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Introduction

This paper is the result of a desire to understand the contemporary state of lesbian, gay, bisexual,
and transgender “LGBT” ' health care and LGBT equity in faith-based health care institutions.

Specifically, this paper demonstrates ways in which faith-based health care institutions, given their
missions, are positioned to address the needs of the LGBT community. It also explores real and
anticipated tensions between the policies and practices necessary to promote health equity and
inclusion for LGBT patients and families, and the mission and values of many faith-based health
care institutions.

Faith-based health care institutions, while dealing with the same challenges as their secular
counterparts, often face additional mandates due to their faith affiliations. Though studies and
related court cases examining the delivery of health care to LGBT patients in faith-based institutions
is limited, recent lawsuits at the state and federal levels reveal the potential for conflict when LGBT
people access public or consumer services in various settings."2? Given this reality and the dearth
of health care focused data and research, we were curious to explore the dynamic of patient care
and LGBT equality at faith-based health care institutions.

In sum, our qualitative research indicates that while lesbian, gay, and bisexual (LGB)* patients
experience particular risk factors and often face bias and discrimination in both faith-based and
secular health care institutions, their medical care, personal treatment, and experiences of bias tend
to be comparable (with the exception of certain specific types of care, which we will later expand
upon). Notwithstanding these findings, our research also suggests that LGBT patients often expect
that they will not receive the same quality of care in faith-based hospitals. This can result in such
patients avoiding or postponing care, especially when the caregiving entity is faith-based.

In contrast to the experiences of cisgender® patients, transgender patients are both more likely to
experience discrimination in faith-based health care institutions and are less likely to receive quality
care. This is largely because faith-based hospitals may not provide transgender patients with care
involving hormone therapy or gender affirming surgeries and procedures®, when compared to
secular health care institutions.”

In addition to exploring the opportunities for and barriers to comprehensive care for LGBT patients
in faith-based health care institutions, our paper offers recommendations for faith-based health
care institutions to address the negative anticipatory perceptions that LGBT patients often hold,
and to create more inclusive environments that better provide LGBT patients with quality and more
comprehensive care. Our recommendations are designed to identify an equitable balance of two
powerful values and perspectives: promoting health equity when caring for LGBT patients, and
upholding sectarian institutions’ missions and values.



Methodology

As noted, literature and research investigating the intersection of LGBT equality and the health

care provided by faith-based institutions is limited. As a result, we relied heavily on the perspectives
and insights from key informant interviews and our own professional experiences addressing LGBT
health care in faith-based health care institutions. We also used and considered national and state
legislative trends and court rulings to inform our perspectives in this analysis.

Using a convenience sampling approach, we identified the majority of our informants (10)

from the network of one of the authors (AWS), and those who participated in our initial interview
sample identified two additional interviewees for a total of 12 subjects. The majority of our interview
subjects expressed support for LGBT equality in terms of their personal perspectives. We recognize
that this limits our ability to present a fully valid and comprehensive understanding of the issue.
However, we experienced challenges identifying and then recruiting individuals from faith-based
health care institutions, who may have (but might not have) expressed greater hesitation or
reticence toward LGBT health equity.

We selected our interview subjects to represent several key demographics. In light of the

small sample, we deliberately attempted to include people with diverse characteristics and
backgrounds including: gender (male, female, transgender, gender queer); sexual orientation
(straight/heterosexual, gay, lesbian); race (White, Asian, Hispanic); profession (student, medical
librarian, lawyer, health care administrator, chaplain, psychiatrist, policy researcher, health care
mission leader); religion (Buddhist, Catholic, Agnostic, Methodist, Christian, Christian/Church of
Christ, Unaffiliated, Lutheran, Episcopalian); and geographic region (East, Southeast, Midwest,
Mid-Atlantic, North East, Pacific regions).

Interviews were conducted by AWS and LS between January 2015 and March 2016 via telephone.
All interviews were recorded with permission and transcribed verbatim. Subjects were instructed
that the recording could be turned off at any time. Prior to the interview each subject was emailed
a project description that detailed the purpose of the interview and description of the project.
Specifically, it was explained that the interview was designed to explore the experiences and
perspectives of 1. LGBT patients/families seeking/receiving healthcare from faith-based healthcare
institutions; 2. Healthcare professionals providing care to LGBT patients/families in faith-based
healthcare institutions; and 3. healthcare executives and leadership who are reconciling/aligning
the institution’s faith tradition and mission with the delivery of quality care to LGBT people. Further,
interviews were aimed at identifying recommendations and possibilities for improving LGBT equality
in health access and health care at faith-based healthcare institutions and learn of success stories
and practice examples that can be shared. At the beginning of each interview we provided a
detailed overview of the project, explaining that its purpose is to understand faith-based health
care organizations, the care provided for, and the treatment of LGBT patients in these facilities as
described above. Additionally, as part of the consent process prior to commencing the interviews,
the research team informed each interview subject that their information would be kept confidential



and that participants would not be identified in the final project report(s). Interview transcripts and
recordings were de-identified and coded with numerical/alphabetical codes.

All authors read all of the transcripts to become familiar with the data. AWS and LS conducted the
detailed analysis through multiple readings of the transcripts using grounded theory (Strauss and
Corbin 1998) to identify themes and categories of responses to discussion questions. Key words,
phrases, and concepts were highlighted to distinguish major ideas. We used constant comparison,
content and thematic analysis to identify and code frequently expressed ideas to support the
systematic discovery of theory from the data.®® There were no a priori codes; all themes emerged
through the process of transcript analysis. We then compared the independently identified themes
to verify and clarify themes until we achieved consensus on the final coding scheme and shared
with the full authorship to clear any disagreements. Following this, AWS and LS independently
coded all 12 interviews using the coding scheme. Test-retest checks were conducted throughout
to assess coding reliability. In addition, codes were compared for all interviews; discrepancies
were resolved by discussion and involvement of the full authorship. Data was managed using

the QSR NVIVO 2.0 software. (QSR International, Melbourne, Australia) We used the method

of constant comparison to refine these codes and to discern subcategories and determine the
interrelationships, if any, among the various codes. We report the results below by describing

the most frequently ascertained themes.

Perspectives relayed by our interviewees fall into four inter-related and inclusive contextual
categories:

1. Experiences of organizations, communities, or groups

2. Experiences of individuals

w

Perspectives related to LGBT status or addressing LGBT issues

B

Perspectives related to institutional or personal faith affiliation and reconciling faith
affiliation with LGBT issues

Interview subjects’ responses to the interview questions were often informed by more than

one contextual category, depending on the question. For example, some responses reflected
experiences or perspectives of an individual, whereas other responses represented the experience
or perspective of an organization. This is not surprising given that several of our interview subjects
have multiple relevant identities that shape their perspectives and experience. For example, some
interviewees who identified as LGBT and received health care at a faith-based health care institution
in the past may also have worked for a faith-based health care institution. Interviewees who rep-
resented faith-based health care institutions clarified when their response was representative of
their personal opinion and not of their organization. All attempts were made to clarify the relevant
perspective(s) without infringing on confidentiality.



Although our literature review yielded little information on the intersection of LGBT equality and
the health care provided by faith-based institutions, we were able to supplement our search with

a number of publications, news articles, reported court cases, and blog posts. These resources
provided context for LGBT health and health care and faith-based hospitals, including the issues
they face, the policies they implement, and the impact they have on the provision of health care in
the United States. Additionally, we reviewed nationally recognized studies and resources on LGBT
health and health care from organizations such as the Institute of Medicine, The Joint Commission,
The Fenway Center, and the Centers for Medicaid and Medicare Services.

