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R. RICHARD ANSTETT (Family Physician)-. To-

day we have the opportunity to learn from gay and
leshian individuals what the primary care physician needs
toknow to care for the homosexual patient. This forum
isintended to allow an open discussion between the panel
and the audience, who are students, family practice resi-
dents, and faculty at the St. Joseph Family Practice Res-
idency Program in Denver, Colorado. Let us begin by in-
troducing the panelists:

RICHARD BROWN (Member, Board of Directors,
Gay and Lesbian Community Center ofDenver): We ap-
preciate the opportunity to speak to professionals because
our main goal is to break stereotypes and to improve un-
derstanding between the heterosexual and the gay com-
munity. Please do not hesitate to ask us any questions.
There are no questions in this forum that we feel to be
out of bounds.

MS. L.S. (Legal Secretary): | am a legal secretary in
Denver. 1 am here to answer any of your questions.

DR. C.C. (Resident in Psychiatry, University of Colo-
rado, Health Sciences Center): | am happy to have the
chance to talk to people about the way | see the gay-
lesbian community interface with health care profes-
sionals.

DR. CHUCK STEPHENS (Family Physician): 1 am a
gay physician with a large percentage of gay and lesbian
patients. I find that these patients are willing to come to
me because 1I’'m not judgmental about their lifestyles. |
am especially interested in the “coming out” experience
and working with gay and lesbian youth.

DR. C.M. (Resident Physician, University of Colorado
Health Sciences Center): As a physician and a lesbian. |
believe the primary thing that gay patients want from their
physicians is good medical care, not interference from the
physician’s prejudices about their sexual practices.
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MR. BROWN: | would like this discussion to focus on
the relationship between the gay or lesbian patient and
the physician, and how physicians can enhance the care
of that particular population.

Could we start out by talking about experiences that
gays have had that have not been successful in terms of
finding a physician who is sympathetic to their needs.

DR. C.C.: | believe it is the responsibility of the health
care professional to set the tone that will determine the
patient’s comfort in letting the physician know that the
patient is gay. Personally, | was leery about telling any of
my physicians that | was gay. As a medical student, | had
to be sure that my physician would not hold it against
me, or that his knowledge of it would not hinder my career
plans, such as finding a high-quality residency. A major
part of the “coming out” process involves knowing what
the consequences are, and whom you can trust with this
process.

DR. ANSTETT: How important is it for the gay patient
to convey his sexual preference to his or her physician?

DR. C.C.: It is important because, as you all know, a
patient’s sexual practices can dramatically influence his
or her health. Physicians may adjust the dilferential di-
agnosis of a symptom knowing that the patient has a ho-
mosexual preference. For example, oral gonorrhea might
be considered for the patient with a sore throat.

DR. STEPHENS: A good history is important regard-
less of whether it concerns sexuality or some other aspect
ofthe patient’s life. The history taking establishes a rapport
between the patient and the physician. Getting informa-
tion about somebody’s sexual preference is a highly de-
veloped skill. One does not just walk in and ask the patient
about his or her sexual preference. The sexual history is
particularly critical whether a patient is heterosexual or
homosexual.

MS. L.S.: Let me speak from a personal experience. If
a physician sees a female patient who has not used birth
control since 1968, this is an obvious clue about a female
patient’s sexual preference. As a leshian, my family is going
to have a different configuration than a heterosexual’s
family, but that does not mean that | do not have a family.
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It isimportant also to remember that the gay or lesbian
patient may have had or continue to have heterosexual
experiences, just as the predominately heterosexual patient
may occasionally have a homosexual experience.

DR. NEAL SULLIVAN (Family Physician): As a fam-
ily physician with a busy gay practice, | would like to
reinforce that a given patient’s sexual life may be quite
diverse. Homosexual patients have occasional heterosex-
ual encounters and heterosexual patients have occasional
homosexual encounters. Eliciting this type of sexual in-
formation from a patient can be very complicated.

