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MEDICAL EDUCATION: PART I

school and residency programs. The median time that 
medical students spend learning about LGBTQ+ health 
is five hours, and one-third of medical schools provide 
no instruction at all.3 This lack of inclusive LGBTQ+ 
medical education leaves providers unprepared to pro-
vide affirming and inclusive care and propagates fur-
ther the implicit and explicit biases towards LGBTQ+ 
identifying patients.4 To address gaps in knowledge 
and training among providers, the Association of 
American Medical Colleges (AAMC) Advisory 
Committee on Sexual Orientation, Gender Identity and 
Sex Development released the guide, Implementing 
Curricular and Institutional Climate Changes to 
Improve Heath Care for Individuals Who Are LGBT, 
Gender Nonconforming, or Born with DSD, to influ-
ence curriculum development. Although some curricular 
reforms have been adopted, progress has been slow and 
LGBTQ+ health concerns have not been systematically 
integrated throughout undergraduate, graduate and con-
tinuing medical education.

While it is true that some topics covered in medical 
school will be encountered only by students pursuing 
subspecialties, all physicians will care for LGBTQ+ 
identifying patients throughout their careers. In a 2017 
Gallup Poll, 4.5% of the U.S. population or 14.5 mil-
lion people identified as LGBTQ+ and these estimates 
increase annually.5 Though most health conditions, dis-
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Introduction

I
n the United States, there are significant disparities 
in health outcomes and access to health care among 
individuals who identify as lesbian, gay, bisexual, 

transgender, or queer (LGBTQ+), as compared to their 
heterosexual and cisgender peers. LGBTQ+ individu-
als experience disproportionately higher rates of car-
diovascular disease, cancer, mental health disorders, 
and substance abuse.1 Some of the most marked health 
disparities exist for transgender individuals, who are 
nine times more likely to attempt suicide, four more 
times more likely to be diagnosed with HIV, and twice 
as likely to have no health insurance, when compared 
to the general population. Further, transgender indi-
viduals report disproportionately negative experiences 
when seeking health care, including verbal harassment, 
refusal of treatment, and needing to teach the healthcare 
provider about transgender people to receive appropriate 
care.  Because they fear mistreatment, nearly 28% of 
transgender people avoid seeing a physician when they 
need medical care.1, 2 Health disparities among LGBTQ+ 
people worsen when you add the compounding effects 
of other intersectional identities, such as belonging to a 
racial minority. 

One factor contributing to LGBTQ+ health dispar-
ities is a medical community that lacks a foundational 
understanding of the unique needs of this community 
due to insufficient education and training in medical 
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FROM THE EDITOR

IMPACT BEYOND ONE 
PATIENT-PHYSICIAN 

ENCOUNTER
Ti�any I. Leung, MD, MPH, FACP, FAMIA,  

Editor in Chief, SGIM Forum

“The only thing I do know is that we have to be kind. 

Please, be kind. Especially when we don’t know what’s 

going on.”

—Waymond Wang (portrayed by Ke Huy Quan),  

in Everything, Everywhere, All At Once

R
ecently invited to review essays on humanism in 
health care, I found numerous small, great mo-
ments of care and connection in petite packages. 

They reminded me of a starting student or intern, drink-
ing from the proverbial fire hose of medical knowledge 
and skill, learning not only how to doctor but to be a 
doctor. That is, they grow into this professional identity, 
originating from a deeply rooted motivation to acquire 
the most modern and precision skills a doctor needs to 
care for patients—and then honing that expertise into the 
craft of clinical practice. Without doubt, this is not the 
sole ingredient to a great physician. Similarly, the poten-
tial for any one physician’s—or future physician’s—im-
pact is not bound by the microenvironments of individual 
patient-physician encounters.

Due to an abundance of submissions for last month’s 
theme issue on “LGBTQIA+, Sex and Gender Health,” 
July’s SGIM Forum includes additional articles on the 
same topic. As the ad hoc second volume on the theme, 
the content here offers perspectives and information that 
demonstrate several examples of how much and what 
kinds of impacts our skills and connections as physi-
cians—with patients, each other, society, and so many 
more stakeholders in our populations’ health—can have, 
impacting both the patient who sits before us and people 
who we will never meet. 

Monica Lypson, SGIM Past President, remarked this 
time last year that the Society would “begin to follow 
through on our Diversity, Equity, and Inclusion (DEI) 
Statement issued in May [2021] to ensure a diverse, 
inclusive society for all.” LeRoi Hicks, SGIM President, 
comments in his column this month on how we as a 
Society are living by our values. As students, we learn 
quickly that we care for and connect with patients we 
see. But in developing a clear alignment of values and 
actions for ourselves as individual physicians, then 
pairing that with a similar alignment within a society 
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LIVING BY OUR VALUES
LeRoi S. Hicks, MD, MPH, FACP, President, SGIM

“I strongly support guiding our organizational decisions based on our clearly articulated vision and values. In January 

2022, SGIM council approved our most recent value statement after a lengthy strategic planning initiative.  To be 

clear, I believe that all our actions should be aligned with accomplishing our vision of ‘a just system of care in which all 

people can achieve optimal health.’  In our statement, we define ourselves as a ‘diverse community of talented people 

in academic general internal medicine who are passionately committed to improving health through research, educa-

tion, and advocacy.’  Understanding how we define ourselves helps in determining how to advocate in a way that best 

supports our membership.”

I
t’s been a rough couple of years, 
hasn’t it? Since early 2020, we have 
seen an unprecedented amalgamation 

of stressors on the healthcare system, 
and, more specifically, unmatched 
burdens on the physicians who operate 
within it. In addition, the polarizing 
political environment within our coun-

try and its resultant “culture wars” have consequences 
that exhaust many doctors due to the constant barriers 
that inhibit our ability to provide evidence-based care to 
all our patients, regardless of socio-economic status, race, 
ethnicity, sex or gender. While geographic clustering has 
long been known to contribute to differences in health 
and well-being here in the United States,1 we now find 
that radical differences in physicians’ rights to practice 
safe and effective care with their patients may be signifi-

cantly restricted solely based on the state in which they 
practice. It has become clear that regional differences in 
political leadership may further compromise our ability 
to accomplish our goal of achieving equity in promoting 
better health-related quality of life and longer life expec-
tancy for the communities we serve.