Current Environment of LGBT Equality

Within the last decade, advancements have been made toward LGBT equality in the U.S. While
the general public often measured this trend through the status of marriage equality, the health
care community has begun, in recent years, to pay attention to health disparities facing the LGBT
community. ' This focus correlates with an increasing emphasis on improving patient safety,
increasing the quality of care, and creating more patient-centered systems, where all patients

have equal access to and receive safe, timely health care services. In this effort, hospitals and
health care organizations have increasingly dedicated resources to “advance cultural competence,
improve communication, and provide equitable and more patient-centered care to several diverse
patient populations.” '

This growing identification and understanding of discrimination and disparate treatment is
challenging previous conceptions of what it means for LGBT people to be truly equal in the health
care system, as well as in the eyes of American law and contemporary society. At national and
local levels, health equity efforts are expanding. Due to recent studies indicating that LGBT people
have less access to adequate health care and are more likely to suffer from certain conditions and
diseases, including cancer, HIV/AIDS, and depression, there is increasing recognition that members
of sexual orientation and gender identity minority groups are demographics that experience
significant health disparities.'

According to a study sponsored by the Kaiser Family Foundation, lesbian, gay, and bisexual adults
are less likely to have a usual place to go for medical care as compared to heterosexual adults.
Another study found that 48% of transgender adults postponed or went without care when they
were sick because they could not afford it."® Therefore, the goal for LGBT health and health care
initiatives, in both secular and sectarian settings, is to create environments in which LGBT people
feel safe, and providers are aware of the potential risk factors as well as the resources and best
practices for providing LGBT patients with effective care.’



It is difficult to discern the exact number of LGBT-identifying people in the United States. This is
due to a number of factors, including the heterogeneity of LGBT groups; the incomplete overlap
between identity, behavior, and desire; the lack of research about LGBT people; and the reluctance
of some individuals to disclose LGBT identities when that identity is stigmatized within society.®
Current estimates, taken from a Gallup poll conducted in 2016, report the LGBT population to be
approximately 10 million people, or 4.1% of the U.S. population.'® This is a significant increase
from polls conducted in 2012, which indicated that only 3.5% of the population identified as LGBT.

Current theories suggest that this increase is driven by an increasing number of Millennials (people
born between 1980 and 1998) who are openly identifying as LGBT. The open number of Millennials
increased from 5.8% in 2012, to 7.3% in 2016. Sharp increases were also noted among women
(4.4%), Asians (4.9%), and Hispanics (5.4%).""

LGBT populations face a number of obstacles that prevent them from attaining health equity. This
includes their frequent reluctance to disclose sexual or gender identity when receiving medical

care for fear of discrimination and decreased quality of care; lack of provider knowledge regarding
LGBT health issues and needs; and compounded discrimination and barriers to appropriate and
quality health care for LGBT persons who belong to other historically disadvantaged and vulnerable
populations.™ Our interview subjects reported similar obstacles.

Stigma associated with LGBT identity begins at a young age, and the resulting discrimination
experienced by LGBT populations has a measurable and adverse effect on health, resulting
in health disparities, negative health outcomes, and impaired physical and mental health.® 20
The Family Acceptance Project reports that “adverse, punitive, and traumatic reactions from
parents and caregivers in response to their children’s LGBT identity” is related to higher rates
of substance abuse and poor mental health when compared to heterosexual populations.?!

The U.S. Transgender Survey conducted in 2015 reported even greater obstacles and
discrimination facing transgender communities.?? This survey collected information from 27,715
transgender respondents from all 50 states; it found that 33% of respondents, who had seen a
provider in the past year, had at least one negative experience with a doctor or other health care
provider related to being transgender. Specifically, these experiences include verbal harassment
from health care providers and/or other staff, refusal of treatment, or that they had to teach the
health care provider about transgender people and appropriate patient care. Twenty-three percent
of respondents reported that at some point during the past year, they needed health care but did
not seek it due to fear of being disrespected or mistreated as a result of their trans-identity. This
number is even higher among transgender people who also belong to other marginalized and
vulnerable populations.?

Given the above, it is not surprising that LGBT people often delay and/or avoid seeking health care,
which contributes to higher rates of psychological distress (39%) and lower self-reported health
scores (22% said their health was “fair” or “poor”). To improve the care experience for LGBT people



and support health improvements, many health care organizations are making efforts to provide
better patient-centered care by creating LGBT culturally competent environments.

Some faith-based health care organizations are involved in this growing effort to enhance LGBT
quality care. This is particularly important given the increasing number of hospitals and hospital
systems that have religious affiliations and are influenced by religious doctrine (over 20% since
2001).2425 Of that 20%, almost 70% of religiously affiliated hospitals are Catholic, meaning

one in six hospital beds in the United States is now affiliated with the Catholic Church.?® This
demonstrates the importance of addressing the LGBT experience in our health care system, and
the necessity of faith-based hospitals participating in LGBT health equity initiatives. Without the
support of these faith-based hospitals, LGBT patients will not have equitable access to quality
care and treatment.

It is noteworthy that, over the past decade, the health care landscape has begun experiencing a
dramatic increase in hospital consolidations. “It’s harder than ever before for independent health
care organizations to thrive without alliances,” noted PeaceHealth spokesperson Tim Strickland.?”
The consulting firm Booz Allen Hamilton predicts that a fifth of the nation’s 5,000 hospitals

could merge over the next few years.?® As a practical matter, this means that many previously
independent health care organizations that did not have a faith affiliation will be merging, and
sometimes it will be with faith-based health care institutions.

These trends suggest that conversations between faith-based groups and LGBT groups will be
particularly important. For one thing, the issues involving LGBT health care differ from the issues
affecting other minority groups; this is because LGBT patients sometimes encounter individuals
or institutions that refuse to provide certain services based on their religious beliefs and their
understanding of religious freedom.2?® Given this, individual employees and administrators of faith-
based health care institutions are often unsure of their rights and obligations to patients under the
law. The result is that many institutions hesitate to address this topic in a robust way, even though
that may be needed to ensure equitable care.

As noted, the number of Catholic hospitals and health care systems has significantly increased in
recent decades. Ten of the 25 largest hospital systems in our country are now Catholic.*® Given
that all Catholic hospitals are required to adhere to the Ethical and Religious Directives for Catholic
Health Care Service, groups like the ACLU have expressed concern that the increase in Catholic
health care institutions may restrict LGBT patients’ ability to access certain reproductive health and
gender affirming services.®' Specific restrictions relevant to the LGBT community could include in
vitro fertilization, hormone treatments, and gender affirmation surgeries.®?

This concern, regarding greater restrictions applied to health care services, also applies to
Catholic mergers with non-Catholic, Christian hospitals and health systems who may abide

by more inclusive practices and policies. For example, in 2013, St. Joseph Health System in
California, a Roman Catholic system, merged with Hoag Memorial Hospital Presbyterian creating
the Covenant Health Network. Prior to the merger, health care providers at Hoag were told by



the Administration that their practices and services would not be affected by the merger and
that, “Hoag and St. Joseph Health will retain their individual identities and faith affiliations —
Presbyterian and Catholic, respectively.” However, after the merger, the Hoag Administration
promptly ended patient access to elective abortion services. The merger was widely viewed as

a success however as the Hoag Administration was allowed to continue performing sterilizations,
offering contraceptive consultations, and other reproductive services that “are not typically found
inside Catholic hospitals.” Although this is a just a brief synopsis of the merger and does not fully
capture the complexities, it has been reported that providers at Hoag were “blindsided” by the
changes and notably upset by the “abortion ban.” 32

Finally, it is important to keep in mind that business considerations can and do impact the

health care industry and the quality and equality of care. For one thing, health care institutions
are businesses. Our data, taken from Tanenbaum’s “Survey of American Workers,” shows that
American employees who work at companies with processes in place to handle complaints and
key policies that address discrimination report higher job satisfaction.®** Data and exposure can
move companies to address such issues, including with the LGBT population. Take, for example,
the Corporate Equality Index (CEl) established by the Human Rights Campaign. By creating a
competitive assessment of businesses and the extent to which they were “LGBT Friendly,” the
CEl established a data-driven endorsement mechanism for companies seeking to gain a market
edge by establishing themselves as “LGBT Friendly.” To remain competitive, others had to follow,
and the Index influenced companies to adopt practices of non-discrimination and LGBT inclusion. 3%

Another relevant business consideration is patient satisfaction, which correlates to providing
inclusive environments and quality care for patients of all backgrounds, gender identities, and
sexual orientations. Not only does patient satisfaction influence return rates and reputations, but
also it is increasingly being tied to reimbursement for institutional care.*® Because LGBT persons
are among patient populations reporting on their overall satisfaction, how they are treated and the
care they receive can have an impact on revenues. As such, ensuring that they feel respected and
are satisfied with the care they receive is an important priority for sectarian and secular institutions.

