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Abstract
The purpose of this study was to examine the experiences of LGBTQ Doctor of Physical
Therapy (DPT) students at a large public university in the south-western United States, as it
relates to the culture and climate of the program and campus. The LGBTQ community faces its
own unique health disparities. Research in medicine suggests improving the diversity of the
healthcare profession is a vital component in improving access to care, and this requires the
creation of inclusive and supportive educational environments for LGBTQ identifying healthcare
students. However, minimal research exists examining the experiences of LGBTQ physical
therapy students.
The study used a critical ethnographic approach using one-on-one interviews with
participants. The theoretical framework was centered on Critical Race Theory and Queer Crit,
with influences from the heteronormative perspective. The use of one-on-one interviews allowed
for the voice of each participant to be heard by including their experiential knowledge on the
topic of this study. Study findings revealed five major themes: (a) navigating the
heteronormative clinic and campus, (b) experiences of microaggressions and discrimination, (c)
barriers to being out, (d) the role of religion, and (e) mechanisms of support for LGBTQ DPT
students. The majority of participants reported a supportive environment on campus, but reported
on the challenge of navigating heteronormative assumptions in clinical settings. Individuals with
multiple intersecting identities reported more frequent incidences of microaggressions and
discrimination related to race, ethnicity, body size, language use, and presumed foreignness.
Findings support the need for continued use of intersectional research methodologies in order to
support LGBTQ DPT students reach and navigate professional practice.
Keywords: LGBTQ, DPT, Critical Race Theory, Queer Crit, heteronormative
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Chapter 1
On June 15th, 2020 the Supreme Court of the United States ruled that an employer who
fires an individual for being homosexual or transgender is in direct violation of Title VII of the
Civil Rights Act of 1964 (Bostock v. Clayton County, 2020). The ruling was made with the
argument that Title VII “outlawed discrimination in the workplace on the basis of race, color,
religion, sex, or national origin” and that an employer firing an individual on the basis of being
homosexual or transgender makes that decision from a position where “sex plays a necessary and
undisguisable role” (Bostock v. Clayton County, 2020, p. 2). In contrast, on June 12th, 2020 the
Department of Health and Human Services (HHS) under the Trump administration, continued to
move forward with a ruling that threatens to remove healthcare protections for transgender
individuals (Alonso-Zalvidar, 2020).
Despite the Supreme Court ruling, the HHS ruling focuses on the definition of sex as
being distinctly shaped by biology, and dismantled Obama-era protections that included
protections from discrimination based on gender identity and biological gender (AlonsoZalvidar, 2020). The HHS ruling has been published in the Federal Register and will take effect
August 18th, 2020 (Alonso-Zalvidar, 2020). Professional healthcare organizations including the
American Medical Association (AMA) and the American Physical Therapy Association (APTA)
issued statements against the HHS ruling, highlighting how it would increase discrimination,
decrease access to healthcare for an already marginalized community, and is counter to the
values and codes of ethics of healthcare organizations (American Physical Therapy Association,
2020; Robeznieks, 2020). On the one hand the civil rights of Lesbian, Gay, Bisexual,
Transgender and Queer (LGBTQ) individuals took a step forward, while on the other hand, the
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situation moved backwards and threatens the health and well-being of the LGBTQ community,
despite the input of healthcare professionals.
Ironically, according to the HHS, health disparities are defined as health outcomes seen
to a greater or lesser extent between populations of differing race or ethnicity, sex, sexual
identity, age, disability, socioeconomic status (SES), and geographic location (HHS, 2019b).
Research continues to support the impact these elements can have both positively and negatively
in influencing an individual’s ability to achieve good health. The LGBTQ community has been
recognized by HHS during pre-Trump administrations, as a group presenting with its own set of
unique health disparities connected to discrimination, societal stigma, and denial of their civil
and human rights (HHS, 2019a). Starting in 2010, and continuing with Healthy People 2020 (a
focused ten year program with specific science based national health objectives), the HHS has
had an over-arching goal of improving “the health, safety, and well-being of lesbian, gay,
bisexual, and transgender (LGBT) individuals” (HHS, 2019a).
Along with the HHS during previous administrations, all major U.S. medical and allied
health care professional organizations including the Gay and Lesbian Medical Association
(GLMA), continue to issue guidelines and supportive position statements for the affirmative
treatment and healthcare of LGBTQ individuals in an attempt to bring awareness to the
continued discrimination and lack of access to healthcare frequently faced by this community
(Bidell & Stepleman, 2017; GLMA, 2001, 2006; Lambda Legal, 2010; Makadon et al., 2007).
This includes specific recommendations for improving the quality of education received by
students in professional healthcare programs (Association of American Medical Colleges, 2014;
Copti et al., 2016; Eliason et al., 2010; Glick et al., 2020; McNiel & Elertson, 2018; ObedinMaliver et al., 2011). Research suggests great variability in the quality or even quantity of
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education provided to future healthcare professionals in regard to providing healthcare for the
LGBTQ community (Dubin et al., 2018; Glick et al., 2020; Obedin-Maliver et al., 2011).
Specifically, relating to physical therapy education, a 2016 position paper advocated for the
inclusion of “physical therapist education curricula specific to the health care needs of people
who are LGBTQ” in programs across the United States, and secondly for these same programs to
self-examine whether they in turn, were providing safe and supportive environments for their
students who identify as LBGTQ (Copti et al., 2016, p. 13). Minimal research exists examining
the experiences of LGBTQ physical therapy students during the process of their professional
education which includes both didactic instruction and clinical internships within the
professional healthcare environment (Copti et al., 2016; Dhaliwal et al., 2013).
Positionality
As a middle-aged, white, heterosexual, cisgender female, one might question my
positionality in regard to this proposed research topic. Currently, I teach full-time as a clinical
faculty member in the Doctor of Physical Therapy (DPT) program at a large public research
university in the south-western United States, situated in a metropolitan area. Prior to my life in
academia, I spent 15 years as a professional dancer, and many years prior to that in training.
Many of the young men I danced with openly self-identified as gay. While my experience was
not the same as that experienced by some of my peers a decade or so older than myself who lost
“entire casts of boys” to the AIDS epidemic, while performing in a major production show from
1995-2003, we still lost two men to AIDS (one in veiled secrecy), and a third young man to
suicide as he struggled to come to terms with his sexual identity and religious upbringing. Stories
about coming-out, discrimination, receiving a HIV+ diagnosis, being out here in this city but not
to your visiting parents, all gave me a small window of insight into some of the daily struggles
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these men faced. It was not until the summer of 2019 when we had a reunion of the show, that I
realized how our lives backstage together did not fit the heteronormative workplace I have since
experienced in the realms of physical therapy and academia. In short, it is not a show celebration
for us without a “drag” performance, which used to be a regular, at least weekly occurrence
backstage. In her discussion of queer theory, Watson (2005) states “strategic ‘play’ of queer
activity (i.e., drag) entered into artistic and cultural representations of art and theatre” (p. 73). In
our show, it was embedded in the culture. Watching a dear friend of mine rehearse his number,
wearing the costume of our former female lead, wearing my heeled shoes, I suddenly recognized
how this was always “our norm.” There truly was a moment of recognition for me that the
professional expectations around the academic and healthcare workplace are truly embedded in a
heteronormative narrative, that even from my gender and sexual identity perspective, I
sometimes feel like resisting.
As a faculty member for the last ten years within a DPT program, my students have
taught me as much as I have taught them, if not more so. My journey to my specific PhD
program, came from a realization that our program was leaving gaps in the curriculum where it
pertained to cultural competency and humility. As I started the PhD program I was expecting to
approach cultural competency from a wide lens. However, just as I started the program, a
position paper published in the Journal of Physical Therapy Education highlighted two points,
there are no guidelines from our accreditation agency on LGBTQ curriculum content, and
physical therapy programs are likely not meeting the needs of their LGBTQ students (Copti et
al., 2016). As I narrowed my focus towards LGBTQ cultural competency in physical therapy, I
recognized the overwhelming gap in the research and our text books, and the telling lack of
guidance from our professional association and accreditation agency (Leavitt, 2002; 2003; 2010).
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When I say that my students have taught me, specifically on this topic, it has been from a
combination of shared life experiences as students, and reflections from written assignments that
have confirmed for me that LGBTQ students often do not feel supported. Some have shared
experiences of discrimination and hostile environments both inside and outside of the classroom
(Copti et al., 2016; Rondahl, 2011). In turn, it can be argued that heterosexual students arrive
with a heteronormative perspective of society and the educational environment (Rondahl, 2011;
Sanders, 2008; Wimberly, 2015). Evidence over the years collected in the same manner noted
above has suggested that a small percentage of my students exhibit homophobic viewpoints,
based on their religious and/or cultural upbringings, and/or inaccurate and outdated
understanding of how the HIV virus is transmitted (Arguello, 2016; Rondahl, 2011). Coupled
together, these experiences, viewpoints and attitudes are likely to continue into the healthcare
profession if not addressed within both the overt and hidden curriculum of any healthcare
program.
As I prepared to move forward with this research, my consideration of who might be
participants in this study led me to consider the use of intersectional analysis as a component of
the theoretical framework. Besides identifying as LGBTQ, my participants had the potential to
include those from the Latinx, Black, White, Asian, Pacific Islander, Middle Eastern and other
communities which forced me to also examine my positionality in relationship to these
constructs of social identity and race. I was born and raised in the United Kingdom not the
United States. While I might consider myself a “good liberal white woman,” I fully identify with
the issues related to that standpoint, and that while I was racially socialized in a country other
than the United States, it was a country not without its own racist history and form of racist
socialization that would have undoubtedly shaped my identity (DiAngelo, 2018).
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Growing up in the United Kingdom, my education was certainly framed from a
Eurocentric white supremacist standpoint with a distinct lack of any mention of Britain’s
atrocities during colonial times. There was a brief mention of Black history, of course focused on
the “Atlantic Slave Trade,” seemingly casting all of the blame on the United States. At home I
was raised in a family where my mum spoke adamantly against apartheid in South Africa despite
my paternal aunt living there and refused to purchase anything in the grocery store from South
Africa even if it was the only option for a particular exotic fruit in the depths of a British winter.
She recalled in disgust, my great grandmother ill in a hospital bed, using racist language against
a Black nurse. The message I received was that this was wholly unacceptable, and I distinctly
recall arguing with my own grandmother on her viewpoints on the “lazy Blacks in South Africa,”
when I was all of about thirteen. As a teenager, I was growing up in Margaret Thatcher’s
England and even then, had a sense of understanding as to why Black communities in Brixton,
London were rioting against police brutality, high unemployment and the constant anti-Black
and anti-immigrant rhetoric from her Conservative government.
In reflecting for this positionality statement, I began to identify though that despite the
messages from my family, I heard much more openly racist comments about Asian communities
growing up than I did Black individuals from my immediate family and community. But of
course, in my years of equivalent K-12 education, I had all of one Black classmate. When I came
to the United States, I heard stories of blatant racial discrimination even within the entertainment
industry, one situated in Florida, the other in Branson, Missouri. In my mind, I could not
understand how that level of discrimination still existed and seemed reminiscent of the
segregation of the 1960’s. Now I recognize my naiveté and color blindness. My journey through
the CSIEME program has begun to open my eyes, but I think it was not until taking a Critical
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Race Theory class did I really begin to understand the concept of systemic and institutional
racism, white supremacy and my complicit role in it. I also have to recognize while I was raised
in the United Kingdom, I have undoubtedly been socialized by the culture of this country over
the last 25 years. In the words of Robin DiAngelo:
The sentiments arise when I … see stereotypical depictions of black people in the media,
and hear the thinly veiled warnings and jokes passed between white people. These are the
deeper feelings that I need to examine, for those feelings can and do seep out without my
awareness and hurt those whom I love. (2018, p. 91)
Just as I tell my students that developing cultural competence and humility is a lifelong
journey, I am beginning to understand especially shaped by recent current events, that being a
white anti-racist will never be a final destination, but a life-long journey of learning and
listening. In the Summer of 2020, it became obvious within our DPT program, that just as we
have issues with creating a safe space for our LGBTQ students to flourish, so too do we have
issues with racism and white supremacy and we have all played a part in contributing to that. As
I prepared to move through this project I recognized I needed to be aware of my own position
and that of my participants who in more than one way may be traumatized by white supremacy
and racism, homophobia or transphobia, and recognize the role that my own heterosexual and
racial socialization had the potential to play.
This research was focused on taking place with students, allowing them not only the
opportunity to express their own personal narratives as participants, but the utilization of a
qualitative research approach allowed them the ability to review and give feedback on interview
transcripts (Creswell, 2016; Denzin, 2017; Misawa, 2012). More than anything, this research was
for them. For my self-identifying queer student married to a transgender individual, who shared
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with me that they experience microaggressions “every day.” For my gay male student who
received unhelpful “care” at the student health center, and shared with me the transphobic
“humor” a heterosexual student sent to him, thinking he would find it funny. For my female
student struggling to come to terms with her sexuality in light of her religious upbringing. For
my gay male student sharing with me how his mother had defended his sexuality to the
remainder of his religious and now mostly ostracized family. For my straight male student selfreflecting and eloquently writing about coming to terms with his best friend’s bisexuality. For
my students who “don’t want to say the wrong thing” when working with transgender patients.
For all of the LGBTQ participants of this study who have been resilient enough to navigate the
heteronormative spaces of education and healthcare, and persist to graduation. This is even for
those students who still express anonymous fears about working with HIV+ and AIDS patients,
who still write about “homosexuality” being “a lifestyle choice.” This research is for them too, in
the hope that they recognize the humanity in all of their classmates and patients, and perhaps
learn to dismantle some of their own biases. It is my students who brought me to this place. I
hope to be able to bring something back to them that in turn can serve and support them while in
the classroom, and as they transition into the clinical world. Finally, I hope this makes a small
contribution to improving the healthcare experiences of the LGBTQ community.
Problem Statement and Background
As students in higher education settings, LGBTQ individuals continue to face health
disparities and specific psychosocial concerns related to their lived experiences (Copti et al.,
2016; Renn, 2010). A 2006 report on student mental health throughout the University of
California system identified LGBT students as a group at a greater risk of mental health concerns
related to possible alienation “from general campus populations” (University of California, 2006,
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p. 4). Without quoting specific figures, this same report noted the increased risk of suicide for the
LGBT student population. A study surveying physical therapy, medicine and physician assistant
students at one university found 25% of students had heard disparaging remarks from other
students on campus towards LGBT students one or more time, and 7% had heard similarly
offensive comments from faculty (Dhaliwal et al., 2013).
A study examining the experiences of LGBT nursing and medical students, found that
students frequently felt excluded as an invisible minority, reinforced by a curriculum grounded in
heteronormativity (Rondahl, 2011). Students in healthcare professions rotate through frequent
clinical internships in multiple different settings. Those who identify as LGBTQ may be
reluctant to be “out” in each new setting when their success is frequently dependent on a
supervisor who may or may not be supportive, and each new internship can create a sense of
vulnerability and stress for students (Lourie, 2018; Rondahl, 2011). In physical therapy
education today with no mandated guidelines for cultural competency content related to LGBTQ
healthcare from the profession’s accreditation agency, and minimal understanding of the
experiences of LGBTQ students within physical therapy programs, research that is able to inform
physical therapy education and professional practice related to these concerns is valid and vitally
necessary, and may potentially make a contribution to decreasing health disparities in the
LGBTQ community (Copti et al., 2016; Dhaliwal et al., 2013; Glick et al., 2020).
