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[Shannon Winnubst]
 
 Doctor Kara Malone is a board certified obstetrician and gynecologist who is currently practicing medicine in Houston, Texas, where she's a faculty member of the Baylor College of Medicine with both an MD and a master's in public Health. Doctor Malone brings a remarkable range of history alive in the practices of obstetric and gynecology. In this module, from the horrifying practices of the once so-called father of gynecology,

00:00:40:00 - 00:01:15:04
Unknown
J. Marion Sims, in the mid-19th century, to the medical experimentations on gay men in Buchenwald concentration camp of Nazi Germany in the 1930s to the exploitation by Johns Hopkins University of Henrietta Lacks in the 1950s, all the way to the contemporary recent dismantling of Roe v Wade in 2022. Doctor Malone gives a powerful account of the dangerous and precarious terrain of practicing obstetrics and gynecology in a fully ethical and patient centered manner.

00:01:15:07 - 00:01:28:25
Unknown
I encourage you to seek the connections of these many examples to the deep histories of our introductory module, Settler Colonialism, transatlantic slave trade, scientific racism, and sexology.

00:01:28:25 - 00:02:10:04
Unknown
Please consider. How is the practice of obstetrics and gynecology the space of both potential harm and tremendous liberation for your patients? Doctor Malone also introduces the framework of reproductive justice, developed by a collective of feminist scholars and activists. Most notably the sister song Women of Color Health Collective and Loretta Ross. Reproductive justice moves us out of the individual rights framework that traps us in the polarized, pro-choice, pro-life debates that we all that we all hear so often in the United States around reproductive health.

00:02:10:06 - 00:02:48:18
Unknown
When we consider reproductive health as a matter of reproductive justice, we focus on the following core issues. The human right to maintain personal autonomy, to have children, not to have children, and to parent the children we have in safe and sustaining communities. The emphasis of the reproductive justice framework is on access, not individual choice. As Sister Song writes on their website, to receipt to achieve reproductive justice in our practices of reproductive health care, we must do the following.

00:02:48:21 - 00:03:29:15
Unknown
Reframe reproductive health beyond the single issue of abortion. Analyze power systems and their deep historical roots. Identify and address intersecting oppressions and center the most marginalized individuals and communities in our everyday practices. Doctor Malone puts this framework into action and teaches you explicitly how to expand your thinking and your practicing of reproductive health care beyond any constraining heteronormative and or cis normative assumptions.

00:03:29:17 - 00:03:31:25
Unknown
Enjoy this exciting module.
[Kara Malone]: Hello, my name is Kara Malone and I'm a board certified obstetrician and gynecologist with an interest in public health and health disparities.
Specifically, I am interested in disparities that occur within vulnerable populations,
including gender and sexual minority. I am excited that you have decided to
take this course, which we are calling De-Gendering Reproductive Healthcare,

providing care to gender and sexual minority patients through a reproductive justice lens.

As the name suggests, we will spend some time learning how to de-gender reproductive health. Throughout this course, I will be demonstrating how this topic is a part of a broader societal conversation that is currently taking place.
We will be talking about gender and how society grants access to gendered spaces.
The framework for our discussion is healthcare and how medicine has reinforced gender to the detriment of non-heterosexual, non-cisgender communities.
My goal is to provide a way of thinking about providing care to gender and sexual minorities or GSM patients and reproductive spaces through a reproductive justice lens.
Gender and sexual minority patients need full, uninhibited access to reproductive
healthcare. This healthcare includes, but is not limited to, contraception and hormones,
gender affirming surgeries, pregnancy termination, sterilization procedures, family building services, HIV care, perinatal care, parenting resources, and senior care.
Historically, the conversation about reproductive health has centered on cisgender
heterosexual women, but we know that sexual and gender minority people including lesbian and bisexual women, transgender men, 2 spirit, intersex, non binary and gender nonconforming individuals can get pregnant, use birth control, terminate pregnancies,
carry pregnancies, and parent. I hope to provide a way of thinking about
reproductive care that will move you away from the narrow definition of women's
healthcare that previously described the specialty of obstetrics and gynecology.
Embracing reproductive care that is more inclusive will help you to better interact with your patients, your work environment and colleagues in ways that are less rigid,
more empathetic and more inclusive.
It will also require a necessary shift in thought processes to shed old ideas and
habits, which will not always feel comfortable.