Further, Human Rights Campaign is promoting a Healthcare Equality Index (HEI) as the health care
equivalent of the Corporate Equality Index and a targeted tool for advancing LGBT health care
equality. The HEI evaluates hospitals and establishes whether they should be designated Leaders
in LGBT Healthcare Equality. Originally, HRC used what they identified as the “Core Four” criteria
for LGBT patient-centered care which included patient non-discrimination: a visitation policy that
includes same-sex spouses and partners, employment non-discrimination, and staff training on
LGBT patient-centered care that includes five senior hospital administrators. * In the 2016 survey
however, which was released in 2017, HRC expanded their scoring criteria from the “Core Four”
to five separate scoring categories in which facilities can score up to 100 points to qualify as a
“LGBTQ Healthcare Equality Leader.” These categories include: Non-Discrimination & Staff
Training, worth up to 40 points; Patient Services and Support, worth 30 points; Employee



Benefits and Policies, worth 20 points; Patient and Community Engagement, up to 10 points; and
Responsible Citizenship, in which 25 can be dedicated if the facility has engaged in activities which
would undermine LGBTQ equality and patient care.3®

In 2018, 418 hospitals, or 67% of the 626 that participated in the HEI, were designated Leaders.
Forty-seven of the 626 participating hospitals identified themselves as religiously affiliated (the
HEI did not offer a definition for religiously affiliated hospitals). Several faith-based hospitals were
designated Leaders through the HEI, including several facilities from a faith-based health system
located in Kansas and Missouri, called St. Luke’s, and one hospital, St. Mary’s Medical Center in
California, which is part of the faith-based Dignity Health system.® The presence of faith-based
health care institutions on the HEI demonstrates that with the intentional implementation of LGBT-
conscious policies and practices, religion and LGBT health equity are finding ways to co-exist.

What is a Faith-based Health Care Institution?

Although we reference faith-based health care institutions throughout this paper, the reality is that
the term has no consistent or legal definition. For purposes of this paper, we sought to apply a
definition of faith-based health care institutions that would not be exclusive to a single religious
tradition and would be relevant for exploring faith affiliation in the context of health care.

We are therefore defining the scope of faith-based health care institutions as institutions or
organizations established to provide health care services that are intertwined with a religious
affiliation in all of the following ways:

1. The institution was founded by or originated from a religious group.

2. Decision-making policies are guided by a faith tradition/doctrine. This includes what
services are and are not provided and how health care professionals within the institution
are expected to make decisions.

3. Certain leadership and/or board member positions are affiliated with a faith tradition, and
those individuals are representing a faith tradition for the purposes of guiding institutional
operations in a manner consistent with faith teachings.

4. The mission, vision and values of the institution outline a connection to a faith tradition.

Some hospitals would satisfy some, but not all, of the above criteria. For example, on the East
Coast, hospitals that comprised North Shore Long Island Jewish Medical Center, now part of
Northwell Health, were originally established by the Jewish community, but are no longer guided
by this faith tradition. These institutions would not meet our definition of a faith-based health care
institution.



Our definition, utilized to distinguish between secular and faith-based health care institutions, is
applied with the intention of identifying patient experiences that are unique to faith-based health
care institutions. For our purposes, we are also including all types of health care related services
under the term “institution,” not only hospital settings.

Faith-based health care institutions are widespread and, in some areas, they are the only health
care resource available.®® Thus, if we are to improve LGBT health care nationwide, faith-based
health care institutions will be necessary actors in this effort. Today, as in the past, faith-based
health care institutions are an important source of care for many disenfranchised populations. In
part, this is because most are founded with a mission to care for the poor, vulnerable, and those
who are considered “at risk” demographics.*' Given this framework, these entities, when prepared
in advance, can help improve the overall health of the LGBT population in the United States, while
staying true to their core mission.

Mission as Moral Compass: Motivations for and
Obstacles to Change

Our research suggests that many faith-based health care institutions have begun to consider how
their core missions relate to LGBT patient care. Many have taken steps to create and communicate
a welcoming environment to their LGBT patients.*? Similarly, the importance of aligning a faith-
based institution’s organizational mission with LGBT friendly policies, practices, and positions was
echoed in each of the interviews we conducted with four individuals in leadership positions at three
separate hospital systems. In fact, they referenced their institutional missions as one of the primary
motivators in addressing and driving change in policy and practice related to caring for LGBT
patient populations to create more inclusive and welcoming environments.

Two interviewees shared their perspective on this dynamic as follows:

“The Joint Commission has the ‘big stick’ but | would like to believe that we do this because of the
basic tenets of our faith that come from a place of: we are all one family and made in the image and
likeness of God and therefore owe a reverence — and | use that word intentionally as opposed to
just the word respect — toward anyone that comes to us for care.”

“I truly believe for us it’s a mission. People at [my institution] are very serious about demonstrating
God’s care and anything that makes people feel marginalized is something that this organization
doesn’t want to be identified with.”

In addition, in an article recently published by the Catholic Health Association of the United

States (CHAUSA), John Wallenhorst, Senior Vice President of Mission and Ethics stated, “As part
of the Catholic Health Ministry, we honor the dignity of every person, and we are committed to the
common good. We strive always to act in a way that is consistent with our identity and to serve all
persons with care and compassion.” 4



While advances in law, policy, and accreditation standards are referenced as important motivators
and guides for institutional change, the representatives we interviewed from faith-based hospitals
noted their missions as their primary motivation for making changes to avoid marginalization and
enhance growth when it came to fair and equal treatment for LGBT patients. To that end, several
interviewees stressed the importance of referencing and leveraging their faith-based institutional
mission and vision, when encouraging their leadership to support and drive changes in institutional
policy and practice.

One interviewee, working in a leadership role within a faith-based health care institution, shared
the following statement regarding institutional identity and LGBT equality:

“I think the overarching driver is the value that we put on respect and compassion and that we
believe this is an important part of our organizational identity and needs to be translated in very
practical ways. We need to be particularly attentive to show respect for people that may not
typically receive the respect that they deserve, that may be marginalized.”

Despite the many challenges and obstacles that LGBT individuals face when accessing health
care, the data collected from our interviews suggests there is hesitancy about characterizing LGBT
patients as “vulnerable” or “underserved”, and using that framework as justification for providing
needed services.

For example, one interviewee noted:

“In our mission statement we talk about vulnerable persons and while | don’t want to define LGBT
persons too broadly as vulnerable, | want to recognize that societally there are still problems and
we want to make sure they receive the respect they need when coming to our institutions.”

Yet, as we mentioned previously, framing the LGBT community as “vulnerable” or “underserved”
discounts the resiliency of this population and can also be interpreted by patients and their families
as a disparagement.

Interestingly, even though all the interviewees recognized that the LGBT community, as a whole,
is at risk of receiving lower quality care and having worse health outcomes than their heterosexual,
cisgender counterparts, many still noted reasons for caution with this approach.

Messaging and Mission: A (Sometimes) Delicate Balance

Any shift or change in an institution’s policy, practice, or culture depends upon the commitment of
its leadership. In terms of creating a welcoming environment for LGBT people, faith-based health

care leaders face the additional challenge of navigating and managing the expectations of hospital
and community-based leadership, as well as hospital staff, patients, families, and faith community



members. People from these various groups may be reluctant to accept new policies or practices
that they see as conflicting with their religious beliefs and practices.

Four of the five leaders we interviewed relied upon careful messaging and education to help
navigate this tension. Messaging included outward, public communiqués as well as internal
institutional messages. In both instances, this messaging was intended to reach two audiences:
first, to help faith providers understand the need to care compassionately for LGBT people; and,
secondly, to communicate to the LGBT community that the institution will provide them with
quality and respectful care.

