay, let’s get this over with and let 

me the hell out of here.’ I’ll find another doctor.” 

 “Give a Shit”: A Thoughtful Description of Effective Health Care. Similar to 

other participants in this study, Emmett hopes that providers will be nonjudgmental and 

view gay patients as human beings first. He discussed an experience of seeking care with 

an ex-partner who was HIV-positive. The doctor was professional and from Emmett’s 

perspective were nonjudgmental and did not hesitate to provide them excellent care. He 

was critical that the health care system has become “money driven.” He decided to leave 

a longtime health care provider after they were purchased by a large system that forced 
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money-driven changes. He emphasized the importance of providers taking adequate time 

to listen to their patients.  

 When discussing the patient-provider dynamic, he stated, “Fill me in. Let me 

know. We’re partners in this. Don’t just shut me out and tell me what I’ve got to do. Tell 

me what I need to do and let me decide if that’s right for us.” His expectation of 

providers is that they provide options, informed by their expertise, but have a dialogue 

and not expect the patient would follow them blindly. He hopes that providers do not talk 

“over my head” or take a “my way or the highway” approach in their relationship. He 

expects that providers take time to prepare prior to appointments and know his full 

history. Having a good experience, from his perspective, means all staff who are involved 

create a positive atmosphere, not just the physician. He appreciates having a good 

relationship with providers in which there is mutual respect and care. He summarized his 

feelings about this by saying he hopes “they seem to give a shit basically.”  

Cross-Case Themes  

Culturally Informed vs “Color-blind” Health Care: A Spectrum of Diverse Opinions  

 The participants in this study had a wide variety of reactions and preferences 

about the relevance of their sexual orientation in the health care setting. The majority of 

participants prefer that their sexual orientation is not integrated into their care and do not 

see it as relevant. A couple of participants were more neutral and prefer to be out as gay 

and hope their providers keep their identity in the back of their mind but otherwise hope 

to be treated the same as heterosexual patients. Only one participant described both 

wanting to be out as gay and also have his sexual orientation be integrated into his health 

care appointments consistently.  
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Figure 2. Graphical Representation of the Spectrum of Participant Opinions Regarding 

the Relevance of Sexual Orientation in Health Care.  

 

Treat Me the Same. The desire for equal treatment was the most consistent 

finding across participants in this study. Only one participant deviated from this 

sentiment and most of the Veterans expressed their opinions about this strongly. One of 

the strongest voices on this topic was Kevin who stated, “My sexuality should never be 

an issue or even addressed” and “You detract from someone’s total being by saying that 

they’re gay.” Some participants seemed to believe that addressing sexual orientation in 

health care was a form of discrimination and a violation of privacy. Emmett indicated 

that he hoped sexual orientation would not even be included on intake paperwork. Simon 

shared this belief and they both described discomfort from being forced to share their 

sexual orientation, lie, or keep the section blank. They noted that by keeping it blank they 

feel that they may as well indicate they are gay because this is how it is interpreted by 

medical staff. Neil and Bernie thought out loud about ways that sexual orientation may be 

relevant to health care but were unable to come up with any examples. Several 

participants noted that sexual health (e.g., HIV, STD/STI’S) is one way it could be 
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relevant; however, they also noted that these conditions also occur for heterosexual 

patients and believe the screening for these conditions should be universal and not be tied 

to gay or bisexual men only.  

Middle Ground. Two participants shared a more neutral opinion about how they 

would like their sexual orientation to be considered by providers. Grant shared that he 

always comes out to new providers early on in the relationship. He likes them to be aware 

but prefers not to have what he considers to be “special treatment.” Jarod shared a similar 

view and is out to providers be default because he and his husband attend nearly all 

appointments together. He does not mind being out but prefers that doctors keep his 

sexual orientation “in the back of their mind” rather that talking about it openly on a 

regular basis. He shared an example that he appreciates when doctors exhibit comfort 

working with him subtly such as talking about gay friends they may have. It seems these 

two participants focus more on the social aspect of being gay rather than focusing on the 

medical and treatment implications. This may be because most people are unaware of 

health disparities and higher prevalence of certain conditions aside from HIV. 

Nonetheless they had an intuitive sense their sexual orientation is important for their 

providers to know even if they do not have a good sense of why this is important.  

Desire for Tailored Care: The Exception, Not the Norm. Oscar was the only 

participant that expressed openness and preference for transparent and tailored care for 

gay men. He shared that what is right for him as a 71-year-old Gay man is likely different 

than what is right for “Joe Blow here as a 30-year-old married guy and Sally Q. as a 

nun.” He shared many examples of having open discussions with providers about his 

identity as a gay man and how this informs his care. There were examples this was 
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relevant socially and other times was relevant medically. He described, “Even if you’re in 

the closet, I think it’s important to be open and honest with your medical practitioner.” 

Although there may be alternative explanations for his openness, one possible 

explanation was his geographical location living in a traditionally liberal Western state. 

Many of the other Veterans lived in Southern and Midwestern parts of the United States 

which are likely more conservative.  

Various factors may have contributed to Oscar’s openness. His geographical 

location in a more progressive state may have been a factor. He also had been out as gay 

for longer whereas some participants had been out for a shorter time. Kevin did not 

identify as being out because of his belief that this results in very negative treatment. 

Other participants who were less extreme than Kevin who still preferred to avoid talking 

about their sexual orientation each had a history of negative experiences with providers. 

This is a key difference when compared to participants in the “middle ground” who 

denied having had such experiences.  

Doctors Should Prepare. Despite variation of opinions about the overall 

relevance of sexual orientation, participants consistently noted hope that doctors are 

prepared to work with gay men. For some, this preparation meant having medical school 

training to have concrete knowledge about different conditions and patterns to be aware 

of when working with gay men. Another common theme was hope that doctors would 

examine their own biases and beliefs in preparation to work with gay men. For example, 

Jarod said,  

What I hope is that they would examine themselves to see if they have attitudes 

that might be an impediment to taking care of a person as though they were any 
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other human being. I would happy that they would self-examine themselves, just 

as I would hope that a White physician would examine themselves to see if they 

have any difficulties that might lead them to treat an African American person 

differently. […] That would be the biggest thing: ‘physician, know thyself.’   

Participants also had an overwhelming desire for physicians to refrain judgement when 

working with them. Simon noted that it is not enough to just assume because they are 

good doctors, this means they are going to effectively work with people who are different 

and/or unfamiliar. Participants more commonly expressed hope that doctors would 

effectively learn to work with them nonjudgmentally relative to expressing hope that they 

would have scientific or medical knowledge about working with gay men.   

