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Health-promoting and adverse pathways in the healthcare experiences of LGBTQIA+ 

individuals: A qualitative investigation 

Abstract 

The current study investigated the healthcare experiences of LGBTQIA+ individuals from the 

perspective of the health equity promotion model, focusing on the factors that promote or 

hinder equitable healthcare pathways across diverse settings. A sample of 154 LGBTQIA+ 

individuals living in Italy responded to two open questions concerning their positive and 

negative experiences within healthcare settings related to their LGBTQIA+ identities. 

Thematic analysis identified two main themes: (1) health-promoting pathways, encompassing 

three subthemes (i.e., affirmation of LGBTQIA+ identities, non-judgmental attitudes and lack 

of prejudice, professional competence and education about LGBTQIA+ health needs); and 

(2) adverse pathways, encompassing four subthemes (i.e., cis-heteronormative assumptions, 

homo-transphobic attitudes, lack of competence and information, consequences of negative 

healthcare experiences). Barriers to accessing and utilizing healthcare services were linked to 

professionals’ affirming attitudes, validation of LGBTQIA+ identities, (lack of) 

professionalism and prejudice, quality of information provided, and patient perceptions of 

competence in LGBTQIA+ health needs. The findings suggest that training on the specific 

health needs of LGBTQIA+ populations should be included in mental and medical healthcare 

curricula to enhance care quality, dismantle cis-heteronormative beliefs, and mitigate homo-

transphobic attitudes that negatively impact the health trajectories of LGBTQIA+ individuals. 

Keywords: healthcare, LGBTQIA+, qualitative study, health promotion, health 

trajectories 
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Introduction 

The acronym “LGBTQIA+” serves as an inclusive umbrella term encompassing 

individuals who identify as lesbian, gay, bisexual, transgender, queer/questioning, intersex, 

and/or asexual, with the “+” recognizing the existence of identities and experiences beyond 

those explicitly named (Kilicaslan & Petrakis, 2019). The present work adopts the acronym 

“TGDNB” to refer to transgender, gender diverse, and/or nonbinary identities, and the 

acronym “LGB” to describe lesbian women, gay men, and bisexual individuals. While certain 

resilience factors exist to mitigate the negative health outcomes associated with persistent 

minority stress (Meyer, 2003, 2007), LGBTQIA+ individuals have been shown to be 

disproportionately affected by health problems compared to the general population (Meyer, 

2010, 2015; Mezza et al., 2024; Testa et al., 2015), reporting higher rates of stress, 

depression, anxiety, and substance abuse (Moleiro & Pinto, 2015). Moreover, stigma, 

discrimination, and homo- and transnegativity may exacerbate these health inequities 

(Hatzenbuehler, 2016, 2017; Institute of Medicine, 2011), serving as barriers to healthcare 

access and utilization by LGBTQIA+ individuals (APA, 2015).  

TGDNB individuals often report heightened social challenges associated with a 

perceived “gender pressure” (i.e., societal pressure to conform to stereotyped and binary 

gender norms based on cis- and heteronormative ideologies) (Egan & Perry, 2001; Mezzalira 

et al., 2023; Meyer, 2003, 2007). Cisnormativity refers to the belief that all individuals 

naturally adhere to binary gender roles (male vs. female) corresponding to the sex assigned at 

birth, while heteronormativity asserts that heterosexuality is the default or preferred sexual 

orientation (King & Cortina, 2010; McIntyre & McDonald, 2012). Such attitudes are 

detrimental to LGBTQIA+ individuals, impacting not only their daily lives but also their 

experiences within healthcare settings. 

Current Study 
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The current study aimed at investigating the healthcare experiences of LGBTQIA+ 

individuals from a qualitative perspective, identifying both the promoting and adverse factors 

associated with their healthcare pathways across diverse settings. The importance of this 

qualitative research lies in its potential to advance LGBTQIA+ rights in Europe (ILGA, 

2024; Sherriff et al., 2019), and particularly Italy, where stigma and discrimination persist as 

barriers to the free expression of gender and sexually marginalized identities (Bochicchio et 

al., 2024). Notably, recruitment took place during a politically and culturally volatile period 

in Italy (i.e., 2024) marked by intense debate surrounding ethical issues such as the provision 

of puberty blockers to TGDNB youth, surrogacy as a universal felony, and public attacks on 

queer and gender theorists. 

Research conducted in Italy has consistently highlighted the persistence of 

cisnormative and heteronormative assumptions underpinning societal structures (Bochicchio 

et al., 2024; ILGA, 2024), including within healthcare systems (Cruciani et al., 2024, 2025; 

Mezzalira et al., 2024, 2025). The absence of comprehensive legal protections for 

LGBTQIA+ individuals in Italy is closely associated with a high prevalence of hate crimes, 

subjecting these communities to systemic discrimination and victimization as part of their 

everyday experiences (ILGA, 2024). Within healthcare settings specifically, widespread 

reports of inadequate professional competence and negative attitudes among practitioners are 

compounded by the ongoing presence of discriminatory, authoritarian, and paternalistic 

behaviors toward sexually and gender-diverse individuals (Costa & Rotundo, 2024; Marconi 

et al., 2024). 

While expectations of discrimination affect individuals across the LGBTQIA+ 

spectrum (Bassetti, 2019; Rosati et al., 2021), transnormativity—a set of prejudicial 

assumptions rooted in binary gender norms (Johnson, 2016)—poses particularly significant 

challenges for those whose gender identities do not conform to binary frameworks. These 
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individuals are frequently required to navigate and renegotiate their social identities in 

contexts that impose rigid binary categories. Furthermore, gender-specific healthcare services 

in Italy often operate without nationally standardized guidelines, resulting in long waiting 

periods and elevated financial burdens. These structural shortcomings, combined with a 

general lack of cultural competence among healthcare professionals, exacerbate fears of 

discrimination and create substantial barriers to care. These findings underscore the urgent 

need for the implementation of targeted training programs for healthcare providers, with a 

focus on the specific health needs and lived experiences of LGBTQIA+ populations (Morris 

et al., 2019; Santamaria et al., 2024). 

Theoretical Framework 

The current study employed the health equity promotion model (HEPM; Fredriksen-

Goldsen et al., 2014) as a theoretical lens to examine the quality of healthcare experiences 

reported by LGBTQIA+ individuals. The HEPM integrates behavioral, social, psychological, 

and biological factors that influence the health pathways of LGBTQIA+ populations. It 

adopts a life course perspective, accounting for individuals’ social positions. The model 

emphasizes that both structural- and individual-level contexts significantly shape the health 

and well-being of marginalized populations, highlighting the heterogeneity and 

intersectionality within the LGBTQIA+ community.  