Interviewees working at faith-based health care institutions referenced a number of activities they
participated in to create inclusive and welcoming environments for their LGBT patient populations.
Those steps included creating more LGBT friendly visitation and decision-making policies, and
generally adopting gender conscious language that aligned with Joint Commission standards. All
interviewees seemed to agree that implementing policies around visitation and non-discrimination
(and educating staff around these policies) were squarely in line with their faith-based institutional
mission. They experienced little pushback on implementing LGBT inclusive policies that stemmed
from a faith perspective.

“l wouldn’t say there was any particular difficulty...there was no overt opposition or interior
opposition...for HR and Mission, my experience was that it wasn’t even a question.”

Among our interviewees, the responsibility of navigating the religious values of the organization

with LGBT inclusion efforts is frequently referenced as a “dance,” “balance,” or “walking a fine line.”
This choice of language acknowledges that the effort to reconcile faith tradition and organizational
mission is not always a seamless one. However, it is something that some health care leaders are
increasingly willing to engage in, in a continuous and meaningful way. One interviewee noted, “We
do have to be thoughtful of those folks that may be offended so we need to be discrete while still
being authentically ourselves.”

The necessity for “discretion” and “balance” was particularly evident when participants were asked
about how people in their institutions might respond to diversity initiatives. These initiatives could
include simple things like displaying ally or safe space stickers, hanging inclusive posters, such as
a picture of a same-sex family, in public spaces where they would be viewed by incoming patients.
There was a wide variety of responses to this question. One respondent noted:

“l think some people would have a hard time with it but at the end of the day, | think they would be
ok with it. | think they’d do it...There would be some discussion though about are we promoting a
lifestyle that our faith doesn’t necessarily promote...It would be a tough decision.”

Another shared:

“It’s not a battle I’d push right now because there are other issues. I’'m not saying we wouldn’t do it.
But it would be more ‘out’ about how far we’re willing to challenge church doctrine.”



Ultimately, all interviewees speaking from a health care leadership perspective emphasized the
importance of taking the time to go through the exercise of aligning institutional mission with LGBT
equity initiatives in a very methodical and intentional way. While this was often described as a slow
process, there was agreement, as articulated by one respondent that, “for a faith-based health care
organization, alignment with organizational mission and values is definitely a way to go. It definitely
was for us and would likely be true for the larger Catholic health care community.”

L ove the Sinner

Several interviewees referenced “love the sinner, hate the sin” in connection with messaging
and reconciling personal or institutional values with caring for LGBT patient populations. One
interviewee described this concept as “a faithful response” to the potential tensions and
intersection of faith and LGBT identity, noting that,

“If religious institutions are founded with the goal of providing care to underserved populations or
as a way of providing a service for people in need, | think focusing on that would be a good way
to get people on board.”

In other words, faith-based health care institutions may see a conflict between the aspect of their
mission that promotes care for the vulnerable and underserved populations, which may include
LGBT patients, and the aspect of their mission that may consider same-sex relationships or gender
affirmation surgeries and treatments to be a sin. Several interviewees noted that the framework

of “love the sinner, hate the sin” may help those providing health care services to reconcile this
tension by allowing the institutions to provide high-quality, compassionate health care to LGBT
patients, even when the institution’s faith tradition still considers living as a sexual being with an
LGBT identity to be a “sin.”

As one of our interviewees observed, “[Clertain faiths would use the term ‘hate the sin, not the
sinner.” | don’t necessarily agree with that term, but | see what people mean is that you see people
as people and you may not agree with what they do, but you prioritize their personhood. | think in
that space, care gets provided. However, | can’t speak to whether the quality of care is as strong
because if you create a space for not agreeing with someone’s life then you bring in unconscious
biases. It shapes the way you might counsel or listen to them.”

Juxtaposed to the foregoing, another interviewee, an LGBT advocate shared a different perspective
on the “love the sinner, hate the sin” approach, as follows:

“We [in our LGBT program] try to make the patient feel like they have control over their own
health care so a charity model of ‘oh we’re helping this poor person’ could be demeaning [for
LGBT people].”



This question is worth considering. Can this internal framework enable conflicted faith providers
and institutions to provide not only equitable but also unbiased care for LGBT patients?
Alternatively, because this framework still views a person with a lesbian, gay, bisexual, or
transgender identity as “sinful,” might this framing contribute to unintended, but deep-seated,
bias that negatively influences the quality of the health care or the personal treatment provided?
Research conducted regarding implicit bias, and the nature of unconscious bias itself, suggests
that this is possible, even when a provider is well intentioned.* Further, the patient and/or

their families may also negatively perceive this construction of LGBT identities and its use as a
justification of patient care, if they become aware of it.

Notwithstanding these issues, interviewees generally expressed agreement that while “love the
sinner, hate the sin” may not be an ideal way to advance LGBT equity in health care settings, it
may be the most effective internal messaging strategy in some circumstances. Or, as one of our
interviewees noted:

“[Ilt may not [be] the best but maybe it’s a good start if that’s what you need to get the institution
on board from just a totally pragmatic perspective.”

Challenges to Consider

While some faith-based institutions have found support for equal treatment of the LGBT community

from within their faith traditions, challenges still exist which can complicate their situations. From
our qualitative research, we identified three key issues that are particularly challenging for faith-
based institutions. They include:

LGBT perceptions that they are not welcome at faith-based health care institutions.
Care for trans-people, especially as it relates to gender affirming treatments and procedures.

Confusion about appropriate conduct given conflicting state, federal, and constitutional
jurisprudence, and hospital policies.

LGBT Apprehension and Faith-Based Health
Care Institutions

Several of our interviewees reported that LGBT patients and families were reluctant and
apprehensive about accessing care at health care organizations that identify as “faith-based.”
Indeed, interviewees reported that they had, or knew someone who had, specifically avoided
seeking care at faith-based institutions because they anticipated being treated poorly, both
medically and emotionally.



One interviewee stated:
“My friends who are LGBT would not go to faith-based hospitals if they had the option.”
Another noted:

“Totally anecdotal, but my sense is there is an extra reluctance or fear that there is discrimination
at faith-based health care institutions.”

Two of our transgender interviewees stated that they would avoid going to a faith-based hospital
if possible, noting:

“I personally would not want to go to a Catholic hospital. Maybe that’s my own bias but my
preference would be not to.”

Another respondent stated:

“I've always managed to avoid [receiving care from a faith-based health care institution]. | think I've
always tried to consciously avoid that as much as possible.”

Our interviewees offered a range of potential reasons for LGBT individuals’ apprehension and
avoidance of faith-based health care institutions. Some referenced avoidance as a political or moral
stance, explaining they did not wish to support an institution that they believed represented values
that were not in line with their own. Others cited examples of discrimination, such as refusal to treat
a person due to their sexual orientation or gender identity.

Several interviewees referenced the widely publicized case of a Michigan pediatrician who declined
to treat the infant daughter of a lesbian couple, citing her religious beliefs as her reason for declining
to provide care for their child.* Another story frequently referenced was the case of a Missouri man
who was removed from his life partner’s bedside. In that situation, the man and the patient had a
civil union, yet the patient had a different health care proxy for visitation. When the patient’s family
members objected to the visits by his partner, hospital staff called the police. The man was then
arrested and escorted out of the hospital.*®

Notably, the examples given of negative experiences were not all personal. It appears that stories
and events known to the public, as well as societal experiences like being “shamed” by a member
or members of a faith community after disclosing their LGBT identity, are influencing the LGBT
community’s concerns about faith-based health institutions. According to a recent PEW survey,
between 73% and 84% of LGBT adults describe the Muslim, Mormon, Catholic, and Evangelical
faiths as unfriendly toward people who are LGBT. Among LGBT adults, about three in ten (29%)
say that they have been made to feel unwelcome in a place of worship.#” Many LGBT identifying
individuals have been ostracized by their families as a direct result of the family’s faith. A recent
study by the Family Acceptance Project found that high religious involvement in families was
strongly associated with low acceptance of LGBT children.* These experiences often impact
LGBT individuals’ perceptions of faith traditions and faith-affiliated services, including health care.