The health disparities experienced by the LGBTQ community are substantial enough that
on October 7th, 2016, the National Institutes of Health (NIH) director announced the designation
of the community as a health disparities population for purposes of NIH research and funding
(Pérez-Stable, 2016).

A growing body of research has contributed to identifying the multiple

factors that contribute to the experience of health disparities in the LGBTQ population (Lambda
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Legal, 2010; Lykens et al., 2018; Mayer et al., 2008; Rounds et al., 2013). In their paper on sex
and gender minority health, Mayer et al. (2008) identified four key areas as barriers to healthcare
for sexual and gender minority individuals: (a) patients may be reluctant to disclose their sexual
or gender identity when receiving healthcare, (b) a lack of culturally competent healthcare
providers, (c) “structural barriers that impeded access to health insurance and limit visiting and
medical decision-making rights for LGBT people and their partners” (p. 992), and (d) prevention
services that lack cultural competence. Current rulings by the Supreme Court and HHS noted in
the introduction to this paper continue to influence these barriers to accessing healthcare. All of
these factors combined are just as relevant to physical therapy as they are across all healthcare
domains. This study explored the experiences of LGBTQ DPT students during their professional
education framed from the position of a literature review that examined LGBTQ cultural
competence education in healthcare, the experiences of LGBTQ healthcare students, and finally
considering how those two domains together may aid in addressing health disparities of the
LGBTQ community as a whole.
Purpose of the Study
The purpose of this qualitative research study was to explore the experiences of LGBTQ
identifying students within the DPT program at a large metropolitan public research university in
the south-western United States. For the purposes of this research, student experiences were
defined as significant events or interactions LGBTQ students recollect from their time in the
program, including their perceptions of the campus and program climate and culture, and their
experiences in the clinical setting.
This research is intended to contribute to the minimally existing research examining the
experiences of LGBTQ DPT students in the United States (Copti et al., 2016; Dhaliwal et al.,
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2013). A broader aim is to potentially make an initial contribution to an understanding of the
content that needs to be included in entry-level DPT physical therapy programs within the United
States, and the systems needed to ensure LGBTQ DPT students are supported throughout their
educational experience, both in the classroom and clinical settings. At a macro-level, supporting
LGBTQ physical therapy students, and providing appropriate education to all DPT students in
the health care needs of the LGBTQ community, is another small step in addressing the health
disparities evident within this population (Glick et al., 2020). Creating a more inclusive
educational environment for all students and faculty may be seen as creating informal curricula
that supplements the formal instruction, which in turn may also contribute to decreasing the bias
and discrimination present in the health care system for LGBTQ individuals (Association of
American Medical Colleges, 2014; Copti et al., 2016; Snowdon, 2013). While the focus was on
recruiting DPT students and recent graduates for the purposes of this study, findings may be
relevant to other healthcare disciplines including medicine, nursing and dental professions, as
research indicates that similar concerns exist within these healthcare fields both historically and
today (M. Eliason, J. Dejoseph, et al., 2011; M. Eliason, S. L. Dibble, et al., 2011; Randall &
Eliason, 2012; Rondahl, 2011).
Brief Review of the Nature of the Study and Introduction of the Research Questions
This qualitative research study used a critical ethnographic approach to explore the
experiences of the participants during their time in a specific professional healthcare program.
Creswell and Poth (2018), describe ethnography as a qualitative research methodology which
focuses on examining a culture-sharing group. Culture is described as knowledge which
individual members of a group learn as a result of making inferences (Spradley, 1980). Creswell
and Poth further highlight that in the case of ethnographies, the specific group of interest has to
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interact for a long enough period of time that it develops its own “social behaviors of an
identifiable group that can be studied” (p. 91). The specific DPT program examined in this study
is a full-time, three-year lock-step program which lends itself to the creation of a culture-sharing
group. In addition, students in each cohort essentially create a sub-culture of DPT students
embedded within the greater campus culture.
Students admitted to this specific DPT program enter after a competitive entry process
following their completion of an undergraduate degree. Applicants are accepted from across the
United States, and on average may include one or two foreign born individuals per cohort. The
three-year lock-step program results in students experiencing all of their didactic classes as an
individual cohort. Didactic classes take two years to complete with a short clinical internship at
the end of the first year, followed by ten months of long-term clinicals in three separate locations
before graduation at the end of the third year. This results in students not only having to
negotiate the culture and climate of their cohort and campus, but additionally four separate
clinical locations.
Culture has been described as the “deeply instilled values and beliefs of an institution”
(Association of American Medical Colleges, 2013, p. 2; McKay et al., 2007). Therefore, students
who identify as LGBTQ may experience both the culture of the university institution and in turn
experience the DPT program as an additional sub-culture, each with potentially similar,
overlapping or opposing values and beliefs. When examining the experiences of these students it
is also important to consider the climate within which these experiences occur. Climate is often
described as “perceptions, attitudes, and behaviors reflecting the beliefs and values (the culture)
of an institution” (Association of American Medical Colleges, 2013; McKay et al., 2007, p. 2).
In organizational management research, it has been determined that the perception of the
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diversity climate is more important to individuals who identify within a marginalized community
versus those in the majority, and may have effects on their physical and mental well-being
(McKay et al., 2007). Examining the experiences of LGBTQ DPT students will likely be
informative in revealing both positive and negative information on the culture(s) and climate of
the study location. Being able to address these concerns may be the first step in helping to create
a supportive and inclusive culture and climate within healthcare education for students from
marginalized communities, which in turn has been identified as step towards addressing health
disparities as a component of social justice (Antonio et al., 2004; Association of American
Medical Colleges, 2013; Mansh, Garcia, et al., 2015; Traylor et al., 2010).
For the purposes of this study, a critical ethnographic approach seeks to use a social
justice lens and examine the systems of power and privilege that frequently marginalize certain
groups within today’s society (Creswell & Poth, 2018; Denzin, 2017; Merriam, 2002). A social
justice approach was also supported by the proposed theoretical framework (Misawa, 2012;
Stapleton & Croom, 2017). LGBTQ individuals frequently experience discrimination and
marginalization; therefore, a critical ethnographic study design lent itself to the examination of
their experiences within a specific cultural and climate setting. Critical ethnographic research
seeks to advocate for marginalized groups and challenge the status quo within current society
(Creswell & Poth, 2018).
The research questions for this proposed critical ethnographic qualitative research study
were designed to examine and highlight the experiences of LGBTQ students in a DPT program
situated in a large public research university in the south-western United States. The Primary
research questions were as follows: 1) How do LGBTQ students experience an education in a
DPT program at a diverse, minority serving institution? For a sub–question: how open were
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LGBTQ students able to be about their own sexual orientation or gender identity in varying
educational or clinical settings? The questions were developed in consideration of the theoretical
framework, and in relationship to the literature review which will be discussed in greater depth in
Chapter 2. The study design and methodology will be discussed in greater depth in Chapter 3.
Theoretical Frameworks
This study draws from a number of conceptual frameworks including Critical Race
Theory (CRT), Queer Crit and the heteronormative perspective. Consistent threads link between
these theories, resulting in some overlap between perspectives. Based on my previous
interactions with LGBTQ DPT students and drawing specifically from the fields of critical
scholarship and research, it was expected that the concepts of intersectionality, and counterstory
from CRT might also reveal themselves as the study progressed, and subsequently lend
themselves to the analysis of findings. A specific theoretical framework combining CRT and
Queer Crit with components of heteronormativity is outlined in Chapter 3 (Misawa, 2012;
Stapleton & Croom, 2017).
Critical Race Theory
CRT traces its roots back to critical legal studies and radical feminism. Developed as a
response to what many individuals saw as the failure of the civil rights movement of the 1960’s,
as an example, the failure of equal resource distribution and integration across education post
Brown vs. Board of Education (1954), the development of CRT allowed for scholars and
activists to use the foundations of critical legal studies and examine the ongoing racial
inequalities with a new lens. In the words of Delgado and Stefancic (2017), CRT was established
to examine “the relationship among race, racism and power” (p. 3). CRT is described as having
five primary tenets; racism as normal, interest convergence, intersectionality and anti-
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essentialism, voice or counter-narrative, and race as a social construction (Crenshaw, 1991;
Delgado & Stefancic, 2017; Ladson-Billings, 2013). The concepts of racism as normal,
intersectionality and voice or counter-narrative were expected to reveal themselves to be of
importance during data analysis, based on the anticipated participants for this study.
Kimberlé Crenshaw (1991) has been credited with creating the concept of
intersectionality as it relates to her work examining the unique experiences of Black women. In
essence an individual has many “over-lapping identities” shaped by their own experiences and
identities as they relate to race, sex, gender, class, sexual orientation etc. (Delgado & Stefancic,
2017, p. 11). Secondly, the need for hearing the voice or counterstory from individuals who have
experienced racism and oppression is a continuing thread through CRT, for who else can share
their experiences from such a unique positionality? (Delgado & Stefancic, 2017). In the United
States it is not atypical for a white, Euro-centric and heteronormative perspective to be presented
throughout the recalling of history in both society and education. This leads to the invalidation of
the histories and stories of the non-dominant group, and with this in mind, the hope is that the
voices of counterstories allows for the restoration of all voices (Ladson-Billings, 2013). While
originally used to examine the experience of oppression as it relates to racism, when taken in
consideration with intersectionality, hearing the voices of LGBTQ individuals is relevant and
important in understanding their experiences as students, healthcare consumers, future
professionals, and members of society today.
Queer Crit
Queer Crit as a movement evolved from CRT, partially as a response to LGBT
individuals who were participating in the early CRT workshops feeling excluded from the
conversation, particularly related to whether or not gay or lesbian individuals were considered
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oppressed from a CRT perspective (Phillips, 1999). Delgado and Stefanic (2017) describe Queer
Crit as a sub-discipline of CRT, and define it as a “theory that places sexual orientation and
liberation at the center of analysis” (p. 175). The authors also describe theorists engaged in
Queer Crit as LGBT theorists or queer legal studies theorists, but regardless of the terminology
used to describe them, theorists in this field “examine the interplay between sexual norms and
race” (p. 96). Misawa (2012) makes a clear connection back to CRT by describing this interplay
as “the intersectionality of race and sexual orientation,” and the need of individuals who identify
as both racial and sexual minorities to be able to experience social justice and human rights
equivalent to the rest of society (p. 242).
Heteronormative Theoretical Perspective
The heteronormative theoretical perspective organizes identities into binary categories,
such as male-female and heterosexual-homosexual in a hierarchal system that privileges
heterosexuality (D’Emilio, 2004; Wimberly, 2015). This theoretical perspective places the male
heterosexual at the top of the hierarchy resulting in the continued “support of patriarchy and
male dominance” across society (Wimberly, 2015, p. 7). Secondly, the heteronormative
perspective maintains the ideal of the male-female relationships being the norm and the
foundation of the “patriarchal nuclear family,” resulting in a historically maintained model upon
which research and policy decisions are frequently made (D’Emilio, 2004, p. 7; Wimberly,
2015). This concept also links to the ideology of the Euro-American heteropatriarchy described
by Valdes (2003), as the type of identity politics needing to be examined and dismantled by CRT
and its related disciplines. Heteropatriarchy maintains the societal and cultural dominance of the
“white European-identified male who is heterosexual and masculine, as well as able-bodied and
financially secure in conventional capitalist terms” (Valdes, 2003, p. 79). Individuals or
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communities identifying with gender, sexuality or marriage outside of the concepts of
heteronormative ideals, may find themselves being judged as deviant and immoral from the rest
of society, and experience a frequent sense of exclusion in certain societal settings (Carpenter &
Lee, 2010; Sanders, 2008; Wimberly, 2015). The heteronormative theoretical perspective
frequently results in negative consequences for members of the LGBTQ community across many
aspects of society including education and curriculum design, healthcare of the individual and
public health, politics, religion and family (Carpenter & Lee, 2010; D’Emilio, 2004; Renn, 2010;
Sanders, 2008; Wimberly, 2015).
Operational Definitions
Throughout this paper a variety of operational definitions are used which is reflective of
the current state of research within this topic area. The use of the term sexual and gender
minorities (SGMs) in this paper is reflective of its use by the NIH as a population meeting the
needs for research in the area of health disparities. Per the NIH, SGMs include those who
identify within the LGBT community and, “those whose sexual orientation, gender identity and
expressions, or reproductive development varies from traditional, societal, cultural, or
physiological norms” (Pérez-Stable, 2016, para. 1) . Some authors maintain the term LGBT as
their primary operational definition with the argument that there is a paucity of research on a
number of the identities included under the term SGMs (Bell, 2019). However, many authors use
the term LGBTQ to reflect how the term queer has been embraced as a form of identity
expression and as push back on the heteronormative expectations of society (Carlin & DiGrazia,
2004; Vaccaro & Koob, 2019). For the purpose of this paper, the researcher will primarily use
the term SGM(s), or LGBTQ. However, when referencing sources that use alternative terms, the
terms utilized within those references will be reflected and defined within context and “to honor,
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and accurately represent, prior research samples” (Vaccaro & Koob, 2019, p. 1318). A number
of older studies that will be referenced primarily use the term LGBT.
Reference will be made to the Church of Jesus Christ of Latter-Day Saints in relationship
to the location of the research study. Taking guidance from one of the primary sources
referenced, the terms LDS or Mormon will be used, but will also be guided by the language used
by study participants themselves (Bradshaw et al., 2015). Finally, the term clinical instructor is
used to describe the individual who supervises a physical therapy student while on their clinical
internships. This person is responsible for grading the student and primarily determines whether
or not the student passes the internship. Clinical instructor is commonly abbreviated to CI.
Particularly when quoting participants directly in Chapter 4, the term CI may be used without
writing it out in full, to reflect this commonly used terminology in the voices of the participants.
Brief Review of the Topic Literature Related to the Study
This study examined the experiences of LGBTQ identifying students within the DPT
program at a large public research university situated in a metropolitan area of the south-western
United States. Based on the limited available research specifically within the field of physical
therapy education at this time, the scope of topic literature reviewed was wide-ranging and
included: LGBTQ Health Disparities, LGBTQ and Education, LGBTQ Cultural Competence and
Physical Therapy students, Medical students or Nursing students, and College Experiences of
LGBTQ students. Initial review of the literature suggested parallels would need to be drawn
from existing work in higher education, nursing and medical education, and possibly K-12
education, to assist in framing a study that is reflective of LGBTQ student experiences (Copti et
al., 2016; Rondahl, 2011; Wimberly, 2015).
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Brief Review of the Methodological Literature Related to the Study
As previously stated, there is minimal research examining the experiences of LGBTQ
DPT students during their professional education. The methodological literature review focused
on reviewing qualitative research methodology, primarily from the fields of education,
professional health education and related social sciences (Abes, 2008; Creswell, 2016; Lahmann,
2018; Rondahl, 2011). While focusing on qualitative research, additional literature on critical
ethnography was reviewed particularly as it relates to education and/or healthcare in an effort to
support the development of the methodology (Abes, 2008; Misawa, 2012; Vaccaro, 2012).
Emphasis was also placed on reviewing literature that engaged the use of the proposed
theoretical frameworks for this study in previous education or healthcare research (Misawa,
2010, 2012; Rondahl, 2011; Stapleton & Croom, 2017). Using a critical ethnographic approach
helped frame the desire to understand the culture and climate of an individual DPT program and
campus for LGBTQ students who may well find themselves marginalized in this specific
educational community.