Homophobia Effects are Long-lasting  

 The men in this study had varying degrees of experience with overt homophobia 

in health care. Some did not have any such experiences while others had a limited 

number of examples. Although past experiences with homophobia were few in number, it 

was clear these experiences left a lasting impact on the participants in various ways. Of 

particular note, these experiences appeared to impact them in ways they were largely 

unaware of. Thus, the long-term impact of these experiences offers important context for 

providers with which they are working. Specific examples of homophobia are noted in 

the above sections where individual themes are described in greater detail.  

 Cautious Approach to Health Care. Participants who had encountered overt 

homophobia described an apprehensive approach to health care subsequent to negative 

incidents. Neil and his husband encountered an incident where they were treated 

negatively in an inpatient setting because of their HIV positive status. He described how 
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this changed their approach to working with new providers and they tend to be more alert 

for signs of provider discomfort working with Gay men. Simon recalled how talking 

about being gay with providers would have been an “act of hostility” decades ago. 

Although he no longer feels this way, he nonetheless is cautious with being openly gay 

with providers and has never actually come out to a provider despite being a high 

consumer of health care. Bernie had a negative incident where a long-term primary care 

provider refused to prescribe erectile dysfunction medications. Although he was easily 

able to change providers, he readily acknowledged the long-term impact of his 

relationship with the health care system following the incident.  

 Each of these incidents described were relatively brief; however, it had lasting 

consequences for participants in various ways. For some it led to a cautious approach to 

providers and for others it resulted in not coming out to providers at all. For most of these 

participants, their subsequent providers are likely unaware of the previous incidents 

which have occurred. This is an important finding as patient mistrust and non-adherence 

are often labeled as pathological when this is likely an adaptive means of approaching 

providers because of previous negative encounters. It is also important because it 

demonstrates that brief negative incidents which occurred decades ago can have a lasting 

impact. Although in can be tempting to say “times have changed, that was then, this is 

now” it may not be as simple as this. The historical experiences of older adult gay men in 

health care are an important contextual factor that may contribute to health care 

utilization and perceptions of safety within the system and with individual providers.  

  Military Influence. The Veterans in this study primarily served in the military 

during the 1960’s and 1970’s. Although the United States Military and the VA Health 
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Care system are distinct administratively, several Veterans noted the impact of their 

military background on their perception of the VA system. Specifically, they noted that 

because they would have been dishonorably discharged if they had been gay and out 

during their military service, they would be apprehensive to come out as a patient in the 

VA. However, this perception was primarily noted by Veterans not receiving care in the 

VA. The Veterans who were actively receiving VA care noted a largely positive 

experience in the VA as gay men. It should be noted that their positive description 

primarily was related to their perception of being treated the same as heterosexual 

Veterans.  

  Aside from VA health care, several Veterans also discussed their approach to 

living as a gay man relative to their military service. Simon noted that his decision to hide 

his sexual orientation in the military affected his tendency towards living a private 

lifestyle rarely discussing his gay identity outwardly. Kevin discussed this in a more 

extreme way as a result of his traumatic and abusive treatment as both gay and Native 

American in the military. He consistently noted that these traumatic experiences have 

negatively affected his self-perception of a gay man. As a leader in his local Native 

community, he also noted that he has counseled other people to not come out as gay in 

health care or other contexts because they will be treated differently.  

Religion Influence. Religion was a factor identified by some participants as 

contributory to negative incidents experienced. Bernie identified his provider’s Mormon 

faith as being the likely factor that resulted in his discomfort with prescribing erectile 

dysfunction medication. Emmett discussed how the highly conservative practice of 

Christianity in the deep South influenced his experience of working with providers. The 
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intersection of some religious/spiritual groups and homophobia has resulted in negative 

experiences for some Veterans. Several Veterans discussed attending church either as 

children or adults. Oscar noted his “Catholic guilt” has affected his life and sometimes 

results in a self-deprecating attitude. The ongoing effects from homophobic religious 

upbringing were not a theme discussed by all participants. Nonetheless, it is a factor that 

has influenced the provider/patient relationship from the perspective of both doctor and 

patient for some Veterans. 

 Preference for Younger Doctors. Interestingly, some participants expressed a 

preference for working with younger doctors. They noted that their expectation is that 

younger doctors will be more accepting than older doctors. For example, Bernie said the 

majority of the physicians where he goes to the doctor are younger “so they have a very 

open mind, you find. So just open and helpful.” He expects to find a higher likelihood of 

encountering homophobia when going to see older doctors. Oscar also noted a preference 

for younger doctors or nurse practitioners and described them as being more open, 

friendly, and accepting. He added in his personal life he tends to socialize with people 

who are younger as well. Although not expressed by all participants, this finding offers 

an interesting contrast to the stereotype that older people prefer working with older and 

more experienced physicians rather than younger ones whom they perceive to be 

inexperienced.  

Fears of Long-Term Care. Although not inquired about directly, multiple 

participants expressed fear and hesitation about being accepted as gay men in long-term 

care facilities. When discussing the topic of being gay in long-term care, Simon said, “I 

would expect problems in a nursing home as a long-term resident. And I would anticipate 
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problems from other residents and possibly staff, I don’t know.” He noted that this fear 

exceeds any fears of being negatively treated in the normal outpatient health care system 

in which he accesses care. Kevin noted that he has a friend who was negatively treated 

after going into a facility and essentially had to re-closet in order to maintain his safety. 

Although currently single, Bernie expressed a fear about the inpatient visiting rights and 

end-of-life decision making rights of same-sex partners. This finding emphasizes the 

importance of access to safe and affirming end-of-life care for older adult gay men. This 

may be especially relevant for gay Veterans some of whom have the option to enter care 

through Veterans homes which may or may not be well-suited for their social preferences 

and needs.  

Relationships and the Human Interaction are the Foundation of Health Care  

 An unsurprising but nonetheless important finding of this study was the 

importance of human relationship and interactions to the health care experience for older 

adult gay and bisexual men. To varying degrees, each participant expressed hope that 

they would have a strong collaborative relationship with their providers. They described 

ideal scenarios in which they would feel affirmed, safe, and accepted. This type of care 

environment was discussed both by Veterans who were comfortable openly identifying as 

gay as well as those who wished for their sexual orientation to remain private.   