Interviews with leaders of faith-based health care organizations show that they are aware that LGBT
people and their families can be reluctant about seeking care at their institutions (as compared to
seeking care at a secular institution). One leader shared a personal experience. A patient who was
scheduled for elective surgery contacted her in advance of the procedure. The patient wanted to
ensure that his partner would be treated respectfully and would be allowed all appropriate access,
including equal visitation and participation in care decisions. The leader noted that,

“So, he, knowing that we were Catholic, called and wanted to know, ‘How will this play out for me
and how will | be received?’”

In this case, the institution had policies and practices in place mandating that LGBT patients
and families are treated with dignity and respect, and the leader was able to reassure the patient
that his loved one would be welcome to visit and fully participate as the partner of the patient.
Our interviewee, the institution’s leader, commented that this experience really helped her
understand the apprehension that many LGBT people experience when they receive care at
faith-based institutions.

When asked to compare the care provided to LGBT versus non-LGBT people, one faith-based
health care leader we interviewed responded:

“l do think it’s different [care provided to LGBT people at faith-based health care institutions] just
by virtue of people asking the question ‘Am | going to be welcome there?’ From the perspective
of care, | would like to believe that it is not different. But, in terms of what are the anticipations and
anxieties, that may be different. And | also think that there are some cases, and there have been
some cases in my experiences, where the care has been different and not from the standards that
| would hope or expect.”

The same interviewee further noted that most of the issues they encounter with LGBT identifying
patients and faith-based institutions involve visitation rights.

“A patient identifies a significant other and that person is designated as the person who should be
able to visit as a spouse [but] something happens, usually on overnight time... a complaint generally
comes to the 24-hour patient advocate line. Sometimes it’s resolved with one conversation,
sometimes several conversations and education, and in one instance, corrective action on the

part of the colleague. We always go to education first, but sometimes you need more.”

Other interviewees explained how the faith affiliation of individuals providing care in faith-based
institutions could also generate concerns among LGBT patients and families.

“[LGBT people] fear the [individual] provider will be Christian and not see them as human or as less
than human and not take as good care of them. The fear of being proselytized to is also there, and
I’ve seen it happen at my hospital.”

Another interviewee noted how LGBT patients and their families are, in many cases, confronted



with negative or discriminatory attitudes and biases (conscious or unconscious) from health care
providers. However, this is not an experience that cisgender or heterosexual patients and families
face in relation to their sexual orientation or gender identity.

“It’s funny, I’'m thinking about an incident a while back around artificial insemination for a lesbian
couple and staff being pretty freaked about it. Granted it was a while back and everything got
solved to the patient’s satisfaction, but that’s not something that a straight couple has to even
worry about it. Is the treatment different? Ultimately no, but the attitudes are. At the end of the day,
we’re going to do the right thing, but you shouldn’t have to see a rejection of people that are caring
for you on their faces. In terms of the treatment, were you treated with this medication, yeah, they’re
going to get the same treatment, but a straight couple doesn’t have to deal with certain issues.”

It is important for providers to recognize that, compared to heterosexual or cisgender patients,
LGBT identifying patients have likely had very different experiences or, at least, different concerns
when visiting health care institutions. As a result, the words and actions of the providers may be
experienced and interpreted differently than intended. Their impact may even vary depending

on the demographic(s) with which the patient identifies. For example, one interviewee recalled

an experience when a friend, who identified as a transgender man, went to a faith-based clinic
because he was experiencing pelvic pain and bleeding.

“He was in a lot of pain and nervous. The provider said to him, ‘We can’t see you.’ His assumption
was that the provider was denying care because of his identity, while in fact it was because this
walk-in clinic cannot provide pap smears. If the provider had clarified things, it might have gone a
lot better. Providers should be aware that, if a trans-person is coming to see you, chances are they
have a lot of anxiety. You can’t lead with, ‘We can’t see you.’ Your patient is coming in with all this
other stuff that you don’t necessarily know about.”

Ultimately, the challenge appears to be that in many cases, people in the LGBT community

do not know if, and when, they will be treated differently because of their sexual orientation or
gender identity. And, if, and when, their friends, families, or partners will be treated differently or
discriminated against by a provider or an institution. Such unpredictability can cause anxiety and
fear when accessing care. This apprehension can be further triggered or exacerbated when an
institution or health care provider is expressly linked with a faith tradition.

One interviewee specifically observed that, in comparison to other marginalized identities
associated health inequalities (race, gender, ethnicity, language), a person who identifies as LGBT
may feel additional vulnerability (due to their LGBT identity). This is because of their unprotected
legal status on a federal level, the lack of protection and non-discrimination laws in some states,
and because of the theological or cultural roots of LGBT discrimination.

“l do think it’s important to recognize that sexual orientation and gender identity are particularly
targeted on an ideological level in a way that other identifiers are not. There’s no teaching in
Catholicism that says women are bad per se. For sexual orientation and gender identity, there
are specific theological statements related to the unacceptability of LGBT people in a way that



merits a discussion [by] faith-based institutions. | think anybody could run afoul of a faith-based
institution’s teachings and could suffer accordingly. But | think that the specific ideology related
to gender identity and sexual orientation could make things worse for LGBT people [rather] than
other groups that are not specifically identified. Most people that go to faith-based health care
institutions may be targeted for what they do, while LGBT people are being targeted for who they
are. You wouldn’t ask a woman to check her identity at the door but LGBT people, there’s no way
to disassociate.”

Regardless of the reason — personal experience, a news story, or an experience conveyed
through word of mouth — our interviews suggest that LGBT individuals are more likely to distrust
faith-based health care institutions compared to secular institutions. In contrast, among our
interviewees, there was general agreement that, with the significant exception of transgender care
and reproductive health services (where there are current issues that we cannot sufficiently cover
in this paper), the quality of care provided to LGBT patients and their families at faith-based health
care institutions is likely no better and no worse than the care provided at secular institutions. *° In
general, it appears that, as one interviewee said, “a lot of the fear is just around a perception but it
isn’t necessarily in practice.”

Navigating Transgender Health

While many interviewees focused on perception and anxiety barriers among LGB patients and
families about accessing care at faith-based hospitals, they highlighted potential and actual
barriers to accessing care when it comes to the issue of transgender health. Among representatives
of health care institutions and interviewees who identified as transgender or allied with the
transgender community, there was widespread agreement that this particular community uniquely
faces discrimination, most overtly in the form of being denied certain types of needed medical care.

Several interviewees expressly described faith-based health care institutions as unwilling or
ill equipped to provide competent and comprehensive care to transgender patients. As one
participant explained:

“l don’t think any of the institutions where I’ve been able to get competent trans health care have
ever been faith-based. I've never heard of it and my assumption is that it’s just not possible. Well,
let’s say that it is possible but it’s just not happening.”

Another interviewee shared a story about seeking health care:

“I was actually at a support group meeting and someone cracked a joke about, ‘Well you wouldn’t
go to a Catholic hospital to get health care’ and everyone laughed so the understanding was that
you obviously wouldn’t do that and that anecdote shows how people may generally feel. And I'm



on all these different listservs etc. with people trying to find a doctor and I’'ve never heard ‘oh, go
to [a faith-based hospital] ...." That just never happens.”

Indeed, all our interviewees who worked for faith-based hospitals indicated that transgender health
care was an issue for their institutions. This was reflected in hospitals’ unwillingness to address
issues related to transgender patient care, or ignorance about how to create and implement policies
and practices to improve it.

One interviewee noted that gender identity was expressly included in his hospital’s non-
discrimination policy and, therefore, “on a philosophical level, we want to express sensitivity but
on a practical level...there are some potential ethical dilemmas. Not at all in terms of respect or
sensitivity and no restrictions in terms of care for transgender patients unrelated to transition[ing]
or more tangentially related, but we don’t know, quite frankly, where to think about providing
services, including hormone replacement and [gender] reassignment and so that’s a dilemma.”