The HEPM is based on Meyer’s (2003) minority stress theory (MST), which 

conceptualizes the chronic and socially driven nature of stressors affecting stigmatized 

minorities—both distal (e.g., discrimination) and proximal (e.g., internalized stigma). MST 

also highlights the protective role played by resilience factors in mitigating the mental health 

impacts of such stressors. For TGDNB individuals, minority stressors (e.g., perceived stigma, 

internalized transnegativity) are further explored within the gender minority stress and 

resilience (GMSR) framework (Testa et al., 2015). This framework extends MST by 
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addressing the interplay between minority stress and resilience factors (e.g., social support, 

community connectedness), highlighting its role in shaping outcomes for TGDNB 

individuals. 

Method 

Procedure 

The study employed a cross-sectional online survey to gather data from individuals 

self-identifying as LGBTQIA+. The survey was disseminated by the research team through 

multiple channels, including social media platforms such as Facebook and Instagram. All 

authors actively engaged their personal networks and posted the survey in a range of private 

and public groups. In addition, participants were encouraged to share the survey within their 

own networks, thereby initiating a snowball sampling process. To further broaden the reach, 

the research team contacted major Italian organizations advocating for LGBTQIA+ rights and 

requested their support in distributing the survey through their national networks. This 

strategy facilitated the recruitment of participants from diverse demographic and 

geographical backgrounds across the country. 

Participants were eligible to take part in the research if they: (1) self-identified as 

LGBTQIA+; (2) were at least 18 years old (i.e., the age of consent in Italy); (3) resided in 

Italy; and (4) had accessed at least one healthcare service within the past 5 years. No 

incentives were provided for participation. Upon clicking the survey link, participants were 

directed to an informed consent page containing detailed information about the study (i.e., 

objectives, potential risks, benefits) and contact details for the principal investigators (N. C. 

and C. S.). Participants were also informed of their right to withdraw at any time. To proceed, 

they were required to confirm their consent by selecting “I agree to participate in the survey” 

on the first page of the survey. On the second page, screening questions were administered to 

verify eligibility. Those meeting all criteria were granted access to the full survey. 
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The study received ethical approval from the Ethical Committee of the University of 

Naples “Federico II” (protocol no. 10/2024) and the University of Rome “Tor Vergata” 

(protocol no. 197.24 CET2 utv). The study adhered to the EU General Data Protection 

Regulation and the ethical principles outlined in the Declaration of Helsinki for medical 

research involving human subjects. Privacy and data security were ensured in compliance 

with Italian law 196/2003. Participant data were collected through a secure gateway 

accessible only to the principal investigators, and IP addresses were deleted before the dataset 

was shared with other researchers. 

Participants 

The current study analyzed data from 154 LGBTQIA+ Italian individuals aged 18–60 

years (M = 30.88; SD = 8.60). Participants’ gender identities were distributed as follows: 

30.5% (n = 47) identified as cisgender men, 26% (n = 40) as cisgender women, 24.7% (n = 

38) as nonbinary individuals, 8% (n = 12) as transgender men, 5.8% (n = 9) as transgender 

women, and 5.2% (n = 8) as gender questioning. Regarding sexual orientation, 48.1% (n = 

74) identified as gay or lesbian, 25.3% (n = 39) as bisexual, 9.7% (n = 15) as pansexual, 4.5% 

(n = 8) as asexual, and 4.5% (n = 7) as heterosexual, while 7.8% (n = 12) individuals selected 

“Other” (e.g., queer). With respect to ethnicity, most participants were White (95.5%, n = 

147), with 2.6% (n = 4) identifying as Hispanic/Latino and 1.9% (n = 3) as “Other” (e.g., 

unspecified ethnicity). Finally, participants’ educational level was as follows: 50% (n = 77) 

held a university degree, 31.8% (n = 49) had a high school diploma, and 18.2% (n = 28) had 

completed a PhD or specialized degree. Table 1 displays the sociodemographic characteristics 

of the sample, including the intersection between gender identity and other variables. 

The decision to collect a substantial number of responses was grounded in the 

recognition that, although embedded within a quantitative survey, the inclusion of open-

ended questions allowed LGBTQIA+ participants to freely articulate their subjective 
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experiences with healthcare services in Italy. Given the variability typically associated with 

this format, including the possibility of brief or underdeveloped responses, we sought to 

maximize participant numbers to ensure a sufficiently rich and diverse dataset for meaningful 

qualitative analysis. Accordingly, the final sample size (N = 154) was considered adequate to 

support a comprehensive exploration of the research questions. This methodological strategy 

is consistent with prior qualitative studies conducted in Italy (e.g., Anzani et al., 2020, 2024; 

Pavanello Decaro et al., 2023, 2025), which have successfully employed large samples 

responding to open-ended items, thereby facilitating the collection of robust 

phenomenological data aligned with the aims and scope of the research. 

--- INSERT TABLE 1 HERE --- 

Measures 

The current study was part of a larger project investigating the healthcare experiences 

of LGBTQIA+ individuals, in which participants completed various quantitative and 

qualitative self-report measures. Completing the entire survey required approximately 20 

minutes per participant. Based on the HEPM (Fredriksen-Goldsen et al., 2014), which 

represents the framework that grounds the current study, two qualitative measures were 

formulated to collect information on the health-promoting and adverse factors influencing 

participants’ experiences in healthcare settings. Data for the current study were derived from 

responses to two open-ended questions: (1) “Please tell us a particularly positive experience 

within a healthcare setting that you have had in the past 5 years that relates to your 

LGBTQIA+ identity (when answering, please try to be as detailed as possible, for instance 

reporting the event, the associated emotions, and anything that comes to mind about it)”; and 

(2) “Please tell us a particularly negative experience within a healthcare setting that you have 

had in the past 5 years that relates to your LGBTQIA+ identity (when answering, please try 
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to be as detailed as possible, for instance reporting the event, the associated emotions, and 

anything that comes to mind about it).”  

More specifically, the research team engaged in a reflexive process that led to the 

development of two open-ended questions aimed at eliciting participants’ positive and 

negative experiences with healthcare services in Italy. These questions were formulated in 

alignment with the HEPM, which emphasizes the examination of both facilitating and 

adverse factors influencing the health trajectories of LGBTQIA+ populations. Accordingly, 

the study adopted a theory-driven, top-down approach, rather than a data-driven, bottom-up 

methodology, to explore participants’ subjective experiences within this conceptual 

framework. The survey was administered in Italian. The responses to the open-ended 

questions were translated into English by the first two authors (S.M. and M.Q.), after which 

approximately 30% of the translated responses were randomly selected and cross-checked 

collaboratively by the remaining authors to ensure consistency, accuracy, and fidelity to the 

original content across the dataset. 

Data Analysis and Trustworthiness  

Participants’ qualitative responses were analyzed using thematic analysis (Braun & 

Clarke, 2006), following six stages: (1) familiarization, (2) code generation, (3) theme 

generation, (4) theme revision, (5) quotes selection, and (6) finalization. First, two authors (S. 