It is in this discomfort that you will have to challenge your bias, both implicit and explicit,
so that genuine growth and true allyship can happen.
Additionally, I hope that you will gain the language and skills to be more confident when
forming relationships with patients and colleagues who may not fit neatly into
the frameworks of white cisgendered heteronormativity.
Partnerships across specialties and disciplines are helpful, but the true key to success lies in the inclusion of the experts, the community most affected by the
problem.
So, our objectives for today:
Understand how the history of OB/GYN informs current practice. define reproductive health, reproductive rights, and reproductive justice. understand how reproductive justice and the healthcare of gender and sexual minorities are inextricably linked. understand how current clinical practice creates barriers for gender and sexual minority seeking reproductive healthcare. learn methods to degender OB/GYN and health care in general.
[Kara Malone]: When discussing the OB/GYN, we have to start with some history about
the specialty.
J. Marion Sims was likely the most famous surgeon of the 19th century and is
considered the father of modern gynecology.
He is most well known for developing a surgical technique for correcting vescovaginal fistulas.
Vescovaginal fistulas were a common obstetrical complication that cross race, ethnicity and international borders during his time.
Fistulas are an abnormal connection between the bladder and the vagina which leads to constant leakage of urine.
The combination of malnutrition and vaginal tissue damage through prolonged
labour courses led to fistulas becoming a common injury during his lifetime and
they actually remain a present day problem in the developing world.
Sims also developed several surgical tools that are in continued use today.

His work elevated the specialty because in his time, treating women was actually not
considered respectable for physicians.
He is credited with helping to establish one of the first women's hospitals in the
United States in New York City in 1855.

In 1876,
he served as the president of the AMA and

he went on to be elected as the president
of the American Gynecological Society,

which he helped to found.

The controversy surrounding Sims does not
lie and what he was able to accomplish

during his career,
but in how he was able to accomplish it;

Sims perfected his techniques on enslaved
women.

Due to the US government banned on the
importation of slaves in 1808,

slave owners had a financial interest in
the recovery of their slaves so that they

could continue to increase the number of
births.

As a result,
they allowed female slaves to be under

Sims's care. Broadly,
throughout the Southern US,

the medical community and slave owners
had a close working relationship as

enslaved women became a consistent source
of medical and research subjects for

advancing the field.

In the 1790s,
cesarean sections were perfected by

Francois Provost using enslaved Haitians
until Haiti gained independence from

France,
and then he turned his eye towards the

United States and moved to Louisiana to
continue his work.

Of the 15 cesareans performed between
1820 and 1861,

all of the women were Black and enslaved.

Connecting the past to the present is not
difficult,

as Louisiana has been in the top three
states with the highest caesarean section

rates for Black women.

Sims and many others during his time
perfected new techniques through the

exploitation of enslaved women whose
consent was not required nor sought.

During their time with Sims,
the enslaved women were not only operated

on,
but they were actually expected to

continue their servitude.

They cooked, cleaned,
took care of his family,

and helped in the Alabama hospital.

In his writings,
he only named three of the enslaved

women: Lucy, Anarcha, and Betsy,
but from historical records we know that

about nine to 10 other women were
operated on at his hospital.

Lucy was 18 years old and by his own
report took at least three months to

recover from surgery.

Anarcho is 17 years old and she had over
30 surgeries.

Once Simmons developed his technique,
he published the findings and he moved to

New York to continue his work.

Of note, he had extremely racist views,
even serving as a Confederate spy during

the Civil War.

While anaesthesia was not used widely
until after 1846,

Sims did not believe the black people
felt pain and therefore did not perform

his facial surgeries with any anaesthesia
until he had perfected the technique and

began to operate on white women.

Sims's work,
tainted by his racist views and

exploitation,
has been re examined in light of his

practices.

Growing scrutiny over historical medical
practices has centered the narratives of

those previously marginalized.

In 2017,
Oprah Winfrey portrayed the daughter of

Henrietta Lacks,
a poor black woman who in 1951 sought

treatment for cervical cancer at Johns
Hopkins University Hospital.

A biopsy of her cervix was taken and
those cells were called He LA cells using

the 1st 2 letters of her first and last
name.