In particular, Catholic health care institutions face this dilemma. The Ethical and Religious
Directives for Catholic Health Care Services that all Catholic health care institutions must follow
do not explicitly address gender affirming care and procedures, but do forbid sterilization of all
patients, whether transgender or cisgender.5° According to the 2018 edition of the Ethical and
Religious Directives issued by the United States Conference of Catholic Bishops:

“Direct sterilization of either men or women, whether permanent or temporary, is not permitted in
a Catholic health care institution. Procedures that induce sterility are permitted when their direct
effect is the cure or alleviation of a present and serious pathology and a simpler treatment is not
available.” 51

As some gender affirming surgeries induce permanent sterility in the patient, they may be
considered impermissible by the Directives and, as a result, impermissible in Catholic health care
facilities. This becomes more complicated, however, when a transgender patient wants a gender
affirming surgery that does not result in sterilization, such as breast surgery.

This reality gained some visibility recently. A case at MedStar Georgetown University Hospital in
Washington D.C. made its way into the media when a transgender patient scheduled for breast
implant surgery was informed that the hospital no longer did breast surgery on transgender
patients. The hospital said that the decision was because “a high-quality gender transition
service is best delivered in the context of an integrated program rather than in a fragmented
manner.” Transgender advocacy organizations, human rights organizations, and comprehensive
transgender care health care organizations differed with the proffered rationale and there was
speculation about the hospital’s motivation, particularly if the decision was due to its Catholic
affiliation.?

For Catholic hospitals, the Ethical and Religious Directives outline restrictions and ethical
positions on health care issues, including end-of-life care and reproductive health. However, as



stated by more than one of our interviewees, the stance of the church on topics surrounding gender
identity is ambiguous. As a result, faith-based institutions and providers are left to individually
interpret the Directives and determine what constitutes acceptable and appropriate care in their
system. This disproportionately affects care for transgender patients, who often need treatments
and procedures, such as surgeries and hormone replacement therapy, for gender affirmation.

One interviewee summarized the situation succinctly:

“I'd say that it’s the biggest challenge right now. Because there’s no solution.”

Faith and Legal Obligations: Complications and Legal
Complexities

In addition to the challenges already noted, legal considerations involving freedom to practice one’s
religion and prohibitions against discrimination further complicate issues involving LGBT persons
and faith-based health care institutions.

This often leads to confusion regarding health care providers’ and institutions’ legal rights and
obligations, which in turn can create conflicts and obstacles to LGBT individuals’ receipt of

health care. While understanding the law is key, it is also necessary to seek balance so that

LGBT patients, and all patients, receive equitable and quality care, while also respecting religious
conscience. This is easier to achieve when institutions anticipate and prepare for possible conflicts
between religious beliefs and the provision of care to LGBT patients. Additionally, such preparation
is just good business and can reduce litigation.

From the perspective of the health care provider, there is a range of possible legal concerns.

First, to what extent do the U.S. Constitution and any other laws (federal, state, local) allow an
individual or institutional provider to decline services because of religious beliefs? Second, to what
extent must a health care institution accommodate an employee who has a religious objection to
providing certain types of care? And third, what are their legal responsibilities to the LGBT patient?

With respect to religion, the First Amendment of the U.S. Constitution protects religious freedom
and prohibits government interference and the establishment of a state religion.®® The Fourteenth
Amendment expands on this by prohibiting discrimination, specifically in relation to certain
demographics, including religious affiliation. Essentially, this mandate requires equal protection and
application of the law. The right to practice one’s religion without fear of governmental intervention
and discrimination is further guaranteed in the Civil Rights Act. Implemented in 1964, Title VIl of the
Civil Rights Act created the Equal Employment Opportunity Commission (EEOC), which protects
employees from discrimination because of their sex, race, color, national origin, and religion.

Although the protections of Title VII do not explicitly cover sexual orientation or gender identity,
the EEOC has taken the position that “sex” encompasses sexual orientation and gender identity
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since as early as 2012. The U.S. Supreme Court has also notably expanded the protections of
Title VII to protect against gender stereotypes and same-sex sexual harassment in landmark cases
such as Price Waterhouse v. Hopkins and Oncale v. Sundower. At the time of publication, the
Supreme Court has agreed to hear a set of closely watched cases that hinge on whether gay and
transgender workers are protected from discrimination under Title VIl of the Civil Rights Act. The
Court’s decision is expected to have a great impact on the future of LGBT employment rights.

While the Obama Administration’s Justice Department took the litigation position that the language
of Title VIl includes discrimination claims based on an individual’s transgender identity, including
transgender status, the Trump Administration has since reversed this policy, by amending federal
data collection methods to exclude information on sexual orientation and gender identity (SOGI).%®
In May 2019, the Trump Administration also announced a final “conscience rule” which further
expands healthcare workers’ ability to deny a patient’s medical care if it is not in line with their
personal beliefs.%¢ The rule, however, may be challenged in court; many groups oppose the new
rule, arguing the provisions are overly broad and could imperil care for LGBT patients and their
children, and for patients seeking reproductive health care.

Depending on how these complex situations are approached and addressed, the scales may be
tipped favoring one of these constitutionally protected rights over the other. On the state level,

we have seen laws implemented that prioritize one or the other of these Constitutional mandates
(i.e., freedom of belief or equal protection). For example, lately we have seen a proliferation of state
Religious Freedom Restoration Acts (RFRASs) that hold faith-based institutions and individuals
exempt from charges of discrimination if their actions are motivated by their faith. Simultaneously,
other states have passed non-discrimination legislation designed to protect the LGBT community
in housing, employment, family law, and health care. Some states have shaped these laws with
exemptions for the religious community and some have not.%’

The United States affirms two core rights and freedoms that are relevant to this discussion—to be
able to practice one’s faith, and to be equally protected under the law. Sometimes, these mandates
can complement each other, but other times, they conflict.®® Consider a secular health care
institution that provides certain services, like gender affirmation surgeries. The institution may have
employees who object to providing these services due to religious reasons. Generally speaking,
these employees are protected, and the institution is required to accommodate them (provided the
accommodation does not cause the institution undue hardship). The question for the institution

is how to respond to the needs of the patient in such circumstances. This question is even more
challenging when the institution is faith-based. Yet, proactively seeking a resolution dedicated to
providing equitable care, while also protecting an institution’s and its employees’ religious beliefs
to the greatest extent possible, is the better practice in either institution.

Considering the mission of many faith-based hospitals is to provide care for those considered
“underserved”, this situation offers an opportunity for faith-based hospitals to rise to the occasion
and fill this gap in care.
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Demonstrating the Challenge: A Tale of Two States

Legal conflicts in two different states illuminate the difficult legal environment in which
institutions operate.

In September 2014, a Michigan pediatrician refused to treat a newborn baby girl because the
baby’s parents are a same-sex female couple. Though the doctor had originally accepted the
baby as a new patient, when she realized the parents were a same-sex couple, she reversed her
decision, explaining that as a Christian she could not in good conscience take the baby as her
patient. She explained to the parents that her conclusion was based on her understanding and
practice of Christianity and her belief that homosexuality is a sin. She therefore decided, after
praying and looking for guidance from her faith, that she should not be the baby’s doctor. The
baby’s parents only learned of the physician’s decision when they arrived for the appointment
and were informed that another physician would be taking care of them. Although the family was
referred to a new doctor in the practice, the parents decided to find another pediatrician (and
practice) to care for their daughter.®

When this story hit the news, many people were outraged (indeed, as noted above, it is one of
the reasons cited for anticipatory angst about using faith-based hospitals). The doctor’s decision
to decline to provide care triggered debates regarding state and federal anti-discrimination laws
versus protections guaranteeing religious freedom. People started asking a number of questions
- whether health care providers should be allowed to reject patients solely for religious reasons,
thereby refusing to provide treatment; whether LGBT patients should have legal protection from
this sort of discrimination based on their identity; and whether these decisions are best made

by an individual health care provider, a health care institution, or the government. The debates
have not yielded a consensus and states continue to take different approaches in answering
such questions.®°

In Michigan in 2009, a graduate student was expelled from a counseling program at Eastern
Michigan University after she asked her superiors to refer a gay client to another counselor in
the program. She issued this request because she felt that as a Christian, homosexuality is a
sin and she did not want to affirm that “lifestyle” in any way. Due to her expulsion, the student
then sued the University, claiming that she had been the victim of discrimination based on her
religious beliefs.®!