DR. ANSTETT: Let us get back to the question of
obtaining information about a patient’s sexual preference
or practices. How do the panelists recommend doing this
in a way that will be acceptable to the patient?

DR. C.M.: When | am obtaining a sexual history from
women, | eventually ask them if they’re sexually active
with men, women, or both. This gives patients the op-
portunity to answer with any ofthe options, and lets peo-
ple know that | am not shocked or upset by any answer
they might give. If patients have symptoms that may be
related to their sexuality, it isimportant for them to know
that their sexual practices are an important part of the
history taking, which will lead to high-quality medical
care. | recall, for example, a 15-year-old girl | saw in the
emergency room who told me at the outset that she was
homosexual, but she never mentioned having heterosexual
encounters. In fact, her real concern for her visit was the
possibility of a pregnancy.

I think that the quality of the history can also be im-
proved with the type of forms that are used for patients
to complete. For example, a form that includes a checkoff
for not only a spouse but also a significant other or partner
breaks down some walls of discomfort between the phy-
sician and the patient.

DR. STEPHENS: | like to ask patients early in my
getting to know them a question, such as, “Do you have
a sexual partner?” | hope this conveys to my patients that
I am open and comfortable in hearing whatever answer
they give.

It is important for me to know whether a patient has
a significant other, not only in terms of sexual orientation,
but also in terms of that patient’s social support system.
The details of a patient’s sexuality are less important to
me at first, until symptoms occur that may involve a pa-
tient’s sexual practices, such as a sore throat or genital or
rectal complaints.

DR. C.C.: | have been concerned that most medical
forms make the assumption that patients are heterosexual
by asking such questions as whether they are married,
divorced, widowed, or single. If a patient checks off the
category of single, not much information is conveyed
about the patient’s sexual preference, or whether the pa-
tient has a social support system or anybody who cares
about what happens to him or her. Significant others are
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very important in supporting an ill patient. An important
physician role with a gay or lesbian patient is to support
and be an advocate for the patient’s own social support
system. For instance, there are certain places in hospitals,
such as intensive care units, that allow only family visi-
tation.

The gay or leshian patient might ask, “As my family
physician, will you support my desire to have my lover
with me if | become seriously ilI?” The family physician
may find out this information by asking such questions
as, “Is there anybody who needs to be included in your
care?” and “Who do you want me to share important
information with concerning your health?”

DR. MARTIN KIERNAN (Director, Family Practice
Residency, St. Joseph Hospital): Let me take this discus-
sion in another direction for a moment. | dealt with a
young man, 26 years old, Midwestern, and Catholic, who
wanted to determine whether or not he was gay. | was
very unsure about where to go with this. Could the panel
address this question?

MR. BROWN: Since | represent the gay and lesbhian
community, | can tell you that there is a place to go in
Denver and in almost every large American city to find
assistance with this question. We have a program called
Peer Support, which primarily deals with people who are
“coming out” or who have the kind of questions that this
man probably had.

Peer Support is an excellent place for people to start.
The interested person can call and use a first name: he or
she will be assigned to a counselor who will talk in a non-
threatening way about the situation. They may meet if
the individual chooses to do so. Let me mention that when
| first came out, it took me at least ten years to do so, and
when | finally did, there was a lot of confusion in my life.
I was a football coach, played basketball, and had no par-
ticular interest in cutting hair or decorating homes. 1
sought some counseling at this time that helped me get
in touch with some of my concerns. The first “coming
out” experience | had was with a gay men’s outdoor group.
This group made me feel more relaxed and gave me a
resource. We do not expect physicians to be able to address
all of these issues, but we do expect them to know what
resources are available in the community for dealing with
such individuals.

DR. STEPHENS: I “came out” to my family physician
who had been my physician since second grade. He was
the only physician in town, and | told him about my
homosexuality when | was 32 years old. He was our fam-
ily’s best friend; | grew up with his son, roomed with his
son in college, and had sexual experiences with his son
as an adolescent. His son is now happily married with a
large family.

