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Editorial

The last decade has been a period of advance-
ment for the lesbian, gay, bisexual, and 
transgender (LGBT) community for legal 

protections and visibility. Although the journey 
to acceptance and equality is far from over, this 
progress has appropriately extended to medical aca-
demia as physicians search for ways to become 
more inclusive and effective care providers for their  
LGBT patients.1 In a recent cross-sectional study, 
Ginsberg et al2 examined the role for dermatologists 
in the care of transgender patients. The investigators 
concluded that dermatologists should play a larger 
role in a transgender patient’s physical transforma-
tion.2 It is our opinion that dermatologists need to 
be comfortable building rapport with LGBT patients 
and to become attuned to their specific needs to 
provide effective care. 

When forging a relationship with an LGBT 
patient, assumptions can damage rapport. Two 
assumptions that should be avoided include presum-
ing heterosexuality or, on the other hand, assuming 
risk for disease based on known LGBT status. A 
dermatologist who takes a cursory sexual history, or 
none at all, assuming his/her patient is heterosexual 
creates an environment in which a nonheterosexual 
patient feels uncomfortable being honest and open. 
Although there is enough literature to support the 
claim that some sexual minority groups have increased 
risk for sexually transmitted infections (STIs),3 it is 
dangerous to assume a patient’s risk based solely on 
sexual orientation. An abstinent patient or a patient 
in a long-term, monogamous, same-sex relationship, 
for instance, may feel stereotyped by a dermatologist 

who wants to screen him/her for an STI. The best 
step in building a therapeutic relationship is to cast 
out these assumptions and allow LGBT patients to 
be open about themselves and their sexual practices. 
Sexual histories should be asked in nonjudgmental 
ways that are related to the health of the patient, 
leading to relevant and useful information for their 
care. For example, ask patients, “Do you have sex 
with men, women, or both?” This question should be 
delivered in a matter-of-fact tone, which conveys to 
the patient that the provider merely wants an answer 
to guide patient care.

Dermatologists can tailor their encounters to the 
specific needs of sexual minority patients. The medi-
cal literature is rich with examples of conditions that 
occur at greater frequency in specific sexual minority 
groups. Sexually transmitted infections, particularly 
human immunodeficiency virus, are important causes 
of morbidity and mortality among sexual minorities, 
especially men who have sex with men (MSM).3,4 
Anal and penile human papillomavirus (HPV) infec-
tion and HPV-associated anal carcinoma risk are 
increased in MSM.5,6 The literature has remained 
inconclusive on the use of anal Papanicolaou tests 
for diagnosis; however, dermatologists have a duty to 
at least examine the perianal and genital area of any 
patient at risk for HPV-related disease or STIs.7,8 For 
younger patients, the HPV vaccine can help prevent 
certain types of HPV infection and likely reduce 
a patient’s risk for condyloma acuminatum and 
other sequelae of the virus. Guidelines have been 
expanded to include men aged 13 to 21 years and up 
to 26 years.9 More research is needed to determine 
if detection and prevention of these types of HPV 
infection using the vaccine in MSM actually leads to 
a decreased incidence of anal carcinoma. 

Certain LGBT groups may benefit from a derma-
tologist’s care outside the realm of infectious diseases. 
One study found that increased indoor tanning use in 
MSM correlated with increased risk for nonmelanoma 
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skin cancer.10 Lesbians have been found to be less 
likely to pursue preventative health examinations in 
general, including skin checks.11 Finally, transgender 
patients can utilize dermatologists for help with trans-
formative procedures and side effects of hormonal 
treatment such as androgenic acne.1,4 

Cutaneous and beyond, the future of LGBT  
health care in the United States is affected by the 
institutions that train future physicians. There is 
a trend toward incorporating formal LGBT cur-
ricula into medical schools and academic centers.12 
The Penn Medicine Program for LGBT Health 
(Philadelphia, Pennsylvania) is a pilot program 
geared toward both educating future clinicians 
and providing equal and unbiased care to LGBT 
patients.12 Programs such as this one give rise to a 
new generation of physicians who feel comfortable 
and aware of the needs of their LGBT patients.

In a time when LGBT patients are becoming 
more comfortable claiming their sexual and gender 
identities openly, there is a need for dermatolo-
gists to provide individualized unbiased care, which 
can best be achieved by building rapport through 
assumption-free history taking, performing thorough 
physical examinations that include the genital and 
perianal area, and passing these good practices on 
to trainees. 
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