At first, the case was dismissed by the federal court, but then the U.S. Court of Appeals for the
Sixth Circuit requested that the lower court rehear the case.®? It was eventually settled out of court
in 2012, but while the case was winding its way through the courts, the Michigan State Legislature
became involved.®® The legislature responded to the issue by creating religious freedom legislation,
colloquially referred to as the “Julea Ward” Bill, named after the EMU graduate student.®* As of
this writing, Michigan state law now protects professionals in the counseling field from being sued
when they refuse based on their religious beliefs to treat people.®® Other states have followed suit.



Currently, fourteen states have some version of a law that exempts people with religious beliefs
from having to adhere to anti-discrimination laws. Four states have religious exemptions for medical
professionals who decline patients based on their LGBT identity.®® These laws have yet to be
examined by the U.S. Supreme Court.

California, for example, has a state civil rights statute that prohibits for-profit companies from
discriminating against clients or patients based on sexual orientation. The statute does not
authorize exemptions for religiously affiliated companies.®” Thus, when a for-profit Christian fertility
clinic declined to serve same-sex patients more than 10 years ago, a lesbian couple brought a
lawsuit under the California law. After years of litigation, the couple prevailed, and the California
State Supreme Court ruled against the Christian clinic. The decision was not appealed, but it is
likely that the U.S. Supreme Court will one day take a similar case that determines whether state
statutes designed to preclude the exercise of religious objections to providing health care are
constitutional.®®

Religious Accommodation vs. Equal Care

Institutions trying to serve patients and obey the law often find the law complex, nuanced, and not
always intuitive. During his tenure as President, Barack Obama used his federal executive authority
to ensure equal protection and care for LGBT people in instances where the provision of care
conflicted with the religious beliefs of individuals or institutions. Many lower courts have followed
this example. It is noteworthy that many of these protections are dependent on the Administration
in power, as they were issued by Executive Order and can be rolled back. Indeed, the current
Administration has made its own adjustments.

On January 18, 2018, the U.S. Department of Health and Human Services announced the
formation of a new division within the HHS Office for Civil Rights called the Conscience and
Religious Freedom Division. This new division is charged with enforcing existing federal laws that
are currently designed to protect patients and providers of all religious backgrounds from religious
discrimination in HHS-funded facilities. However, there has been controversy around this effort.
While protection for religious freedom is critical, there are also concerns about whether religious
freedom will be prioritized without fully protecting the provision of care to those otherwise denied it.
For example, the AMA objected to a proposed notice of rulemaking designed to provide enhanced
protections for conscience objections and the right for medical professionals to refuse to provide
care. The AMA was troubled that the proposed rule could result in greater discrimination against
vulnerable patients, and therefore urged that it be withdrawn.®®

Given the critical but competing legal interests and the various ways that the laws are in play
federally, at the state and local levels, through Executive Orders, via rulemaking and in the courts,
one thing is clear. A lack of total clarity is likely to continue evading the health care and LGBT
community, while litigation on this topic will likely persist for the foreseeable future.
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So what are health care providers to do? We would suggest assessing missions and key goals,
and then identifying likely challenges and planning how to address them.

One approach for accomplishing these ends, especially in the current legal environment, is to
identify and anticipate situations where conflicts could arise and educate employees and the
broader community about how and why decisions are made at the institution. When it comes
to providing care for LGBT patients, this will involve educating and accommodating staff with
transparency and consistency.

But first, there are steps that institutions can take to prepare themselves for this work.

Institutions can begin by clarifying the principles that will undergird their policies. For example, by
delineating between caring for all patients (which is likely part of a faith-based institution’s mission)
and declining to do some procedures, an institution can follow its faith mandates and not
discriminate against a person based on their identity.

Adhering to this practice clarifies that health care providers will not provide certain services,
like in vitro fertilization, to anyone. As such, if they then refused to provide the service to LGBT
patients, providers would not be discriminating against them based on their identity. There is a
real distinction between refusing to provide a service at all, to any and all patients, and refusing
to provide a service because of the patient’s status or identity.

In general, there is less legal and professional support for denying a service to a patient based on
their identity or status, than there is for denying the service to everyone. The American Medical
Association states that a physician can ethically decline to enter into a doctor-patient relationship
with a patient if the “specific treatment” requested conflicts with the physician’s religious, personal,
or moral beliefs. The physician may not however, refuse to provide treatment to a patient “because
of race, color, religion, national origin, sexual orientation, gender identity, or any other basis that
would constitute invidious discrimination.” 7071

Second, leadership must carefully assess their justifications for which procedures will be deemed
not in line with the mission of the institution. Then, they must educate everyone as to their rationale.
If an institution has a mission-related objection to gender affirming surgeries, for example, the law
is likely going to accommodate that. However, it has to be clear that the objection is really mission
related. If an institution provides cosmetic breast surgery to cisgender men and women, it would

be harder to argue that breast surgery for the transgender population should be excluded for
mission-related reasons. Though we have not identified legal rulings on this issue as of this writing,
we anticipate that courts are likely to uphold consistently applied and carefully delineated policies
and procedures based on core values and the institution’s mission.

Third, clarify the process for employees to raise faith-based objections to providing certain services.
It is prudent to require employees to give advance notice of procedures that violate their religious
beliefs. The institution should then explain that accommodations will be attempted, and should
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consider clarifying that, in an emergency, employees may need to step in. Here, too, education and
training can be helpful. Employees may not know, for example, that people in the LGBT community
face challenges around access to health care. Helping employees understand the issues at stake
can go a long way toward encouraging equitable health care to underserved populations.

Health care institutions that face these types of challenges should focus on managing health care
providers’ behavior or conduct at work, not their beliefs. That is to say, trainings and educational
materials should focus on how providers are expected to behave toward their patients in the health
care setting, instead of trying to change their minds or taking a position on the validity of their
beliefs. In fact, health care institutions should have a code of conduct that specifies how providers
and other staff are expected to treat patients and colleagues (i.e. treat patients and colleagues with
respect, focus on the provision of care to patients, and do not create a hostile work environment).
These codes and policies could then be referenced if a provider objects to treating LGBT patients.

Policies such as these will help provide a framework for whether a provider’s refusal does or does
not fall within the health care institution’s accepted guidelines of professional conduct. In this way,
providers’ individual faith-based objections can be honored, while LGBT patients and families can
maintain access to high-quality health care.

Institutional Recommendations: Current Practices that
Work and Room to Grow

Given that many LGBT individuals feel anxiety and/or reluctance about accessing care at faith-
based health care institutions, leaders in these institutions would do well to acknowledge, focus
on, and take action to reach out to this community. One interviewee summarized the situation as
follows:

“Faith-based institutions need to go over the top to demonstrate that we want [LGBT patients] to
come and want [LGBT patients] to come out. Secular hospitals need to do this too but not to as
great of an extent, because the barrier isn’t there in the same way.”

Another interviewee shared a story about a successful community outreach initiative in which a
Catholic hospital participated in a local gay pride event, as part of the hospital’s outreach plan.
The institution’s employees handed out merchandise with the hospital’s logo. Our interviewee
acknowledged that even though this may seem like a minor gesture, the reaction by the LGBT
community at the parade was actually positive, indicating that positive change and interactions
can begin with even the smallest efforts.

“Instead of asking questions like, ‘Why is a Catholic hospital [at the parade]?’ People instead
tended to say things like, ‘l was born at this hospital!’”
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The interactions the hospital had with the LGBT community at the parade sent a message that
was well received. The LGBT community recognized that the hospital wanted to remove barriers,
dismantle negative stereotypes, and make connections with their community members. This
outreach strategy conveyed a welcoming message that had a positive impact.