These cells were immortalizing culture
which had not been successful previously.

As her story became more well known,
outrage grew over the non consensual

collection and use of her cells.

Neither Misses Lacks nor her family ever
received financial compensation,

despite the fact that her cells were
involved in billions of dollars worth of

treatment, development, and research.

The conversation about consent expanded
into other areas,

and Sims work also came under scrutiny.

In 2018,
his statue was removed from Central Park

and the women that were operated on by
Sims became a focus of the discussion.

Doctor John A Kinney in a 1941 paper
titled The Negro's Contribution to

Surgery stated: "I suggest that a
monument be raised and dedicated to the

nameless Negroes who have contributed so
much to surgery by the 'guinea pig' route.

"

Kinney was a dermatology professor at the
Tuskegee Institute,

where the infamous forty year long
syphilis studies took place.

In 2022, a monument honoring Lucy,
Anarcha, and Betsy,

named the Mothers of Gynecology,
was erected in Montgomery, AL.

The monument is not far from where the
site of Sims's Hospital previously stood

and is roughly a mile where a statue of J.
Marion Sims still stands in front of the

Alabama State Capitol.

We can also look to history to see how
LGBTQ+ people have experienced abuse

perpetrated by those in power,
but also supported by the medical system.

Buckenwald was one of the first
concentration camps established by the

Nazi regime.

It was built to hold enslaved laborers
who worked in local munitions factories

24 hours a day and 12 hour shifts.

Just as Jewish prisoners wore the Star of
David

as a form of identification,
gay prisoners were required to display a

pink triangle on their uniforms.

They were ostracized and treated poorly
not only by guards but also by other

prisoners.

Buckenwald contained a sophisticated
sounding facility on its grounds called

"The Division for Typhus and Virus
Research of the Hygiene Institute of the

Waffen-SS."

In truth it was when medical experiments
were carried out on prisoners.

Many prisoners were intentionally infused
with various infections to test out

vaccines.

Doctor Carl Værnett was vehemently
homophobic and he recognized the

opportunities offered by the anti-gay
policies of the Third Reich.

He joined the Nazi Party and enlisted in
the SS to pursue his research to cure gay

men.

The research was conducted on the
personal authority of Heinrich Himmler.

Unlike most other Nazi doctors,
Doctor Barnett was never put on trial at

Nuremberg.

Instead,
with Danish and British collusion,

he escaped to Argentina.

While in South America,
he lived openly and practice medicine.

He also continued his research into
methods for the eradication of

homosexuality.

We do not have to work hard to find
injustice in medicine.

History has repeatedly shown minorities
that the system will be protected and the

interest of advancing medicine at the
cost of their well-being and even their

lives.

Current health disparities and ongoing
systemic and structural racism are rooted

in pardoning the fathers of modern
medicine as men of their time.

Even today we continue to have
discussions about believing people when

they say they have pain,
using medication for pain control during

gynecologic procedures like cervical
biopsies, IUD insertions,

and allowing people to exercise autonomy
in reproductive choice and gender

affirming care.

Taking down Sims statue in Central Park
and re-examining his legacy are owed to

the difficult conversations had regarding
the future of reproductive healthcare.

Medicine cannot continue to deny the
large part that racism, transphobia,

and homophobia play in perpetuating poor
health outcomes,

and it absolutely has to reconcile its
history to ensure a better future for

everyone seeking care.

These difficult but necessary
conversations must shift away from the

accomplishments of the founders to a true
dissection of obstetrics and gynecology

concerning reproductive health, rights,
and justice.
[Kara Malone]: To move the discussion
forward,

we have to ensure that we are on the same
page as far as definitions.

Reproductive health focuses on:
healthcare services, facilities,

research and patient provider
relationships.

It includes birth control,
fertility methods,

abortion and pregnancy care.

Reproductive Rights centers on legal
rights to reproductive healthcare

services and advocates for comprehensive
LGBT+ inclusive sex education and

affordable healthcare.

Reproductive Justice merges reproductive
rights with social justice through a

human rights framework.

It addresses racial justice,
LGBT+ liberation, and economic justice.

The term "reproductive justice" was
coined in 1994 by Black women to center

the experiences and needs of Black women
because the mainstream pro-choice

movement did not meet the needs and lived
experiences of women of color.