I had a major concern all my life that if | were to men-
tion to somebody in that small town that 1 had these
thoughts concerning my homosexuality, | would have

continued on page 342

THE JOURNAL OF FAMILY PRACTICE, VOL. 25, NO. 4, 1987



342

DESCRIPTION

Antihistamine/Decongestant/Antitussive for oral use

lor adults and children

RONDEC*-DM Syrup

each teaspoonful (5 ml) contains carbinoxamine maleate. 4 mg; 60 mg: phan
hyjrobromide, 15 mg; less than 0.6% alcohol.

Inactive Ingredients: Alcohol less than 0.6%, DC Red No. 33, FDC Blue No. 1, glycerin, liquid glucose, menthol,

sodium benzoate, sucrose, water, natural & artificial flavoring and other ingredients,

for infants
RONDEC'-DM Oral Drops H
each dropperful (1 ml) contains carbinoxamine maleate. 2 mg; ine hy 25 mg;

hydrobromide, 4 mg; less than 0.6% alcohol.
Inactive Ingredients: Alcohol less than 0.6%, DC Red No. 33, FDC Blue No. 1 glycerin, liquid glucose, menthol,
sodium benzoate, sucrose, water, natural & artificial flavoring and other ingredients.

Carbinoxamine maleate (2-[p-Chloro-a-[. y ]
of Hi antihistamines. OH

ylpyridine maleate) is one of the ethanolamine class

(Ben: a-(1 Jethyl]-,[S-(R*, R*)]-. hydrochloride) is the hydro-
chloride of pseudoephedrine. a naturally occurring dexlvovmalory stereoisomer of ephednne
CH

|
N- CH,

CH,0
D (Morphinan, th
of d-form

CLINICAL PHARMACOLOGY

17-methyl-, (9a, 13a, 14a)-,hydrobromide, monohydrate) is the

actions.
Carbinoxamine maleate possesses Hi activity and mild
for carbinoxamine is estimated to be 10 to 20 hours. Virtually no intact drug is excreted in the urine.
ide is an oral amine which acts as a decongestant to respiratory tract
mucous membranes. While its vasoconstrictor action is similar to that of ephedrine, pseudoephedrine has less pressor
effect in normotensive adults. Serum half-life for pseudoephedrine is 6 to 8 hours. Acidic urine is associated with faster
ehmmauon of the drug. About one half of the administered dose is excreted in the urine.
isa with equal to codeine. It acts in the medulla
oh\ongala to elevate the cough threshold. Dextromethorphan does not produce analgesia or induce tolerance, and has no
potential for addiction. At usual doses, it will not depress respiration or inhibit ciliary activity. Dextromethorphan is rapidly
metabolized, with trace amounts of the parent compound in blood and urine. About one half of the administered dose is
excreted in the urine as conjugated metabolites.
INDICATIONS AND USAGE
For relief of coughs and upper respiratory
cold.
CONTRAINDICATIONS
Patients with hy to any ir patients taking oxidase (MAO) inhibitors,
patients with narrow-angle g\aucama urinary retention, peptic ulcer, severe hypertension or coronary artery disease, or
patients undergoing an asthmatic attack.
WARNINGS
Usein Pregnancy: Safety for use during pregnancy has not been established.
Nursing Mothers: Use with caution in nursing mothers
Special Risk Patients: Use with caution in patients with hypertension or ischemic heart disease, and persons over 60 years
PRECAUTIONS
Before prescribing medication to suppress or modify cough, identify and provide therapy for the underlying cause of cough
Use with caution in patients with hypertension, heart disease, asthma, hyperthyroidism, increased intraocular pressure,
diabetes mellitus and prostatic hypertrophy.
Information tor Patients: Avoid alcohol and other CNS depressants while taking these products. Patients sensitive to
antihistamines may experience moderate to severe drowsiness. Patients sensitive to sympathomimetic amines may note
mild CNS stimulation. While taking these products, exercise care in driving or operating appliances, machinery, etc.
Drug Interactions: Antihistamines may enhance the effects of tricyclic antidepressants, barbiturates, alcohol, and other CNS
depressants. MAO inhibitors prolong and intensify the effects of amines
may reduce the antihypertensive effects of reserpine, veratrum alkaloids, methyldopa and mecamylamine. Effects of
sympathomimetics are increased with MAO inhibitors and beta-adrenergic blockers. The cough suppressant action of
dextromethorphan and narcotic antitussives are additive.
Pregnancy Category C.: Animal reproduction studies have not been conducted with Rondec-DM. It is also not known
whether these products can cause fetal harm when administered to a pregnant woman or affect reproduction capacity. Give
to pregnant women only if clearly needed.
ADVERSE REACTIONS
Antihistamines: Sedation, dizziness, diplopia, vomiting, diarrhea, dry mouth, headache, nervousness, nausea, anorexia,
heartburn, weakness, polyuria and dysuria and vare\y excitability in children.
Amines: C cardiac respiratory difficulty, increased heart
rate or blood pressure, hallucinations, |remuvs nervousness insomnia, weakness, pallor and dysuria.
Dy Di d Gl