Good marketing is thus a critical part of any strategy for creating an inclusive environment for LGBT
patients and families. External marketing, like advertising and participating in gay pride parades,
is key for reaching the community and potential patients. Simultaneously, internal marketing is
also necessary for reaching internal constituencies who provide care. This can include ensuring
that frontline staff are trained to effectively welcome and care for LGBT patients and families;
waiting rooms and other patient spaces reflect the diversity of the patient population; intake forms
and electronic medical records appropriately capture the wide range of identities and sexual
orientations that patients may have; and that all staff are informed of and trained to address LGBT
patient challenges and care. This might include a poster displaying a same-sex family, a pride or
safe space sticker, a flyer or health pamphlet tailored to LGBT patients, or inclusive signage for
bathrooms and patient rooms. Such additions to a hospital’s public spaces can convey that this
is an environment where LGBT patients and their families can feel safe and properly cared for.

Many of the faith-based hospitals with which we spoke had engaged in some of these internal and
external messaging strategies. Yet, they also struggled with how “far” to go, or as one interviewee
put it, how “out” they could and should be. In one case, the hospital leadership at a faith-based
institution expressed discomfort in posting fliers with same-sex families in patient spaces, despite
their interest in engaging and serving the LGBT community. In cases like this, tension points are
evident. There is a desire to create a welcoming space but adding a picture of a same-sex couple
can challenge the institution’s, leaders or other constituents’ beliefs. These can be hard decisions.
However, when they are not implemented, the ability to dismantle stereotypes of LGBT persons is
more limited and it can be harder to create the welcoming environment needed to address anxieties
experienced by LGBT patients.

Patients form impressions at the first point of contact. For some, this point of contact may be a
telephone call; for other patients, it may be when they step through the front door. This is why
creating an inclusive physical environment requires a comprehensive plan with ongoing evaluation.
At any point, an LGBT patient’s negative experience can influence their impression of the entire
institution and possibly trigger deeply held concerns about how they will be treated. For example,
if registration forms only allow for identifying marital status as married, single, divorced, or
widowed, or only include the binary categories of male or female to identify gender, LGBT people
and families may not find themselves represented. This can cause distrust and might prevent the
institution from acquiring information necessary to provide patient-centered care.

Tailoring intake admissions and processes to acknowledge and include LGBT patients and families
provides a signal to these patients that the institution respects who they are and how they identify.
In fact, creating an environment that assumes a wide variety of diversity, including diversity in
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sexual orientation and gender identity, is one way to help patients and families of minority

identities feel safe in the health care setting. If they feel safe, patients and families will likely feel
more comfortable sharing personal information that may be important for their diagnosis, treatment,
and care management. Additionally, an environment with visibly and experientially inclusive non-
discrimination policies, including staff who are trained to identify and use appropriate gender
pronouns, supports the dignity and respect of LGBT patients.

While some LGBT people are religious, others are not. Given that reality, and the concerns that
many LGBT patients have with respect to their care and treatment at faith-based institutions, it is
worth noting that religious symbols and icons may have an impact. A recent study conducted at
the University of Manitoba regarding the experience of LGBT individuals in health care settings
noted, “[o]ne particularly interesting thing was that people were disturbed or put off by religious
iconography, such as crosses, in hospitals and clinics.””? As such, it stands to benefit institutions
to carefully consider the placement of such symbols, including how they represent the institution’s
values, and how they may impact the incoming patient population.

Once appropriate placement is settled, it is also important for institutions to establish best practices
and policies for navigating tensions that may still emerge, ideally in a way that still respects and
upholds their core mission and identity as well as that of the patient raising the issue. For example,
if a patient is uncomfortable in their assigned room due to the religious icons, greater comfort and
ease can be created if an icon is covered or removed. Without altering an institution’s identity, this
policy can acknowledge the hospital’s identity, beliefs, and values as well as its commitment to
welcoming and serving all patients.

Training and Education

The majority of our interviewees stated that non-discrimination policies are key and must be
implemented to support and protect LGBT patient care. For policies to be fully institutionalized,
however, it is important to train and educate providers, hospital management and staff, and hospital
visitors about LGBT patient care and the policies to ensure that all are treated with dignity and
respect. Such training should include issues like the unique health risks and challenges experienced
by lesbian, gay, bisexual, and/or transgender patients; appropriate behavior and language when
interacting with LGBT patients; and clarification of what procedures and practices the hospital will
and will not do, thereby promoting full transparency and better patient-centered care.

“There is a need for education of colleagues and a need for education of visitors that come to the
hospital.”

“... [SJometimes because nurses and front desk staff are scared and don’t know how to
appropriately address LGBT patients and families, there’s a tension that the patients and families
can feel.”
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To be effective, the policies and institutional values of health care institutions must be understood
and implemented broadly and consistently by all hospital staff. Employees must understand what
is expected of them, particularly as it relates to interacting with and appropriately caring for LGBT
patients and families. This includes how the values of their faith-based health care institution,
values so often connected to compassion and dignity, are reflected in institutional policies on
non-discrimination, visitation, and advanced directives.

Training hospital staff and care professionals can help ensure institutional values are practiced. It
can also help health care providers recognize and respond to the specific challenges that LGBT
patients and families may be facing. Trainings can help staff better understand the anxiety some
patients feel about anticipated treatment and their concerns about barriers to care as well as
health disparities experienced by different demographics. It can also prepare them for how to
appropriately behave and provide patients with equitable care. Implementing ongoing practical
training and education for all hospital employees is also an important signal for employees that
competent and respectful care of LGBT patients and families, as with all patients, is a skill set
that is valued and expected by the institution and leadership.

Effective training can have other benefits as well. It can help to operationalize the institutional
mission and policies of the hospital or health system, specifically as it relates to health equity for
LGBT patients. Such training opens the door for health care providers who experience tension
between their religious beliefs and caring for LGBT patients and families to fully express their
concerns, while simultaneously clarifying and reinforcing the institution’s policies for managing
professionalism and conscience.

Keep the Conversation Going: Change Requires
Ongoing Dialogue

To be sure, there are real challenges for faith-based health providers when their religious beliefs
conflict with their goal of providing quality health care. That is precisely why ongoing trainings and
creating an institution that is a continuum of learning is so important.

When hospital leadership creates safe spaces, practices and strategies for improving care for
LGBT patient populations, dialogue that is more open is possible. Through increasingly open
conversations, tensions can surface and be addressed as well as suggestions for creating and
sustaining an inclusive environment for diverse patient populations.

One of our participants, who works at a faith-based hospital in a leadership role, specifically
noted the importance of addressing areas of tension “because those are the areas where change
is required.” Ignoring or avoiding conversations that are deemed too controversial or highly
charged only aggravates and entrenches those issues further.
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Beyond these internal conversations, several individuals in leadership recognized that there is also
value in expanding the community. They recommended creating a network with other faith-based
health care institutions where they could share challenges, success stories, resources, better
practices and generally engage in open dialogue.

Next Steps: Creating a More Equitable Health
Care System

Though our interviewees generally believed that the LGBT community avoids faith-based health
care, there was a striking conviction that emerged in their comments. As a group, interviewees felt
that once LGBT individuals came through the doors of a faith-based health care organization, the
majority of challenges they actually faced:

1. Were not specific to the faith-based institutions, but were also experienced by LGBT people

at secular institutions; and

2. Were not specific to the LGBT community, such as certain restrictions around reproductive
health, family planning services, and gender affirming treatments and surgeries.

Because of the Affordable Care Act, there has been a significant increase in the number of insured
LGBT people. Yet, health disparities for lesbian, gay, bisexual, and transgender people still exist,
putting those who identify as LGBT at a disadvantage. Creating a system of health care that is
responsive to and respectful of the LGBT community is an important way to improve lesbian, gay,
bisexual, and transgender health. Moreover, it is a good business decision. At this precarious time
in the U.S. health care system, faith-based health care organizations are in a position to leverage
their mission and significantly improve LGBT health and health care.
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