Desire for Good Relationships with Physician. When describing their 

experience of health care, most Veterans in this study brought up their relationship with 

their primary care providers and other members of their care team. They described a good 

relationship as being one that consists of trust and openness. Many of the participants had 

experienced turnover in their providers throughout the years as a result of moves of their 
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providers leaving the agency in which they access care. This resulted in having to re-

establish relationships with new providers. Kevin emphasized the importance of the 

provider responding to requests for things like handicap parking stickers, letters of 

support for a service animal, and support for increased disability. He described these 

utilitarian factors as being foundational for a good relationship. The other participants 

described the importance of having a good interpersonal relationship both personally and 

professionally. If they felt the relationship was not satisfactory this was almost 

universally a reason to terminate the relationship and identify a new provider. The only 

exception was if the provider was the best of their field. Although even this factor was 

not enough for some participants, and they would still find new providers if the 

relationship was not positive and collaborative.  

Important Factors that Transcend Identity. All participants described factors 

that enhance the clinical encounter and professional relationship that were not unique to 

gay or bisexual men. Examples of these factors included warm tone, tendency to smile, 

and friendly personality. Another key factor that each participant brought up was that the 

provider was willing to take their time and listen to the patient. They described feeling 

dismissed when providers would rush through the appointment and/or ask the same 

question multiple times. Another factor participants discussed was the importance for 

providers not to speak in a way that was overly complex and used a lot of unintelligible 

jargon. Emmett eloquently summarized his hope for the relationship stating, “Fill me in. 

Let me know. We’re partners in this. Don’t just shut me out and tell me what I’ve got to 

do. Tell me what I need to do and let me decide if that’s right for us.”  
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Influence of Age. The way participants engage with providers has changed as 

they have aged. Jarod noted the importance of understanding doctor recommendations as 

an older adult because there are often higher stakes with complex and comorbid medical 

conditions. Most of the participants indicated their comfort and confidence in 

communicating with providers has increased with age. Oscar noted age has increased his 

comfort level working with doctors because of life experience and feeling less pressure to 

defer to doctors because of their perceived authority. Jarod discussed an interesting 

phenomenon he has noticed where providers treat him as a child (e.g., calling him “young 

man”). He described this as being irritating and that it weakens his respect for the 

provider. He believes this is disrespectful and it undermines the wealth of life experience 

older adults have. He finds this particularly frustrating when it happens with providers 

who are much younger. As high utilizers of health care, it is important to understand 

older adult preferences for health care and how these may differ from younger groups 

seeking care.  

Repair Mistakes. The first expectation most participants noted for repairing 

mistakes or ruptures in the relationship with their provider is an authentic apology. They 

expect that the provider educates themselves and works to not repeat the mistake made in 

future encounters. Neil suggested that he does not believe it is possible to repair mistakes 

and it is more important to focus on moving forward in the relationship. Similarly, Kevin 

noted he does not believe in “mistakes” but believes in “clarification.” These abstract 

approaches to overcoming mistakes may result in challenges for providers to respond in a 

satisfying way to patients. Some of the participants suggested treating all patients as gay 

until it is otherwise known they are heterosexual. Other strategies suggested included 
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educating staff to prevent future mistakes, exploring one’s own biases to explore where 

the mistake came from, and referring to other providers if they feel unable to work with 

gay patients.  

Emmett acknowledged “we are all human” and providers cannot be perfect in all 

contexts for all patients. Other participants expressed similar sentiments that mistakes are 

not automatically grounds for changing providers. Oscar noted that follow-through and 

response to the mistake is likely more important than the mistake itself in most contexts. 

Some participants indicated they would be more lenient to work with providers if they are 

“the best” in their given field. Others noted they would not tolerate working with a 

provider if they were homophobic and/or had bad bedside manner solely because they are 

a highly sought-after physician. Emmett quickly noted “I am okay with second best” 

when asked if he would stay with a doctor because of their medical reputation.  

Reactions to the Changing Landscape of Health Care Over Time and Strategies to 

Effectively Navigate the System 

 The older adult Veterans interviewed for this research have had decades of 

experiences in the health care system. They have observed huge sociopolitical shifts that 

have influenced the landscape of health care. They discussed some of these changes and 

their reactions to the changes. Some are related to their identities as gay men and others 

are unrelated. Their responses offer a glimpse at their unique perspective and wealth of 

life experience that has shaped how they have interfaced with the system over time.  

Use of Network to Navigate the System. One strategy to navigate the complex 

medical system is to use one’s network to identify good providers and medical offices. 

Jarod reported that with his friends, “we’re old, we talk about doctors, we talk about 
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medications, we talk about conditions.” He noted that he uses this network to identify 

good doctors as well as ones to avoid. Oscar similarly noted that he identified his 

previous primary care provider through several friends who were already accessing care 

from them. Bernie expressed that he likes to research doctors before deciding to seek care 

from them. He does this both online and by asking around his network to see if anyone 

has personal experiences of working with them. Other Veterans noted similar strategies 

to unofficially identify providers who they know to have a good reputation and/or 

culturally competent.   

“We Go as a Couple.” Three of the eight Veterans from this study were married 

and the remaining five were currently single. Of the three married participants, two 

identified the importance of attending appointments as a couple. One reason for this was 

to ensure they could retain as much information as possible from the doctor. Jarod noted 

it is helpful to have “another pair of ears.” Neil noted that he and his husband have sought 

health care together for years and he strongly values when the provider involves his 

husband with his care and vice versa. Jarod remarked that he often sees heterosexual 

couples presenting to medical appointments together and that his reasons for bringing his 

spouse are likely similar to the reasons heterosexual patients bring their spouse or partner 

to appointments. He also noted it can be helpful for reporting symptoms to providers 

because one partner may remember something the other forgets.  

Jarod and Neil both recalled that providers would sometimes hesitate momentarily 

when seeing their same-sex partner, but this has become much more commonplace now 

and they do not encounter any obvious or outward surprise from providers anymore. 

Grant is the third married participant and noted he and his husband typically do not attend 
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appointments together unless it is for something serious like an operation. He did not 

report any reasons for not attending appointments together and said if his husband wants 

him to go, he is happy to go with him.  

Desire for Representation of Gay Doctors. Several participants hope for 

continued Gay representation among health care workers. Bernie said, “If I knew of a 

doctor who was openly gay and he was respected and knowledgeable in the area, yeah, I 

would definitely choose that doctor, no doubt about it.” Oscar, Kevin, and Bernie had 

each had providers who they suspected or knew to be openly gay. They each noted how 

this can be helpful for establishing/maintaining rapport and for feeling more comfortable 

with discussing their sexual orientation openly. Simon commented on this issue and said 

there were gay doctors where he lives and “That would have been the ideal situation 

where the patients know they’re not going to be met with attitudes and stereotypes.” 

Several participants expressed hope that gay representation in the medical field will 

continue to increase.  