As of the writing of this column, two weeks have 
passed since the release of the Politico article that con-
tained leaked documentation of the Supreme Court ma-
jority opinion that Roe v. Wade should be overturned.2  
I immediately received messages from our members seek-
ing support for the protection of women’s reproductive 
rights and to issue a strong statement in support of phy-
sician autonomy. The Politico report came on the heels 
of returning from our annual meeting which occurred 
in Florida, a state that just recently passed legislation 
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EBB: What is the biggest challenge JGIM has faced  
in the last two years? 

E
ditors: After the onset of the Coronavirus Disease 
2019 (COVID-19) pandemic, we saw a tsunami of 
submissions, rising from about 2,200 in 2019, to 

3,716 in 2020, and 3,277 in 2021. The monthly number 
of submissions peaked at 450 in April 2020 with an av-
erage of about 300 per month since then, compared with 
an average of about 180 per month in the year before the 
pandemic. Thanks to the hard work of the entire team, 
including the associate editors and managing editors, we 
were able to weather the storm and increase the accep-
tance rate from 19% in 2019 to 25% in 2020 and 24% in 
2021. 

EBB: What are the top achievements of JGIM in the 
last two years?
Editors: In addition to managing the tsunami of sub-
missions, Journal of General Internal Medicine (JGIM) 
achieved its highest Impact Factor ever. According to 
the last report on Journal Impact Factors published in 
summer 2021,1 JGIM’s Impact Factor was 5.128 in 2020 
(up from 4.597 in 2019), ranking 27th among the 167 
journals in the general and internal medicine category, 
11th among the 107 journals in the health care sciences 
and services category, and third among primary care 
journals. 

In the last two years, we published supplements spon-
sored by the Veterans Affairs (VA) Office of Research and 
Health Services Research and Development service on 
opiate safety, patient engagement in healthcare research, 
and women’s health care, as well as a supplement spon-
sored by the Agency for Healthcare Research and Quality 
and Kaiser Permanente on implementation science. We 
launched a History of Medicine series and made plans 
for the imminent launch of a Medical Decision Making 
series. We also launched an editorial fellowship program 

in 2021 with an initial cadre of three editorial fellows for 
a two-year fellowship. 

EBB: What are your top priorities for the next year?
Editors: Our priorities for the next year include increas-
ing the number of issues from 12 to 16 per year, selecting 
a second class of editorial fellows, increasing the diversity 
of the deputy editors, and enhancing the Journal’s web 
site. We remain committed to JGIM being a leader in 
publishing articles about health disparities, implementa-
tion science, and medical education.

EBB: What have you enjoyed most about being the 
editors of JGIM?
JJ: I’ve enjoyed the camaraderie of the editorial team and 
the co-editors in chief and admired the collective wis-
dom of our associate editors; they invariably have great 
suggestions on how to deal with complicated issues and 
to improve our journal.
SA: Being an editor of JGIM is like being a kid in an 
intellectual candy shop. You learn so much even from the 
articles we can’t publish. And just when you think you 
have seen it all, you learn something new again. It is great 
to see the enormous variety of issues that SGIM members 
(and others) tackle and have a chance to influence the 
way people think about the care they work so hard at.
CB: I love Steve’s comment about being a kid in an intel-
lectual candy shop. JGIM has never been more important 
than we are today given the state of the world, and I feel 
incredibly honored and grateful to have this role. 

References
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FINDING THE RIGHT “FIT”—STRATEGIES 
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SUPPORTIVE TRAINING ENVIRONMENTS
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T
rainees who are applying for residency or fel-
lowship often consider numerous factors when 
looking for a program that provides the perfect 

“fit.” Geography, location (e.g., urban v. rural), and 
program size can significantly influence decision-mak-
ing. Learners who identify as lesbian, gay, bisexual, 
transgender, or queer (LGBTQ+) may have additional 
questions about the program: will they feel welcomed 
and included? Will they be able to 
identify role models and mentors 
with shared lived experience? Should 
they “out” themselves in their appli-
cation? While the answers to these 
questions are personal and often 
nuanced, this article provides tips 
to help learners identify a training 
program that provides an affirming 
environment, mentorship relevant 
to their identity, and an inclusive 
curriculum. 

Applying
Identifying Potential Programs
In addition to finding a program that matches your pro-
fessional goals, it is important to consider which pro-
gram(s) will provide you personalized support throughout 
your training and are welcoming of LGBTQ+ trainees. 
Consider the following questions as you peruse program 
websites: 

• Does the program explicitly state its commitment to 
diversity and inclusion? 

• Are there any mentorship programs or OUTLists that 
provide opportunities for LGBTQ+ trainees to learn 
from LGBTQ+ faculty?

• What are the institutional policies, including in-
surance coverage and familial leave, for explicit 
inclusion of diverse sexual orientations and gender 

identities as well as expansive definitions of “family” 
to include partners regardless of marital status?

• Are there specific curricula or training opportunities 
dedicated to LGBTQ+ health?

Writing Your Personal Statement
Ultimately, the choice to be “out” in your application 
materials is a personal one. As in every application pro-

cess, reasons for not receiving an 
invitation to interview will remain 
unknown to the applicant. As such, 
many may choose not to be out in 
their application but will be out 
during the interview to assess a 
program in real-time. Alternatively, 
by being out in your application, 
less welcoming programs may not 
offer you an interview and more 
welcoming programs may offer 

you an interview; you may essentially avoid less sup-
portive programs and find more supportive programs. 
Unfortunately, there has not been much research on the 
application process as it relates to LGBTQ+ applicants. 

Interviewing
After receiving an interview offer, the interview is largely 
about fit. If you are out in your application, receiving 
an interview likely bodes well for a welcoming training 
environment. During the interview, you may have addi-
tional opportunities to explore how and to what extent a 
program is welcoming of LGBTQ+ applications. 

The questions that programs may ask applicants are 
tightly regulated. As such, they are allowed to ask you 
any questions related to your application materials, and 
you are allowed to bring up additional topics which are 
open then to further questioning. Programs cannot ask 
you your relationship status or family planning unless in-

MEDICAL EDUCATION: PART II

                 For #LGBTQ+ trainees in  

                 medicine, finding a residency/ 

                 fellowship program with the 

right “fit” means finding a supportive 

environment that allows them to thrive. 

