
How Do I Honor You? On Caring for LGBTQ+ Patients and Families
as an LGBTQ+ Clinician

H enry looked exhausted by advanced cancer. His part-
ner, Miles, sat dutifully at his bedside when Andrew,

his palliative care consultant, walked in. From the doorway,
Andrew felt a familiar swell of emotion upon meeting an
older gay couple in his practice: a high degree of responsi-
bility and deep sense of privilege. In a hospital across town,
Donna winced in pain from progressive cancer. Alexis, her
palliative care consultant, had just walked in. “My wife
will be in soon,” Donna said nervously. Alexis, too, felt
something familiar: a sense of connection and desire for
Donna to feel safe and cared for. “You need to get this
one right,” both Alexis and Andrew thought as they intro-
duced themselves.

Caring for LGBTQþ patients and families as a clinician
who identifies as LGBTQþ can provide deep meaning
and professional fulfillment. Concurrently, caring for mem-
bers of one’s own historically minoritized community may
also provoke feelings of vulnerability, uncertainty regarding
self-disclosure, and stress about our ability to provide the
best possible care. Ever more literature exists regarding
LGBTQþ health; however, scarce literature has explored
the experiences of clinicians who identify with and care for
LGBTQþ patients, especially amid serious illness. From
this perspective, we share four reactions that we have expe-
rienced as LGBTQþ clinicians when “caring for our own.”
Although not inclusive of all experiences, we hope these
reflections invite clinicians—including others caring for their
own minoritized communities—into a richer professional
practice and dialogue.

I SEE MYSELF IN YOU

Miles told Andrew about his life with Henry—their home,
dogs, work, and family. Andrew thought of the challenges
these men must have shared as a same-sex couple over the
past 30 years. He thought of the stress he felt in the years
before and after he came out and the contentment of being
newly married to a man himself. Andrew saw something of
himself in Miles and Henry’s story.

When we share a historically minoritized identity with
patients, it can be expected that their story may resonate
strongly. As a biracial neurosurgeon caring for a Black
patient, Dr. Theresa Williamson described this dynamic
in a 2020 New England Journal of Medicine essay, stat-
ing, “I believe that in this patient, I saw someone I knew,
a story I recognized. . . . I saw him, and his family knew
that.” Such resonance can provoke meaningful and mul-
tifaceted reactions. Identifying with patients may help
build rapport, allowing us to intuit pieces of their experi-
ence and even deepen our capacity for empathy and
therapeutic presence. There is concurrently a risk of assum-
ing too much, which might limit exploration and under-
standing. The task is always to approach each patient’s care
with curiosity and humility; however, when caring for
patients who identify with the same communities that
we do, we must stay mindful of shared experiences

while also remaining attuned to the unique and unknow-
able pieces of their story.

I WANT TO TELL YOU THAT I’M GAY, TOO

Alexis noticed that Donna looked away each time she
said her wife’s name. When Donna shared that she and
Linda loved to hike, Alexis thought of mentioning that she
and her wife did, too, and was then faced with whether to
self-disclose. Hoping Donna would feel only safer in their
conversation, Alexis said, “My wife and I also love to hike.”
Donna smiled. She quickly seemed at ease and shared
more about her life together with Linda.

We have found that our desire to self-disclose our
identity as queer people is higher when caring for LGBTQþ
patients. In training, we are taught to be cautious and share
personal information only when done in service of our
patient’s care. However, literature suggests that identity
concealment can be a copingmechanism against discrim-
ination and can increase chronic minority stress. Alexis
wondered whether disclosing her own relationship might
lessen Donna’s fears of prejudice—the experience of
which unfortunately is well documented among LGBTQþ
patients. One could argue that any strategy aimed at
increasing patients’ safety and authenticity is worth con-
sidering. In Alexis’ case, “outing herself” allowed the inter-
view to deepen in a productive and healthy way.

Yet, sometimes the desire to self-disclose has less to
do with the patient’s well-being. We can both recall
LGBTQþ patients who made us feel at ease and stirred
up a desire to share our queer identity, which felt more
in service of our actualization as queer clinicians rather
than the patient’s care. Wemight even find ourselves giv-
ing to patients what we have hoped for (or lacked) as
patients ourselves: a warm, openly queer clinician. In any
scenario, the task is to stay mindful of our reason for self-
disclosing and keep the patient’s best interest at the cen-
ter of our considerations.

I WANT TO PROTECT YOU

Hospitalization only increased the anxiety Henry was
navigating. Miles had tried to shield Henry from as much
of the illness experience as he could. As their new pallia-
tive care doctor, Andrew found himself wanting to protect
both men. He thought of the vulnerability they must have
faced in their lifetimes—through the HIV/AIDS crisis and
an era before marriage equality. No one deserves to be
sick, and, to Andrew’s mind, they particularly did not deserve
yet another experience of vulnerability and fear.

Although there have been gains in LGBTQþ rights,
discrimination remains at an all-time high and research
shows that suboptimal care for LGBTQþ individuals per-
sists. In addition, many older individuals still carry the
trauma of the HIV/AIDS epidemic. With this backdrop,
we may hold a heightened awareness of our patients’
vulnerabilities. In our experience, this desire to protect
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our patients may stem from our own feelings of vulnerabil-
ity and even our guilt at having lived at a time when rights
and freedoms are broader than those experienced by our
elders. This aim to protect may be further augmented if our
patients are psychosocially vulnerable or facing serious
illness.

This protective tendency may also prompt us to “go
the extra mile” for our LGBTQþ patients in hopes of
“doing right” by them. Henry and Miles faced a transition
to hospice care, and Andrew found himself taking extra
steps—frequent bedside visits and calls to the case manager—
to craft the best care plan. Although perhaps simply trying
to be supportive, Andrew also might have been reacting
to his own concerns of someday facing similar vulnerabil-
ities. Taking extra steps for some patients is not inherently
problematic, but it is important to stay mindful of affinity
bias and reflect on why we might be treating one patient
differently than others.

I’M GRATEFUL TO YOU

Donna shared that she and Linda had worked for
decades to raise money for marriage equality legislation.
Alexis recognized that she was able to get married in part
thanks to this work. There was also a courageousness in
their story, a persistent “being together” as part of the
“work,” that Alexis knew contributed to her ability to live
visibly with her wife and son. Before leaving, Alexis told
Donna how special it felt to get married openly and
thanked Donna for all she had done.

The privilege we live with now as LGBTQþ individu-
als is the result of work done by our elders. We may wish
for older LGBTQþ patients to know that we are aware of
the historical challenges they faced and do not take our
freedoms for granted. Moved by these sentiments, we
may find ourselves working particularly hard to care for
older LGBTQþ patients, hoping to express gratitude and
“do right” by them as best we can.

For us, the fundamental desire is to honor our LGBTQþ
patients—especially our elders. Research on this subject is
limited; however, in speaking with LGBTQþ colleagues,
we have found that this desire is common. When coupled
with ongoing self-awareness, this sentiment can be a
wonderfully positive ethos for LGBTQþ clinicians—and
all those caring for members of their own minoritized
communities—to sit with and infuse into clinical care.
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