Visual Markers. Simon was the only participant who brought up the utility of 

visual markers in medical offices and waiting room areas. He noted that he has never 

observed the presence of rainbows or other visual markers of safety and acceptance but 

identified these could be helpful. He emphasized the importance of being proactive and 

communicating acceptance before even meeting the doctor. Interestingly, none of the 

other participants brought up this issue or commented whether they had observed external 

signs of allyship or open acceptance such as those described by Simon. He commented 

that typically medical facilities have “junk” and “fake art” on the walls and the space 

could be more effectively used to let patients know “this is a safe space.”  
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Reactions to Working with Women Providers. In most areas of the United 

States, women make up a substantial proportion of medical providers and for many 

patients it is second nature to work with women doctors. A 2019 report (Association of 

American Medical Colleges, 2019) noted that women applicants to medical schools now 

outnumber those of men. Despite these advances, many of the older adults in this sample 

of gay men reflected without prompting on the experience of having female doctors. 

Jarod noted that during his first encounter with a woman doctor, she mentioned if he was 

ever uncomfortable with parts of the exam involving genitalia, she could involve a male 

doctor. Oscar noted the general discomfort/embarrassment of a woman performing 

physical exams of genitalia and described this as being the result of “good old-fashioned 

gender roles.” Grant noted that he was recently assigned to work with a woman and had 

fears that this would be uncomfortable and may require a change of provider to work 

with a male. After meeting with her he described her as “really easygoing and very 

knowledgeable” and no longer had any concerns to work with her. Across the board, 

participants generally reported feeling comfortable working with women providers and it 

seems their apprehension was largely a result of having worked with male doctors for the 

majority of their lives.  

“We Aren’t That Gay”: Internalized Homophobia and Threat of Gay Stereotypes 

 Although not a universal theme, several participants discussed different forms of 

homophobia and strategies to avoid fulfilling gay stereotypes. Other participants 

commented generally on the experience of living life as an older adult gay man. Others 

noted frustrations with negative stereotypes which have impacted how they receive 
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medical care. This largely focused on the tendency for providers to oversexualize gay 

men and assume high risk sexual practices despite being told otherwise.   

Factors that Worsen Homophobia. Emmett provided some of the most poignant 

examples of the harmful effects of homophobia relative to the health care system. Having 

worked in law enforcement and later in the penal system, he had observed firsthand how 

outwardly gay and/or effeminate inmates were treated differently by medical 

professionals. He had observed the use of gay and racial slurs and the provision of what 

he considered to be “perfunctory” and “cursory” treatment. He noted that this seemed to 

be more prevalent with male inmates who exhibited more stereotypically effeminate 

behaviors. Grant noted that between interviews he and his husband reflected upon how 

they are lucky because they present themselves as more stereotypically masculine and 

encounter overt homophobia less frequently than some of their friends who present 

themselves as more stereotypically effeminate. Neil noted that he and his husband “aren’t 

that gay” and elaborated that he meant they are not flamboyant compared to some of the 

friends and acquaintances in their social group.  

These examples are nuanced in that they represent both internalized homophobia 

and understandable and adaptive strategies to avoid interpersonal emotional or even 

physical violence. Although some of their examples were more historical, some of the 

examples were discussed as being recent. This fear is likely exaggerated for older adult 

gay men who were raised in an era when it was even more dangerous to be outed as gay 

than it is today. This finding also appears to have overlap with the finding noted earlier 

that most participants prefer to keep their sexual orientation private from medical 

providers.  
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“Being Gay is More Than Just Sex” and Repeated Unwanted Questions. 

Related to the previous sub-theme, some of the most prevalent stereotypes discussed by 

participants were related to an overemphasis on sexual practices and an assumption of 

disproportionate/frequent sexual promiscuity and high-risk sexual behavior. Evidence 

from this study suggests older adult gay and bisexual men are not immune from these 

stereotypes. Grant, a man in his 80’s who has been in a monogamous married relationship 

with a man for more than 20 years expressed frustration that he is asked each time he sees 

his primary care provider whether he needs an HIV test. He said that each time this 

happens he politely tells them this is not something that he needs and re-explains his 

circumstances. These questions are likely well-intentioned and represent more of a lapse 

of attention than anything else. Nonetheless, these could be considered to be 

microaggressions that he reports impact his relationship with the provider. Heterosexual 

monogamous couples in their 80’s likely are not confronted with similar types of 

questions on a frequent basis.  

Oscar noted his frustration with always being asked about his sexual behavior. He 

noted “it seems that LGBTQ issues erroneously are still revolved around sexual things 

because, God forbit the 20 minutes you spend a week defines the whole seven days.” In 

other words, he expressed doctors sometimes hyper-focus on the sexual behaviors of gay 

men when this is just one aspect of their identity. He further reflected, “they really do 

believe that was all about sex for us and it really isn’t. […] It’s about loving, a family, 

house, career, retirement, just like you.” The tendency for providers to focus on sexual 

behaviors may be another contextual factor to explain why some older Gay men from this 

sample prefer to keep their identity private from providers.   
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CHAPTER 5 

DISCUSSION 

 The purpose of this study was to explore the experience of older adult gay and 

bisexual male Veterans in the health care system. The research questions were related to 

the exploring general experiences with the health care system, perceptions of cultural 

competence of providers/the system, key elements of the clinical encounter, and 

participant description of their relationships with health-care providers. The study was 

conceptualized from a health disparity framework in order to better understand the role of 

the health care system in perpetuating or confronting health disparities among older adult 

gay and bisexual cisgender men (Kilbourne et al., 2006). Existing literature on this topic 

has largely focused on societal stressors and minority stress (Burgess et al., 2008; Ehman 

et al., 2017; Friedman et al., 2014); far less attention has been given to the role of the 

health-care system itself. Two qualitative interviews were completed with eight 

participants from all over the United States remotely. Case Study (Merriam, 1998; Stake, 

1995; Yin, 2002) was used in the conceptualization of this research, constructing research 

questions, writing the interview protocol and for data analysis. A multiple case study 

approach was used with eight Veterans (Yin, 2002).  

Content analysis (M. D. White & Marsh, 2006) and case study data analysis 

strategies (Stake, 1995; Yin, 2002) were used to identify within-case themes for each 

participant and the two interviews for each participant were coded together. Similar 

procedures were then used to identify cross-case themes and sub-themes. Ontologically, 

this study was formulated from a constructivist perspective. Thus, data analysis and 

theme generation were primarily focused on understanding how participants constructed 
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the narrative of their experience. The data analysis process was completed in a way to 

attempt to identify alternative or outlier themes in the data and to highlight diverse 

viewpoints. The following sections of this chapter will review key study findings, explore 

the implications of findings on the theoretical framework, and provide data-driven 

theoretical and practical recommendations.  