M. and M. Q.) independently reviewed participants’ responses multiple times to familiarize 

themselves with the data. Subsequently, they generated initial codes based on their 

observations. The data were then coded into a set of themes, highlighting recurring patterns 

based on differences and similarities. The authors convened to compare and review their 

thematic outcomes, and disagreements were resolved through discussion involving a third 

author (G. C.). This process led to the initial identification of seven themes, all of which were 

deemed relevant, internally coherent, and distinctive. The thematic structure was then 
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progressively refined, with some themes merged based on their similarities, culminating in a 

final structure comprising two overarching themes, each with corresponding subthemes. In 

the final step, all themes and subthemes were collectively reviewed and discussed by the 

entire research team, resulting in unanimous agreement on the final thematic structure. 

The research team implemented several strategies to ensure the validity, transparency, 

accountability, and dependability of the analytical process. In addition to clearly defining and 

operationalizing all themes and subthemes, the data were independently coded twice to 

enhance the quality and trustworthiness of the findings (Morrow, 2005). To achieve saturation 

within the coding structure, participant quotations were selected to reflect both commonalities 

and divergences in the data (Nowell et al., 2017). Any discrepancies arising during the 

analytic process were resolved through in-depth discussions among the authors involved in 

each stage, with input from the broader research team. Furthermore, all authors engaged in 

continuous reflexive documentation of their thoughts, assumptions, and positionalities, which 

were shared and discussed collectively to promote transparency and mitigate potential biases 

(Morrow, 2007). The alignment between data collection, thematic analysis, participants’ 

subjective content, and the reporting of results was collectively assessed and deemed 

appropriate by the entire research team. Regular meetings were held throughout the analytic 

process to critically review and refine each stage of the qualitative analysis (Elo & Kyngäs, 

2008). 

Researcher Reflexivity 

The research team comprised seven academic researchers, all of whom were also 

practicing clinical psychologists (with four working specifically with LGBTQIA+ 

individuals). In terms of gender identity, the team included both cisgender scholars and trans 

nonbinary masc individuals, reflecting a diversity of sexual orientations. Given this 

combination of scholarly and clinical experience, the researchers were acutely aware of the 
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pervasiveness of minority stress and cis- and heteronormative attitudes towards LGBTQIA+ 

identities. Their dual roles—as psychological researchers and mental health professionals, as 

well as individuals with varied gender identities and sexual orientations—offered distinct 

strengths and limitations. While members of the team identifying as LGBTQIA+ were 

attuned to the specific experiences of participants, this insider perspective may have limited 

their ability to adopt a more neutral, outsider position. However, this potential limitation was 

mitigated by the presence of non-LGBTQIA+ members of the research team, who, as 

LGBTQIA+ allies, contributed valuable alternative perspectives to ensure balanced analysis. 

Results and Discussion 

The thematic analysis identified two overarching themes related to the healthcare 

experiences of LGBTQIA+ individuals, encompassing both health-promoting and adverse 

pathways tied to their sexual and/or gender identities. Table 2 outlines these themes and their 

associated subthemes, also explaining them in further detail. 

--- INSERT TABLE 2 HERE --- 

Health-Promoting Pathways in the Health Trajectories of LGBTQIA+ Individuals 

Positive health trajectories of LGBTQIA+ individuals were strongly associated with an 

affirmative approach to care, defined by professionals’ validating and respectful attitudes 

towards LGBTQIA+ patients (APA, 2015). Previous research has shown that affirmation of 

an individual’s LGBTQIA+ identity is foundational to fostering a sense of empowerment and 

validation in their sexual and/or gender diversity, which is critical for their mental health and 

well-being (Johnson & Rogers, 2020). This idea was replicated in the first subtheme (i.e., 

“Affirmation and validation of LGBTQIA+ identities”) and nuanced by the second (i.e., 

“Non-judgmental attitudes and lack of sexual/gender prejudice”). The third subtheme (i.e., 

“Professionalism, competence, and education on LGBTQIA+ health concerns”) pointed to 
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the relevance of healthcare professionals’ specialized knowledge and awareness of the unique 

health needs of LGBQT+ individuals. 

Affirmation and Validation of LGBTQIA+ Identities 

The affirmation and validation of LGBTQIA+ identities by healthcare professionals 

was considered vital for empowering patients and supporting their gender exploration, 

particularly at critical milestones such as the coming-out process. As one participant 

described: “My psychologist helped me better understand how I feel about my gender” (21-

year-old pansexual gender questioning person). Such affirming responses during pivotal 

moments could profoundly impact patients’ self-acceptance:  

 

I came out to my primary care physician [...] He told me that what I am is normal and 

that I didn’t have to worry about anything, that it was okay and that it was not a 

defective alternative to normal, but a type of normalcy. I felt supported in the pain of 

that moment and gradually accepted my sexual orientation as an integral part of me. 

(24-year-old cisgender gay man) 

 

In mental healthcare settings, an affirming approach was perceived to enhance the 

effectiveness of the therapeutic process, helping LGBTQIA+ individuals navigate and 

process the minority stressors they faced daily: “The psychotherapist listened to my stories 

related to incidents of discrimination and verbal aggression and guided me toward a positive 

view of my identity, untethered from the negative thinking of others” (18-year-old bisexual 

man). 

With TGDNB individuals, an affirmative and validating approach involved the 

consistent use of their correct name and pronouns, signaling a deep respect for their identity: 
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I met with the doctor who would follow me through the [gender affirmation] process 

and it was the first time that a person totally addressed me with the right pronouns 

without misplacing the questions or asking inappropriate questions. I felt accepted and 

considered “normal,” meaning treated like any other person, without having to specify 

my gender identity. (23-year-old heterosexual transgender man) 

 

Such affirmative encounters with healthcare providers could significantly enhance the 

mental health and resilience of TGDNB individuals, especially in their efforts to navigate the 

stigma associated with their identities. Previous research has shown that stigma is 

multidimensional, including: (a) perceived stigma (e.g., anticipation or experience of 

rejection), (b) enacted stigma (e.g., direct experience of discrimination), and (c) internalized 

stigma (e.g., internalized acceptance of negative societal attitudes about one’s identity) 

(Herek, 2007; Meyer, 2003). In participants’ accounts, internalized stigma was most 

frequently mentioned. For example, one participant described: “I began for the fourth time a 

psychotherapy and drug therapy path [...] that finally allowed me to process experiences of 

internalized homophobia” (21-year-old lesbian woman). Validating and affirming attitudes 

towards patients’ sexual and/or gender identities could also directly enhance their well-being: 

“The total ‘approval’ by my psychologist took a weight off my heart. I finally felt good about 

myself” (24-year-old bisexual nonbinary person). 