While the term was officially coined in
1994, women of color,

including indigenous women and LGBT+
individuals, particularly trans women,

have been leading the struggle for
reproductive equality and liberation for

centuries.

Reproductive justice merges reproductive
rights and social justice and goes beyond

considerations of biological reproduction
and includes LGBT+ liberation, racial,

economic, disability, immigrant, criminal,
environmental, food, and housing justice.

Reproductive justice asserts that having
a legal right is meaningless without

financial,
geographic and cultural accessibility.

Reproductive justice will be achieved
when all people can determine if,

when and how to not have a child,
to have a child,

and to parent the children that they have
in safe and healthy environments.

Reproductive justice also includes access
to gender affirming care for all people.

So what does reproductive justice have to
do with healthcare for gender and sexual

minorities?

How do we link reproductive justice with
gender and sexual minority healthcare and

aggrandize the importance of inclusive
reproductive healthcare?

I think that this quote from Kate Kendall,
former executive director of the National

Center for Lesbian Rights,
drives home the point about the

connection between gender and sexual
minority rights and reproductive rights.

"The animus against those who support
LGBT rights and against those who believe

that we should have bodily autonomy and
reproductive choice flows from the same

poisonous tree."

When I was a medical student trying to
decide on this on a specialty,

the only other rotation I loved as much
as I did obstetrics and gynecology was

actually palliative care.

On the surface,
the two specialties are complete

opposites,
as one is generally thought of as

ushering life into the world and the
other is doing the opposite and escorting

life out of the world.

But there is significant overlap

when you strip down the specialties to
their most basic. In both,

patients choose you and grant you access
to the most personal and vulnerable parts

of their lives involving transitions.

Whether it's birth and dying or gender
affirming care,

you are there to support them while they
exercise autonomy,

and they do so with dignity.

Pete Alex Harris is an author of science
fiction, fantasy,

and short horror stories.

He made this quote following the 2022
Supreme Court decision leak on the

overturning of Roe versus Wade.

This quote captured my exact feelings and
the heart of why I practice obstetrics

and gynecology the way that I do.

"If you don't accept the bodily autonomy
is an essential unconditional liberty,

it's a waste of time talking to you at
all.

No other celebrity survive without that
one more fundamental than property rights.

If you don't own yourself,
absolutely you own nothing."

So again,
what does reproductive justice have to do

with healthcare for gender and sexual
minorities?

Everything.
Gender and sexual minority health issues

and sexual and reproductive healthcare
are inextricably linked because they both

involve individuals autonomy in their
most intimate decisions.

Unfortunately,
the healthcare system in the United

States has historically failed and
largely continues to fail gender and

sexual minorities through health
disparities and sexual and reproductive

healthcare and worse health outcomes than
the population overall.

Disparities are due to a series of
barriers in the healthcare system,

including: fragmentation of health
services, discrimination from providers,

and insurance issues,
all of which can be exacerbated by racism

and intersecting oppressions.

Sexual and reproductive healthcare
services are crucial components of a

holistic picture of healthcare for gender
and sexual minorities.

We have to shift away from thinking that
obstetrics and gynecology is only

concerned with Women's Health because in
that narrow normative approach,

standard obstetric and gynecology care
fails Transgender and gender expansive

people.

Reproductive healthcare focuses on all
people who are capable of carrying or

causing a pregnancy,
which may include queer, trans,

and non binary people,
and all of those people may need full

spectrum pregnancy,
family planning and abortion care.

Reproductive healthcare includes family
planning,

which includes vasectomy and abortion
care and family building discussions.

The spectrum of reproductive healthcare
also includes health screenings,

which cover prevention and management of
sexually transmitted infections,

cancer screening and prevention,
and sexual health and well-being.
[Kara Malone]: When we think about
barriers to care that gender and sexual

minority face,
we generally can break them into four

different parts.

The first barrier is the physical space.

Within an office,

there's often a ton of materials just
lying around.

Breast and prostate cancer materials are
notoriously gendered and leave trans and

non-binary people out of the discussions
about screening.

Breast cancer materials and screening
centers are often drenched in pink and

can have setups that feel dangerous for
transgender men with women only waiting

areas,
pink gowns and printed material that only

use women to discuss people who get
breast cancer.