Summary of Findings  

 The first cross-case theme was the varied opinions about the perceived relevance 

of sexual orientation in health care. The Veterans in this study had diverse viewpoints 

and opinions about whether their sexual orientation should be assessed and integrated 

into their care. Five participants believed it should not be assessed or integrated, two 

participants preferred to come out to providers but not discuss it during their 

appointments, and only one participant expressed his preference for integrated and 

tailored health care when considering his identity as a gay man. This finding was 

somewhat surprising given that providing culturally competent care usually assumes that 

the provider is aware of the person’s identity, especially if that identity is associated with 

unique health-related risks.  

Sexual orientation differs from some other social identity and demographic 

characteristics such as race or gender in that it is invisible for most people. Of course, 

there are exceptions to this in that some people’s phenotypical representation of their 

racial identity may mask how they identify and outward physical expression of one’s sex 

assigned at birth can differ from one’s internal sense of gender identity. Providers should 

provide respectful care to all people regardless of their internal or external identities but 

being unaware of the entirety of the person can pose a challenge to treat them holistically. 
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Without fully being informed, providers may miss offering culturally appropriate 

tests/interventions, preventative education, and screening for common medical problems 

unique to that group.  

Despite the variability of participant opinions about the relevance of sexual 

orientation in health care, the consensus of these participants was that doctors should be 

prepared to work with gay and bisexual men. Participants assumed that doctors received 

formal training on sexual orientation and gender identity issues in medical school when 

in fact few medical schools provide such training (Parameshwaran et al., 2017).  

Furthermore, participants wanted doctors to examine their own biases and attitudes 

towards gay people and to adjust these to be more tolerant and accepting. Several of them 

noted that if providers are unwilling or unable to do this that they do not belong in the 

medical field. Overall, despite a preference for “color-blind” care, these Veterans were 

intuitively aware that gay patients have unique needs and vulnerabilities that should be 

acknowledged and trained for.  

The second cross-case theme was the long-lasting effects of experiencing 

homophobia when seeking health care. Surprisingly, very few of these Veterans recalled 

negative, homophobic experiences in medical systems or with providers. In fact, most 

participants reported to have no overtly negative experiences at all. However, those who 

did have a history of such experiences described the long-lasting impact of these. Some 

of the consequences they discussed included having a more cautious approach to the 

system, feeling the need to vet doctors before working with them, and feeling that 

information about their identities would be misused by doctors. It is possible that having 

a history of negative interactions—both within and outside the health-care system—may 
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explain the general desire for these Veteran to maintain privacy regarding their sexual 

orientation.  

Previous negative experiences were grounded in a variety of different contexts. 

Religion was one factors that was reported to influence negative interactions with 

providers. Negative experiences with religion or spirituality are not an uncommon 

experience for gay or bisexual men (García et al., 2008; Hamblin & Gross, 2014; Levy, 

2012; Page et al., 2013) so in many ways this factor was unsurprising. Military history 

was another factor that they described negatively influencing their perception of their 

own sexual orientation identity. Some described that military culture that did not allow 

for them to be outwardly gay had long-lasting effects on their comfort with openly 

expressing themselves as gay men. Relative to health care, this phenomenon seemed 

amplified for those Veteran seeking health care in the VA, which is highly influenced by 

the military culture even if providers never served in the military themselves. They 

generally denied having strongly negative experiences in the VA but described their 

experiences as being treated the same as heterosexual patients and even after coming out 

the topic of their sexual orientation was not revisited in subsequent visits. If it was, it was 

typically related to HIV or STI/STD’s.  

Several participants had negative experiences with older physicians and thus 

expressed a preference to work with younger doctors. They perceived younger doctors to 

be more open and accepting of alternative lifestyles and less judgmental in general. This 

was an interesting finding given the stereotype that some older adult patients prefer to 

work with more experienced health care providers. The expected cohort effects these 

participants assumed may be well-founded with some research suggesting higher 



OLDER ADULT GB VETERANS IN HEALTH CARE  107 

prevalence rates of homophobia in older Americans (Walch et al., 2010; Wills & 

Crawford, 1999). However, data exploring the relationship between age and homophobia 

tendencies specifically among health care providers was not readily identified and this 

assumed tendency may be inaccurate and based on stereotypes.  

One interesting finding related to the long-term effects of homophobia was that 

several participants feared being subjected to homophobia should they ever be admitted 

into long-term care facilities. Those who reported having this fear often did not have the 

same fear of seeking outpatient health care. One Veteran also raised concerns about 

same-sex partner or spouse rights with hospital visitations and end-of-life health care 

decision making processes.  

The third cross-case finding focused on interpersonal relationships. Such 

connections are the foundation of health care; thus, the emphasis on human relationships 

in this study was unsurprising and not unique to gay patients. For most of these Veterans, 

satisfaction was reported to be closely tied to their relationships with primary care 

providers, specialty providers, and other office staff. Conversely, strong negative 

experiences reported by participants were often tied to negative relationships with 

providers. Although most participants did not expect their providers to discuss their 

sexual orientation openly on a frequent basis, they did expect that they would not be met 

with microaggressions of offensive comments. They noted that they appreciated 

professional working relationships but also value getting to know their providers on a 

personal/human level as well.  

Many of the factors noted by participants as leading to a positive relationship are 

factors that transcend gay patients. They emphasized valuing when the provider had a 
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good tone, a warm personality, a frequent smile, and a kind demeanor. They strongly 

disliked when their provider rushed through appointments and/or did not listen to them. 

They further disliked when doctors used an unnecessary amount of jargon and spoke in 

ways that were not understandable. Although these participants wanted to know all of 

their options, they wanted them explained in a comprehensible way. They appreciated 

when the provider prepared for their appointments by reviewing their chart and having a 

good sense of their medical history. Although the physician was typically the leader of 

the health care team, they expected other providers, including non-medical staff, to be 

equally professional and inviting.  

The Veterans in this study acknowledged that no one is perfect, and that providers 

are bound to make mistakes. They emphasized that the response to the mistake is often 

more important than the mistake itself. Participants noted providers should apologize, 

educate themselves, and work actively to avoid the mistake in the future. They also 

suggested prevention efforts to explore biases and best practices for working with gay 

patients. A couple of the Veterans even suggested assuming all patients are gay until they 

know otherwise. Some of them expressed that they were more lenient with doctors at the 

top of their field while others indicated they were very satisfied working with other 

doctors who have a good reputation, even if not “the best.”  