Purposeful Posture of the Study
The purpose of this qualitative research study was to explore the experiences of LGBTQ
identifying DPT students within a large public research university. By examining the experiences
of LGBTQ students, the hope was to reveal information on the culture and climate of the
individual DPT program and the university it is housed in. Based on the researcher’s prior
observations, student interactions and reviewing of written student reflections, there was an
assumption that a lack of cultural competence would be evident potentially within non-LGBTQ
individuals, the DPT program, and across the university with a predominantly heteronormative
perspective influencing the educational experience. It was hoped that the use of critical
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theoretical perspectives to frame the methodology would reveal the complexity of the issue at
hand, yet provide a voice for LGBTQ DPT students in an as yet uninvestigated setting. Results
from the study to be outlined in Chapter 4, have the potential to reveal a need for curricular and
policy changes as a mechanism to ensure a supportive and inclusive environment for LGBTQ
students, and appropriate training for all DPT students and faculty from a cultural competence
standpoint. In turn, curricular and policy changes supported by research have the potential to
make an impact in both the educational and healthcare environments within the university, and
the community at large.
Limitations of the Study
The primary limitation for this study was the small sample size at a single site DPT
program. Findings from this study may not necessarily be directly applied to other DPT
programs, however, generalizations may be able to be drawn that would be of use to similar
programs from a size and demographic perspective. Secondarily, as the primary researcher I am
a faculty member who is well known to the participants. Creswell (2016) advises against
performing qualitative research in “your own backyard,” due to the potential of ethical concerns
or issues of power arising (p. 19). To address this limitation, as the researcher I primarily focused
on interviewing recent graduates of the program and/or third-year students. With the expected
timeline of the study, I would no longer be interacting directly with the third-year students in the
classroom setting which would aid in minimizing these concerns. Working with recent graduates
would also frame the relationship as colleague to colleague versus faculty to student. When
identifying students who identify as LGBTQ for the purposes of participating in this study, I
primarily focused on the recruitment of students and graduates who had historically been out to
me and had previously shared their own student experiences in an unsolicited manner. Mayo
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(2007) notes the limitations of performing research with LGBTQ students who are out,
explaining that frequently LGBTQ students are out in different “spaces and times” (p. 83).
Subsequently, recruiting out LGBTQ students does not necessarily account for the “variety of
ways of being queer” and that focusing on out individuals creates a “specific subset” of LGBTQ
students from a research standpoint (Mayo, 2007, p. 82).
Scope and Significance of the Study
While the scope of this study was limited to one specific DPT program and location, the
hope is that research findings may aid in informing other DPT programs in regard to the culture,
climate and support required for LGBTQ students. Secondly, there is a need to identify what
should be included in a DPT program when educating students in becoming culturally competent
in providing healthcare for individuals who identify as SGMs. Exploring the experiences of
LGBTQ students may provide some understanding of the attitudes and beliefs of heterosexually
identifying students regarding their LGBTQ peers. Findings may provide insight into the
potential biases and heteronormative viewpoints that have the potential of being carried over into
patient care if not addressed in the physical therapy curriculum. While improving the curriculum
has the potential to make LGBTQ students feel less invisible while in their educational setting,
the long range consequences include improved patient care, and making possible contributions to
addressing health disparities for SGM individuals (Association of American Medical Colleges,
2013; Carpenter & Lee, 2010; Copti et al., 2016; Rondahl, 2011). Finally, while there is limited
existing research examining the experiences of LGBTQ students within healthcare educational
settings, there is even less specifically related to physical therapy education (Chur‐Hansen, 2004;
Copti et al., 2016; Dhaliwal et al., 2013; Rondahl, 2011). This research sought to address this
significant gap in the current research.
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Chapter Summary
Chapter 1 provided an introduction and overview to the research study. This included the
researcher’s positionality and personal connection to the subject, the background and purpose for
the research, along with an outline of key theoretical perspectives and operational definitions,
and a brief review of methodological and topic literature. In Chapter 2, a thorough review of the
literature will be outlined to support the research study and methodology.
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Chapter 2: Literature Review
Chapter 1 introduced the research study examining the experiences of Lesbian, Gay,
Bisexual, Transgender and Queer (LGBTQ) Doctor of Physical Therapy (DPT) students, at a
specific public research university in the south-western United States. Chapter 2 will provide a
literature review of existing empirical evidence to assist in framing the methodology, including
the analysis, and eventually the findings and discussion for Chapter 4 and 5 respectively. Where
relevant, connections will be made to the proposed theoretical frameworks used in the study as
they pertain to topic and methodological subject.
Restatement of the Purpose of the Study and Research Questions
The specific research questions for this study were as follows: 1) How do LGBTQ
students experience an education in a DPT program at a diverse, minority serving institution?
For a sub–question: how open were LGBTQ students able to be about their own sexual
orientation or gender identity in varying educational or clinical settings? Based on these
questions, the literature review was broad in its scope based on the limited existing literature
related specifically to the research questions. The literature review focused on the following
specific areas: LGBTQ Cultural Competence in Physical Therapy Education, Medical and
Nursing Education, College Experiences of LGBTQ Students, and LGBTQ Health Disparities.
Identification of the Relevant Literature
The foundational article that inspired this research project was published in 2016. Copti
et al. (2016) published “Lesbian, Gay, Bisexual, and Transgender Inclusion in Physical Therapy:
Advocating for Cultural Competency in Physical Therapist Education Across
the United States” in the Journal of Physical Therapy Education. This particular journal is
considered the primary peer-reviewed journal focused on physical therapy education within the
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United States. As a student in my first semester of my PhD program, this article led me to move
from a broad focus on cultural competence to one more narrowly focused specifically on
LGBTQ cultural competence. The article presented two key focus points, firstly the need to
improve the cultural competence education of future physical therapists in providing healthcare
to the LGBTQ community, and secondly the need to self-examine and ensure that physical
therapy programs themselves are welcoming to students who identify as LGBTQ. It is this
second component based on my own experiences teaching within a specific DPT program since
2011, and interacting with students which helped shape the development of this project focused
on this proposed individual location.
Subsequently, the Copti et al. (2016) article was used as an initial starting point for the
literature review, and other writings within PhD course work and my comprehensive
examination. In particular, a number of references cited in the article provided guidance in
examining the literature regarding the college experiences of LGBTQ students (University of
California, 2006), and to a more limited extent the experiences of LGBTQ students in healthcare
education (Dhaliwal et al., 2013; Rondahl, 2011; Snowdon, 2013). The article by Rondahl (2011)
provided both an insight into the consideration of heteronormativity as a component of the
theoretical framework, and an example of a qualitative research study within a medical
educational setting examining the experiences of LGBTQ medical and nursing students.
A global search for LGBTQ and College Experiences revealed 14, 805 results, yet were
focused across the gamut of the college environment. As I continued through the remainder of
the literature review, I focused on sifting for materials related to graduate and/or medical and
allied health college experiences, aside from a primary reference from the University of
California as a similarly public institution in a neighboring state to the location for this proposed
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study (Copti et al., 2016; University of California, 2006). Using the website Academia.edu for an
initial search for content related to the college experiences of LGBTQ students led to the
website’s algorithm providing a number of articles via email that were reviewed for the purposes
of this study. Subsequently, a number of these articles yielded additional sources from their
reference lists.
Previous coursework and literature reviews in specifically a Health Disparities class, and
a Directed Research class provided peer reviewed content related to LGBTQ Health Disparities,
and LGBTQ Cultural Competence respectively using these search terms via databases available
through the university’s electronic resources. An initial search using LGBTQ Health Disparities
via the university’s library database revealed a return of 5728 findings, of which 10 are books
focusing primarily on specific physical and mental health disparities and 2164 journal articles. A
search using LGBTQ Cultural Competence revealed 4445 results, while combining the two
terms created 1673 results. Once it was established specific journals yielded more relevant
content than others, additional searches were utilized within those publications, for example, the
Journal of Homosexuality and Academic Medicine.
Additional search terms used across databases and journals included LGBTQ and
Medical Students, LGBTQ and Nursing Students, LGBTQ and Physical Therapy, or alternatively
physiotherapy for countries outside of the United States, and combining these terms with
Cultural Competence. Frequently searches resulted in articles focused on the lack of cultural
competence education within the relevant healthcare fields, and only to a very limited extent,
content related to the experiences of LGBTQ students within their education. The combining of
LGBTQ Cultural Competence and Physical Therapy resulted in 2036 results, however,
reviewing the findings revealed a limited number of articles specifically mentioning physical
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therapy or physiotherapy, and frequently content was related to medical and other allied health
professions, resulting in some consist findings when search terms were changed to include
Nursing or Medical Students. Focusing on the articles which appeared consistently across search
findings was an initial step to supplement literature already in place from previous course work.
Individual authors including Michele J. Eliason and Matthew Mansh with multiple publications
on the experiences of LGBTQ healthcare providers, and sexual and gender minority (SGM)
healthcare students provided valuable material and references sources, and cross referencing
their reference lists linked back to much of the relevant content from the initial searches.
Overview of Topic Literature
For the purposes of the literature review, content was split into three domains. Firstly, an
overview of the current status of LGBTQ cultural competence education in physical therapy and
other healthcare disciplines titled as LGBTQ Cultural Competence in Healthcare Education.
Secondly, domain two titled Experiences of LGBTQ Healthcare Students reviewed what is
currently known regarding the experiences of LGBTQ healthcare students during their
professional education. The majority of the material available was found to be from the field of
physician medical education, and to a lesser degree nursing with minimal content including
physical therapy and other allied health professions. Finally, the third domain titled LGBTQ
Health Disparities examines the literature to support how addressing both domains one and two
during physical therapy and healthcare education would potentially contribute to addressing the
health disparities of the LGBTQ community as a whole.
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Domain One: LGBTQ Cultural Competence in Healthcare Education
Domain One will discuss LGBTQ cultural competence first from the position of physical therapy
education, and then review how physical therapy might be informed from other healthcare
disciplines.
Physical Therapy
The accreditation body the Commission on Accreditation in Physical Therapy Education
(CAPTE) is charged with providing initial or continuing accreditation to physical therapy
education programs. CAPTE reviews the inclusion of cultural competence within the physical
therapy curriculum, as a criteria to be assessed: “Cultural Competence–Identify, respect and act
with consideration for patients’/clients’ differences, values, preferences, and expressed needs in
all professional activities” (CAPTE., 2014, p. 46). The primary resource indicated by CAPTE for
programs to utilize when designing cultural competency education is published by the primary
professional organization for physical therapists in the United State, the American Physical
Therapy Association (APTA) and is titled Blueprint for Teaching Cultural Competence in
Physical Therapy Education (BTCCPTE) (APTA, 2014). The BTCCPTE provides (a) an
overview of the historical context of the APTA’s recommendations, (b) a conceptual framework,
(c) definitions and models to support theoretical constructs, (d) goals for cultural competence
education including teaching and learning objectives for knowledge, (e) affective and
psychomotor domains, and (f) resources for teaching cultural competence (APTA, 2014).
Prior to the publication of the BTCCPTE, one of the primary resources for cultural
competence education for physical therapists was a two-part continuing education publication
titled “Developing Cultural Competence in a Multicultural World” (Leavitt, 2002; 2003). The
BCCCPTE is written with broad enough language that physical therapy educators should
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understand this includes cultural competency for sex and gender minority patients. However, the
Leavitt (2002; 2003) articles contain no information on sexual orientation or gender identity, are
clearly focused on racial and ethnic differences, and written in the traditional sense of cultural
competency education with a distinct theme of “the Other” throughout. Leavitt went on to
publish a textbook on cultural competency in 2010 considered to be the primary text for the
subject within physical therapy. The book appears to contain all of one paragraph on health
disparities in lesbians and men in same sex relationships, with no content on sexuality or gender
orientation beyond the heterosexual norms (Leavitt, 2010).
Although CAPTE and the APTA are encouraging DPT and physical therapist assistant
programs to include cultural competence within the curriculum, there does not appear to be
substantial evidence on which educational methods would be most effective, particularly in
relationship to classroom based activities, let alone for content on LGBTQ cultural competency
(Black, 2002; Denton et al., 2016; Musolino et al., 2009; Paparella-Pitzel et al., 2016). In 2016,
Copti et al. brought direct attention to the lack of content regarding sex and gender minority
patients in previous publications regarding cultural competency in the realm of physical therapy
education. In their position paper, the authors made a compelling argument for expanding
physical therapy education curricula to specifically meet the healthcare needs of LGBTQ
individuals, and for physical therapy to take a leading role in addressing the health disparities of
the LGBTQ community (Copti et al., 2016).
Currently, there is a scarcity of literature examing the knowledge and attitudes of
physical therapists in regard to working with SGM identifying patients. In a study examining the
readiness of 402 health care providers (including physical therapists) in working with individuals
with spinal cord injury who identify as LGBT, Burch (2008) found “low levels of knowledge,
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attitudes of tolerance versus respect, and 0% to 20% confidence levels for providing culturally
sensitive services for patients with diverse sexual orientations” (p. 191). This individual article
was the only one cited by Copti at al. (2016) specifically related to physical therapists.
Subsequently in 2017, Pullen et al., published “HIV-Related content in Physical Therapist
Education Programs: A Curricular Needs Assessment” in the Journal of Physical Therapy
Education. While the emphasis of the paper was on surveying physical therapy education
programs across the United States regarding the status of currently covered content and outlining
recommendations for content relevent to the practice of physical therapy, the authors surveyed
currently practicing physical therapists to assess their knowledge level. The authors surveyed
129 physical therapists in metropolitan Atlanta, an area of the United States that as of December
2018 the popular press is referring to as having “third-world” HIV infection rates based on the
Centers for Disease Control and Prevention statisitics (Blackamericaweb.com., 2018). Their
findings revealed that while 65.1% of the physical therapists considered themselves “advanced”
or “competent” in their knowledge of HIV, “less than one-third of the respondents could
correctly identify all methods of HIV transmission” (Pullen et al., 2017, p. 80). The remainder of
their study focused on surveying 213 physical therapy programs accredited by CAPTE. The
authors received 66 completed surveys in response, and only slightly more than half of the
respondants indicated that their programs included “physical therapy-specific interventions” for
people living with HIV (Pullen et al., 2017, p. 80).
A 2016 article titled “Analysis of Sex and Gender Content in Allied Health Professions’
Curricula,” included investigation of physical therapy curriculum (Stickley et al., 2016). The
article noted “no previous studies related to sex and gender differences” in physical therapy
education programs were found during the authors’ literature review (Stickley et al., 2016, p.
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170). However, while the authors discussed the importance of sex and gender related health
issues being addressed in healthcare curriculum, and mentioned the influence of sex hormones,
“pharmacology, domestic and sexual violence, sexuality and sexual problems, and mental
health” concerns, not once did the article mention SGM patients directly, and was clearly written
from a heteronormative perspective (Stickley at al., 2016, p. 168). Yet, many of the specific
health concerns addressed by the authors are those commonly found in the SGM community and
related to ongoing health disparities (Copti et al., 2016; Mayer et al., 2008; Rounds et al., 2013).
In 2011, on their website’s news page, the APTA briefly cited a new guide from the The
Joint Commision which focused on providing culturally competent and patient-centered care to
the LGBT community (The Joint Commission, 2011). In 2016, the APTA published an article
titled “Managing Patients Who are Transgender” in their primary magazine sent to members
(Hayhurst, 2016). These two references appear to be the only specific sources besides the
BCCCPTE highlighted by the primary professional organization for physical therapy in the
United States, despite the organization’s supposed commitment to “equity and diversity.” In
summary, it appears that there are currently a lack of clear directives for physical therapy
education programs regarding educational content for SGM cultural competence from either the
primary professional organzation (APTA) or accreditation agency (CAPTE). Literature review
suggests a signifcant lack of any associated research on the topic which also suggests a lack of
consistent physical therapy educational approaches addressing SGM cultural competency across
the United States.