Practice names can be very gendered with
a heavy focus on the heteronormative

pregnancy and the gynecologic experience.

"Physicians to women,
" "all about women" are examples of

different practice names.

We should move away from these types of
names and toward more neutral names for

offices.

Offices should use neutral colors instead
of Pepto Bismol pink for everything,

including the furniture and the scrubs.

Now we do have to give some historical
perspective regarding the "pinking" of

the specialty.

This pink practice was born out of a
desire to create a safe,

welcoming space within a system that
previously did not even think of taking

care of women as respectable work,
and largely left the work to midwives

until the last half of the 1800's.

The pinking of the spaces was a direct
response to the changes brought on by

moving the practice of obstetrics and
gynecology from midwives to physicians.

With the rise of feminism,
it was an effort to take the practice

back to a more patient centered space
that welcomed feminist voices and

perspectives.

It was an effort to make obstetrics and
gynecology safe again for women.

This also coincided with an increase in
the number of women physicians.

Apprentice midwives practice childbirth,
which centered the experience of the

birthing person.

Throughout the 20th century,
midwifery practice encompassed women from

all backgrounds,
including enslaved Black women who worked

as enslaved midwives in the Southern
states.

Midwives learned through apprenticeship
from experienced older midwives.

They traveled to homes to care for
mothers and their babies.

Midwives were critical to their
communities and often were the only

primary care providers.

A stark divide began to take root in the
late 1800s when white male physicians

began to explore childbirth and
gynecology with greater interest.

Their approach was based on the
medicalization of childbirth and focused

on labor and delivery as a procedure.

Physicians began to oppose midwife
assisted births and launched campaigns

against the profession.

They promoted medical science and touted
the pain relief that hospitals could now

offer.

By the turn of the century,
physicians attended approximately half of

births,

despite having very little training in
obstetrics.

In rural America,
midwives continue to attend the majority

of births, and the southern states,
Black midwives,

sometimes called granny midwives,
attended up to 75% of births until the

1940s.

A combination of laws,
educational restrictions,

and campaigns against the profession led
to the dismantling of their practice.

The 1910 Flexner Report was a study of US
medical education and had a

transformative impact on midwifery.

The report laid out a road map which,
in addition to providing a profoundly

racist, sexist,
and classist blueprint for medical

education,
rightly concluded that America's

obstetricians were poorly trained.

One recommendation was hospitalization
for all deliveries and the gradual

abolition of midwifery.

Rather than consult with midwives,
the report argued,

poor women should attend charity
hospitals,

which would also serve as sites for
training doctors.

The Flexner report also led to the
closure of five historically black

medical schools and left only two open.

Howard and Meharry,
which continue to be the only to open

today.

A third school, Xavier Ochsner,
is planning to open within the next few

years.

In 1914,
twilight sleep was introduced for labor.

Twilight sleep was induced through a
combination of morphine for relief of

pain and scopolamine and amnesiac that
caused women to have no memories of

giving birth.

Upper class women initially welcomed it
as a symbol of medical progress,

although it's negative effects were later
publicized.

In 1915, Doctor Joseph DeLee,
author of the most important obstetric

textbook of that period

described childbirth as a pathologic
process that damages both mothers and

babies often much.

He said that if birth were properly
viewed as a destructive pathology rather

than as a normal function,
the midwife would be impossible even of

mention.

In the first issue of the American
Journal of Obstetrics and Gynecology,

Dele proposed a sequence of interventions
designed to save women from the evils

natural to labour.

The interventions included routine use of
satedens, ether, episiotomies and forceps.

Though the pinking had its beginnings and
creating safe spaces as women were

fighting for liberation and reproductive
rights,

the practice has now outstayed its
welcome and has become a tool that

reinforces societal gender expectations
and notions of gender critical feminism.

It continues to sow division instead of
unity amongst people who are marginalized

in very similar ways and reminds me of a
quote.

"If you have come here to help me,
you are wasting your time.

But if you have come because your
liberation is bound up with mine,

then let us work together."

This quote is from Lilla Watson,
an Australian indigenous human rights

activist.

Bathroom signs should be neutral.

It can be very unsafe for a trans or non
binary person to use the restroom.

They can get clocked or misgendered,
which can be a humiliating and a possibly

dangerous experience.