Inclusive language also emerged as essential for reducing stigma and ensuring that 

LGBTQIA+ individuals felt “seen” and respected in their sexual and/or gender identities. For 

instance, one participant recounted how their obstetrician demonstrated inclusivity by asking 

“whether I have had relationships recently, whether with men, women, or unicorns (to open 

an umbrella to all nonbinary gender people)” (38-year-old cisgender lesbian woman). Such 

respectful and inclusive language contributed to positive health outcomes by promoting a 
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sense of respect and reducing the anxiety often associated with healthcare interactions for 

LGBTQIA+ individuals. Feeling respected by healthcare professionals also correlated with 

greater adherence to medical recommendations and increased satisfaction with healthcare 

services (Beck et al., 2002), resulting in overall better health outcomes (DiMatteo et al., 

2002). 

Non-Judgmental Attitudes and Lack of Sexual and/or Gender Prejudice  

Non-judgmental attitudes played a crucial role in helping LGBTQIA+ individuals feel 

comfortable and affirmed in healthcare settings: “The doctor put me totally at ease, showing 

herself available to listen, non-judgmental, soothing. [...] Her sensitivity and open-

mindedness made the course of treatment better and less stressful for me” (27-year-old 

pansexual man). Such attitudes also contributed to building trust and confidence: 

 

In addition to finding great expertise in several private specialists I have encountered in 

the past few years, I have also found a welcoming and non-judgmental attitude toward 

my identity as a transgender person, and this has allowed me to trust with greater 

confidence and serenity. (30-year-old bisexual transgender man) 

 

Participants valued the absence of discriminatory behavior when sharing aspects of 

their sexual orientation or gender identity. For instance, “sharing with the gynecologist my 

homosexuality without enduring any type of discrimination” (35-year-old cisgender lesbian 

woman). A 29-year-old queer woman described their positive experiences with general 

practitioners as “a great achievement.” However, it is critical to distinguish between the 

absence of overt discrimination and the active affirmation of LGBTQIA+ identities. While 

non-discrimination is valued, it does not equate to a fully affirming and supportive approach 

(Sterzing & Gartner, 2018). This distinction is particularly important in the context of the cis- 
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and heteronormative environments in which many healthcare practitioners operate. Implicit 

biases within such settings can render discrimination invisible, perpetuating the belief that 

stigmatization does not exist (Nadal, 2010). To truly support LGBTQIA+ individuals, 

healthcare professionals must actively cultivate affirming attitudes and practices that validate 

and respect diverse sexual and gender identities, perhaps through training programs.  

Healthcare providers must also consciously avoid the privileging of binary identities. 

Such a tendency may be particularly detrimental to nonbinary populations, as it not only 

invalidates their experiences but also erases their identities (Hunsicker et al., 2024; Rosati et 

al., 2022). A 33-year-old pansexual nonbinary person (AFAB), described an encounter with 

their “primary care physician who doesn’t ask me any questions when I tell him I am a trans 

person on a gender affirmation path and that I was going in for mastectomy surgery.” While 

this interaction might seem positive due to the absence of overt bias or discrimination, it also 

suggests a lack of engagement with—or even a fear of exploring—gender-related issues.  

Professionalism, Competence, and Education on LGBTQIA+ Health Issues 

Professionalism, which involves competence, preparedness, kindness, and respect, is 

particularly appreciated by LGBTQIA+ participants when accessing healthcare services: 

“The nursing staff who administered the therapy were welcoming, loving, and made me very 

comfortable. [...] I felt welcomed, comfortable, in a safe environment that was not 

discriminating at all” (34-year-old cisgender gay man).  

Professionalism was also recognized as important for fostering an inclusive and non-

judgmental atmosphere, particularly in sensitive areas such as sexual and reproductive care. 

In these contexts, participants often hesitated to share their sexual practices with healthcare 

professionals due to concerns of stigma or misunderstanding: 
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I explained to the doctor that being a lesbian I did not know if I would ever have 

penetrative sex, and the doctor did not hesitate at all in explaining to me that using sex 

toys counts as penetrative sex [...] the doctor was very helpful and did not make any 

kind of comment about my sexual orientation or sex life. He clarified my doubts and 

was friendly and professional throughout the visit. I felt comfortable despite the 

sensitive context and felt able to open up and confront him with the doubts I had during 

the visit. (23-year-old cisgender lesbian woman) 

 

LGBTQIA+ participants valued the freedom to discuss their sexuality openly without 

encountering judgment or normative assumptions: 

 

The opportunity to interact about sexual habits freely, with people who know about gay 

sex practices and venues, makes for a more fluid and honest conversation and the 

ability to choose the best prevention tools available, as well as creating a context of 

mutual trust. (22-year-old gay cisgender man) 

 

Participants also described positive experiences in healthcare settings associated with 

professionals’ knowledge of LGBTQIA+ health needs: “I am particularly happy with the 

therapeutic path I have recently begun because of the therapist’s great preparation on LGBT 

issues. She makes me feel understood and welcomed” (25-year-old bisexual nonbinary 

person). However, previous research has shown that many healthcare professionals report 

limited competence in LGBTQIA+ care (Caceres et al., 2020; Cruciani et al., 2024, 2025)—a 

deficiency that remains a substantial barrier to effective care service provision (National 

Coalition of LGBTQ Health, 2022). When participants encountered mental health providers 

with inadequate knowledge of LGBTQIA+-specific health concerns, they greatly appreciated 
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their willingness to learn and engage with these topics: “When I changed psychiatrist and 

talked about my relational patterns (relational anarchy), the new psychiatrist asked me for 

readings on the subject, I felt seen and useful” (25-year-old pansexual nonbinary person). 

Beyond the critical role played by inclusive policies in ensuring that same-gender 

partners can access critical moments of their partners’ medical care (Irwin, 2007), participants 

noted that the inclusion of same-gender partners during medical visits and procedures was a 

powerful gesture of validation and respect: “My partner was welcomed and let in during the 

visit without any problems or discrimination about the fact that we were an openly lesbian 

couple” (30-year-old lesbian woman). Similarly, a 42-year-old cisgender gay man, stated that 

during “two very invasive surgeries [...] all the medical staff constantly wanted my husband 

to be there and kept him always informed.” 

Notably, these health-promoting pathways appeared to stem from health professionals’ 

cultural awareness, knowledge, sensitivity, and competence. These attributes, as emphasized 

by the culturally competent compassion model, are indeed fundamental for addressing and 

overcoming barriers to healthcare access for LGBTQIA+ individuals (Baiocco et al., 2021; 

Papadopulos, 2018). 