Check out these recommendations. 

What else would you recommend for 

#LGBTQ+ trainees?  @cjstreed  

@siegenator1 @doctorterndrup
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D
espite increasing awareness of health disparities 
affecting sexual and gender minority (SGM) pop-
ulations, lesbian, gay, bisexual, transgender, queer, 

and Two Spirit (LGBTQ/2S) persons, explicit inclusion of 
these populations in clinical research remains absent.1 The 
goal of clinical research is to effectively assess, prevent, di-
agnose, or treat conditions that affect health and well-be-
ing. Successful and well-designed research studies must 
identify, recruit, and retain participants representative of 
the communities to which the results will apply in order 
to ensure research yields generalizable knowledge. The 
dearth of appropriate sexual orientation and gender iden-
tity (SOGI) data collection and absence of SGM persons 
in clinical research foreclose opportunities to understand 
their unique needs in clinical care. This absence renders 
SGM persons and their needs invisible in the medical lit-
erature and fails to adequately capture the impact of sex, 
sexual orientation, and gender on health.

There are many SGM-specific issues that warrant 
investigation, but SGM inclusion in all randomized con-
trolled trials must be expanded to allow for robust sub-
population analysis. While clinical research has advanced 
preventive, diagnostic, and treatment modalities for HIV, 
particularly for cisgender men who have sex with men, 
it has often excluded transgender men and/or erroneous-
ly grouped transgender women with cisgender men.2 A 
cadre of cardiovascular clinical research trials has led to 
significant advances in predicting and preventing cardio-
vascular disease. However, the tools generated from such 
research remain limited in application to only binary 
categories of sex and do not take into account the various 
factors that affect cisgender men and women (e.g., early 
menopause, hypogonadism) as well as transgender per-

sons receiving gender-affirming hormone therapy.3 These 
and other deficiencies in research design and conduct 
have resulted in troubling limitations in clinical care. 

Regulatory directives and public calls for greater 
diversity in research participation led to improvements 
in the inclusion of cisgender women and marginalized 
racial and ethnic populations in clinical trials. According 
to the Food and Drug Administration’s Center for Drug 
Evaluation and Research Drug Trials Snapshots Summary, 
the proportion of Black or African-American persons 
participating in novel drug trials increased between 2015 
(4%) and 2020 (8%). This increase offers critical lessons in 
improving the participation of populations often excluded 
from clinical research. Yet, calls to assess and address the 
health and well-being of SGM persons1 and for improved 
collection of SOGI data4 have remained unanswered. 

Within the resulting regulatory vacuum, Institutional 
Review Boards (IRBs) are well positioned to active-
ly address existing gaps in inclusion of SGM persons. 
Included within the IRB mandate to protect the rights 
and welfare of study participants is the responsibility to 
consider the equitable selection of subjects. This concept 
of equity is embedded within the principle of justice, em-
phasized within the Belmont Report as one of the pillars 
of research bioethics, a touchstone of IRBs. By explicitly 
considering the inclusion of SGM participants as part 
of their research ethics oversight function, IRBs appro-
priately exercise their responsibility to ensure research 
benefits are maximized (i.e., what’s learned is maximally 
generalizable and nuanced for the benefit of society) and 
that risks are shared. While the Belmont Report seems to 
narrow the lens of review to the four corners of a sin-

RESEARCHERS’ CORNER
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Further upstream from the 
purview of IRBs is the clinical trial 
sponsor, who can also advance re-
search standards to ensure inclusion 
of SGM persons. However, progress 
is slow and disjointed across study 
sponsors, researchers, and IRBs. 
Ultimately, regulatory bodies that 
oversee clinical research conduct 
must explicitly call for and incentiv-
ize improvements to ensure equity in 
clinical research participation and 
inclusion of SGM persons.
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may include ensuring participant-fac-
ing materials accurately delineate 
inclusion and exclusion criteria (e.g., 
sex, gender, and other participant 
demographics), utilize communi-
ty-informed language, and avoid 
assumptions of who may be interested 
in participating in research. IRBs can 
also correct gender-specific language 
in protocols and informed consent 
documents where necessary or appro-
priate to convey accurate information. 
For example, it is common practice to 
use “female” as an inclusion criterion 
when the population of interest is any 
individual with a cervix. IRBs can flag 
this for investigators, who are then 
able to assess their descriptors more 
critically. IRBs may find that provid-
ing general education and direction to 
researchers and research sponsors and 
working with them as they develop 
research proposals and recruitment 
plans is more effective than respond-
ing to individual submissions during 
the protocol review process.

Finally, in fulfilling their respon-
sibility to protect the welfare of study 
participants, IRBs must evaluate 
the potential harms associated with 
participating in clinical research. 
Research studies that recruit from 
marginalized populations in settings 
that criminalize behavior (e.g., an-
ti-sodomy laws) must have adequate 
protections in place to ensure not only 
confidentiality of study participants 
but also their safety. Even routine or 
minimal risk study activities may car-
ry higher risks for SGM participants 
than cisgender heterosexual ones. 
Could they be “outed” by a focus 
group held in a community center? 
Will gender-affirming care be billed 
to a parent or guardian’s insurance 
policy? Do data collection instru-
ments contain cis- or hetero-norma-
tive language or assumptions? IRBs 
are situated to inquire deeply about 
local context, understand the sig-
nificance of local laws and policies, 
and ensure investigators consider the 
situational vulnerabilities of SGM 
participants (e.g., those living with 
family who are not aware or support-
ive of their SGM identity). 

gle trial within a specific locale, it 
provides space within the principle 
of justice to evaluate the larger social 
context: “injustice arises from social, 
racial, sexual and cultural biases 
institutionalized in society. Thus, 
even if individual researchers are 
treating their research subjects fairly, 
and even if IRBs are taking care to 
assure that subjects are selected fairly 
within a particular institution, unjust 
social patterns may nevertheless ap-
pear in the overall distribution of the 
burdens and benefits of research.”

Consequently, IRBs can evaluate 
community involvement in research 
design, identify potential harms 
based on sex, gender, and/or sexual 
orientation, and propose mitigation 
strategies. Failure to consider how a 
research question may pathologize 
SGM persons can lead to study delay, 
harm participants, cause the suspen-
sion of approval or study closure, 
and lead to further loss of trust from 
SGM communities. 