including nasal with allergy or the common

OVERDOSAGE
No information is available as to specific results of an overdose of these products. The signs, symptoms and treatment
described below are those of Hi ephedrine and overdose.

Should antihis ine effects central action the greatest danger. In the small child,
predominant symptoms are excitation, hallucination, ataxia, incoordination, tremors, flushed face and fever. Convulsions,
fixed and dilated pupils, coma, and death may occur in severe cases. In the adult, fever and flushing are uncommon;

leading to and postictal dept is often preceded by drowsiness and coma. Respiration is
usually not seriously depressed: blood pressure is usually stable.

Should symptoms central effects include restlessness, dizziness, tremor, hyperactive
reflexes, talkativeness, irritability and insomnia. Cardiovascular and renal effects include difficulty in micturition, headache,
flushing, palpitation, cardiac with and circulatory collapse. Gastroin-
testinal effects include dry mouth, metallic taste, anorexia, nausea, vomiting, diarrhea and abdominal cramps.

Dextromethorphan may cause respiratory depression with a large overdose.

Treatment: a) Evacuate stomach as condition warrants. Activated charcoal may be useful, b) Maintain a nonstimuiating
environment, ¢) Monitor cardiovascular status, d) Do not give stimulants, €) Reduce fever with cool sponging, t) Treat
respiratory depression with naloxone if dextromethorphan toxicity is suspected, g) Use sedatives or anticonvulsants to
control CNS excitation and convulsions, h) Physostigmine may reverse anticholinergic symptoms, i) Ammonium chloride
may acidify the urine to increase urinary excretion of pseudoephedrine. j) Further care is symptomatic and supportive.
DOSAGE AND ADMINISTRATION

DOSAGE:
AGE DOSE* FREQUENCY

Rondec-DM Syrup
18 months-6 years VI teaspoonful

(25 mi) qid
adults and children 1 teaspoonful
6 years and over (5 ml) q.id.
Rondec-DM Oral Drops
tor oral use only
1-3 months. V4 dropperful (V4 mli) q.id
3-6 months V2 dropperful (V2 ml) q.id
6-9 months 34 dropperful (34 ml) q.id
9-18 months 1 dropperful (1 ml) q.id

‘In mild cases or in particularly sensitive patients, less frequent or reduced doses may be adequate.