Single stalls are safe because there's no
alarm when they exit the stall where they

can be confronted by another patient or a
family member.

The goal is to neutralize the office
environment by avoiding gender specific

decor and terminology.

The next barrier is staff.

You want to make sure that you are
recognized as the office champion.

Help to hire staff members who are
diverse and represent different ethnic,

racial and gender identities.

Train all the staff members,
the front desk, the nurses,

the medical assistant, lab personnel,
providers to provide inclusive care to

sexual and gender minority individuals.

The Safe Zone Project is a free resource
for two hour LGBT+ awareness and ally

training.

It offers curricula and resources as well
as Train the Trainer guides.

The Genderbread Person is a free
edu-graphic that is a good place to start

with educating office staff about the
differences between gender identity, sex,

gender expression, sexual attraction,
and romantic attraction.

The office can work on updating non
discrimination policies and I recognize

that this can be a challenge if you are
part of a larger organization,

but there's no reason that this cannot be
a goal.

If you're private practice,
you can make this a part of your founding

documents and office policies.

Another barrier to care involves medical
records.

Does your office or institution have
inclusive intake forms?

Allow space for patients to decline to
answer and protect patient

confidentiality and preferences.

Don't assume monogamy when you're seeing
patients.

You have to allow space for people and
non-monogamous or polyamorous

relationships.

Patients may feel marginalized and not
return if not given the space to disclose.

My philosophy when I talk to patients
about safe sex is to protect your surface.

No need to focus on what body parts
people have,

it leaves it completely out of this
discussion.

If your surface is going to touch someone
else's surface,

then you need to protect it.

Address family planning and birth control
needs with every single patient who walks

into the door.

You also have to ask your patients:

Are they out with their families,
their emergency contacts,

and also at work?

Do you need to refer to them using
different names or different pronouns

If you're going to be calling their
emergency contacts or family?

Clarify how patients would like to
receive communications and how they

should be referred to with the people you
are going to be contacting.

Changes in legal sex can make billing
difficult due to the electronic medical

record and billing codes.

The ICD-10 billing codes do not take into
account legal sex changes.

Per billing,
you cannot perform a hysterectomy on a

male patient as those procedure codes are
not available for that assigned sex.

You always have to inform the patients of
the possibility that a legal sex change

in the chart may take place for billing
purposes.

Do you need to change your form letters
for work

excuses as obstetrician?
As a gynecologist,

all of my form letters within the system
say that I am an obstetrician and a

gynecologist.

If I have a trans patient who is having
surgery and needs to be off from work,

but who is not out at work,
I have to make sure that my form letters

do not include what my specialty is so
that I do not inadvertently out my

patient at work.

This can affect form letters from the
system because it changes pronouns and

honorifics.

The next barrier to care is with
collaboration.

The responsibility falls on you to figure
out who are the other people doing the

work within your hospital system,
who is doing the work in the community.

It is absolutely your responsibility to
know who the providers are who are not

comfortable caring for sexual and gender
minority patients.

Providers can object to taking care of
patients,

and it is better to know where they stand
than to expose patients to anti-LGBT+

viewpoints that will further marginalized
them and cause them to lose trust in you

because you sent them to someone who
treated them poorly.

You want to make sure that you build a
support network.

Work to create a formal or informal group
of people that you trust to take care of

your patients.

If you have access,
you can also refer them to a

multidisciplinary gender affirming care
team that may include endocrinologists,

estheticians, surgeons, social workers,
voice coaches, therapists, hair stylists,

personal trainers, fashion consultants,
and cosmetologists.

Ask patients for references for providers
or service providers that they have

previously used.

The LGBT+ community is tight knit and
patients are your best references and

resources.
[Kara Malone]: So what can you do?

Educate yourself and your staff.

The Internet is a vast resource,

you can find anything you need to improve
your practice.

Think about ways that you can change your
practice to be more inclusive.

Assess and improve your workplace
environment through process changes.

If you want to know how your office is
doing,

then develop a process to collect and
analyze the desired information and

results.

You then have to implement change based
on those results.

One way to do this is through quality
improvement.

Quality improvement is a systematic,
formal approach to the analysis of

practice performance and efforts to
improve performance.

First,
you want to establish a culture of

quality in your practice.