In evaluating a research protocol, 
IRBs routinely interrogate the appro-
priateness of inclusion and exclusion 
criteria—but often without awareness 
of how any particular criterion may 
discriminate against SGM popula-
tions. Bringing an SGM-inclusive lens 
to this review will ensure that the 
most appropriate and largest num-
ber of potential study participants is 
considered to answer the proposed 
research questions. IRBs must also 
evaluate data collection and ensure 
appropriate collection of sex, gender, 
behavior, and additional demograph-
ics germane to the research question.4 
Insufficient collection of participant 
demographic information can lead 
not only to less robust conclusions 
being drawn by any particular study 
being evaluated but also to weak-
ened conclusions of future studies 
(e.g., meta-analyses) that may inform 
development of clinical tools,5 risking 
propagating bias downstream to 
healthcare delivery.

Further, IRBs can review and 
advise revision of recruitment mate-
rials and consent documents to foster 
inclusion of SGM participants. This 

RESEARCHERS’ CORNER (continued from page 6)
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A TRIBUTE TO MI FAMILIA:  
HE/SHE/THEM, WHOEVER THEY WANT  
TO BE AND LOVE, I STAND WITH YOU

Lucille M. Torres-Deas, MD

Dr. Torres-Deas (lmt2183@cumc.columbia.edu) is an assistant clinical professor in the department of medicine, director of 

the Community and Population Health, and co-chair of the Diversity, Equity, and Inclusion Committee in division of Internal 

Medicine at the Allen Hospital at Columbia University Vagelos College of Physicians and Surgeons.

A
s early as I can remember, there was tension, which 
I did not understand, between my eldest sister and 
parents: a silence of the unspoken. My sister rarely 

visited, and I usually saw her only at holiday gatherings. I 
remember visiting her at college once and having a won-
derful time. I could not understand why I did not see her 
more often. As I got older, I learned the secret: she was 
lesbian. My parents—Catholic Puerto Ricans with tradi-
tional beliefs—found it challenging to accept her fully. 

We navigated these trepidatious waters for four 
decades until, finally, my sister’s daughter was born. Her 
daughter, Hope (name changed for her protection, but 
reflection of what she brought to our family), brought my 
family together. The tension diminished as my parents 
only saw love and hope. We had more gatherings, more 
laughter, more of everything.

Reflecting on this, I wished it happened sooner. 
There were so much unnecessary emotional, mental, and 
physical (of being slapped/hit) traumas due to conflicts 
of complex belief systems that encompass from gener-
ational trauma and expectations from family due to 
their cultural beliefs and expectations. Not only for my 
sister, my parents, but also mi familia. She tried to be the 
exemplary daughter—attaining her educational degrees, 
becoming professional, and trying to be “perfect,” even 
though my parents’ religion and culture were not in line 
with who she was as a person. My sister persevered. She 
has accomplished many goals and helped my family nav-
igate the loss of both of my parents. She opened the door 
for me to live with my Black boyfriend for years until we 
finally decided to tie the knot because we wanted to not 
because society said we had to and for our nieces and 
nephews to be who they wanted to be and love who they 
wanted to love. Before my parents passed, they accepted 
her, me, their daughter, my nieces, and nephews for who 
they were and who they loved. There was no longer a 
secret or tension but love and hope. 

These experiences helped me on many occasions in 
the clinical setting. One day, my LatinX patient came in 
for a follow up. She was in tears because her daughter had 
told her she was lesbian. Although she loved her daughter, 
who was so accomplished, this conflicted with her beliefs. 

She felt so distressed that she couldn’t speak to anyone 
about this in her family or community. She couldn’t sleep. 
I thought my family situation, given our similar back-
grounds, would provide healing and reduce stigma for her. 
Since it was personal and not medical, I asked permission 
to discuss what happened with my family. 

“Is it ok if I share with you something personal, 
something that happened to my family?” She accepted. 
We discussed what happened, the aspect of rigid culture 
and religious beliefs that were similar and how they 
caused separation and pain. In the end, the beautiful out-
come of acceptance and love, when one could find what 
was most significant about that relationship. That she 
didn’t have to wait for four decades to re-connect. In the 
end, she came to her own conclusion that her faith asked 
her to love all. So, she should love her daughter for who 
she was. She felt the weight lifted. In sharing the experi-
ence and allowing for the moment of compassionate pres-
ence, my patient was able to have a new understanding 
and appreciation of her daughter and who she was. She 
was no longer in conflict or distressed with her cultural 
and spiritual beliefs. 

When there’s so much discord in the world, from 
media to state legislation, it’s important we recognize 
the human experience as unique, meet individuals where 
they are at, educate, and advocate for those who are 
considered “different.” There is a high prevalence of 
distress, violence, and suicidality among individuals who 
identify as LGTBQIA+. I’m thankful for Mi Familia and 
our experience. To my nieces, nephews, children and 
LGTBQIA+ community, I stand with you, next to you, 
behind you, in front of you, whatever is needed on your 
journey to be who you want to be and love who you want 
to love. Thank you for making this world brighter by 
being entirely you! 

I call on governmental bodies, professional organiza-
tions, and healthcare systems to do the same. As there are 
threats to LGTBQIA+ rights from local to national levels, 
specialties, healthcare organizations, professional societies, 
and governmental bodies must join forces to advocate for 
protection of LGTBQIA+ rights and ally with LGTBQIA+ 
organizations when those rights are in jeopardy.           SGIM

PERSPECTIVE: PART I
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DON’T MAKE ME READ  
MY CHILD’S OBITUARY

Aliza Norwood, MD

Dr. Norwood (Aliza.Norwood@viventhealth.org) is assistant professor of internal medicine at the University of  

Texas Dell Medical School and the medical director at Vivent Health in Austin, Texas, where she provides  

HIV primary care, HIV prevention, and gender-a�irming care. Her opinions are her own.

I
n Texas, my home state and where I practice as a 
primary care physician, the rights of transgender 
people have been continuously targeted in a battle 

for political power. In May 2022, the Texas Supreme 
Court ruled that the Texas Department of Family and 
Protective Services (DFPS) could continue their investi-
gations of families of transgender children after a lower 
court that had temporarily halted the inquiries statewide. 
The inquiries started in February, when Governor Greg 
Abbott directed the DFPS to investigate parents who with 
transgender children, based on an opinion by Attorney 
General Ken Paxton that asserted that certain medical-
ly accepted treatments for transgender youth constitute 
child abuse. 