HOW SUPPLIED

Rondec-DM Syrup, grape-flavored, in 16-fl-oz (1-pint) bottles, NDC 0074-5640-16; and 4-fl-oz bottles, NDC 0074-5640-04.
Dispense in USP tight, light-resistant, glass container. Avoid exposure to excessive heat. Rondec-DM Oral Drops, grape-
flavored. in 30-ml bottles for dropper dosage. Calibrated, shatterproof dropper enclosed in each carton. Container meets
safety closure requirements. NDC 0074-5639-30. Avoid exposure to excessive heat.
Revised: June, 1985

ROBB LABORATORIES
COLUMBUS. OHO -33216
Division ol AbOott Laboratories, us*

and sedative effects. Serum half-life.

THE GAY-LESBIAN PATIENT

continued from page 340

been branded as “sick,” and would have been encouraged
to dismiss these thoughts. Communities as such do not
give adolescents in doubt an opportunity to experiment
with even thinking about their sexuality. | wish that | had
a program like the one here in Denver, called Outright,
which is a youth program for gay, lesbian, and bisexual
youth. It provides an opportunity for these youngsters to
make decisions about their sexual orientation in a free
and open atmosphere.

DR. MARK ROJEC (Resident in Family Practice): Are
there other ways that a person who is not sure of his or
her sexuality will present to physicians with perhaps non-
specific symptoms or other changes in their lives? What
other clues would we have that somebody may be gay,
and how could we approach that?

MR. BROWN: Some clues might cause you to consider
the possibility of the sexual confusion in a younger in-
dividual. Foremost are signs of depression, doing poorly
in school, or failing to perform in general. Children who
seem to have everything going for them but are depressed
or perhaps involved in substance abuse may be dealing
with problems surrounding sexual identity confusion.

DR. C.M.: As a psychiatric resident, | primarily see
children who are already in some trouble. However, chil-
den or adults with sexual identity concerns may present
in a variety of different ways, especially with substance
abuse, major depression, or bizarre behavior. As a general
rule, it is safe to say that most people do not tell you in
a forthright way just what the problem is.

DR. C.C.: Let me talk about some of the problems of
a nonsexual nature that are frequent within the gay pop-
ulation. | see a significant amount of depression and sub-
stance abuse. This is understandable to the extent that
gay patients make up a minority group and deal with
many of the social issues that accompany being unac-
cepted in many cases by the majority of the population.

DR. STEPHENS: I would also include suicidal ideation
or attempted suicide, especially in adolescents, as a clue
to concerns about sexuality. We often associate teenage
suicide with family disruption or low self-esteem, but may
not think about sexual identity issues as perhaps contrib-
uting to the increase in teenage suicide in this country.

WALT SHREIBMAN (Psychologist, Family Practice
Residency, St. Joseph Hospital): Could you tell us the
things that peer counselors work with in helping young
people explore their sexuality? Also, what sort of questions
would be the best for a family physician to ask?

MR. BROWN: For the most part | would help the pa-
tient prepare to talk to a trained counselor about these
issues. You can tell the individual that the counselor will
simply discuss his lifestyle concerns, and that the patient
should be free to ask any questions he or she chooses.

DR. C.C.: There are several issues related to whether
a family physician might decide to care for the needs of
the gay or lesbian patient. First, does that physician have
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tretime to take care of the special needs of this popula-
tion? Does that physician have the time and motivation
toask questions related to the patient’s lifestyle, partic-
ularly his sexuality? For a patient with sexual identity
aisis or one who proclaims homosexuality, is that phy-
siciancomfortable meeting that patient’s needs and using
the resources within the community to deal with those
neecs?

DR RICFIARD NANNA (Resident in Family Practice,
% Joseph Hospital): 1 would like to address the question
ofpromiscuity to the panel. Many of us believe that gay
individuals are more promiscuous than the straight pop-
ulation. Could you comment on this?

MR. BROWN: The data that | have available to me
showthat gay men between the ages of 15 and 21 years
ae very promiscuous, as is the case with heterosexual
menin this age group. One problem with answering your
question is that there is substantial diversity within the
homosexual population. It appears that there is a prom-
iscuous component to the homosexual population at all
ags, however, as with the heterosexual population, there
isa strong component of monogamy within many ho-
mosexual relationships.