Adverse Pathways in the Healthcare Trajectories of LGBTQIA+ Individuals 

 Adverse outcomes in the healthcare experiences of LGBTQIA+ participants were closely 

associated with stigma, which has been documented to occur at multiple levels (e.g., 

structural, interpersonal, individual) and to disrupt cognitive, affective, relational, and 

physiological processes, thus compromising health outcomes (Hatzenbuehler & Pachankis, 

2016). In the context of healthcare, stigma and invalidation of LGBTQIA+ identities may 

take the form of microaggressions by healthcare providers, who may endorse (often 

unintentional) behaviors and/or statements that convey hostility or derogation towards 

members of stigmatized social groups (Ropero-Padilla et al., 2022). Microaggressions may 
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range from implicit cis- and/or heteronormative assumptions to explicit homo- and/or 

transphobic attitudes, both of which serve to invalidate LGBTQIA+ identities (Nadal et al., 

2016). These issues are explored in the first two subthemes (i.e., “Cis- and/or 

heteronormative assumptions,” “Homo- and/or transphobic attitudes”), while the third 

subtheme (i.e., “Lack of competence and information provided”) addresses the insufficient 

training and knowledge held by healthcare professionals regarding LGBTQIA+ health needs. 

This deficiency can exacerbate the negative experiences of LGBTQIA+ individuals, as 

described in the fourth subtheme (i.e., “Physical, behavioral, and psychological consequences 

of negative healthcare experiences”).  

Cis- and/or Heteronormative Assumptions 

Previous research has shown that, while some healthcare professionals refrain from 

overtly hostile behavior, they may nonetheless hold subtler implicit biases (i.e., unconscious 

and often unacknowledged prejudices) that are pervasive and harmful (Burke et al., 2015; 

Jost et al., 2009). Such biases tend to perpetuate microaggressions, thereby significantly 

impacting the health and well-being of LGBTQIA+ populations (Nadal et al., 2016). 

Participants reported that healthcare professionals often assumed that they were both 

cisgender and heterosexual, which could invalidate their sexual and/or gender identities: “The 

doctor asked me if I was engaged and following my affirmative answer, he said to let my 

boyfriend in. I corrected him to say that it was a girl, and he asked me what I meant by it two 

or three times” (32-year-old cisgender lesbian woman).  

In some cases, LGBTQIA+ participants avoided healthcare interactions altogether due 

to anticipated stigma: 

 

If I am asked the question about orientation and identity I lie in fear. I have already had 

multiple negative experiences […] To access a psychology service I had to pretend to 
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have another orientation and gender identity. I felt devastated but obligated to survive. 

(29-year-old bisexual gender questioning person) 

 

At times, adaptation to cis- and/or heteronormative stereotypes was used as a coping 

mechanism to mitigate fears of stigmatization: “I often pretend to be heterosexual because the 

doctors’ conversation is many times about girls just to establish a conversation and I am very 

vague about it because I don’t feel like opening up about certain issues with strangers” (22-

year-old cisgender gay man). 

Notably, some participants reported neither positive nor negative healthcare 

experiences related to their LGBTQIA+ identities, because they were not “out” in such 

contexts: “I have not had any particular negative experiences as other health care settings do 

not know about my sexual orientation” (20-year-old cisgender bisexual woman). However, 

research has shown that the concealment of sexual and/or gender identities can adversely 

affect health outcomes by undermining the quality of care (Alegria, 2011; Cochran, 2001; 

Huang & Chan, 2022; Petroll & Mosack, 2011). Among TGDNB populations, the “passing” 

strategy (i.e., attempting to appear cisgender) frequently involves medicalized interventions 

such as hormonal therapy and/or surgery to modify the body (Grzanka et al., 2018). For 

example, a 35-year-old pansexual nonbinary person, employed the “passing” strategy to 

avoid negative healthcare experiences, choosing not to disclose their nonbinary identity: “As 

a nonbinary person I had cisgender privilege in my health care relationships and did not feel 

valid in coming out or even safe.”  

Overall, these experiences outline how cis- and heteronormative stereotypes are 

perpetuated in healthcare contexts, alongside biased assumptions held by healthcare providers 

(McGlynn et al., 2020). Such biases adversely affect the quality of care provided to 

LGBTQIA+ patients (Logie et al., 2019) and create significant barriers to healthcare access 
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and utilization (Alencar Albuquerque et al., 2016). This is especially evident in sexual and 

reproductive healthcare contexts (Whitehead et al., 2016), as shown by a 21-year-old lesbian 

cisgender woman: “The fact that it is taken for granted that being a lesbian is equivalent to 

having non-penetrative sexual intercourse has led me to lie and thus obtain an unreliable 

account of my physical health. I felt extremely frustrated and uncomfortable.”  

Homo- and/or Transphobic Attitudes 

Homo- and/or transphobic attitudes represent overt acts of discrimination that can be 

particularly distressing for LGBTQIA+ individuals seeking healthcare services. The term 

homophobia was originally coined by Weinberg (1972) to describe heterosexual individuals’ 

irrational fear, hatred, and intolerance towards lesbians and gay men. A more contemporary 

concept, homonegativity (Lottes & Grollman, 2010), expands upon this definition to include a 

broad range of discriminatory attitudes and behaviors—both physical and verbal—targeting 

non-heterosexual individuals. Similarly, transnegativity refers to stigmatizing attitudes 

directed towards sexual and gender marginalized groups. Both homo- and transnegativity are 

deeply rooted in psychological, cultural, and social factors (Ciocca et al., 2017, 2020). 

Homophobic insults were reported by a 27-year-old pansexual nonbinary person: “The 

general practitioner while administering a vaccine to me expressed homophobic phrases.” In 

another instance, a 37-year-old transgender woman who did not share her sexual orientation, 

was ridiculed by healthcare professionals: “One nurse laughed when another called me Mrs.” 

Such behavior underscores the lack of respect and professionalism often encountered by 

LGBTQIA+ individuals in healthcare contexts. This was further elaborated by a 28-year-old 

bisexual, trans-masculine, nonbinary, queer person: “[the surgeon] managed within the space 

of an hour to make transphobic and homophobic and racist outbursts, always talking about 

other people he knows, as if he were not dealing with a patient who is clearly in a vulnerable 

position.”  



23 

Judgmental attitudes could also manifest through explicit invalidation of LGBTQIA+ 

identities: 

 

My previous psychotherapist tried to invalidate my sexual orientation by belittling it to 

a momentary curiosity, not listening to all intents and purposes to what I had to say 

about it, then talking about hypothetical partners using exclusively the masculine even 

after being corrected. (29-year-old bisexual cisgender woman) 

 

Participants also described a specific form of invalidation involving the framing of non-

heterosexual orientations as transitory phases, constituting a microinvalidation (Nadal et al., 

2016): “I had a psychologist tell me that my bisexual identity was a transitional phase and 

that I should at some point decide” (21-year-old bisexual nonbinary person). Such 

invalidation was often compounded by exclusionary attitudes towards same-gender partners: 

 

Not only did the gynecologist show no empathy with me, but she did not engage my ex 

at all during the examination, ultrasound, and explanation. We got the impression that 

she was deliberately ignoring her, which made an already difficult and dramatic 

moment become unpleasant and painful as well, as we did not feel treated as family. 