On March 11, instead of seeing patients in clin-
ic, I sat in the back of a large auditorium at the Texas 
Department of Family and Protective Services (DFPS) 
and listened to stories of trauma for hours. Each story 
started with the same phrase: “My name is—, and I’m 
here to read a statement from the family of a transgender 
child who is too terrified to be here.” One by one, com-
munity members stepped up to read statements to DFPS 
council members from transgender kids and their families 
submitted from across the state. Brave family members 
and transgender youth also stood up to speak themselves, 
despite the extremely personal nature of their testimony 
and the great personal risk. 

One mother spoke of how she did not initially sup-
port her transgender son’s transition after he came out. 
She choked back tears as she described coming home 
one day to find her son unconscious on the floor of his 
room. I watched a council member blot away tears as 
this mother poured out her soul, explaining that his 
suicide attempt convinced her to listen to him and how, 
with treatment, he is now thriving and happy. Another 
family pleaded with the council, “Don’t make me read 
my child’s obituary.” These parents described making dif-
ficult decisions driven by an unconditional love for their 
children, and an intense fear that the unthinkable could 
happen—that a state agency could take their children 
from them for loving and supporting them. 

I, too, was there on behalf of others. As an internist, 
I have provided gender-affirming care to adults in my 

practice for the past eight years, but I went to represent 
my colleagues in pediatrics who can’t risk putting their 
patients and themselves in danger by speaking up. Due 
to political and financial pressure, clinics that care for 
transgender youth have been shutting down to avoid 
persecution. 

As of May 24, 32 states have passed or proposed 
anti-transgender legislation, including restricting access 
to gender-affirming care. Some bills carry severe penalties 
for healthcare providers and sometimes families, who 
provide or seek out gender-affirming care for minors. The 
UCLA Williams Institute predicts that more than 58,000 
transgender youth are at risk of losing care because of 
these state bans. Even without making gender-affirming 
care illegal, clinics are under threat of having funding 
pulled and families are at risk of investigation, as is the 
case in Texas. Primary care doctors face a moral chal-
lenge in the face of unethical political overreach into the 
lives of patients and disruption of the patient-physician 
relationship. As the fight over transgender healthcare 
continues to get national attention, the public will be 
looking to physicians to understand what transgender 
healthcare is and is not. To ensure consistent and clear 
messaging, we must invest in education of our trainees 
and colleagues, most of whom are unfamiliar with gen-
der-affirming care. 

Ignorance does not always mean malintent, but it’s 
our responsibility to make sure physicians are knowl-
edgeable and respectful when caring for transgender and 
gender-diverse patients. According to the 2015 National 
Transgender Discrimination Survey, one-third of those 
who saw a health care provider had at least one negative 
experience related to being transgender, such as being 
verbally harassed or refused treatment because of their 
gender identity. Additionally, nearly one-quarter (23%) 
of respondents reported that they did not seek the health 
care they needed in the year prior to completing the 
survey due to fear of being mistreated as a transgender 
person, and 33% did not go to a health care provider 
when needed because they could not afford it. 

Clearly, our work is cut out for us. There is currently 
no AAMC requirement to teach medical students about 

PERSPECTIVE: PART II
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TELEHEALTH FOR MENTAL  
HEALTH CONDITIONS IN THE PRIMARY 

CARE CLINIC: OPPORTUNITIES  
AND A WAY FORWARD

Erica Heiman, MD, MS; Leslie Suen, MD, MAS; Jennifer Wootten, MD; John Goodson, MD

Dr. Heiman (erica.heiman@emory.edu) is an assistant professor at the Emory School of Medicine and a physician  

site lead for the Grady Primary Care Center. Dr. Suen (leslie.suen@ucsf.edu) is a research and clinical fellow within the  

UCSF National Clinician Scholars Program. Dr. Wootten (jwootte@emory.edu) is an assistant professor in the Department 

of Psychiatry and Behavioral Health at Emory University School of Medicine and the medical director of Grady Outpatient 

Behavioral Health Services. Dr. Goodson (jgoodson1@mgh.harvard.edu) is a physician at Massachusetts General Hospital  

and an associate professor at Harvard Medical School.

O
n January 1, 2022, the Centers for Medicare 
& Medicaid Services (CMS) implemented per-
manent changes in the Medicare Physician Fee 

Schedule that offer new possibilities to expand the scope 
of telehealth for mental health (MH) and substance use 
disorders (SUD) for Medicare patients. These changes are 
a direct response to recent 
increases in MH and SUDs 
over the last two years, 
which have been especially 
deadly in combination with 
the tsunami of synthetic 
opioids (namely fentanyl) 
that has cascaded across the 
United States.1

Amid the shelter-in-place regulations of the 
COVID-19 pandemic, telehealth emerged as a powerful 
tool. Telehealth can improve access to care, particularly 
among vulnerable populations who may lack funds for 
travel and care of dependents. For patients with SUDs, 
stigma may present further barriers to in-person care, 
which telehealth may help to alleviate.2 Not only do pri-
mary care clinics present an entryway into care for MH 
disorders, they increasingly receive a greater proportion 
and volume of visits for MH disorders than psychiatry 
offices.3

Those of us in general medicine have long been 
hampered in our efforts to expand access for our patients 
SUD and MH conditions by insufficient resources. With 
the new service code options provided by CMS, we can 
explore innovative ways of care delivery that leverage the 
expertise of a multi-disciplinary team. In the table, we lay 
out relevant Medicare telehealth service codes with the 
respective payments in relative value units (RVUs). RVUs 
translate to dollars by multiplying times the Medicare 
conversion factor, roughly $35.

Here Are the CMS Changes You Need to Know About
The patient can be located anywhere—whereas telehealth 
services were previously confined to dedicated spaces, 
telehealth services for MH and substance use care can be 
provided to patients who are home, or at another loca-
tion including a shelter, car, or their place of work. State 

licensing restrictions still 
apply. Encounters should 
be clearly focused on MH/
SUD but other condi-
tions can and should be 
addressed.