The next theme was the reactions to the changing landscape of health care over 

time. Older adults have lived through a complex and constantly changing health care 

system contextualized in a timeline of world and national events. Participants discussed 

their reactions to changes they had noticed and strategies they have had adopted to help 
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navigate the system. For some it seemed easy to forget that they had past experiences 

with a very different health care system than the one they were currently working with.  

One basic difference they have observed in their lifetime had been the rapid 

increase of woman in health care. Many had never had a female doctor until much later in 

their lives. They generally endorsed positive experiences with women doctors but 

described some mild discomfort at times. The discomfort they described was primarily 

related to physical exams that included direct examination of their genitalia. One Veteran 

noted that a woman doctor had preemptively told him that a male doctor could step in for 

those parts of the exam if that was his preference. Participants generally noted that after 

the initial discomfort wore off, they had very satisfying and professional relationships 

with women doctors, and they denied having any subsequent concerns.  

Although five participants were single, three were married to a same-sex partner.  

Of these three, two participants discussed approaching health care with their husband. 

They noted several advantages to this including having a “second ear” present to ensure 

important information was not missed, having a second voice to add information the 

patient may forget to mention, as well as the added emotional support for more 

challenging visits. They reported that their husbands attended visits to the clinic in their 

older years versus when the participants were young. The third married Veteran did not 

attend appointments with his husband.  

Participants expressed a desire for increased gay representation among health care 

providers. All other factors being equal, they believed they would feel more comfortable 

working with a doctor with this shared identity. Nonetheless, participants took advantage 

of their social networks to identify doctors were good to work with and to avoid those 
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doctors who were seen as problematic. Many VA hospitals have worked to communicate 

acceptance of LGBTQ Veterans primarily through visual cues, yet only one Veteran 

spoke about this. Although he did not recall seeing visual cues in medical offices (e.g., 

rainbow posters), he believed that such cues would be valuable for LGBTQ patients to 

see before even meeting with the doctor for the first time. Given other participants did not 

comment on this, it is unclear whether others would view these cues as being useful.  

The final cross-case theme was participant experiences of internalized 

homophobia and gay stereotypes. An interesting theme emerged related to participant’s 

expression of their sexual orientation and gender identity. Several noted that males who 

exhibited more stereotypically effeminate behaviors tended to be treated worse compared 

to males who exhibited stereotypical masculine norms. One participant who had worked 

in law enforcement and the department of corrections observed discrimination against 

stereotypically effeminate male inmates as he escorted them to medical offices. He 

recalled hearing homophobic and racist slurs from medical providers; and he observed 

what he considered to be “perfunctory” or “cursory” treatment of effeminate inmates by 

the medical staff compared to inmates who presented themselves as more stereotypically 

masculine and presumed to be heterosexual.  

Some of the Veterans in this study made comments that appeared to be the result 

of internalized homophobia such as “we are not that gay.” Others reported feeling that it 

was dangerous to be openly gay in some circumstances and thus found it safer to remain 

“in the closet” regardless of where they were in public. The exception to this defensive 

approach in public was when they were with other gay people or in gay spaces where 

they felt it was safe to be themselves. Although these sentiments could be classified as 
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internalized homophobia, it is important to note that these attitudes likely developed for 

adaptive reasons. Furthermore, the effeminate expression they spoke of is only one type 

of expression of gay identity and is considered a stereotype because it is a gross 

generalization of how gay people behave.  

Participants explored other stereotypes they confronted on a frequent basis in 

health care. One example was that they were assumed to be overly promiscuous and that 

they practiced high-risk sexual behaviors solely because they were gay and bisexual. One 

participant who had been in a monogamous relationship for more than 20 years reported 

still being asked whether he needed an HIV test at each medical visit. These stereotypes 

were described as being irritating and fracturing the interpersonal rapport and 

professional relationship with their providers. Another participant noted that being gay 

was “more than just sex” and that focusing on this one aspect of living as a gay man 

diminished his lived experience. He further believed that by solely focusing on a patient’s 

sexual behaviors and sexual health, providers were overlooking other key aspects of a 

patient’s life (e.g., occupational hazards, engagement in hobbies/recreational activities, 

and important social connections). They acknowledged that it was important to assess 

sexual health and safe-sex practices but emphasized that this should not be the focus of 

each clinical visit.  

Theoretical Conclusions and Recommendations  

 The theoretical framework used to conceptualize and design this study was the 

Origins of Health Care Disparities Model (Kilbourne et al., 2006). This model provides a 

framework that attempts to identify the micro and macro factors of health care that 

contribute to and maintain health disparities. It identifies different components of the 
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health-care experience including the overall system, patient factors, clinical encounter, 

and provider factors. The following conclusions are provided to inform this theoretical 

model. As stated in previous chapters, health disparities among minority groups are 

complex and this model is meant to be a preliminary framework. These recommendations 

are meant to expand upon this foundational framework and may be the sources of further 

study.  

Older Adult Gay and Bisexual Veterans may Conceptualize Cultural Competence 

Differently than Younger Counterparts 

A key finding of this analysis was that older adults may view the integration of 

sexual orientation to health care as being intrusive and irrelevant. The existing framework 

(Kilbourne et al., 2006) does not include age as a relevant variable, but this research 

suggests age likely plays a role in each stage of the model. Age impacts how the Veteran 

interfaces with the overall system, impacts the provider-patient relationship, and can 

affect the clinic encounter. Although this topic needs to be studied more intently and with 

a larger sample, the majority of participants were clear that they desired what they 

consider to be equal treatment that does not incorporate their sexual orientation. At the 

same time, some men it is acceptable when medical staff ask about their sexual 

orientation.  

This finding has implications for the clinical practice and suggests that providers 

should be mindful of how they approach discussing their patients’ sexual orientation. 

This does not mean providers should avoid the topic; rather, it suggests that they should 

do so mindfully and be aware that some patients may prefer to keep that part of their 

identity private. Given the relative age similarity within this sample, cohort effects are 
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likely contributing to this finding and preferences likely differ in older cohorts versus 

younger cohorts. These differences may be relevant with a difference as minimal as 

Veterans who are ten years younger. Their observation and participation in the Civil 

Rights Movements, Gay Rights Movement, and other social justice movements is likely 

another key contributor to their preference to be treated “the same.”  