Informing Physical Therapy From Other Healthcare Disciplines
When considering what curriculum content might be essential in a physical therapy
program that would meet the needs of SGM patients in being critically culturally competent, it is
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necessary to draw information from the medical and nursing research due to the lack of content
specifically available for physical therapy. However, both fields face limitations themselves. A
2015 article noted that between 2005 and 2009, only eight articles pertaining to LGBT health
concerns were published among the top 10 nursing journals. (Eliason et al., 2010; Strong &
Folse, 2015). In 2011, a now widely cited article found the average time devoted to LGBT
content in medical schools across the United States and Canada was five hours, with the content
and “perceived quality” varying significantly (Obedin-Maliver et al., 2011, p. 971). In 2014, the
American Association of Medical Colleges (AAMC) produced an extensive report titled
“Implementing Curricular and Institutional Climate Changes to Improve Health Care for
Individuals Who are LGBT, Gender Nonconforming, or Born with DSD: A Resource for
Medical Educators.” This report provides detailed information relevant to educating future
healthcare providers in caring for SGM patients, and can serve as a framework for any medical,
nursing or allied health institution looking to make inclusive curricular changes (Association of
American Medical Colleges, 2014).
As it specifically pertains to physical therapy, Copti et al. (2016) do highlight the need
for physical therapists to be educated on appropriate terminology along with the specific health
disparities and barriers to care faced by the LGBTQ community. Their article highlights the
issues related to healthcare providers lacking knowledge and sensitivity to the healthcare needs
of SGM indivuduals, along with the discrimination and prejudice the community faces in both
healthcare and everyday society, parallelling the information in the AAMC report, however, in a
summarized format (Copti et al., 2016). Physical therapists in the United States frequently
practice in states where patients have direct access to their care, and in many communities
function as the primary healthcare provider for musculoskeletal concerns. Copti et al., highlight a
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number of health risks facing the LGBTQ community, for example increased risks of certain
cancers, substance use, mental health disorders, and increased risks of specific pathologies
associated with hormone therapy for transgender individuals. Many of these health risks would
require prompt referral to the appropriate healthcare provider if they presented themselves in a
physical therapy setting without having yet been medically evaluated. At the very least, when
content on these pathologies is covered in physical therapy education, all populations at
increased risk should be highlighted!
In their curricular needs assessment for HIV-related content in physical therapy, Pullen et
al. (2017) made a strong case to include HIV related content in physical therapy programs. In
brief, as life expectancy has increased for people living with HIV, the authors note the
combination of HIV, aging, and side effects of antiretroviral therapy may results in a number of
pathologies that physical therapists are likely to treat, in any clinical settings (Pullen et al., 2017).
They also note a number of recent studies demonstrating the benefits of physical therapy for
people living with HIV, and its potential to improve strength, cardiovascular health, weight,
neurocognitive functioning and overall quality of life, along with decreasing pain and fatigue
(Gomes-Neto et al., 2013; Kinirons & Do, 2015; Rusch et al., 2004). Care should also be taken
to avoid creating stereotyped patient cases with the assumption of the individual with HIV
always being presented as a gay man, which is common complaint from LGBTQ nursing and
medical students regarding the presentation of this pathology during their educational
expereinces (Chur‐Hansen, 2004; Hart, June 13, 2018; Risdon et al., 2000; Rondahl, 2011).
At the very least, the previous two paragraphs cover content that would be considered
basic cultural competence for physical therapists from a knowledge standpoint, but how do we
get to critical cultural competence for the healthcare of SGM patients? Based on the literature
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review performed for my comprehensive examination from a variety of healthcare disciplines,
critical cultural competence development needs to occur by assessing beyond “knowledge,”
which in itself is easily assessed by traditional methods of assessment, but does not truly reflect
an individual’s ability to practice clinically with critical cultural competence. Previous authors
note the need for critical self-reflection to occur (Paparella-Pitzel et al., 2016; Watt et al., 2016;
Wear, 2003). Methodologies to illicit this may include journaling, case studies, patient panels,
service-learning opportunities, small group discussion (Denton et al., 2016; Kelley et al., 2008;
Paparella-Pitzel et al., 2016; Watt et al., 2016). All of these elements can be implemented into a
physical therapy program curriculum with a supportive administration and faculty buy-in, but
curriculum content should be assessed for its outcomes.
The AAMC report outlines four steps to evaluate the success of educational
interventions. Firstly, “what is the goal of the evaluation?” (p. 156). Is the goal to assess
knowledge, or attitudes of the learner? If we propose to develop critical cultural competence,
evaluating attitudes would be of primary importance. Secondly, which theoretical models are the
best choice to guide the design of the intervention and evaluation? Thirdly, what resources
including time and finances are available for evaluation? Finally, what are the key considerations
for methodological design?
In 2017, Bidell published a study on the reliability, and validity of the Lesbian, Gay,
Bisexual, and Transgender Development of Clinical Skills Scale (LGBT-DOCSS). The LGBTDOCSS serves to function as an interdisciplinary LGBT clinical self-assessment for health and
mental health providers. This self-assessment scale is designed with three sub-scales as a means
of assessing Clinical Preparedness, Attitudinal Awareness, and Basic Knowledge. To date,
although this self-assessment tool has not been validated in physical therapists, it appears to be
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the only tool designed to assess the three subscales across multiple health disciplines, and
designed to be used internationally with reliability and validity testing performed so far in the
United States, and the United Kingdom (Bidell, 2017).
At the time of writing the dissertation proposal for this research study in Spring 2020, a
search within the Journal of Physical Therapy Education using the term LGBTQ, revealed the
Copti et al. (2016) article as the only article on the topic of LGBTQ cultural competency in
physical therapy education, four years after its initial publication. A 2019 paper written by a
physical therapy educator repeated the call for all health care disciplines to improve the level of
education regarding SGM healthcare in an effort to address the continuing health disparities
faced by the community (Bell, 2019; Bidell, 2017). The author cited a number of studies related
to LGBTQ cultural competency education, however only one specifically mentioned physical
therapists, yet was a systematic review quoting an earlier study, while an additional systematic
review mentioned only “health professionals” in addition to nursing and medical education (Bell,
2019; Hawala-Druy & Hill, 2012; McCann & Brown, 2018; Sekoni et al., 2017).
While reviewing literature following completion of this study, a second article on the
subject of LGBTQ education in physical therapy was found in the Journal of Physical Therapy
Education after its publication in September of 2020 (Glick et al., 2020). Having surveyed all
accredited physical therapy education programs in the United States, the authors established that
the average amount of time spent on the topic of LGBTQ healthcare was 1.43 hours per year,
based on a response rate of only 31% of the programs (Glick et al., 2020). A majority of
respondents recognized the need for more curriculum content, although alarmingly, 11% felt
zero hours was appropriate (Glick et al., 2020). The authors identified that time and/or faculty
training appeared to be the primary barriers to integration of content into program curriculum,
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and where content was included the mechanisms for delivery varied substantially between
programs (Glick et al., 2020). As a final recommendation, Glick et al. made the call for research
to develop guidelines and core competencies for the inclusion of LGBTQ healthcare into
physical therapy educational programs.
In summary, the available literature pertaining to LGBTQ cultural competency training
specifically in physical therapy education remains limited at best. The hope is that this research
study will be able to contribute to this gap in knowledge. Based on examining the experiences of
LGBTQ students in a DPT program, it may be possible to reveal insight into the knowledge and
attitudinal awareness of their non-LGBTQ peers and faculty, and potentially contribute to
identifying further curricular development needs for DPT education. Additionally, the study may
reveal insight into the campus and program climate and culture, and highlight the need for any
policy changes required to facilitate a supportive educational environment for LGBTQ DPT
students and graduates.
Domain Two: Experiences of LGBTQ Healthcare Students
As discussed above, the second component of the Copti et al. (2016) article is a call for
ensuring that physical therapy education programs are welcoming and inclusive to students who
identify as LGBTQ. The authors note that including culturally competent LGBTQ education for
all enrolled students is one aspect of creating a welcoming environment, along with the need for
faculty and clinical educators to understand the “physical and psychological risks” LGBTQ
students face during their educational journey (Copti et al., 2016, p. 14). A lack of LGBTQ
curricular content in physical therapy and other healthcare programs has been cited by LGBTQ
students as contributing to their sense of existing as an invisible minority group, compared to
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other racial, ethnic, and religious minorities (Chur‐Hansen, 2004; Copti et al., 2016; Rondahl,
2011).
Campus and Clinical Climate
Within the Copti et al. (2016) article, only one other study was referenced that explicitly
listed physical therapy students being surveyed regarding their experiences within their
educational program (Dhaliwal et al., 2013). Physical therapy, doctor of medicine and physician
assistant students within a public medical school in the western United States were surveyed
following the school adopting an updated diversity policy (Dhaliwal et al., 2013). The authors
wished to investigate the school’s climate, but secondarily assess how appropriate the school’s
updated definition of diversity was from the perspective of the students. There were three
primary questions the students were surveyed on, (a) How do students perceive the general
culture and climate of the school both inside and outside of the classroom? (b) Have students
witnessed negative speech or behavior towards members of minority groups? (c) Do students
feel that learning is enhanced with a diverse student and faculty body (Dhaliwal et al., 2013)?
Of the students who responded to the surveys, 90% of them felt that the campus was
welcoming to minority groups, although 9% overall felt that the campus was homophobic
(Dhaliwal et al., 2013). However, the researchers found that among students who identified as a
minority based on their sexual orientation, 50% of the students described the campus as
homophobic compared to only 6% who did not identify as a sexual minority. Close to 90% of
students in the study felt that their learning was enhanced by having a diverse student and faculty
body, but only 36% of the respondents actually thought the medical school itself was diverse
(Dhaliwal et al., 2013). In a different study surveying osteopathic medical schools across the
United States, the majority of students (66.1%) identified their schools as having a non-inclusive
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LGBT campus climate regardless of whether or not they identified as a SGM or heterosexual
(Lapinski & Sexton, 2014). Similarly when asked whether their programs provided a supportive
community to LGBT students, an article surveying dental students across the U.S. and Canada
revealed only 20% of respondents felt this to be the case, and 30% disagreed (Anderson et al.,
2009).
Among all of the respondents in the Dhaliwal et al. (2013) study, 25% had witnessed
other students or residents make offensive or disparaging remarks one or more times towards
individuals who identify as gay, lesbian, bisexual or transgendered (GBLT), while 7% had
witnessed faculty members do the same. In addition, students reported faculty members who
confused the terms “sex” and “gender,” and during one particular lecture a student recalled
hearing a professor who made, “comments that were very, very insensitive to transgendered
individuals” (Dhaliwal et al., 2013, p. 5). A gay student in the Chur‐Hansen (2004) study
recalled hearing classmates describe another out classmate as “that bloody poofter” (p. 285).
Similarly, a medical student in a 2018 study who identified as gay and gender-queer recalled
having to edit an essay for a classmate, “and the first paragraph contained the words, “burning
faggot”” (Eliason et al., 2018, p. 568). During their training, gay and lesbian medical students
and physicians recalled hearing “hateful jokes and remarks” aimed at gay and lesbian patients,
which frequently went unaddressed (Risdon et al., 2000, p. 333). These disturbing findings are
reflected in a more recent study examining the experiences of transgender and gender non-binary
(TGNB) medical students and physicians (Dimant et al., 2019). The survey revealed that 69% of
the 36 respondents had heard derogatory comments regarding TGNB individuals while in
medical school, during residency or in medical practice (Dimant et al., 2019). In another 2019
study, medical students and recent graduates recalled hearing instructors both in the classroom

37

and clinic aim jokes towards transgender and gender non-conforming (TGNC) patients, rather
than treating them with dignity and respect (Butler et al., 2019).
Exclusion, Isolation and Stress
As with literature previously cited in this paper, students in the Dhaliwal et al. (2013)
survey felt that GBLT issues were inadequately addressed in the curriculum, and that diversity
efforts were primarily focused on racial and ethnic diversity, creating a sense of exclusion for
GBLT identifying students (Chur‐Hansen, 2004; Obedin-Maliver et al., 2011; Rondahl, 2011).
Specifically in a study based in Sweden, Rondahl (2011) used semi-structured groups interviews
to investigate the experiences of five nursing students and three medical students who identified
as LGBT. The study was based at a university which had “a specific plan for equality” for both
students and faculty, in regard to gender identity and sexual orientation (Rondahl, 2011, p. 345).
However, in the words of one nursing student:
Nothing changes ... It's degrading that they're always so politically correct with all the
other groups like immigrants, religious minorities and so on, where you're supposed to be
so correct and then when it comes to us, nothing ever changes ... It's a bit funny or
strange that they're not as politically correct with LGBT. (Rondahl, 2011, p. 346)
Students interviewed by Rondahl (2011) reported a distinct lack of specific LGBT
content in both their didactic and clinical education, and recalled only a brief mention of gay
men, in a lecture discussing HIV and Hepatitis C. This parallels the experiences of students in
the study by Chur‐Hansen (2004), where a lesbian identifying medical student recalled waiting
until the fifth year of medical school before receiving content only related to gay men, to the
exclusion of lesbian healthcare. Other students in the Chur-Hansen study recalled content
regarding gay men presented in a manner suggesting their health issues were a result of sexually
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deviant behavior. Trainee physicians in another study noted content on gay men focused on
“AIDS or adolescent sexuality. There aren’t any heart attack victim or diabetics that happen to be
gay” (Risdon et al., 2000, p. 333). A continuous theme across multiple studies reveals students
describing a biological emphasis on sexuality in their education with an assumption by their
faculty that all sexual activity was heterosexual, contributing to the pervading sense of
heteronormativity in healthcare education (Butler et al., 2019; Chur‐Hansen, 2004; Risdon et al.,
2000; Rondahl, 2011).
The lack of LGBT content cited in the Rondahl (2011) study led the students who were
interviewed to describe a sense of invisibility as LGBT individuals, and a recognition that this
invisibility translated to LGBT patients in all areas of medical care. Even as recently as 2019, a
gay female participant in a study examining microaggressions in medical school, shared their
own sense of invisibility as a result of never seeing any test questions related to their own sexual
orientation, and only seeing gay men again presented in the context of HIV and AIDS (Espaillat
et al., 2019). While the students interviewed by Rondahl felt they had some responsibility along
with faculty to promote the inclusion of LGBT healthcare in their education, students felt limited
in their ability to voice their opinions on the topic, in the fear that doing so would potentially
“out” them, if they were not already out. Similarly, the medical students interviewed by ChurHansen (2004) described a lack of willingness to be vocal about missing or inaccurate LGBT
content, and the pervading themes that emerged from this specific research were that of secrecy
and isolation. Frequently, students reported feeling socially ostracized and lacking a sense of
belonging during their training (Chur‐Hansen, 2004; Cook et al., 2020; M. Eliason, S. L. Dibble,
et al., 2011; Risdon et al., 2000). In a study focused on the experiences of transgender and gender
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non-conforming (TGNC) medical students and recent graduates, one student who identified as
gender nonbinary shared a pervading sense of isolation and lack of social interaction:
It’s always like, if the guys are doing something, they don’t invite me, and if the girls are
doing something, they don’t invite me either … Sometimes I’m completely left out from
something because the girls assume that I was invited by the guys and the guys assume
that I was invited by the girls. (Butler et al., 2019, p. 1760)
Despite being published as recently as 2019, this same study came to the overall
conclusion that TGNC medical students continued to experience a cisnormative educational
culture including the curricular content and institutional structures, which served to erase them
“both as patients and clinicians” (Butler et al., 2019, p. 1757).