In-person visits are some-
times required—CMS 

has required an in-person visit no more than six months 
before the telehealth visit, and at no greater than every 12 
months after. However, the 12-month periodic in-person 
visit can be waived if a provider documents that the bur-
dens of an in-person visit outweigh the benefits; and how 
vital signs, patient monitoring data, and lab testing are 
available as needed. Finally, all in-person requirements 
can be waived for SUD telehealth visits. 

Audio-visual technology preferred but audio-only 
allowed—CMS’ preference remains for audio-visual 
telehealth visits, but audio-only may be delivered if the 
patient does not have the capabilities or does not consent 
to participate in a video telehealth visit, and this is appro-
priately documented.

Examples of How the New Medicare Codes May Be 
Used
Scenario 1: Depression Follow-up
Mr. J, a 54-year-old man with depression and emphyse-
ma, is an established patient in the clinic. He is scheduled 

HEALTH POLICY CORNER

“These Medicare telehealth changes represent a 

call to action for the primary care community to 

bring its expertise in MH and SUD treatment to 

the telehealth arena and lay claim to a revenue 

support model that pays for the work done.”
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continued on page 13

for medical conditions, as there is 
a concern that fraud may be ram-
pant, despite little evidence of this. 
Additional concerns, none clearly 
demonstrated in previous research, 
include the potential for difficulty in 
rapport-building, and possibility of 
decreased understanding of medical 
recommendations, particularly in 
audio-only encounters.3, 4 We cau-
tion providers to use standardized 
documentation tools when available 
to prevent fraud and bias and involve 
a multi-disciplinary team to ensure 
high-quality, coordinated care. We 
encourage providers to always verify 
the patient’s name, date of birth, 

her with a telehealth appointment 
with a primary care doctor. A doctor 
spends 30 minutes on the phone 
with her discussing her initial treat-
ment plan and induction with bu-
prenorphine. A follow-up telehealth 
check-in is scheduled for later in the 
week with a Physician Assistant. An 
appointment is made for later that 
month with the clinic’s therapist 
via telehealth. The month of multi-
disciplinary care is coded with the 
Medicare service code, G2086, for 
billing purposes.

Pitfalls and Cautions
CMS has been hesitant to perma-
nently add telehealth billing codes 

for an audio-video visit, during 
which his PCP addresses his depres-
sion, including medication titration 
and re-referral to counseling. His 
inhalers are refilled; an outpatient 
established patient service code, 
such as 99214, code is used for bill-
ing purposes.

Scenario 2: Bundled Opioid Use 
Disorder Treatment
Ms. Y, a 43-year-old woman with-
out past medical history, is referred 
to the clinic from her rural ER, 
where she presented for treatment of 
an abscess related to injection opioid 
use. The ER diagnoses her with 
opioid use disorder and provides 

HEALTH POLICY CORNER (continued from page 10)

Mental Health and Substance Use Disorder Telehealth after the Public Health Emergency (PHE)

Type of Care CPT Code(s) RVU (non-fac/fac) Time Criteria Documentation Modifier  
    Needed Needed

Mental Health (MH) and Substance Use Disorder (SUD) Outpatient E/M Care

 99202 2.14/1.43 > 15 minutes  

E/M:  99203 3.29/2.44 > 30 minutes  
95 for A/V,New

 
Patients

 99204 4.90/3.95 > 45 minutes  93 for audio only

 99205 6.48/5.36 > 60 minutes  

E/M:
 99212 1.66/1.06 > 10 minutes 

Complexity of  

95 for A/V,Established 99213 2.661.95 > 20 minutes 

OR time spent

 
93 for audio onlyPatients

 99214 3.75/2.86 > 30 minutes  

 99215 5.29/4.25 > 40 minutes  

Other Behavioral Health Services

     95 for A/V,  
Alcohol Use 

G0442
 

0.55/0.27
 

> 8 minutes
 

Statement of
 93 for audio only;  

Screening    
tool used and

 25 if billed along  
    

time spent
 with E/M code

     95 for A/V, 93 for  
Alcohol Use 

G0443
 

0.77/0.69
 

> 8 minutes
 Statement of audio only; 25 if  

Counseling     time spent billed along with  
     E/M code 

     95 for A/V, 93 for  
Depression 

G0444
 

0.54/0.27
 

> 8 minutes
 Statement of audio only; 25 if  

Screening    time spent billed along with  
     E/M code 

 G2086 11.50/9.26 > 70 minutes/  

Substance Use
 (initial)  30 days 

Disorder G2087 10.01/8.28 > 60 minutes/ Statement of 95 for A/V, 93 
Treatment— (subsequent)  30 days time spent for audio only
Bundled Care

 G2088 1.79/1.13 Additional 30  
 (add on)  minutes beyond  
   120 minutes

CPT=Current Procedural Terminology; RVU=Relative Value Units; PE=Practice Expense;  
E/M=Evaluation and Management; A/V=Audio-visual
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ical school can take steps to create 
a LGBTQ+ inclusive curriculum by 
following these suggestions:

1. Assess the institutional climate 
and current curriculum.

 •  Evaluate mission statements 
and non-discrimination 
statements to ensure they 
are inclusive of LGBTQ+ 
populations.

 •  Conduct focus groups that 
include students, faculty, 
administrators, community 
stakeholders, and patients 
to determine how LGBTQ+ 
health education can be 
improved.

 •  Evaluate the diversity fostered 
throughout the admissions 
process

2. Create a LGBTQ+ Health 
Education Advisory Committee.

 •  Include faculty, students, 
community members, pa-
tients, and stakeholders.

 •  Build relationships with 
LGBTQ+ organizations on 
campus and the commu-
nity. Open a dialogue to 
learn about suggestions that 
promote inclusive care and 
medical education.

3. Integrate LGBTQ+ health and 
care into the core competencies. 

 •  List core LGBTQ+ learning 
objectives and recommen-
dations for their integration 
into the curriculum. Use 
the AAMC’s Implementing 
Curricular and Institutional 
Climate Changes to Improve 
Heath Care for Individuals 
Who are LGBT, Gender 
Nonconforming, or Born 
with DSD as a guide. 