Patients May Collude with Providers in Avoidance 

Some of the Veterans in this study expressed thoughts and opinions that appeared 

to be the result of internalized homophobia. Additionally, the majority of participants 

preferred that their sexual orientation was not discussed openly during medical 

appointments. They believed it was irrelevant to their care and some believed that 

providers are intrusive when they asked questions about it. Patient beliefs and preferences 

are one part of the existing framework (Kilbourne et al., 2006). This research suggests 

that internalized oppression may negatively impact how patients approach their health 

care which can impact each of the other parts of the model (e.g., clinical encounter, 

provider attitudes, and providers biases).  

Medical providers likely do not receive training to conceptualize the 

psychological reasons for this resistance. Furthermore, most do not have the time to 

unpack this during routine medical visits. This finding suggests that Veterans may be the 

primary instigators of avoidance when discussing their sexual orientation. Although there 

are good reasons why this tendency developed, it has the potential to be harmful long-

term. When medical providers collude with this avoidance, they may be missing key 

information about the Veteran that may inform their medical and social understanding of 

them as a patient. They may also avoid questions they would otherwise ask with other 
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patients who appear more comfortable discussing these and other topics. This “elephant 

in the room” may negatively impact the provider-patient relationship and the clinical 

encounter in other ways such as feeling uncomfortable broaching other sensitive topics.   

Physicians May be Unsure How to Effectively Work with Gay Patients and 

Overemphasize Sexual Behaviors 

Provider knowledge, attitudes, and biases are part of the Health Care Disparities 

Model (Kilbourne et al., 2006). An additional and equally harmful provider factor may be 

the overreliance on stereotypes of minority groups. This can be particularly harmful as 

providers may have an internal sense that they are providing culturally competent care 

when they are in fact micro-aggressing patients. One example of this was Grant who 

reported that he was constantly asked during each medical visit whether he needed an 

HIV test despite repeatedly reminding his doctor that he was in a monogamous 

relationship of more than 20 years. The risk of HIV transmission is crucial and should not 

be ignored by providers. However, providers should be aware that relying on stereotypes, 

despite contrary evidence, can harm the clinical relationship and the Veteran’s experience 

of health care. Several participants noted that one element of a positive working 

relationship with their doctor was feeling comfortable discussing personal topics (e.g., 

hobbies, shared interests, family, and work). When providers hyper-focus on gay 

Veterans’ sexual behaviors, this may unconsciously and inadvertently communicate that 

the physician believes sexual behavior is the entirety of what it means to identify as gay. 

This is obviously untrue in the same way that it would be untrue to assume sexual 

behavior defines the entirety of the experience of living as a heterosexual person.  
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Doctors Should be Mindful of Previous Traumatic or Negative Experiences with 

Providers and/or Through Military Service 

Some participants revealed ways that previous negative or traumatic experiences 

consciously or unconsciously had changed the way they interfaced with the health care 

system and with providers. Medical providers may be unaware of this, especially if 

younger providers do not have a good sense of what it was like to be gay when older men 

were in their twenties or thirties. The Health Disparities Model (Kilbourne et al., 2006) 

does not explicitly account for trauma as it relates to health disparities. This may be 

particularly relevant for older Veterans who served in the military when being gay 

resulted in automatic dishonorable discharge. Some Veterans in this study discussed how 

their perception of the VA system continues to be negatively influenced by their 

memories of homophobia in the military. One Veteran discussed that being asked about 

one’s sexual orientation by a doctor, even outside of the military, would have been seen 

at the time as “an act of hostility.” Doctors should be aware of this historical context to 

more effectively work with their patients.  

Strengths and Limitations  

Strengths 

One of the strengths of this study is that it was able to capture perspectives from 

multiple geographical regions. Additionally, the format of having two interviews allowed 

for a richer examination of each individual case. The second interview format was 

scenario-based which allowed for a unique perspective of how participants would handle 

different hypothetical situations. The electronic recruitment modality via email and social 
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media and data collection strategy over Zoom or the telephone may have allowed for 

participation by Veterans who would not normally participate in face-to-face research.  

Limitations 

One of the main limitations of this study was the ability to identify research 

participants. Historically, older adult gay and bisexual men have encountered stigma and 

may have even encountered personal negative treatment by researchers. Care was taken 

to establish rapport with participants from the very early stages of recruitment. In 

addition, I attempted to be transparent about the study aims and how I hoped that their 

interviews would help inform clinical practice. During the informed-consent process, I 

was intentional in detailing the voluntary nature of their participation, their right to skip 

questions that made them uncomfortable or to cease participation at any point, and how 

their confidentiality would be protected.  

 Another limitation of the study is the generalizability of my results.  That is, the 

sample intentionally consisted of older adult gay and bisexual men who were  

• “out” or openly identified as gay or bisexual;  

• willing to talk openly about their experiences; and  

• technologically savvy enough to use email and/or engaged on social media, which 

were the primary avenues through which participants were recruited.  

These were likely inherent limitations to the study. However, as noted above, the 

completely electronic and/or phone modality of recruitment and data collection may have 

allowed for greater participation than if the study had been conducted face-to-face.  

 Although the diversity of perspectives from Veterans multiple geographical 

regions was a strength, it also could be considered to be a weakness. Geography may be a 
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confounding variable that could explain some variability in findings. Although a wealth 

of information was gained by talking to Veterans, another weakness of this study was all 

information was based on Veteran self-report and logistical problems as a result of the 

COVID-19 pandemic. The original study design included live observations that were not 

possible with this modality. The original study design also was going to examine provider 

approaches to care. Logistical challenges in gaining approval through the VA precluded 

this plan and the focus instead was on patients. The point of view of providers was not 

available and other more objective data forms (e.g., patient/provider observations, 

interviews with providers) were not available due to logistical problems and the small 

scale of this study.  

Areas for Further Study  

Given that this study focused on the patient’s perspective, it would be beneficial 

for future research to examine the provider’s perspective on working with older adult gay 

Veterans in health care. Some researchers have examined developing and implementing 

cultural competence training for providers (e.g., Donaldson et al., 2019; Shrader et al., 

2017; White et al., 2013). The effectiveness of cultural competency training is not well 

understood due to the complexity of the issue and measurement problems. Although it is 

relatively easy to study provider knowledge, it is far more challenging to objectively 

measure provider attitudes and biases and how these change (or do not change) as a result 

of attending brief cultural competency workshops. Relatedly, future research is needed to 

better understand effective implementation of culturally informed health care as it relates 

to patient satisfaction.  
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Although participants in this study prefer their sexual orientation is not integrated 

to their care, they may have different viewpoints if they observe and experience this 

being done more effectively. Larger-scale studies are crucial to explore the impact of 

system-level factors on health disparities and they relate to provider attitudes and biases, 

individual patient care, organizational culture, and quality improvement programs. 