Interestingly, while students interviewed by Chur‐Hansen (2004) reported a sense of
isolation from their classmates, they reported socializing with friends and partners within their
LGBT community. However, many students described this as a negative consequence as they
sometimes opted to socialize rather than spend time on their academic studies, which had the
potential to be detrimental to their academic progress. Their decision to choose socializing with
their own community was not a result of being “unconscientious scholars” but rather of not
wanting to feel further isolated from their LGBT peers (Chur‐Hansen, 2004, p. 288). One
participant even reported dropping out of medicine after five years of studying to transition into
counselling, because he felt that a career in medicine was not conducive to his desired social life
as a gay man (Chur‐Hansen, 2004). Dimant et al. (2019) noted a limitation of their study was not
being able to recruit individuals who had left medical school or residency. The authors explained
that this is likely a common limitation across studies examining the experiences of SGM
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students, which are potentially not capturing those who choose to drop out of their training,
possibly as a result of their negative experiences as healthcare students.
Multiple studies discuss the overall stress related to identifying as a SGM individual
within healthcare education and clinical settings (Chur‐Hansen, 2004; Cook et al., 2020; Dimant
et al., 2019; Eliason et al., 2018; Risdon et al., 2000). From a student perspective, one TGNB
resident wrote about how their overall wellness was poorer compared to their cisgender peers
(Dimant et al., 2019). Another student noted how much energy they had to expend dealing with
institutional homophobia, which they would have rather used “making ourselves better doctors”
(Risdon et al., 2000, p. 333). This was echoed by the nursing and medical students interviewed
by Chur‐Hansen (2004) who described “becoming exhausted because of the energy spent on
emotional issues” (p. 287). However, Risdon et al. (2000) did find that the more comfortable
their gay and lesbian participants were with their own sexual orientation in general, the less
overall stress these individuals experienced.
In a 2018 study, Eliason et al. had a primary goal of examining how LGBTQ+ healthcare
professionals dealt with stress. While the study primarily focused on nurses and physicians, 16%
of individuals were listed as “others” which included physical therapists, and 40% of all
participants were still in training (Eliason et al., 2018, p. 565). The study revealed methods of
both positive and negative coping strategies used by LBGTQ+ individuals working in healthcare.
However, overall, the study served to highlight the continued added stressors these individuals
face while working in healthcare. These were identified as “religiously and politically
conservative coworkers, coworker/patient lack of knowledge, stresses of being closeted, and
concerns about being out to patients” (Eliason et al., 2018, p. 561). Even though this study was
published as recently as 2018, 38% of the participants reported not being out in the workplace
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for various reasons. In 2019, multiple participants surveyed by Dimant et al. reported “added
social stress” when coming out as TGNB during their medical training or practice (p. 214).
Medical and healthcare education is frequently stressful and socially isolating by itself, let alone
when coupled with the stress of identifying as a SGM (Mansh, White, et al., 2015). The
challenges of being out in healthcare training and practice will be examined below.
To Come “Out” or Not?
A consistent theme across multiple studies demonstrates that SGM healthcare students
frequently chose not to reveal their sexual orientation or gender identity on their nursing school,
medical school or residency applications (Chur‐Hansen, 2004; Dimant et al., 2019; Mansh,
White, et al., 2015; Risdon et al., 2000; Rondahl, 2011; Schuster, 2012). One might assume this
would be the same for physical therapy students, but literature review reveals no specific
citations. A 2015 study reported that among SGM students in undergraduate medical training
across the United States and Canada, 29.5% concealed their sexual orientation during their
medical training (Mansh, White, et al., 2015). More recently in a 2019 survey of TGNB medical
students and physicians, researchers reported that 50% of the participants had not revealed their
identity during medical school or residency (Dimant et al., 2019). In this same study, 78% of
participants admitted to altering their speech and/or mannerisms at work or school as a way to
avoid unintentionally outing themselves (Dimant et al., 2019). Chur‐Hansen (2004) found that to
varying degrees, all of her study’s respondents were secretive about their sexuality to family,
other students and medical staff or faculty, and maintained the secrecy “through silence and
through active pretence” (Chur‐Hansen, 2004, p. 284). Coupled with secrecy, was the theme of
fear and “being ‘found out,’ the consequences if people knew of their sexuality and the
consequences of standing up against homophobia” (Chur‐Hansen, 2004, p. 284). The medical
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and nursing students in Rondahl’s 2011 study noted less of a dilemma coming out to classmates,
yet still displayed uncertainty being open about their sexual orientation to faculty or supervisors,
and reported trying to delay coming out as long as possible.
Particularly in clinical settings, students noticed hesitancy in engaging in informal
conversations regarding their personal lives with other clinical staff (Rondahl, 2011). During
clinical internships, students are dependent on their supervisors in ensuring their success, and
noted caution in coming out and a lack of certainty in how clinical supervisors, particularly older
individuals might react to the students revealing their sexual orientation (Rondahl, 2011). In their
study surveying the experiences of TGNB medical students and physicians, Dimant et al. (2019)
quoted a physician who had completed a fellowship recalling “the fears “of losing it all” if they
came out during fellowship” (p. 212). This parallels a letter to the editor published in Academic
Medicine, where the writer notes that even for an individual who identifies as “out”, each new
stage of medical training raises the recurrent question for the student as to whether or not they
can be open about their sexual orientation and/or gender identity creating a “loss of power and
vulnerability” (Lourie, 2018, p. 522). Lourie writes:
Disclosing sexual or gender identity in the medical education setting invites the uncertain
response of those who teach, grade, and critique. Knowing that a single person’s
assessment can affect my professional fate, this reality leads to the disheartening worry
that my sexual orientation could distort crucial opinions. (2018, p. 522)
In a qualitative study focused on interviewing gay and lesbian physicians who were in
various stages of their training Risdon et al. (2000) quoted a student explaining the dilemma of
wanting to be open about themselves, yet being concerned about “negative reactions from
peers,” including the risk of detrimental peer assessments, and potential negative consequences
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for their career (p. 332). Healthcare students frequently work as members of a team and are
reliant on their continuing academic success to be able to progress through their training
successfully (Dimant et al., 2019).
In a key note speech, Schuster (2012), recalls being a medical student during the 1980’s
and being advised by an “out” faculty member to wait until after receiving his grades for the first
semester, otherwise “the school would want to kick me out if they learned I was gay, and they
could use poor grades as an excuse” (p. 75). Much of his published speech traces the story of his
early medical career and repeated instances of experiencing discrimination and homophobia
from supervisors and colleagues. Unfortunately, a recent study suggests this continues to be a
concern, when the authors found TGNB study participants reported hearing colleagues disparage
TGNB patients and deny healthcare to TGNB patients at rates almost identical to a 2011 study
investigating the experiences of LGBT physicians in the workplace (Dimant et al., 2019; M.
Eliason, J. Dejoseph, et al., 2011).
In 2015, a study identified a number of themes related to SGM individuals deciding not
to disclose their identity (Mansh, White, et al., 2015). As reported in previous studies, students
noted concerns regarding their future career options, but in this case specifically cited how being
out might influence their ability to choose a specialty area of practice, and/or geographic location
of practice (Mansh, White, et al., 2015). Again, students cited the lack of a supportive
environment as a reason for not wanting to disclose their SGM status, continuing to identify the
heteronormative assumptions of their institutions, and the inappropriate comments of peers and
faculty as contributing to their feelings of being unsupported (Mansh, White, et al., 2015). The
primary reason cited for not disclosing SGM status in medical school in this particular study was
that it was “nobody’s business,” closely followed by fear of discrimination by both peers and
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faculty (Mansh, White, et al., 2015, p. 634). In addition, cultural or social norms of the institution
and the belief systems of their peers including being in class with conservative, religious, or
homophobic students were cited as reasons for not disclosing (Mansh, White, et al., 2015).
For the purposes of this research study, the role of religion in the experiences of the
participants needed to be taken into consideration. Based on the geographical location and
related history of the specific university the DPT program is situated in, the potential for LGBTQ
students to experience a culture which included as described by Eliason, “religiously and
politically conservative coworkers,” or in this case, classmates was certainly high. While the
overall university is reported to be one of the most diverse campuses in the United States, this
likely includes religious diversity across the spectrum. While not directly reported within the
specific DPT program, each cohort within the program consistently includes a number of
students who are members of the Church of Jesus Christ of Latter-Day Saints (LDS, Mormon).
At the time of writing this paper, approximately 23% of the department faculty are LDS church
members.
The LDS church believes that sexual relationships are only reserved “for a man and
woman who are married and promise complete loyalty to each other” (The Church of Jesus
Christ of Latter-Day Saints, 2021, para 3; Bradshaw et al., 2015). In recent years, the church has
been described as softening its stance on same sex relationships, and stating that “same-sex
attraction” is not sinful, but acting on those feelings and engaging in homosexual behavior is a
sin in the same manner that sexual relationships outside of marriage would violate the church’s
laws of chastity (Bradshaw et al., 2015; Holland, 2021). As noted in my positionality statement,
teaching a specific class that covers content on LGBTQ cultural competence has given me
insight into the role the LDS church may play for my participants. Within the class, I have
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reviewed written student reflections that have included comments from one LDS student who
believed homosexuality is a lifestyle choice, and two other individual students who struggled to
come to terms with their sexual identities having been raised in the LDS church. Reflecting on
the findings by Mansh, White, et al. (2015), the question existed as to whether or not similar
barriers to disclosing SGM status would be reported by participants in this research study.
Discrimination: Overt or Covert?
While many of the examples cited above include overt discrimination, Chur‐Hansen
(2004) attempted to define overt versus covert discrimination in the context of her participants’
experiences. At the time of that study, none of the participants were out during their education.
Students described what they considered to be covert discrimination, including a lack of eye
contact, disparaging remarks being made about other out students, gay and lesbian patients, and
faculty who were suspected of being gay or lesbian. Chur‐Hansen (2004) poses the question of if
the students had been out, whether or not they may then have experienced more overt
discrimination? However, the author goes on to make the argument that the sense of exclusion
and isolation these students experience, along with the heteronormative bias of the curriculum
and lack of content covering “gay, lesbian and bisexual health,” in itself amounts to overt
discrimination (Chur‐Hansen, 2004, p. 285).
The words of study participants themselves speak to the discrimination SGM individuals
frequently experience while studying and working in healthcare, “I felt there was really a lot of
covert homophobia .... I really felt as though I didn’t have any place as a gay person in medical
school” (Risdon et al., 2000, p. 333). While in the words of a TGNB participant, ‘‘I faced overt
verbal abuse and discrimination by nurses, med techs, residents, and attendings with no recourse,
no protections or support by the med school, and no mentors or advocates” (Dimant et al., 2019,
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p. 213). Whether one argues that the discrimination SGM students face is overt or covert, study
after study reported the continued discrimination these individuals face both in their education
and continuing on into the workplace, which in turn can have a profound effect on the
individuals themselves and SGM healthcare as a whole (Chur‐Hansen, 2004; Cook et al., 2020;
Dimant et al., 2019; M. Eliason, J. Dejoseph, et al., 2011; M. Eliason, S. L. Dibble, et al., 2011;
Eliason et al., 2018; Risdon et al., 2000; Rondahl, 2011).
Only the Dhaliwal et al. (2013) and M. Eliason et al. (2018) articles included physical
therapy students as study respondents, but did not report specifically on their individual
experiences in the context of their education. The majority of the existing literature on the
experiences of LGBTQ students in their professional healthcare educations is focused on medical
and secondarily nursing students. Hence this research study seeks to contribute to the existing
gap in the literature examining the experiences of LGBTQ DPT students. However, it is not
unexpected that research findings may parallel the existing research in other healthcare domains
with DPT students experiencing isolation and exclusion, hesitancy to be out, and instances of
discrimination during their professional education and on into their healthcare careers.
Domain Three: LGBTQ Health Disparities
Domain One examined LGBTQ cultural competence in healthcare, while Domain Two
examined the experiences of LGBTQ students in healthcare education. Domain Three will
examine how these two themes can connect to aid in decreasing LGBTQ health disparities in the
wider community. As noted in the introduction to this paper, the LGBTQ community has been
designated by HHS as a group presenting with its own set of unique health disparities connected
to discrimination, societal stigma, and denial of their civil and human rights, in need of research
and relevant interventions to address these concerns (HHS, 2019a). Mayer et al. (2008) identified
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four key areas of concern for SGM individuals in accessing healthcare including prevention
services and healthcare providers lacking cultural competence, lack of access to health insurance
and visiting rights for partners, and a reluctance of patients to disclose their SGM status.
Health Disparities
In their paper on sex and gender minority health, Mayer et al. (2008), note that it was
many of the clinicians and public health workers who first worked with individuals with HIV
who identified additional clinical concerns that “abetted” the transmission of the disease (p. 989).
These initially identified concerns included substance abuse, other sexually transmitted diseases,
depression and “stress related to societal stigmatization of sexual minorities” (p.989). Additional
health concerns were identified as work with the community continued, including body image
concerns, human papillomavirus – associated anal neoplasia, and excessive tobacco use were
found to occur at higher rates among sexual minorities than heterosexuals (Makadon et al., 2007;
Mayer et al., 2008). As research continued with this population, it became clear that the primary
indicators of health identified by the Gay and Lesbian Medical Association (GLMA) in their
publication Healthy People 2010 (GLMA, 2001) including substance abuse, tobacco use, and
being overweight or obese were occurring at higher rates among SGM individuals (Mayer et al.,
2008). In addition, the authors identified mental health (with high rates of anxiety and
depression), responsible sexual behavior, injury and violence, and a lack of access to care as
areas of concern within SGM populations (Mayer et al., 2008).
In their qualitative study on patient perspectives, Rounds et al. (2013) examined the
experiences of LGBTQ individuals with healthcare providers. Two key themes emerged from the
focus groups as either positive or negative in relationship to accessing care: (a) knowledge, and
(b) communication/interpersonal skills. Pertaining to knowledge, participants identified three key
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areas of importance. Firstly, that healthcare providers treated each person as an individual and
possessed even a basic understanding of LGBTQ terminology and health concerns was seen as a
fundamental step towards quality care, including “if that just meant taking time to review the
chart” (Rounds et al., 2013, p. 104). A lack of knowledge by healthcare providers is consistently
cited as a primary barrier to healthcare for sex and gender minority patients (Lambda Legal,
2010). In a national survey, 50% of transgender patients have reported having to educate their
own providers on their healthcare needs (Grant et al., 2011), while the survey by Lambda Legal
(2010) reported almost 36% of respondents living with HIV had experienced healthcare
providers refusing to touch them, or using excessive precautions, suggesting a lack of knowledge
of the disease along with discrimination. In their survey of 101 transgender individuals in New
York City, Sanchez et al. (2009) found participants reported having access to a knowledgeable
provider was the primary barrier to care (32%), followed by access to a transgender-friendly
provider (30%), even though 81% of their survey respondents reported having current access to
medical care.