The waiting straight couples who entered before us were greeted by it with great 

warmth and smiles. (36-year-old pansexual cisgender woman) 

 

Invalidation of LGBTQIA+ individuals could also manifest as a pathologization of 

non–cis-heterosexual identities. For instance, a 60-year-old gay man experienced “an 

andrological examination where the doctor indicated the sexual orientation in the diagnosis.” 

Similarly, a 36-year-old pansexual nonbinary person, described: “My psychiatrist made me 
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feel uncomfortable with my gender identity by talking about it as a disease.” Pathologization 

could also impact transgender individuals, as illustrated by a 32-year-old lesbian transgender 

woman, who shared: “[A doctor] refused to sign a certificate of fitness for competitive sports 

because the fact that I was trans in his view would threaten the safety of other people.” 

For TGDNB participants, unique forms of microaggression, such as misgendering and 

deadnaming, were experienced as pervasive and particularly harmful: 

 

When I went to pick up my testosterone hormone therapy for the first time at the 

hospital pharmacy, the people who greeted me called me by my birth name in front of 

all the people and continued to use feminine pronouns addressing me even though my 

discomfort was obvious; they also made a fuss about releasing the vials to me and 

looked at me as if they just wanted to mock and denigrate me. They made a moment 

that should have been one of the best moments of my life a really unpleasant one. (30-

year-old pansexual transgender man) 

 

Nonbinary individuals, in particular, often encountered even greater challenges within 

healthcare contexts:  

 

I felt threatened of having my hormones taken away. “If you showed up with long hair 

or nail polish I’d ask questions, but I can tell you’re a nice boy,” the psychologist told 

me, to whom I exaggerated my masculine traits to still take the hormones I needed even 

if in low doses. I felt unwanted and without a place in the world […]. (22-year-old 

pansexual nonbinary person, AFAB) 
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Such individuals frequently struggled against the rigidity of gender-affirming pathways, 

typically grounded in binary and transnormative frameworks, particularly in Italy. Such 

frameworks pressure individuals to conform to stereotypical narratives of dysphoria to access 

care, forcing many to hide or distort aspects of their identities (Lorusso et al., 2024). This 

rigid approach marginalizes nonbinary experiences and exacerbates stress, highlighting the 

need for more inclusive, flexible, and affirming care models that respect gender diversity. 

Lack of Competence and Information Provided  

Cis- and heteronormative assumptions held by healthcare professionals often arise from 

a lack of education and training in the specific health needs of LGBTQIA+ individuals 

(Utamsingh et al., 2016). LGBTQIA+ competence has been theorized as having various 

antecedents and consequences at structural, provider, and patient levels (Yu et al., 2023). In 

the present study, lack of education on LGBTQIA+ health was highlighted by a 23-year-old 

bisexual cisgender man, who viewed as negative “all experiences at the general practitioner’s 

office: they do not know the healthcare-related differences that can characterize the lives of 

LGBT+ people, and this seems to me to be a serious shortcoming.” Such lack of competence 

was experienced as particularly concerning in sexual and reproductive healthcare contexts: “I 

also thought that the gynecologist was not at all trained in lesbian women’s health, and that 

she had never even questioned whether she could have patients who did not necessarily have 

sex with men” (37-year-old homosexual gender questioning, AFAB).  

Participants described that, in settings associated—directly or indirectly—with sexual 

and reproductive healthcare, the sexual practices of LGBTQIA+ individuals were often 

treated as abnormal: 

 

When I asked about the time and method of taking the blood sample for a HIV risk 

exposure check I had done for unprotected intercourse, the healthcare provider did not 
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answer my questions, treated me with condescension and detachment, and made me 

feel isolated and guilty. (34-year-old gay cisgender man) 

 

Stereotypical assumptions about the sexual practices of LGBTQIA+ individuals could 

further exacerbate these issues: 

 

After reporting that I was vaccinated against HPV anyway, I was questioned by the 

surgeon as to why I had felt the need to vaccinate, since according to him the vaccine is 

for “those who are very promiscuous,” so evidently, I must have had an excessive sex 

life. (30-year-old bisexual cisgender man) 

 

For TGDNB individuals, and especially nonbinary people, the lack of competence was 

frequently experienced as deeply invalidating: 

 

Both psychotherapists I spoke to were skeptical when I told them I identified as a 

nonbinary person. I felt exposed to a manipulative attitude from people who know my 

personal history very well. I felt very confused and ashamed, as if I was wrong to talk 

about it. (26-year-old bisexual nonbinary person) 

 

The inadequate clinical and cultural competence of healthcare professionals continues 

to represent a significant barrier to equitable care for LGBTQIA+ patients (National 

Academies of Sciences, Engineering, and Medicine, et al., 2020). Training programs 

addressing the specific health needs of LGBTQIA+ populations are scarce, leaving 

professionals unprepared to provide appropriate care (Braun et al., 2017). For example, the 

2015 U.S. Transgender Survey revealed that 24% of TGDNB patients had to educate their 
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healthcare providers about their health needs (James et al., 2016), producing feelings of 

frustration, unsafety, and anxiety (Chong et al., 2021). 

Moreover, lack of competence may be compounded by an absence of tailored 

information and support, leaving LGBTQIA+ individuals feeling isolated. As one participant 

noted:  

 

There is no one within the national health service to give you informational support if you 

are LGBTQIA+ [...] it seems that if you are part of this community, you have to take it 

upon yourself to wake up and inform yourself about the risks associated with certain 

sexual practices and prevention [...] You are left a little bit alone. (24-year-old gay man) 

 

Physical, Behavioral, and Psychological Consequences of Negative Healthcare 

Experiences 

Participants described that negative interactions with healthcare providers could lead to 

profound physical, behavioral, and psychological (e.g., emotional) consequences. As to the 

former, healthcare examinations often caused physical discomfort or pain, due to a lack of 

care or sensitivity on the part of the healthcare provider: 

 

The gynecologist stuck the speculum in me for the examination abruptly, and when I 

pointed out the burning, she told me that I should get used to it (this was after I told her 

that the canal was narrow being a lesbian woman and not having intercourses with a 

penis). (30-year-old lesbian cisgender woman) 

 

Negative interactions with healthcare providers could also cause psychological distress: 
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The gynecologist was quite hasty and in quite scurvy tones, which worsened the state of 

anxiety I was feeling at the time by perhaps even making references to my body weight 

by telling me, I don’t quite remember the terms used (like chubby) but even though it 

was in the health care setting it caused me particular emotional distress. (20-year-old 

bisexual cisgender woman).  

 

For one participant, a psychotherapist’s invalidation of their sexual and gender identity 

had particularly severe consequences:  

 

It was an experience that left me burning and grieving for many days. I felt crushed, out 

of breath, and struggled to perform my normal activities. My humanity had been 

diminished and I was something else, the concept of trans had taken on a dehumanizing 

value that normally has no value for me at all. (32-year-old nonbinary queer person) 

  

Negative interactions with healthcare providers could also produce a range of negative 

emotions, including guilt and shame. As a 26-year-old bisexual nonbinary person described: 

“I felt exposed to a manipulative attitude from people who know my personal history very 

well. I felt very confused and ashamed, as if I was wrong to talk about it.” Similarly, 

stigmatizing attitudes from healthcare staff could generate mortification and discomfort: “On 

our way out of the surgery we heard the nurses laughing at us. It was mortifying” (29-year-

old gay man). 