 •  Include LGBTQ+ patients in 
case presentations, simula-
tions, and as standardized 
patients 

 •  Learn about reliable LGBTQ+ 
resources 

4. Evaluate progress.
 •  Measure changes in student 

and faculty knowledge, at-

the country to begin applying the 
Bostock framework to protect the 
rights of LGBTQ+ Americans seek-
ing equal access to health care. 

Congress enacted the Affordable 
Care Act (“ACA”) in 2010. The 
ACA contains a non-discrimination 
provision, known as § 1557, which 
states in relevant part: “[A]n indi-
vidual shall not…[on the basis of 
sex]…be excluded from participation 
in, be denied the benefits of, or be 
subjected to discrimination under, 
any health program or activity...”. 
The U.S. Department of Health 
and Human Services’ (HHS) Office 
for Civil Rights is responsible for 
enforcing Section 1557 and protect-
ing the civil rights of individuals 
in accessing health care. After the 
Supreme Court ruling in Bostock, 
the DHHS issued a Notification 
of Interpretation and Enforcement 
stating that the agency would be 
interpreting and enforcing Section 
1557’s prohibition on discrimination 
on the basis of sex to include: (1) 
discrimination on the basis of sexual 
orientation; and (2) discrimination 
on the basis of gender identity. Thus, 
Section 1557 of the ACA imposes 
an affirmative obligation not to 
discriminate against LGBTQ+ in-
dividuals in the provision of health 
care. Meeting this legal obligation 
requires medical providers to be 
trained to competently identify and 
address the needs of the LGBTQ+ 
patient population.

In conclusion, because of the 
recent changes to the legal landscape 
through binding case law and no-
tices of interpretation and enforce-
ment by the responsible government 
agencies, medical schools should 
ensure their students are equipped to 
uphold their legal obligations to pro-
vide non-discriminatory healthcare 
services to LGBTQ+ patients. 

Moving Forward: From Silence  
to Action
Medical education and patient care 
that are not inclusive are, by default, 
exclusive, narrow, circumscribed, 
limited, and incomplete. Every med-

eases, and treatments are the same 
in both LGBTQ+ and cisgender, het-
erosexual patients, physicians must 
be prepared to address barriers to 
care in the institutional climate and 
create an inclusive environment that 
is able to address the unique needs 
of LGBTQ+ persons. The inclusion 
of LGBTQ+ content into the curric-
ulum increases knowledge and de-
velops positive attitudes in medical 
students about healthcare delivery to 
LGBTQ+ persons. Comprehensive 
medical education and training 
about LGBTQ+ health creates a 
profession that is better prepared to 
serve this community with empathy, 
comfort, and cultural competence. 
Medical schools and training pro-
grams should adopt the AAMC’s 
recommendations so that students 
and residents are well- prepared to 
provide high quality, patient-cen-
tered LGBTQ+ health care. 

The Legal Landscape for LGBTQ+ 
Healthcare Discrimination 
In 2020, the U.S. Supreme Court’s 
historic ruling in Bostock v. Clayton 
County established that discrimina-
tion against a person because they 
are gay or transgender constitutes 
unlawful sex discrimination. 140 S. 
Ct. 1731 (2020). In this landmark 
ruling, the Court made clear that 
its decision was a “straightforward 
application of legal terms with plain 
and settled meanings” and plain-
ly stated that one “must scramble 
to justify” the rationale for carv-
ing LGBTQ+ individuals out of 
the protections based on sex. The 
far-reaching implications of that 
decision were anticipated: “What the 
Court has done today––interpreting 
discrimination because of ‘sex’ to 
encompass discrimination because 
of sexual orientation or gender 
identity––is virtually certain to have 
far-reaching consequences.” Id. at 
1778 (Alito, J., dissenting). More 
than 100 federal statutes prohibit 
discrimination based on sex, includ-
ing the prohibitions against discrim-
ination in health care. It did not 
take long for federal courts across 

MEDICAL EDUCATION: PART I (continued from page 1)

continued on page 15
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your program/institution/
organization? 

• Can you tell me about the cul-
ture for LGBTQ+ individuals at 
this program?

• What opportunities exist to 
address LGBTQ+ health?

• What family/partner benefits 
exist for same-sex couples with 
or without children? 

• How does the health insurance 
policy address LGBTQ+ health? 
Is there explicit inclusion of 
gender-affirming medical and 
surgical care? 

• Does the health care system 
provide explicit guidance for 
persons who undergo gender-af-

cluded in your application. If family 
planning, child care, or being openly 
LGBTQ+ are important to you, 
you are not only welcome but also 
encouraged to bring these up during 
the interview; this can lead to a help-
ful and informative conversation. 

As the interview is focused 
on “fit” and ensuring you find the 
program that is going to best prepare 
you for your career, be sure to ask 
questions that relate to your personal 
and professional goals in areas such 
as research, advocacy, and/or com-
munity engagement:

• Who could be a mentor as 
an Out LGBTQ+ leader in 

MEDICAL EDUCATION: PART II (continued from page 5)

firming care during training? 
Does Human Resources provide 
training on respectful conduct?

• How do you recruit and retain 
LGBTQ+ applicants and future 
physicians?

Conclusion
Ultimately, finding a program that 
prepares you for your chosen spe-
cialty is about ensuring you are 
supported and encouraged to thrive. 
By finding a supportive environment 
with welcoming leadership and 
peers, you can more easily become 
the best clinician you aspire to be.

SGIM

Primary care, as a cognitive 
specialty, has long been subject to 
under-reimbursement, a phenom-
enon that has recently begun to be 
addressed, though thus far inade-
quately. If primary care physicians 
do not work to claim the reimburse-
ment they deserve based on their 
knowledge, patient care skills, and 
collaborative capabilities, we risk not 
seizing an opportunity to enhance 
the care we aspire to deliver.

These regulations and codes 
listed above are only applicable to 
Medicare, but in many cases, other 
public and private insurers will reim-
burse similarly to Medicare. And if 
health systems and clinicians con-
tinue to use these codes to provide 
important services to their patients, 
further legislation and regulations 
will follow to continue to support 
this expansion to include virtual 
care, and even audio-only care, for 
those with one or more chronic med-
ical conditions.
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as and location (as providing care 
across state lines may have legal 
implications); and to query any unex-
pected pauses in the conversation 
or changes in tone, as to maintain 
two-way understanding despite being 
physically distant. 