DR. STEPHENS: The stereotype that gay people are
promiscuous may come from the fact that the gay people
most visible to the rest of the world are promiscuous. It
took me a long time as a gay person to realize that most
ofus are “married” to our significant others, function as
professionals within the community, and get together with
each other without the need for “sex orgies.” My own
opinion is that promiscuity is highly overrated as a gay
isste. | think of it as an adolescent issue, as Mr. Brown
Stated.

DR. ANSTETT: Let me ask you about the social re-
lationships of homosexuals. As a family physician, we
think ofthe family unit as consisting of a mother, father,
and some children. How do we go about evaluating the
quality of homosexual social relationships or the quality
ofthe resource system of the gay or lesbian patient?

DR. C.C.: In my mind, there is no significant difference
inevaluating the family or social resource system of the
heterosexual or homosexual patient. The issues are the
same: “Do you have someone else in your life?” “Do you
have other people around who care about you?” and “Are
the important people around you supportive?”

DR. C.M.: There are a significant number of lesbians
who have been married and have children. Thus, a lot of
families are composed of two or three children and a pair
offemale lovers.

DR. STEPHENS: 1 think it may be important to re-
define the term family. Many gay men in Denver also
have children and continue to raise those children. Most
ofthe gay patients in my practice have both a nuclear
family, which includes a significant other, friends, and
perhaps children, and an extended family. Consequently,
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many gay patients have two social support systems that
do not mesh: their extended blood family, and their sup-
port system that includes a lover and typically a number
ofgay and lesbian friends. When the gay or lesbian patient
becomes ill and is in the hospital, the physician is asked
to mesh in a tactful way the needs ofthe patient’s extended
family and his gay social support system.

DR. NANNA: How well does the legal community
support your concept of family?

DR. STEPHENS: Somewhat better than it used to;
however, the gay or lesbian relationship must have airtight
rules. Gay couples have found themselves in major conflict
with one partner’s family of origin. One such problem
that may arise when a gay patient dies is determining the
legal rights around such issues as the gay patient’s will.

MS. L.S.: Asyou know, currently in Denver there is a
major lawsuit dealing with the right ofthe gay partnership
in owning a home in Denver proper, where only family
dwellings are allowed. As a personal comment, my lover
and | have owned our house jointly and are in the process
ofdrawing up legal documents for ownership. Ithink that
physicians and all health care professionals should be
aware that these types of conflicts occur every day with
the gay or leshian relationship.

DR. C.C.: I want to raise the question of confidentiality
within the physician-patient relationship as it relates to
the gay or lesbian patient. The gay man especially has
cause for significant concern these days regarding his
medical record, in particular the extent to which infor-
mation about antibody testing for human immunodefi-
ciency virus (HIV) is to be reported and to whom. These
concerns make it even more difficult for the gay patient
to discuss his sexual orientation with his physician. Such
information has implications for access to insurance as
well as future employment. The gay patient needs an ab-
solute assurance that the information he shares with his
physician is confidential.

DR. SULLIVAN: | have had several patients declined
for disability and life insurance over the past few years.
When | reviewed their charts, | noticed references | had
made, such as, “the patient had pain with rectal inter-
course,” which in itself was enough for the insurance
companies to deny applications. | have requested expla-
nations from these insurance companies, but they would
only give vague excuses, such as abnormality of a liver
function test. | strongly suspect that any kind of reference
to a male gay lifestyle is enough for an insurance company
to decline the application. This creates a major ethical
problem for me with respect to how much information |
should divulge to insurance companies.

MR. BROWN: Before we conclude, | would like phy-
sicians to know there is good reading material available
that they might recommend to patients dealing with some
of these issues we discussed. Examples of excellent titles
include, Now That You Know and Coming Out to Parents.
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DR. ANSTETT: It is now time for us to conclude the
panel. Thank you all for your contributions.
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