Participants frequently reported feelings of invisibility, isolation, and rejection, as 

described by a 19-year-old heterosexual transgender woman: “I felt invisible and unwelcome 

during the diagnosis of my gender dysphoria.” The diagnostic pathway for gender dysphoria 

often employs a gatekeeping approach that compels TGDNB individuals to conform to rigid 
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criteria. This framework leaves little room for patients to express their authentic selves and 

receive validation and support (Morris et al., 2020). 

Moreover, a lack of trust in healthcare providers and a perceived need to conceal sexual 

and gender identities have been linked to cis- and heteronormative assumptions, which may 

be conveyed subtly through communication styles (Bohnert et al., 2011; Röndahl et al., 

2006). As noted by a 24-year-old bisexual cisgender woman, healthcare services can 

generally leave LGBTQIA+ individuals “with a deep distrust of the health care system and a 

feeling of isolation, highlighting how prejudice can undermine health care.” 

Participants described that discrimination in healthcare settings often led them to delay or 

completely avoid healthcare services. A 38-year-old asexual cisgender man, explained: “The 

sum of these discriminations and the systemic ones present in society, I feel sometimes makes 

me delay access to health services or avoid them.” Similarly, a 20-year-old gay transgender 

man, recounted:   

 

During a visit (orthopedic if I remember correctly) I was repeatedly called “Miss” despite 

having clearly expressed my wish not to be called that way. At the end of the visit and at 

the handing over of the forms again I am called “Miss”. I gave up going to the visits, even 

if urgent, I prefer to keep the sickness and take drugs under the table rather than be called 

that way again. 

 

A lack of trust in healthcare services resulting from encounters with (perceived) uncaring 

or stigmatizing professionals (Elliott et al., 2015) may significantly reduce help-seeking 

behaviors, resulting in dire health outcomes for LGBTQIA+ individuals. These findings align 

with the culturally competent compassion model (Papadopoulos, 2018), which was adapted 

for LGBTQIA+ populations by Baiocco et al. (2021). This model highlights that a lack of 
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competence and knowledge, alongside negative attitudes among healthcare professionals, 

directly correlates with a reduced likelihood of LGBTQIA+ patients seeking healthcare 

services.  

Limitations and Recommendations for Future Research and Practice 

The present findings should be read considering several limitations. First, the sample 

was not representative of all subgroups within the LGBTQIA+ community. Notably, TGDNB 

individuals represented only a small proportion (i.e., 16.2%) of the entire sample. While this 

reflects societal demographics (Coleman et al., 2022), with TGDNB individuals representing 

a minority “within a minority,” it limited the ability to explore differences based on 

subpopulations (e.g., LGB vs. TGDNB individuals). Nonetheless, we aimed at the most 

comprehensive documentation of the healthcare experiences of individuals with diverse 

genders and sexual identities.  

Second, the use of an online sampling procedure may have led to an overrepresentation 

of White, middle- to upper-class, educated participants (Christian et al., 2008). Similarly, the 

lack of ethnic diversity in the sample underscores the need for future research to include more 

ethnically diverse participants. Several factors may account for the low representation of non-

White individuals within the sample. First, the survey was developed and administered in 

Italian, which may have posed a linguistic and cultural barrier for participants from different 

sociodemographic backgrounds, potentially limiting their comfort and willingness to 

participate. Additionally, while the research team engaged in reflexive practices centered on 

gender and sexual diversity—shaped in part by the authors’ own lived experiences in these 

domains—it is important to acknowledge that all members of the research team identified as 

White. This shared ethnic identity may have influenced the channels through which the 

survey was disseminated, as distribution primarily occurred through networks and 

organizations personally connected to the authors. As such, the team’s social positionality, 
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while diverse in terms of gender and sexual identities, may have constrained the reach of the 

survey to more ethnically diverse populations. This limitation was reflected in the 

underrepresentation of non-White participants. 

Future research should aim to involve researchers with more direct access to ethnically 

diverse communities, in addition to those representing diverse sexual and gender identities. 

Such inclusivity would support more comprehensive intersectional analyses and help address 

the ongoing overrepresentation of WEIRD (Western, Educated, Industrialized, Rich, and 

Democratic) samples in scientific research, which often fails to capture the experiences of 

more marginalized populations (Pitesa & Gelfand, 2023). 

Furthermore, the current study did not capture the experiences of LGB and TGDNB 

individuals who face multiple forms of marginalization, including those based on gender or 

sexuality in combination with ethnicity, disability, or other intersecting identities. Building on 

this, future research should more comprehensively engage with the concept of 

intersectionality, emphasizing how multiple, coexisting identities—such as gender, sexual 

orientation, ethnicity, educational background, disability status, and socioeconomic 

conditions—interact to produce complex systems of privilege and oppression. Among 

LGBTQIA+ individuals, these intersecting forms of marginalization may not only contribute 

to adverse mental health outcomes (DeSon & Andover, 2023), but also intensify experiences 

of isolation, discrimination, and sexual and/or gender-based prejudice (Sadika et al., 2020). 

A final limitation of the study was the absence of differentiation among healthcare 

professional specializations, which prevented an assessment of whether certain provider types 

(e.g., mental health professionals) demonstrated more inclusive or discriminatory attitudes 

toward LGBTQIA+ individuals compared to others. 

Despite these limitations, the present study contributes important insights into the 

healthcare experiences of LGBTQIA+ individuals, revealing both health-promoting and 
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adverse pathways in their health trajectories. The literature highlights significant health 

disparities affecting LGBTQIA+ individuals compared to the general population, with 

barriers to healthcare access and utilization closely associated with discrimination based on 

gender and sexual diversity (Mezzalira et al., 2024, 2025; Sherriff et al., 2019). These barriers 

often include the avoidance of healthcare services due to anticipated stigma, which is 

frequently driven by internalized homo- or transnegativity and the resulting concealment of 

one’s identity (Whitehead et al., 2016).  

While evidence shows that educational programs tend to improve healthcare 

professionals’ knowledge of LGBTQIA+ health needs (Carone et al., 2023; Morris et al., 

2019; Santamaria et al., 2024), healthcare curricula often allocate insufficient funds to 

addressing LGBTQIA+ concerns (Higgins et al., 2019). Consequently, there is a pressing 

need to ensure that healthcare professionals are equipped to provide stigma-, prejudice-, and 

discrimination-free care to LGBTQIA+ individuals (Cruciani et al., 2024, 2025; Donaldson 

& Vacha-Haase, 2016) to mitigate experiences of stigma and homo- and transphobic 

discrimination (Sekoni et al., 2017). 