Your practices, organization, processes,
and procedures should support and be

integrated with your quality improvement
efforts.

The culture of a practice, its attitudes,
behaviors,

and actions reflect how passionately the
practice team embraces quality.

The QI (Quality Improvement) culture
looks different for every single practice,

but may include establishing dedicated QI
teams, holding regular QI meetings,

or creating policies around your QI goals.

Next,
determine and prioritize potential areas

for improvement.

Identify and understand how your practice
could improve.

Examine your patient population to
identify barriers to care,

frequently diagnosed chronic conditions,
or groups of high risk patients.

You can also look at your practice
operations to identify management issues

such as low morale,
long patient wait times,

or poor communication.

Then you will collect and analyze data.

Data collection and analysis lie at the
heart of quality improvement.

Your data will help you understand how
well your systems work.

Identify potential areas for improvement,
set measurable goals,

and monitor the effectiveness of change.

It's important to collect baseline data
before you begin a QI project.

Commit to regular data collection and
carefully analyze your results.

throughout the project.
You will make decisions based on your

analysis.

After you collect and analyze data,
you will then communicate your results.

Quality improvement efforts should be
transparent to your staff, physicians,

providers, and patients.

Include the entire practice team and
patients when planning and implementing

QI projects and communicate your project
needs, priorities, actions,

and results to everyone,
patients included.

When a project is successful,
celebrate and acknowledge that success,

but don't forget to commit to ongoing
evaluation.

Quality improvement is a continual
process.

A high functioning practice will strive
to continually improve performance,

revisit the effectiveness of
interventions,

and regularly solicit patient and staff
feedback.

Finally, spread your successes,
share lessons learned with others to

support wide scale,
rapid improvement that benefits all

patients and the healthcare industry as a
whole.

Process changes can come through analysis
of current practices and quality

improvement efforts.

The "Plan-Do-Study-Act" method is a way
to test a change that is implemented.

Going through the four steps guides the
thinking process into breaking down the

task and to steps and then evaluating the
outcome, improving on it,

and testing again.

Most of us go through some of all of
these steps when we implement changes in

our lives and we don't even think about
it.

Having them written down often helps
people focus and learn more.

The PDSA cycle is iterative,
meaning it repeats until the desired

improvement is achieved.

Each cycle builds on the previous one,
promoting continuous learning and

improvement.

If you want to know how your office is
doing with gender and sexual minority

patients, then you have to ask them.

Start by developing a method to elicit
patient feedback,

especially if there is no process in
place to survey patients about their

office experience.

You can focus on areas such as staff
interactions,

any instances of misgendering,
inclusivity of the office environment,

and provider sensitivity.

When it comes to feedback analysis,
it is important to summarize patient

feedback and identify areas for
improvement.

This will allow you to implement changes
based on patient suggestions and their

feedback.

If you were to perform a PDSA,
your results might show incidents of

misgendering,
a lack of inclusive signage in your

practice,
and patient discomfort during exams.

Please review the resource links for
information about the "Plan-Do-

Study-Act" method and then use the AHRQ
worksheet to apply the PDSA method to the

case provided.

After completing your coursework,
you should have started to think more

about how your clinic can become active
and its pursuit of providing

gender-affirming care using a
reproductive justice framework.

To help you in this process,
consider the following case.

Your office manager comes to you with a
complaint that one of your patients

reported that they were misgendered when
signing in for their appointment.

They also reported that the office
paperwork is outdated.

You review the intake forms and
immediately note that the only options

for gender are male or female.

There is no place to disclose preferred
pronouns,

and sexual orientation is not even on the
form.

You decide that you would like to take a
better look at your clinic and its

processes to determine what percentage of
your patient population identifies as a

gender or sexual minority, or both,
and how often patients are feeling

discriminated against.

Over the next three months,
your survey finds that one-third of

patients who identify as gender and
sexual minorities reported being

misgendered,
75% reported feeling excluded by the

intake forms,
and 60% reported feeling like they did

not belong in your office.

Your task is to use the PDSA method to
address one of the three concerns.

The first concern is misgendering by
staff,

the second concern is non-inclusive
intake forms,

and the third concern is non-inclusive
office environment.

Whatever concern you choose to address,
you should come up with at least two

different solutions for the concern which
you can implement.