The focus group members in the study by Rounds et al. (2013) also identified the need
for providers to recognize the frequent power differential between provider and patient based on
the historical context of heterosexual providers, and the position of vulnerability this places
many patients in. Participants went on to describe “the need for clear language,” essentially for
both the patients and providers (p. 104). They reported receiving “a blank stare, looking
confused, or blushing” (p. 104) from healthcare providers when answering questions truthfully
about their sexual activity, while participants noted providers often needed to be much clearer as
to why they were asking the questions they were asking, concerns that have been reported by
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patients in other sources (Brockett et al., 2007). Participants surveyed by Rounds et al. (2013)
shared specific experiences that left them feeling judged including:
Providers belittling patient responses, making assumptions about the patient, making
stereotyping comments to a patient, continuing with assumptions even after the patient
corrected them, arguing with a patient about their responses, or in general refusing to
discuss the patient’s concerns. (p. 104)
Finally, the themes “truth in advertising” emerged within the realm of communication
(Rounds et al., 2013). Participants noted their appreciation for providers who advertised as
LGBTQ friendly, however, it was not uncommon for patients to still experience a lack of
culturally competent and skilled care within these settings. Furthermore, the difficulty, time and
energy spent in trying to find a culturally competent healthcare provider was cited as a barrier to
accessing care, “it seems like it is hard to find, so people just don’t go” (Rounds et al., 2013, p.
105). Continued homophobia and transphobia, were cited as contributing to “sub-standard”
healthcare for SGM patients, along with many of the participants expressing the difficulty of
healthcare providers in understanding “the lived experience” of this population (p. 105).
According to the 2011 National Transgender Discrimination Survey, individuals who
identify as gender queer or non-binary (GQ/NB) experience even higher rates of health care
discrimination than binary transgender individuals, and minimal research has yet to focus on the
GQ/NB community as it relates to health care (Harrison et al., 2011-2012; Lykens et al., 2018).
In their recent qualitative study, Lykens et al. interviewed 10 young adults living in San
Francisco who had used health care at least once in the prior six months. The researchers found
four major themes: (a) providers frequently attempted to categorize the patients as transgender
binary; (b) providers lacked cultural competence to provide GQ/NB care; (c) some individuals

50

“borrowed” a transgender label as a way to access or modify the care they were receiving and (d)
these issues occurred even with providers specializing in transgender specific care. Ultimately,
participants were left feeling “misunderstood, disrespected, and frustrated” when seeking health
care which as noted in previous references led some individuals to avoid seeking care altogether
(Lykens et al., 2018, p. 193).
Health Disparities in Higher Education
Just as with patients, SGM college students frequently demonstrate evidence of elevated
risk factors and/or existing health disparities related to their SGM status. The University of
California system identified that LGBT students who felt alienated on campus were at an
increased risk of developing mental health problems, and identified this group as one in need of
targeted interventions to address mental health concerns including higher suicide rates
(University of California, 2006). A study of first year medical students found that sexual
minority students demonstrated an increased risk of depression and anxiety, and lower selfratings of health compared to their heterosexual peers (Przedworski et al., 2015). In addition, a
retrospective examining LGBT students across college campuses in the United States revealed
higher rates of self-injury, suicidal ideation, and attempted suicide when comparing both queerspectrum students to heterosexual students, and secondly, trans-spectrum students to cisgender
students (Rankin et al., 2019). Along with mental health concerns, this same study reported
higher rates of drug use, eating disorders, financial and roommate difficulties, and higher levels
of self-reported stress when comparing queer-spectrum students to heterosexual students.
In a 2018 study focused on both healthcare providers and students, M. Eliason et al.
reported on a number of LGBTQ study participants who used negative coping strategies to deal
with stress. Many admitted to trying to ignore stress, but 14 respondents admitted to using
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alcohol as a mechanism to relieve stress. In a study by Lapinski and Sexton (2014), the authors
identified higher levels of depression, slightly lower levels of perceived social support and
increased discomfort with disclosure of sexual orientation among LGB students surveyed across
six osteopathic medical schools across the United States. Compared to their heterosexual peers,
LGB students were 2.2 times more likely to be depressed (Lapinski & Sexton, 2014). Dimant et
al. (2019), noted that while three-quarters of their TGNB physician and medical student
participants were not visible as TGNB, “while ‘invisibility’ decreases the risk of external
minority stress, it increases the risk of internal minority stress by requiring that people conceal
their identities and isolate themselves” (p.214). The minority stress model was initially proposed
by Meyer (2003) to describe the ongoing “stigma, prejudice, and discrimination” experienced by
sexual minority individuals resulting in a “hostile and stressful social environment” (p. 674). The
minority stress model seeks to explain the higher rates of mental health problems including
substance use, mood disorders, and suicide found in sexual minority individuals in comparison to
the heterosexual community (Meyer, 2003).
Retaining Students and Addressing Health Disparities
Research examining college retention in SGM students supports a link between
psychosocial health and academic success (Lapinski & Sexton, 2014; Legg et al., 2020; Sanlo,
2004). However, recent research notes that while LGBT and queer individuals are likely present
on every university and college campus in the United States, evidence examining their
experiences, health concerns and “persistence to graduation” is limited at best (Garvey, 2020;
Legg et al., 2020, p. 420). As of 2020, there is still no standardized mechanism for tracking
retention rates of LGBT college students throughout the United States (Legg et al., 2020).
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Nursing and medical students interviewed by Chur‐Hansen (2004) reported missing
classes due to stress to the detriment of their academics, and as noted above, one of the study
participants opted to drop out of medical school. In the only study examining the training
experiences of TGNB medical students and physicians, the authors noted being unable to report
on the experiences of students who had dropped out of their education (Dimant et al., 2019).
Fallin-Bennett (2015) notes that “although it has not been studied,” LGBT students are less
likely to apply to medical school and more likely to drop out than their gender-conforming or
heterosexual peers (p. 550). The author also theorized that LGBT physicians may be more likely
to experience burnout in their careers as a result of minority stress, a stance confirmed in a later
study by M. Eliason et al. (2018). Being able to retain SGM healthcare students through their
education and into their respective professions, has the potential to make a positive contribution
to addressing the health disparities faced by the greater SGM population at large.
The Association of American Medical Colleges (AAMC) (2014) has outlined a number
of curricular and institutional changes aimed at improving the healthcare of SGM community
individuals. Along with recommendations for specific curriculum development and assessment,
the creation of a supportive environment for SGM students and faculty is outlined. In addition,
the organization notes the need for diversity pipeline programs and partnerships, with the goal of
recruiting and retaining diverse qualified applicants to medical schools. Mansh, Garcia, et al.
(2015) report that improving the SGM diversity of medical education and training has the
potential to contribute to addressing healthcare reform for SGM communities, in the same way
that “the inclusion of racial and ethnic minorities in medicine transformed the care of minority
patients,” although one would argue there are still vast improvements to be made on all fronts (p.
579). Mansh, Garcia, et al. (2015) posit that the discrimination faced by SGM students and
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healthcare professionals in medicine, directly connects to the inequities and discrimination faced
by SGM patients.
In their perspective paper, Mansh, Garcia, et al. (2015) propose that increasing the
visibility of SGM healthcare providers by creating a training environment that supports
disclosure of SGM status, would be beneficial in identifying continuing discriminatory practices
in healthcare and aid in empowering “a new generation of physicians to champion SGM health
care reform” (p. 575). As an existing example, only one of six nursing and medical students
interviewed by Chur-Hanson (2004) reported feeling supported during their training. FallinBennett (2015) argues that a learning environment that does not allow for LGBT individuals to
challenge the biases of their colleagues, perpetuates the implicit bias of heteronormativity in
healthcare. The author describes the implicit biases present in healthcare education as
contributing to a “self-perpetuating” cycle (p. 551).
Together with explicit bias, the institutional climate, and accepted behaviors within a
healthcare educational program, implicit bias works to create the hidden curriculum of the
program, and demonstrates the expected norms for professional behavior in trainees (FallinBennett, 2015). Fallin-Bennett (2015) articulates that “learners absorb and emulate what they see
and experience,” and will subsequently take these professional behaviors into the profession,
continuing to perpetuate their biases towards their LGBT patients (p. 551). Healthcare
professionals continue to demonstrate their biases either implicitly or explicitly, and “recycle
them back” into the next generation of students when they become educators themselves either in
academia or the clinical setting (p. 551). As well as increasing the available support for LGBT
students, Fallin-Bennett (2015) calls for LGBT health professionals to disclose their status and
stand as out professional colleagues and role models, with the hope that doing so aids in breaking
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the perpetual cycle of implicit bias against LGBT individuals in healthcare, and subsequently
contributes to decreasing health disparities. Mansh, Garcia, et al. (2015) note that failing to
support SGM students and professionals only serves to continue the same personal and
professional discrimination faced by their patients. Individual students in two studies remarked
on the benefit of having access to SGM physicians as mentors and role models, with one student
specifically commenting:
I think I was close to suicide, but I was saved by Dr. X who came to my class one day in
clerkship and said, “I am a gay doctor myself.” I had never met a gay person in my entire
life. (Dimant et al., 2019; Risdon et al., 2000, p. 333)
Despite the continued challenges of identifying as a SGM in healthcare, a number of
SGM individuals across the literature have recognized the contributions they are able to make to
the profession and their patients. One medical resident interviewed by Risdon et al. (2000)
stated, “I could be a good role model as a physician, and gay people need gay physicians” (p.
332). A small number of participants in the study by M. Eliason et al. (2018) reported that they
felt that being out aided in their healthcare provider and patient relationships, and in a 2011 study
by the same author, two-thirds of surveyed LGBT physicians felt being out to their patients
improved communication and trust (M. Eliason, S. L. Dibble, et al., 2011). However, neither
study clarified if the providers themselves were specifically referring to working with SGM
patients.
The study by Rounds et al. (2013) highlighted patients’ expressed concerns about
providers’ communication skills and ability to understand their lived experiences. Ensuring there
are more out and supported SGM healthcare providers has the potential to make an impact on
these patient concerns. A number of participants in a study interviewing medical students and
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residents remarked on how being gay or lesbian shaped their healthcare practice, and influenced
their approach to communication:
Being gay has profoundly influenced the kind of physician I am. It has forced me to learn
the skill of putting myself in outsider’s shoes — whatever [whoever] that outsider is. It
has forced me to see the linkages between all the forms of discrimination. (Risdon et al.,
2000, p. 333)
Overall, participants in this same study felt that their experiences as outsiders enhanced
their abilities to be an effective clinician, including possessing a greater understanding of the
impact of implicit bias in healthcare (Risdon et al., 2000). Participants identified additional skills
they felt would be applicable to working with a number of minority groups not just the SGM
community, including “recognition of patients experiencing inner conflict,” and the need to use
inclusive language (Risdon et al., 2000, p. 334).
While specifically discussing TGNB medical students, Dimant et al. (2019) cited
research on race and ethnic concordance of physicians and patients, theorizing in a similar vein
that having access to TGNB healthcare providers may aid in improving access to care and
decreasing health disparities for TGNB patients via increased patient trust and satisfaction
(Traylor et al., 2010). Similarly to Fallin-Bennett (2015) and Mansh, Garcia, et al. (2015),
Dimant et al. (2019) argued that assessing the climate of medical education from the perspective
of SGM students and physicians has the potential to benefit patient care. Overall, the research
suggests that recruiting, supporting and retaining future healthcare professionals who identify as
SGMs, may play a role in addressing health disparities experienced by the SGM community
(Butler et al., 2019; Cook et al., 2020; Copti et al., 2016; Dimant et al., 2019; Fallin-Bennett,
2015; Mansh, Garcia, et al., 2015). In the words of Mansh, Garcia, et al. (2015):
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Ensuring SGM diversity in medical training and practice should be an essential element
to achieving that goal. SGM health professionals may be uniquely connected to these
marginalized communities and may possess a personal drive that makes them much more
likely to address inequities in both research and practice. (p. 579)
While evidence exists suggesting that providing a supportive environment for LGBTQ
healthcare students, may aid in their retention and success as healthcare professionals, and in turn
be a step towards addressing the health disparities faced by the SGM community, yet again the
existing research is centered on medicine and nursing to the exclusion of physical therapy
education. The hope is that this research study will make an initial contribution to this area of
research to the benefit of both LGBTQ identifying DPT students and the greater community as a
whole.
In all three domains, LGBTQ cultural competence, examining the experiences of LGBTQ
healthcare students and thirdly, how these previous two domains may combine to aid in
decreasing health disparities, evidence specifically related to physical therapy students is limited
at best. The expectation is that this research study may reveal similar experiences for physical
therapy students in comparison to medical and nursing students. Overall, the lack of evidence in
existing literature in the field of physical therapy education in all three domains provides a strong
rationale on the need for this study in order to address the gaps in existing knowledge.
Overview of Methodological Literature
From a methodological point of view, a number of the articles specifically examining the
experiences of LGBTQ healthcare students used a qualitative approach (Chur‐Hansen, 2004;
Risdon et al., 2000; Rondahl, 2011). These articles guided the initial choice of focusing on
qualitative research. Methodology was developed using readings and multiple sources utilized in
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an Advanced Qualitative Research Methods class, a Critical Race Theory class, and
supplementary use of multiple texts available at a university library particularly after using the
search terms Qualitative Research, Queer Theory (to inform the heteronormative perspective)
and Queer Crit.
Methodological Literature Review
The existing research examining the experiences of SGM/LGBTQ healthcare students is
a combination of qualitative and mixed-methods. However, the research that focuses on truly
capturing the voices of participants in this realm is primarily qualitative, frequently utilizing
interviewing as a form of data collection. The following section will focus on the existing
literature that primarily informed the methodological design for this proposed study outside of
the theoretical framework used to inform methodology which will be reviewed in Chapter 3.
Within the article by Copti et al. (2016) a reference for an article by Rondahl (2011)
provided an initial framework for consideration of the methodological design of this study.
Rondahl (2011) used a qualitative approach to interview a total of eight nursing and medical
students using semi-structured interviews. The researcher had two primary objectives for the
study which have parallels with the research questions for this research study, firstly examining
how the students experienced LGBT knowledge within their educational program, and secondly
how open did the students feel they could be regarding their sexual orientation during their time
in the program including during clinical training (Rondahl, 2011). The primary theme that was
revealed by this study was that both nursing and medical students reported a consistent theme of
heteronormativity in their respective programs in both their educational experiences and student
life, which contributed to their sense of isolation and exclusion. The students themselves
identified how this in turn contributed to the invisibility of LGBT patients. Rondahl (2011)
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described the examination of heteronormativity as a component of queer theory, and noted the
negative consequences that might occur when all individuals are assumed to be heterosexual. In
the context of patients, it may result in poor communication and medical mistakes, in the context
of students they may be outed and vulnerable in their attempts to be visible. This was the first
study I reviewed which led me to consider the concept of heteronormativity as a component of
the theoretical framework, which will be explored in greater detail in Chapter 3.
In their qualitative research study, Butler et al. (2019) used semi-structured interviews to
examine the experiences of seven TGNC medical students or recent graduates of Canadian
medical schools. Recent graduates were included as a method of increasing the size of the
potential participant pool, and the expectation that recruitment of subjects might be challenging
as is the case for this proposed study. The semi-structured interviews took place both in person
and via video call based on the availability and preference of the participants, which was the
initial plan for this study. With the onset of COVID-19, all interviews were moved to video calls
as described in Chapter 3. In the paper by Butler et al. a primary theme of how students navigate
a cisnormative medical culture was discussed, delving into sub-themes including interactions
with classmates, culture and context, curriculum, policy and administration, and the presence of
gendered spaces. Again, the study’s findings revealed a medical education grounded in
heteronormativity that served to make TGNC students feel invisible and erased. One participant
discussed their experiences from the intersections of race, sexuality and gender identity as a trans
student of color, and how those intersections showed up in their social interactions.
Intersectionality is a component of the theoretical framework for this research study as outlined
in Chapter 3.