Veterans also come from diverse backgrounds and future research could examine 

intersectional factors more closely. Historical backgrounds and cohort effects also likely 

are important to understand given that younger groups may approach health care 

differently than the participants in this study due to being exposed to different life and 

cultural events.  

Suggestions for Policy Makers  

A key suggestion for policy makers is to provide funding and allocation of 

resources to better understand the system’s role in health disparities. As previously noted, 

the etiological emphasis of health disparities has not focused enough on the role the 

health care system plays in confronting, sustaining, or even initiating health disparities. 

Cultural competence training for providers and medical students may be one form of 

addressing disparities. Possible training suggestions may include:  

• Send information ahead of time for participants to study prior to the training 

to devote more time during training on bias identification.  

• Conducting trainings with both providers and patients present to increase 

interaction.  

• Focus on increasing knowledge of health disparities and focus less on 

knowledge that can be attained individually.  
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• Focus on identification of implicit biases and explore strategies of increasing 

cultural humility rather than focusing solely on a competence-based approach.  

Other system-level and individual-level interventions to attempt to reduce 

disparities should also be explored. Participants in this study also expressed hope for 

increased representation of gay providers in health care. Efforts should be made in this 

area and gay community leaders, researchers, advocates, and the lay public should be 

involved in exploring these issues and in the creation and implementation of 

interventions.  

Conclusion 

 This qualitive research study explored the health care experiences of eight gay 

and bisexual male Veterans. Although there are well documented health disparities, the 

ongoing efforts to reduce these disparities is complex. Traditionally, there has been a 

strong focus on factors outside of the health care system. This research confirms that 

factors within the system such as provider beliefs, the clinical relationship, and 

organizational factors are key players in addressing health disparities. Findings also 

suggest that older adult gay and bisexual Veterans’ negative past experiences and 

internalized homophobia may prevent them from addressing their full identity openly 

with providers. Although efforts should be made to address the unique needs of this 

vulnerable group, it should also be underscored that their evaluation of provider 

effectiveness includes similar factors to heterosexual counterparts (e.g., active listening). 

Ultimately, they desire to be treated with respect and dignity and work with a provider 

who is willing to listen to their concerns and adapt to their unique needs and preferences 

in the context of a supportive and culturally informed health care system.   
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APPENDIX A 

INFORMED CONSENT SCRIPT 

CONSENT SCRIPT TO PARTICIPATE IN A RESEARCH STUDY 
 
• Thank you for volunteering to participate in this study. The aim of this research is to 

better understand the experiences of Gay/Bisexual men within the health care system 

to improve care. About 8-12 people will take part in this study. 

• Your participation will involve two approximately 45-60 minute interviews.  

• You will be compensated for your participation with a $15 gift card per interview. 

The University of Missouri Department of Educational, School, and Counseling 

Psychology is providing the funds for this.  

• If we publish the results of this study or present them at scientific meetings, we will 

not use your name or other personal information. 

• The interviews will be recorded so that written transcripts can be made for later 

analysis. Any personally identifying information you share during the interviews will 

be redacted or changed for the data analysis process to ensure your confidentiality. 

The recordings will be sent to a transcription company called Transcribe Me for 

transcription purposes. This service is confidential and uses encryption software and 

professional transcribers.  

• The information we collect about you will be stored in a securely in a cloud-based 

system called Box as well as hard files. The online system is protected with a 

password and encryption; any hard files will be stored securely.  

• You may contact the University of Missouri Institutional Review Board if you have 

any questions or concerns at any time.  

• Taking part in a research study is completely voluntary. You can stop being in the 

study at any time without giving a reason. You are also free to not answer any 

question asked without giving a reason.  

• Your verbal consent to participate takes place of written consent.  

 
AT THIS TIME, DO YOU WISH TO CONTINUE WITH PARTICIPATION IN THIS STUDY? 
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APPENDIX B 

DEMOGRAPHIC FORM  

Before we begin, I am going to ask some general questions to get to know you better. 
You are not required to answer any of these questions. Please indicate to me if you would 
prefer not to answer and I will move on to the next question.  
 
Age: _____________ 
Gender: ______________ 
Race/Ethnicity: _____________________ 
Sexual orientation: ____________________ 
HIV status (remind that not answering is completely acceptable): 
_______________________ 
Approximate income: ____________________ 
Relationship status: ______________________ 
Military service history: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________ 
 
Mailing address OR email address that gift cards will be mailed/emailed to (will NOT be 
used for any other purpose):  
__________________________ 
__________________________ 
__________________________ 
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APPENDIX C 

SEMI-STRUCTURED INTERVIEW PROTOCOL 

 
Interview 1 Semi-Structured Protocol  
 
• What is your experience like when you visit your health care provider? 
• How would you describe the atmosphere of your primary care clinic?  
• Have you had any challenges in seeking primary health care as a sexual minority? 
• Have you had any salient positive experiences of how providers have worked with 

you as a sexual minority? 
• How would you like your sexual orientation to be considered as part of the primary 

health care you receive? 
• What suggestions would you give to primary health care providers working with 

sexual minorities? 
• Have you had any experiences related to your sexual orientation aside from seeking 

primary health care that stand out? 
 
 
 
Interview 2 Semi-Structured Protocol 
 
• Walk me through an ideal health care appointment from beginning to end.  
• Suppose you were in a medical appointment, and you were sensing a doctor was 

uncomfortable treating you, what would you do? 
• Imagine you had a negative encounter with a provider based on your identity. How 

would that affect your decision to return to that provider in the future? 
• If you were to lead a training for medical providers on treating LGBTQ patients, what 

topics would you include and what information would you like them to learn? 
• If a medical provider works hard to have a good relationship with you, what does that 

look like? How does that affect your decision to go to the doctor or not for future 
problems? 

• If a medical provider makes a mistake when working with you related to your 
identity, what should they do to repair the relationship with you? 
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APPENDIX D 

RECRUITMENT FLYER 

 

 
 

Research Participation Opportunity 
 

WHO can participate   1. Age 65+  
 (all 4)     2. Veteran  

3. Self-identify as Gay or Bisexual  
4. Cisgender Male 

 
WHAT is the topic? *Improving health care for Veterans 

*Exploring challenges Veterans face   
with health care access  

 
HOW can I participate? *Participate in two 45-60 minute  

one-on-one interviews to have your 
voice be HEARD 

 
CONTACT:  Nick Neibergall  

515-473-2887 
ncnqq7@mail.missouri.edu 

 
COMPENSATION:  $15 gift card PER interview (max 2) 
 
    

 
   
 

 
University of Missouri IRB Approved Project 
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