Next Steps: A Call to Action within 
Your Practice or Enterprise
Many colleagues are pivoting to 
telehealth due to necessity during the 
pandemic, and finding not only that 
it is effective but also that it enhanc-
es equity and retention particularly 
with the treatment of SUDs.5 The 
current Medicare telehealth flexibil-
ities, which have expanded tele-
health’s reach greatly and increased 
revenue for audio-only visits via 
the 99441-99443 codes, are set to 
expire, unless Congress takes action. 
The CY 2022 Medicare Physician 
Fee Schedule final rule lays out a 
framework for an expanded role for 
telehealth in the care of MH con-
ditions and SUDs. We believe these 
changes represent a call to action 
for the primary care community to 
bring its expertise in MH and SUD 
treatment to the telehealth arena and 
lay claim to a revenue support model 
that pays for the work done.

HEALTH POLICY CORNER (continued from page 11)
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define ourselves helps in determining 
how to advocate in a way that best 
supports our membership. 

In our organizational credo, we 
articulate seven core values:

1. Excellence, innovation, and lead-
ership in education, research, 
and clinical practice

2. High value, evidence-based, 
person-centered, and communi-
ty-oriented health care

3. Action and policy that dismantle 
structural racism and oppression

4. Diversity, equity, and inclusion
5. Attention to population health 

outcomes and their social 
determinants

6. Interdisciplinary collaboration 
and team-based care, and 

7. Collegiality, mentorship, and 
career development.

It is obvious that current politi-
cal actions across many of our states 
counter many of our stated values. 
More importantly, these efforts pres-
ent significant risks to our members 
ability to practice medicine in a way 
that is aligned with our organiza-
tional core values and in achieving 
our vision. Given our commitment 
to achieve high value, evidence-based 
health care and to support poli-
cies that dismantle oppression and 
support work that promotes better 
population health outcomes, I believe 
we are obligated to stand with other 
organizations in opposing legisla-
tion aimed at reversing the progress 
that has been made in this country. I 
support our members and partnering 
organizations in standing against 

limiting the discussion of gender and 
sexuality in schools. All these events 
raise significant concerns that politi-
cal intentions are threatening physi-
cian ability to provide care that best 
meets the needs of their patients. In 
addition, we continue to see political 
division over the role gun legislation 
plays in relationship to public health 
and welfare; particularly concerning 
the numerous mass casualty shoot-
ings that have occurred in the United 
States over the past two years.3

In each of these areas, we find 
SGIM members expressing a desire 
for the society to act. As an organi-
zation that represents such a diverse 
group of physicians, we must create 
a safe space for all members, regard-
less of their political leanings. As 
I prepared to write the column for 
this issue of the Forum, it occurred 
to me that we must be clear about 
our values and how they shape our 
advocacy in health policy. 

I strongly support guiding our 
organizational decisions based on 
our clearly articulated vision and 
values. In January 2022, SGIM 
council approved our most recent 
value statement after a lengthy stra-
tegic planning initiative.4 To be clear, 
I believe that all our actions should 
be aligned with accomplishing our 
vision of “a just system of care in 
which all people can achieve optimal 
health.” In our statement, we define 
ourselves as a “diverse community of 
talented people in academic general 
internal medicine who are passion-
ately committed to improving health 
through research, education, and 
advocacy.” Understanding how we 
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threats to women’s health and access 
to safe, evidence-based, reproductive 
care. I previously made clear my 
support for organizational advocacy 
to protect the health and well-be-
ing of our LGBTQ+ community. 
Further, I believe that gun violence 
is a public health concern worthy of 
attention and stand with our mem-
bers who continue to advocate for 
public health measures to address 
its threats. From my viewpoint, our 
recently published statements and 
support of these and other issues are 
aligned with our stated goals and are 
an example of SGIM living by our 
values.
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like SGIM, our impact feeds into 
a virtuous cycle that can continue 
reaching beyond greater bounds 
than we might have previously imag-
ined possible. 
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from supportive families. Family 
rejection is extremely common when 
transgender people come out to 
their family, something I hear about 
from most of my adult transgender 
patients. Transgender adults rejected 
by their parents are twice as likely to 
attempt suicide with higher odds of 
alcohol or drug abuse. 

In keeping with the Hippocratic 
Oath, we cannot allow our hospi-
tals and clinics to deny this care 
and leave patients to fend for them-
selves. What we can do is advocate 
for evidence-based medicine and 
support organizations defending 
transgender youth on the ground, 
such as OutYouth, the Transgender 
Education Network of Texas, 
Organización Latina de Trans en 
Texas, the National Black Trans 
Advocacy Coalition and Equality 
Texas, and others across the country 
facing similar threats. We can train 
the next generation of clinicians to 
be knowledgeable about transgender 
and involve transgender stakehold-
ers in our curricular development. 
We can and should share resources 
to teach each other as we teach our 
colleagues and students. A group of 
SGIM members lead by Dr. Hedian 
published an easy-to-use Guide 
for Gender Affirming Hormone 
Therapy for primary care clinicians 
and trainees, accessible at https://
bit.ly/GAHT-QUICK-GUIDE and 
featured in the June 2022 SGIM 
Forum.6 An example of involving 
transgender patients in curricu-
lar development and teaching was 

presented by myself and colleagues 
at the 2022 SGIM annual meeting. 
Together, and with the transgender 
community, we take a stand and 
defend the rights of patients to access 
gender-affirming care—care that 
could literally save their lives.

Note: An earlier version of this 
article appeared in Salon and may 
be accessed at https://www.salon.
com/2022/03/29/dont-make-me-
read-my-childs-obituary-texas-risks-
lives-by-banning-gender-affirming-
care/.
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titudes, and skills as discus-
sions about LGBTQ+ patients 
become more frequent, delib-
erate, and explicit.

 •  Measure changes in medical 
students’ satisfaction with 
the curriculum and their 
perceived ability to provide 
inclusive care.

5. Disseminate work outcomes and 
innovations so other institutions 
can learn from your failures and 
successes.

As the United States continues 
the struggle to create a more fair 
and just society, we as clinicians and 
medical educators must examine our 

roles in cultivating future physicians 
who can help all patients access high 
quality healthcare in an affirming 
and inclusive environment. This is 
not only our ethical obligation but 
also a legal one. The stakes for our 
students and their patients are high 
and the time to act is now! 
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