What are some strategies that can be
implemented to improve patient

experiences?

Telehealth can be a viable model,
especially for patients who have a hard

time with the thought of coming to the
gynecologist office.

This offers a safe way to interact for
the first time and remove the pressure of

the gynecologic visit and the concern for
the pelvic exam at the first visit.

Future visits can be conducted in the
office depending on patient care needs,

but the goal is creating a safe,
welcoming,

patient centered care environment,
not removing patients from the office.

Another strategy you can implement is do
not undress patients before entering the

room or even at the first in office visit.

Unless a patient has a specific complaint
that needs to be immediately addressed,

there is no reason to do a breast or
pelvic exam in the same meeting.

You can discuss this directly with the
patient while clothed.

I know this flies in the face of
everything that was taught in medical

school,
but most everything that was taught was

through the lens of white heteronormative
obstetrics and gynecology without regard

to intersectionality or trauma informed
care.

Additionally,
consider self collection of sexually

transmitted infection screening and pap
smears.

Remember that also that patients have the
right to informed refusal.

Patients can say no.

You can also ensure ongoing training and
education for all staff members and you

can use the safe space or safe zone
training for staff education.

Remember to collaborate with other
providers who are providing care to the

same patient population.

What have they done to make their offices
inclusive?

Finally,
regularly reassess and update practices

based on your patients feedback.

Your primary goal should be to create a
safe,

inclusive and supportive environment for
all patients,

particularly for gender and sexual
minority individuals.

Discrimination breeds health disparities
in healthcare.

There will always be opposition to
advancing care models to benefit

disadvantaged populations and to making
medical training more inclusive.

In July 2022,
the American Association of Medical

Colleges published a report examining
faculty responses from the AAMC

Standpoint Faculty Engagement Survey.

The report displayed representation and
perception information for faculty who

identified as gay, lesbian,
and bisexual to understand the

experiences of academic faculty,
but did not include gender identity.

Data was collected from 26 institutions
between 2019 and 2022 and represented 13,

675 faculty.

Of those, 11,
476 provided data on their sexual

orientation and 448 identified as LGB+.

Overall,
approximately 4% of faculty identified as

LGB+, with 1.
4% identifying as both LGB+ and faculty

of color,
which includes all underrepresented

groups in medicine categories as well as
Asian faculty.

Of the LGB+ group,
approximately 56% identified as gay or

lesbian, 39% identified as bisexual,
and 5% as another sexual orientation.

The largest proportion of LGB+ faculty
were white LGB+ men,

and the smallest proportion were LGB+,
underrepresented in medicine, women.

LGB+ faculty felt less respected overall
than their straight counterparts.

LGB+ women were the least satisfied with
aspects of DEI at their institution

compared with straight women,
and straight men were the most satisfied

in all areas of DEI.

LGB men were also less satisfied with DEI
efforts than their straight counterparts,

but the differences in perceptions were
not as divergent as they were between

LGB+ and straight women.

Understanding the perceptions of LGBT+
faculty is critical to understanding an

institution's overall inclusive climate,
and understanding the proportion of LGB+

faculty is important to learning how best
to support LGB+ faculty.

Given that the National Statistics
estimate that almost 10% of the US

population identifies as sexual
minorities,

we need to understand if numbers from
this report are underreported in this

group because people do not feel safe
disclosing,

or if the lower numbers are due to biases
and recruitment, hiring,

and retention efforts.

Further inquiry into how institutions can
support LGB+ faculty and advance

equitable policies and practices at their
institutions will contribute to overall

institutional success.

Increasing the diversity of healthcare
providers is critical to cultivating and

uplifting a community of physicians who
can meet the needs of diverse patient

populations.

The EDUCATE Act,
introduced by Republican Representative

Doctor Murphy out of North Carolina,
aims to prohibit medical schools from

receiving federal funding if they adopt
policies and requirements relating to

diversity, equity and inclusion.

Medical organizations,
including the American College of

Obstetrics and Gynecology,
have come out with strong opposition

statements to the anti DEI efforts that
have increased in the last few years.

There will always be people who fight
against change.

Are you prepared to fight back?

Are you willing to keep showing up to
advocate and to give up your seat,

not to make a seat,
To give up your seat at the table to

those who have not been invited into the
room?