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While Dimant et al. (2019) researched the experiences of TGNB students and physicians
and reported that the majority of their participants were white, the use of a survey with openended questions also revealed intersectional experiences of racism, ableism and classism for
some respondents. In the words of the researchers, “this intersectionality likely produces
compounding negative effects due to systemic oppression” (Dimant et al., 2019, p. 214). Overall,
part of the title of the study by Butler et al. (2019) itself alluded to the speed of changes
occurring in medical education, “Progress in Medicine is Slower to Happen.” While there were
continuing barriers for TGNC students, the researchers did find instances of positive experiences
including inclusion of transgender patient cases, supportive peers, and assistance in getting a
name change. However, Butler et al. (2019) noted that these experiences were frequently
presented as exceptions which again highlighted the pervasive cisnormative culture in medical
education.
Following an initial pilot study, Risdon et al. (2000) used snowball sampling to recruit
gay and lesbian medical students or residents to their study. The primary purpose was to examine
how those students experience transitioning into a traditionally conservative profession while
being minorities related to their sexual orientation. Secondly, the researchers wished to examine
how those experiences could “be used to humanize our educational and training cultures”
(p.331). Risdon et al. (2000) used semi-structured interviews and focus groups which revealed
five domains related to the experiences of participants: career choice, “coming out”, becoming a
doctor, the environment and career implications (p. 331). Related specifically to this research
study, researchers asked the question, “how do lesbian and gay physicians in training experience
their learning and working environments?” (p. 332). As noted in Appendix B, participants in this
study were asked about their experiences both in class and during clinical internships, with
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graduates being asked about their experiences in the physical therapy workplace. Overall, as with
studies previously mentioned, students in the Risdon et al. study struggled finding a balance
between coming out, or protecting themselves and their future career, along with the increased
energy expenditure required due to the need to constantly assess their environments. At the time
of publication, the authors believed this was the first study using qualitative methods to assess
the experiences of gay and lesbian physicians in training (Risdon et al., 2000).
In a qualitative study examining the experiences of gay, lesbian and bisexual students at
an Australian medical school, Chur‐Hansen (2004) used snowball sampling to recruit a total of
six medical and nursing students. The researcher used a set of interview questions established
from prior research to aid in prompting responses from the participants. From the paper, it
appears her interviewees either identified as gay, lesbian, queer or men have sex with men. The
primary theme that emerged from data collection was that of secrecy. Additional themes
included “discrimination, fear, isolation, conservatism, exclusion and gossip” along with a lack
of support during their academic experience, and a lack of representation in the curriculum (p.
281). The only positive theme was that of acceptance, with a number of students reporting how
they had been able to find self-acceptance, and in some cases acceptance from other students and
for a few students, their own parents.
A limitation noted by Chur-Hansen (2004) was that this particular study was situated in
one medical school, within one university, in one city that would have influenced the experiences
of the participants, which was a primary limitation for the current research study. However, the
researcher noted that her findings reflected those of previous studies, and that while the
university itself had diversity and inclusion policies, these were lacking in clear actions including
curriculum content. Chur-Hansen (2004) identified the consistent issue of medicine’s traditional
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white heteronormativity, dominated by males, which influences the “cultural politics” and aids in
sustaining the hidden curriculum of medical training programs discussed above (p. 290). In
conclusion, the author states, “mission statements must be followed through in curricula,
otherwise inclusiveness may simply be paid lip service in a manner that allows Universities to
appear to be politically correct” (p. 290).
An ethnographic study performed by Vaccaro (2012) focused on LGBT students, faculty
and staff at a university to examine how they experienced the campus climate. Using one-on-one
interviews, the researcher asked questions which included having participants share both positive
and negative experiences related to campus life, how it was to be an LGBT individual on the
campus, and, “how do you define, describe, and experience climate at this university?” (p. 433).
Vaccaro also spent time observing students at six on-campus LGBT groups, and reviewed
artifacts related to the groups.
The participants included a number of graduate students including social work students,
who as with physical therapy students would be defined as allied health students (Vaccaro,
2012). A common theme among the graduate students concerned their coming to terms with their
professional identities as it related to their personal identities, and how that was intimately linked
to their experiences with the climate of the university. In particular, one social work student
noted how difficult it had been to create the LGBT Social Work Club, and felt that inclusion, a
core professional value for social work was lacking in the department, while a second student
found the program was much more conservative than promotional materials had led her to
believe.
Two primary findings from this study were that the experiences and perceptions of
participants were shaped by “the intersection of social group identity” (Vaccaro, 2012, p. 440).
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In other words, their role in the LGBT community and their campus roles. Secondly, particularly
for graduate students, faculty and staff, Vaccaro noted the influence of microclimates rather than
the campus climate as a whole on the experiences of individuals. Microclimates were described
as “socio-spatial environments—or localized, physical settings where daily interpersonal
interactions shaped people’s perceptions and experiences” (p. 440).
It was the intent for this research study to ask participants about their experiences both in
a specific university physical therapy department, the campus as a whole, and where appropriate,
experiences on clinicals and in the workplace, with many of these spaces fitting the description
of a microclimate. Finally, Vaccaro (2012) notes. “to create climates that are affirming to all
LGBT campus community members, higher education practitioners must address both
organizational-level and microclimate issues related to heterosexism, homophobia, genderism,
and transphobia” (p. 441).
How the Proposed Study Will Address Gaps in the Literature
This literature review has revealed that healthcare students who identify as SGM
frequently experience discrimination, fear, a lack of a supportive environment, isolation and
stress during their professional training, and on into their professional practice (Anderson et al.,
2009; Chur‐Hansen, 2004; Dhaliwal et al., 2013; Dimant et al., 2019; Eliason et al., 2018;
Risdon et al., 2000; Rondahl, 2011). The majority of the research appears to be focused on
medical students and physicians, secondarily nursing students, and to a lesser extent dental
students and other allied health practitioners. There does not appear to be a single study
specifically focused on the experiences of physical therapy students, in particular DPT students.
Two studies (Dhaliwal et al., 2013; Eliason et al., 2018) made mention of physical therapy
students, and while not specifically noted, based on the context of one of the studies and physical
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location it might be implied that a small number of LGBTQ DPT students were included as
participants (Dhaliwal et al., 2013).
In the study by Dhaliwal et al. (2013), out of a total of 261 students who responded to the
survey, ten identified as members of a minority group based on their sexual orientation, although
the study did not appear to ask about gender identity. In total, however, only 12% of the total
number of students who responded to the survey were physical therapy students, and results were
not reported based on each healthcare discipline. Therefore, the findings make it impossible to
determine the experiences of physical therapy students who identify as GBLT in isolation in the
context of this study (Dhaliwal et al., 2013). Similarly, in the study by M. Eliason et al. (2018)
examining stress as an LGBTQ+ health professional, while 40% of respondents were trainees
and physical therapists were included in the study, they were categorized as “others” along with
chaplains, other allied health and public health professionals. “Others” made up only 16% of the
total percentage of respondents, so while it is possible there were a small number of DPT
students included in the study, it is impossible to specifically identify if that occurred based on
the methods of reporting provided by the study (Eliason et al., 2018).
At this time, based on the literature, we might assume that LGBTQ DPT students are
likely to have similar experiences to their peers in medicine and nursing during their professional
training. However, as previously noted there are no existing studies specifically examining the
experiences of LGBTQ DPT students. This current research study seeks to rectify this concern
and contribute to the existing literature demonstrating the experiences of SGM students in
medicine, nursing and allied health.
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Chapter Summary
To be able to proceed with the intended study examining the experiences of LGBTQ DPT
students, a comprehensive literature covering the topic and relevant methodology was performed
and summarized in Chapter 2. Institutional Review Board (IRB) approval was obtained in March
2020 for this project. The dissertation proposal was approved in August of 2020, and data
collection implementing the methodology outlined in Chapter 3 was initiated in September 2020.
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Chapter 3: Research Design and Methodology
Chapter 1 outlined an overall introduction to the proposed study, and the need to examine
the experiences of Lesbian, Gay, Bisexual, Transgender and Queer (LGBTQ) Doctor of Physical
Therapy (DPT) students as it relates to the broader LGBTQ community facing healthcare
disparities, along with its relevance for the training of future healthcare providers. An overview
of the theoretical frameworks supporting the methodology and potential data analysis was also
provided. Chapter 2 presented a literature review of previous research pertaining to the subject
with a focus on the primary domains of developing LGBTQ cultural competence in healthcare
education and secondly, the educational experiences of LGBTQ students in healthcare education.
As a third domain, literature was identified that provided evidence to demonstrate that creating a
supportive environment for sexual and gender minority (SGM) healthcare students has the
potential to make contributions to addressing the health disparities found in the LGBTQ
community. Connections were identified between these domains and the theoretical frameworks
where relevant, previous research was reviewed for methodological approaches, and the need for
the current research study was supported by highlighting the gaps in the existing literature.
Chapter 3 examines the theoretical framework in relationship to the research study, outlines the
research design, including research participants and procedures, analysis methods, ethical
considerations and the timeline for the study. A critical ethnographical approach was used as a
methodology which allowed the participants to share their own stories and experiences as
LGBTQ DPT students at a diverse, minority-serving public university.
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Restatement of the Purpose of the Study and Research Questions
The purpose of this qualitative research study was to explore the experiences of LGBTQ
identifying students within the DPT program at a large public research university situated in a
metropolitan area of the south-western United States. For the purposes of the research, student
experiences were defined as significant events or interactions LGBTQ students recollected from
their time in the program, including their perceptions of the campus and program climate and
culture. A number of recent graduates were also interviewed who were able to speak to both their
experiences during their education and in the clinical workplace. The goal for this research is to
be able to add to existing literature regarding the experiences of LGBTQ students in professional
healthcare programs. Subsequently, the research findings may be beneficial in helping to shape
policy and/or curriculum changes for the specific DPT program and similar institutions.
The primary research questions guiding this study were as follows: 1) How do LGBTQ
students experience an education in a DPT program at a diverse, minority serving institution?
As a sub–question: how open were LGBTQ students able to be about their own sexual
orientation or gender identity in varying educational or clinical settings? Minimal research
appears to exist specifically examining the experiences of physical therapy students during their
professional education (Dhaliwal et al., 2013; Eliason et al., 2018). Based on research in
medicine, nursing and the general college population, I expected to find areas of concern related
to curriculum, inclusion and program climate within the individual DPT program and clinical
internships associated with the educational experience (Association of American Medical
Colleges, 2014; Chur‐Hansen, 2004; Cook et al., 2020; Copti et al., 2016; Dimant et al., 2019;
Rondahl, 2011; Snowdon, 2013). The use of a qualitative research approach using critical
ethnography allowed the participants the ability to tell their own stories regarding their
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educational experiences, in an effort to identify if there are specific areas of concern needing to
be addressed including curriculum development, advocacy and policy changes (Creswell & Poth,
2018; Denzin, 2017; Matsuda, 1987; Spradley, 1980).
Approach to the Study: Rationale for Qualitative Study
A brief overview explaining the rationale for a critical ethnographic qualitative study will
be provided, followed by a description of alternative qualitative methodologies that were
considered.
Overview
For the purposes of this study, a critical ethnographic qualitative design was employed.
Ethnography as a qualitative research approach focuses on examining the human experiences of
a culture sharing group (Creswell & Poth, 2018; Spradley, 1980). Spradley (1980) describes this
human experience as being shaped by three key fundamentals, “cultural behavior, cultural
knowledge and cultural artifacts” which individual members of a group learn as a result of
making inferences (p. 5). An ethnographic researcher works to describe how a specific group
shares language, their cultural behaviors and beliefs, with the goal of providing a greater
understanding of how the group functions together (Creswell & Poth, 2018).
Social justice is a core component of the theoretical framework utilized for this study
(Misawa, 2012; Stapleton & Croom, 2017). Critical ethnography seeks to take a social justice
approach and examine the systems of power and privilege that frequently marginalize certain
groups within today’s society, coupled with a goal of aiding in the dismantling of said systems
(Creswell & Poth, 2018; Merriam, 2002). Thomas (1993), notes that “critical ethnographers
describe, analyze, and open to scrutiny otherwise hidden agendas, power centers, and
assumptions that inhibit, repress, and constrain” (pp. 2-3). The author further delineates between
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conventional and critical ethnography by describing how traditional ethnographers “speak for
their subjects,” while critical ethnographers “speak to an audience on behalf of their subjects as a
means of empowering them by giving more authority to the subjects’ voice” and by “invoking a
call to action, attempts to use knowledge for social change” (Thomas, 1993, p. 4). Denzin (2017)
encourages the use of critical qualitative research for the purpose of promoting social justice so
that researchers can work to create changes in “education, social policy making, and community
transformation,” which is certainly the goal of this study as supported by the literature review in
Chapter 2 (p. 8).
In his seminal text on ethnography, Spradley, refers back to previous recommendations
he had made for specific areas of research he believed were necessary for American culture, “a
health care system that provides adequate care for all member of society” (Spradley, 1976, p.
111; 1980, p. 18). On the following page in the 1980 text he stated that that ethnography is not
just for providing a greater understanding of “the human species but also for serving the needs of
mankind” (Spradley, 1980, p. 19). Taken collectively together, these two quotes spoke to me in
highlighting the issues facing the LGBTQ community historically and today as it pertains to
health disparities, and the need to support LGBTQ healthcare students in their professional
education experience (Copti et al., 2016).
Ethnography typically uses extensive field work, observations, examination of cultural
artifacts and interviews as sources of data (Creswell & Poth, 2018). As a faculty member within
the same DPT program since 2011, I would argue my informal observations, conversations, and
more formal examination of artifacts consisting of students’ written self-reflections in one of the
classes I teach that covers content on cultural competency and LGBTQ healthcare, have already
contributed to my initial understanding of the program’s culture and climate. These artifacts have
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included LGBTQ students sharing their experiences within the program, and on the opposite end
of the spectrum, the homophobic views and beliefs of some of their classmates. A critical
ethnographic approach seeks to examine the systems of power, privilege and heteronormativity
that may be influencing the specific DPT program centered in this research study and shaping the
experiences of my LGBTQ students.
Additional Methodological Considerations
From the outset, it was obvious that a qualitative research approach would be the most
appropriate methodology to utilize as a mechanism to examine the experiences of LGBTQ
identifying students and graduates from the DPT program at the center of this study. However, in
the process of considering a critical ethnographic research approach, a number of other
methodologies were considered. Below I outline the considered methodologies and why I opted
not to use them.
As a methodology, narrative inquiry “begins with the experiences as expressed in lived
and told stories of individuals” (Creswell & Poth, 2018, p. 67). These stories may be simply told
to the researcher or, “co-constructed between the researcher and participant” (Creswell & Poth,
2018, p. 68). Like ethnographic research, narrative inquiry may use multiple forms of data
including observations, interviews, and various artifacts. However, typically this form of
research focuses on studying one or two research participants. In the case of this proposed
research study, I did not feel that focusing on such a small number of participants would truly
capture a true understanding of the culture and climate of an entire DPT program as experienced
by LGBTQ students.
Phenomenological research is described as “the reflective study of prereflective or lived
experience” (Adams & van Manen, 2008, p. 614). The methodology is often used to describe the
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common meaning of a concept or phenomenon as experienced by a number of individuals
(Creswell & Poth, 2018). The researcher will collect data with the goal of being able to provide
“a description of the essence of the experience,” which may frequently be focused on an
“intense” human emotion (Creswell & Poth, 2018, p. 105; Merriam & Tisdell, 2016, p. 26).