Training programs aimed at improving the knowledge and competence of healthcare 

professionals should prioritize culturally competent compassion (Papadopoulos, 2018). This 

concept involves a deep understanding of another person’s suffering and a commitment to 

alleviating it through socially and culturally appropriate interventions that respect the 

individual’s beliefs, behaviors, and needs. A lack of cultural knowledge, sensitivity, 

competence, and awareness among healthcare professionals may contribute to increased 

barriers for LGBTQIA+ individuals seeking healthcare services (Baiocco et al., 2021; Carone 

et al., 2023). Ultimately, reducing the barriers to healthcare access and utilization for 

LGBTQIA+ populations is a critical goal for policymakers, healthcare practitioners, and 
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researchers, aimed at addressing the persistent health inequalities experienced by gender and 

sexually marginalized communities (Zeeman et al., 2019). 

Conclusions 

The present findings reveal that health-promoting and adverse pathways in the 

healthcare trajectories of LGBTQIA+ individuals are influenced by several factors, including 

healthcare professionals’ affirming attitudes, (lack of) professionalism, validation of 

LGBTQIA+ identities, (absence of) bias and prejudice, quality of information provided, and 

perceived competence in addressing LGBTQIA+ health needs. These results underscore the 

importance of targeted training programs for healthcare providers regarding the specific 

health needs of LGBTQIA+ populations to ensure the provision of adequate, affirming care 

and to mitigate the cis- and/or heteronormative attitudes that often hinder healthcare service 

access and utilization. 
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Table 1 

Sociodemographic characteristics of the sample (N = 154) 

 

Gender identity  

N (%) 

 Cisgender 

man 

Cisgender 

woman 

Nonbinary 

person 

Transgender 

man 

Transgender 

woman 

Gender 

questioning 

Total 

Sex assigned at birth  

Male  47 (100%) – 4 (10.5%) – 9 (100%) 2 (25%) 62 (40.3%) 

Female  – 40 (100%) 33 (86.8%) 12 (100%) – 6 (75%) 91 (59.1%) 

Intersex  – – – – – – – 

Other – – 1 (2.6%) – – – 1 (0.6%) 

Total 47 (100%) 40 (100%) 38 (100%) 12 (100%) 9 (100%) 8 (100%) 154 (100%) 

Sexual orientation  

Gay/Lesbian 41 (87.2%) 20 (50%) 6 (15.8%) 2 (16.7%) 2 (22.2%) 3 (37.5%) 74 (48.1%) 

Heterosexual – – – 4 (33.3%) 3 (33.3%) – 7 (4.5%) 

Bisexual 4 (8.5%) 15 (37.5%) 12 (31.6%) 3 (25%) 2 (22.2%) 3 (37.5%) 39 (25.3%) 

Pansexual 1 (2.1%) 1 (2.5%) 11 (28.9%) – 1 (11.1%) 1 (12.5%) 15 (9.7%) 

Asexual 1 (2.1%) 2 (5%) 3 (7.9%) 1 (8.3%) – 1 (12.5%) 8 (4.5%) 

Other – 2 (5%) 6 (15.8%) 2 (16.7%) 1 (11.1%) – 12 (7.8%) 

Total 47 (100%) 40 (100%) 38 (100%) 12 (100%) 9 (100%) 8 (100%) 154 (100%) 

Ethnicity  

White 43 (91.5%) 38 (95%) 37 (97.4%) 12 (100%) 9 (100%) 8 (100%) 147 (95.5%) 

Hispanic/Latino 2 (4.3%) 1 (2.5%) 1 (2.6%) – – – 4 (2.6%) 

Other 2 (4.3%) 1 (2.5%) – – – – 3 (1.9%) 

Total 47 (100%) 40 (100%) 38 (100%) 12 (100%) 9 (100%) 8 (100%) 154 (100%) 

Educational level  

High school degree 12 (25.5%) 13 (32.5%) 14 (36.8%) 6 (50.0%) 3 (33.3%) 1 (12.5%) 49 (31.8%) 

University degree 23 (48.9%) 19 (47.5%) 20 (52.6%) 4 (33.3%) 4 (44.4%) 7 (87.5%) 77 (50.0%) 

PhD/specialization 12 (25.5%) 8 (20%) 4 (10.5%) 2 (16.7%) 2 (22.2%) – 28 (18.2%) 

Total 47 (100%) 40 (100%) 38 (100%) 12 (100%) 9 (100%) 8 (100%) 154 (100%) 
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Table 2 

Overarching themes and subthemes identified through Thematic Analysis (N = 154) 

 

Themes Subthemes  Explanation 

1. Health-promoting pathways in the 

health trajectories of LGBTQIA+ people 

1.1. Affirmation and validation of LGBTQIA+ 

identities 

1.1. The affirmation and validation of LGBTQIA+ 

identities serve to empower patients, support the 

exploration of their sexual and gender identities, 

promote health and resilience, and enhance 

satisfaction with healthcare experiences. 

1.2. Non-judgmental attitudes and lack of 

sexual and/or gender prejudice 

1.2.  Non-judgmental attitudes and the absence of 

sexual and/or gender prejudice, while necessary, are 

not sufficient for the validation of LGBTQIA+ 

identities. Validation requires the presence of 

affirming attitudes that actively acknowledge and 

support these individuals, allowing them to feel 

recognized and affirmed in their sexual and gender 

experiences. 

1.3. Professionalism, competence, and 

education on LGBTQIA+ health issues 

1.3. When grounded in cultural sensitivity, healthcare 

professionals’ competence, preparedness, kindness, 

and respect may contribute to creating an inclusive 

environment in which LGBTQIA+ patients feel safe, 

supported, and free to express their identities. 

2. Adverse pathways in the health 

trajectories of LGBTQIA+ people 

2.1. Cis- and/or heteronormative assumptions 2.1. Implicit biases and overt prejudice are 

particularly harmful as they contribute to the 

perpetuation of microaggressions, which negatively 

impact the health and well-being of LGBTQIA+ 

populations. 

2.2. Homo- and/or transphobic attitudes  2.2. Homo- and transphobic attitudes constitute overt 

forms of discrimination that reflect a lack of respect 

and professional integrity, ultimately contributing to 

the invalidation of LGBTQIA+ identities. 
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2.3. Lack of competence and information 

provided  

2.3. A lack of competence—manifesting at structural, 

provider, and patient levels—may lead to insufficient 

provision of relevant information to LGBTQIA+ 

individuals, thereby impeding the fulfillment of their 

specific health needs. 

2.4. Physical, behavioral, and psychological 

consequences of negative healthcare 

experiences 

2.4. Negative interactions with healthcare providers 

may result in iatrogenic consequences across multiple 

domains, including physical (e.g., pain), behavioral 

(e.g., avoidance of care), and psychological (e.g., 

emotional distress, anxiety) levels. 