Leading researchers in the methodology believe “that phenomenological understanding is
achieved through language,” yet language may also be what limits the understanding of the
phenomenological reflection (Adams & van Manen, 2008, p. 616). My goal with this study was
to understand the true lived experience of LGBTQ DPT students in their own words. With this
specific research approach, the focus on capturing the particular essence of an experience left me
concerned that it would not necessarily capture the true breadth and depth of their own individual
experiences.
For a case study approach, a researcher will identify a specific case of interest which may
include an individual, a community or an event as examples (Creswell & Poth, 2018; Merriam &
Tisdell, 2016). A defining feature of a case study is that it is bounded (Merriam & Tisdell, 2016).
For example, in the context of this research study the location of a specific DPT program and
studying a group of students over a specific period of time would have been considered two
parameters for bounding a case study. While this may have provided for sources of information
from multiple individuals bounded by the case, this particular methodology did not appear to
provide for “the individuals’ stories within the context of their culture and culture-sharing group”
in the same manner as ethnography does (Creswell & Poth, 2018, p. 103). Overall, while each of
the aforementioned three methodologies were taken into consideration, it still appeared that a
critical ethnographical approach would be the most appropriate for the goal of examining the
culture and climate of the specific DPT program as experienced by LGBTQ students.
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Researcher’s Role in the Proposed Study
Spradley (1980) describes ethnography as “the work of describing a culture” and that
“rather than studying people, ethnography means learning from people” (p. 3). This is a reminder
that my goal for this study is for the findings to be with and “for my students.” Spradley, also
notes the influence of Western “usually…middle-class” culture and educational systems on “the
theories of every academic discipline” (1980, p. 14). In his opinion, “ethnography alone seeks to
document the existence of alternative realities and to describe these realities in their own terms,”
and his clear instruction to ethnographic researchers is “before you impose your theories on the
people you study, find out how those people define the world” (Spradley, 1980, p. 14). This was
a reminder of the need to remain reflexive throughout the study and maintain consideration of
my positionality as it relates to the participants as a white, cisgendered, heterosexual, middleaged female faculty member. Finlay (2003), notes that while the researcher is “a central figure”
in qualitative research, “research is co-constituted – a joint product of participants, researcher
and their relationship” and reflexivity requires the researcher to “turn a critical gaze towards
themselves” (pp. 3-5). Similarly, Denzin (2017) states a researcher brings “a gendered, historical
self … to this process” (p. 12).
While preparing for, and during the study, I needed to take into consideration my position
as a heterosexual faculty member and the potential power imbalance with my participants either
currently with students, or historically with graduates. An in-depth literature review focusing on
the experiences of LBGTQ students in college environments, and professional healthcare settings
prepared me to be mindful of the experiences and traumas my participants may have already
faced. Finally, there was a need to remain acutely aware of the sensitive nature of the proposed
study, along with the need to maintain participant privacy throughout the process.
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Theoretical Frameworks
For the intention of focusing the research around the experiences of LGBTQ DPT
students, the proposed theoretical framework for this study is centered on Critical Race Theory
(CRT), Queer Crit and the heteronormative perspective. Specifically, a theoretical framework
used by Stapleton and Croom (2017) was used to support the integration of CRT, Queer Crit and
a heteronormative perspective as an approach to the study, with contributions from fundamentals
of Queer Crit research by Misawa (2012). The use of the theoretical framework is supported by
existing literature and calls by researchers for specific elements of these theories to be applied in
the field of healthcare education as outlined below.
Proposed Framework
Specifically for this study, I planned on using a framework utilized by Stapleton and
Croom (2017) in their “Narratives of Black d/Deaf College Alum: Reflecting on Intersecting
Microaggressions in College.” In this study, the authors created a theoretical framework drawing
on CRT and critical deaf theory, focusing on the microaggressions experienced by their
participants. For the purposes of this study I created a parallel framework using CRT and Queer
Crit. Stapleton and Croom appear to have based their framework on the five primary themes
described by Solórzano (1997). Firstly, similarly to Ladson-Billings (2013), they described
racism and in the case of their study, audism as endemic (Stapleton & Croom, 2017). For the
purposes of this study, the expectation was to find endemic racism and heteronormativity within
the experiences of the participants.
Secondly, the authors focused on challenging dominant white and hearing ideologies
(Stapleton & Croom, 2017). In the case of this study, the focus will be on challenging dominant
white and heteronormative ideologies through a CRT and Queer Crit lens, which will be further
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outlined below (Misawa, 2012). In addition, Stapleton and Croom (2017) examined the
intersection of identities and systems as a component of their framework (Crenshaw, 1991). As
with their participants it is expected that those who participated in this study would possess
multiple identities and experience “systemic power, privilege, and oppression associated with
each identity” (Stapleton & Croom, 2017, p. 18). Using an intersectional approach could reveal
differences in experiences between individuals identifying as queer People of Color (POC)
versus white males as an example. Stapleton and Croom value the stories of their participants
and define this as experiential knowledge. In similarity to the use of voice and counter-story,
experiential knowledge provides the opportunity for the narratives of participants to be heard and
placed centrally, with the goal of addressing inequity in education (Denzin, 2017; LadsonBillings, 2013; Solórzano & Yosso, 2002; Stapleton & Croom, 2017). In the case of this study, a
critical ethnographic approach was used with a focus on individual interviews allowing for the
voice and experiential knowledge of each participant to be heard.
Finally, there is a commitment to social justice for educators to “seek socially just ways
to conduct research, report, and action” (Stapleton & Croom, 2017, p. 18). Through the process
of examining the experiences of LGBTQ DPT students and graduates, the goal of this study was
to understand how their experiences might inform the need to improve campus climate and
culture, polices and program curriculum, which in turn has the potential to make contributions to
addressing the health disparities within the LGBTQ community. Below I outline in greater detail
the core components I utilized in order to support this theoretical framework.
Critical Race Theory
Critical race theory (CRT) was established to examine “the relationship among race,
racism and power” (Delgado & Stefancic, 2017, p. 3). According to Delgado and Stefancic, CRT
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traces its roots back to critical legal studies and radical feminism, and was founded out of the
frustration related to the lack of true change occurring following the Civil Rights era of the
1960’s (Mensah & Jackson, 2018). Derrick Bell is credited as being the founding father of CRT
in the 1970’s while on the faculty at Harvard Law School, with additional early contributions
from Alan Freeman at the State University of New York at Buffalo Law School. Gloria LadsonBillings and William F. Tate are credited with introducing the concept of CRT to the realm of
education at the 1994 American Educational Research Association annual meeting with a
presentation titled “Toward a Critical Race Theory of Education” (Ladson-Billings, 1998;
Ladson-Billings, 2013, p. 34). Subsequently the two published an article of the same name that is
considered a foundational article of CRT in education (Ladson-Billings, 2013; Ladson-Billings
& Tate, 1995).
Within a 2013 article, Ladson-Billings outlines five tenets of CRT; racism as normal,
race as a social construction, intersectionality, interest convergence, and counterstory (Crenshaw,
1991; Delgado & Stefancic, 2017; Ladson-Billings, 2013). Racism as normal highlights that
racism is not just an issue of institutional racism, or an individual exhibiting frank racism, yet is
an everyday occurrence for people of color and permeates all of their experiences within the
society and culture of this country, including their experiences in education. Therefore, students,
their educational environment and the curriculum should be analyzed from a CRT perspective
(Ladson-Billings, 2000; Misawa, 2012). Historically, race by definition has been socially
constructed to the benefit of those in power. Misawa (2012) notes that from a CRT perspective
“race matters for all race whether White or non-White” (p. 241). Connected to the benefit of
being white in this country, the CRT tenet of interest convergence outlines that improvements for
non-white individuals only occur when there is a benefit to the dominant society. For the
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purposes of this study, using the framework outlined above, racism and heteronormativity were
expected to be endemic and “normal” in the experiences of LGBTQ DPT students during their
education (Stapleton & Croom, 2017).
Intersectionality which was expected to arise as a strong theme within CRT related to this
study, is described as “a critical, theoretical, and analytical framework” that allows for the
examination of how an individual’s “multiple social identities such as race, gender, sexual
orientation, socioeconomic status (SES), and disability (to name a few) intersect at the micro
level of individual experience” (Bowleg, 2017, pp. 508-509; Crenshaw, 1991). Critical to this
process, is the subsequent examination of how these multiple social identities of the individual
interact with society and systems at large, in particular related to power, privilege, injustice and
social inequalities, and help to shape their “collective identities and experiences” (Bowleg, 2017,
p. 640; Collins & Bilge, 2016; Parent et al., 2013; Shields, 2008; Stapleton & Croom, 2017).
While others may seek to categorize individuals by singular labels and often make assumptions
based on that labelling, intersectionality seeks to examine the influence of these interacting
identities and move away from the essentialism of categorizing particular groups. LadsonBillings (2013) describes essentialism as the “belief that all people perceived to be in a single
group think, act, and believe the same things in the same ways” (p. 40) which frequently results
in stereotyping of particular individuals and is often shaped by the narrative of the dominant
society (Delgado & Stefancic, 2017).
Kimberlé Crenshaw is credited with establishing the term intersectionality from the
perspective of feminist legal scholarship and the experiences of Black women (Bowleg, 2017;
Crenshaw, 1991). However, other authors highlight the work of Sojourner Truth and the
Combahee River Collective, defined as Black feminist activists protesting the multiple forms of
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oppression experienced by Black women prior to the theoretical and academic use of the term
intersectionality (Bowleg, 2017). Over time, intersectionality has made its way into other
research disciplines including the fields of psychology, public health, gender and LGBT studies
(Bowleg, 2017; Collins & Bilge, 2016; Parent et al., 2013; Shields, 2008).
In 2013, a special research issue in the journal Sex Roles highlighted articles focused on
the intersection between LGBT, racial and ethnic identities specifically due to a lack of previous
scholarship in this content area (Bowleg, 2008; Parent et al.). Shields (2008) proposes that the
use of intersectionality in research allows for “an understanding of the fluidity in and between
and within identity categories” (p. 308). Eckstrand et al. (2016) argued that intersectionality
should be prioritized within academic medicine as a form of research methodology to be able to
understand the impact of multiple identities on not only patients, but healthcare providers and
students. It is their belief that examining and addressing “unbalanced power dynamics” would
provide a critical contribution to “advancing health equity” (p. 904).
Within the previously reviewed literature pertaining to the experiences of SGM
healthcare students, the concept of examining intersectionality appeared infrequently and only in
more recent publications (Cook et al., 2020; Dimant et al., 2019). Dimant et al. (2019) noted that
while the majority of their TGNB participants were white, which parallels matriculating medical
students across the United States and likely “reflects wider social disparities,” a number of their
participants spoke to their intersecting identities that left them at risk of classism, racism and
ableism (p. 213). The researchers noted that to create safe and supportive learning environments
for TGNB students, “improvement efforts must include a holistic view of societal injustice to
achieve substantive change” (Dimant et al., 2019, p. 215). In the context of medical education,
Cook et al. discuss the need to recognize that TGNB students frequently have multiple
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intersecting identities. The authors also highlight that LGBTQ spaces and policies may be
dominated by white cisgendered gay men (Arana, 2017; Cook et al., 2020), which besides sexual
orientation, draws parallels with the Euro-American heteropatriarchy described by Valdes
(2003), and the need to challenge dominant white ideologies outlined in the proposed model for
this study (Misawa, 2012; Stapleton & Croom, 2017). In turn, there is a need to consider “deepseated misogyny, ableism, homophobia and transphobia across geographical, cultural and racial
contexts” and their potential influence on students’ intersecting identities (Cook et al., 2020, p.
6). Intersectionality allows for the examination of these social identities from a “both/and”
perspective rather than an additive viewpoint (Bowleg, 2008; 2017, p. 511; Collins & Bilge,
2016, p. 27). As Collins and Bilge describe, this allows for moving away from “analyzing what
distinguishes entities, for example, the differences between race and gender, to examining their
interconnections” (2016, p. 27). Therefore, it was deemed essential to use a theoretical
framework that had intersectionality embedded within it as a central component to inform the
methodological design and data analysis (Misawa, 2012; Stapleton & Croom, 2017).
The goal for this research was to examine the experiences of LGBTQ DPT students at a
specific university. Collins and Bilge (2016) note how the multiple interlocking identities of
intersectionality exist “across structural, cultural, disciplinary, and interpersonal domains,” and
that focusing on the “social context grounds intersectional analysis” (p. 29). Specifically
examining the experiences of students within a singular DPT program, campus, and multiple
clinical experiences will each provide elements of social context and multiple domains to
consider in relationship to their intersectional identities. Collins and Bilge recognize that while
college students often first learn about intersectionality within the classroom, their experiences
across campus spaces and in the community provide the lived experiences of intersectionality
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(2016, p. 47). Finally, the authors argue that while intersectionality has its place in scholarship, it
is intimately linked to creating critical praxis as a tool for ensuring it lives up to its
“transformative potential” (2016, p. 47).
Besides intersectionality, voice and counter-story is another tenet of CRT that was
expected to be reflected in this study, described by Stapleton and Croom (2017), and Misawa
(2012) as experiential knowledge. CRT uses voice and counter-narrative to give voice to a group
that is traditionally invalidated by the dominant society through race and oppression (Delgado &
Stefancic, 2017; Ladson-Billings, 2013). Utilizing a qualitative research design focused on oneon-one interviews of students who identify as LGBTQ within a DPT program allows these
students to bring their voice and stories to the experience of being a student within a
predominantly heterosexual realm. Denzin (2017) describes this as placing “the voices of the
oppressed at the center of inquiry” (p. 9). Potentially, this would allow other students and faculty
an opportunity to reflect and consider a viewpoint and experience other than their own that has
relevance in the arena of patient care as well.
In a letter to the editor, Tsai and Crawford-Roberts (2017) make a call for CRT to be
included in medical education to facilitate providers being able to interrogate the structures of
power that contribute to unjust practices in both society and medicine, and be prepared to treat
“inequities, in and outside of the clinic” (p. 1073). For the purpose of this study, with the overall
research question examining the experiences of LGBTQ DPT students during their education,
the use of a CRT lens particularly when reviewing study findings, provided me with the ability to
examine the influence of multiple identities of students, allow their voices and counter-stories to
be heard, and provide a framework that has the potential to contribute to developing a critical
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praxis for the education of DPTs in providing healthcare to SGM individuals (Collins & Bilge,
2016; Ladson-Billings, 2013).
Queer Crit
Additional areas of concern relating to social justice led to the formation of other activist
groups using the foundations of CRT to study and bring attention to their own unique needs. This
includes Arab American and South Asian scholars highlighting the discrimination and
Islamaphobia present in the United States following the 9/11 attacks (Delgado and Stefancic,
2017). Asian American (AsianCrit) and Latino (LatCrit) scholars examine issues related to
immigration policy, American Indian scholars address the rights of indigenous peoples and the
consequences of historical trauma, while LGBTQ critical theorists seek to address the
discrimination and human rights concerns facing this community (Delgado & Stefancic, 2017).
As noted in Chapter 1, Queer Crit evolved from a response of LGBT individuals participating in
early CRT workshops feeling excluded from the conversation on whether or not gay or lesbian
individuals were considered oppressed from a CRT perspective (Phillips, 1999). While the
Stapleton and Croom (2017) theoretical framework is grounded in CRT and critical deaf theory
(Deaf Crit), the intention for this research study was to combine CRT with Queer Crit as a
theoretical framework.
Queer Crit has been described by Delgado and Stefanic (2017) as a sub-discipline of
CRT, placing “sexual orientation and liberation at the center of analysis” (p. 175) with Queer
Crit theorists working to “examine the interplay between sexual norms and race” (Delgado &
Stefancic, 2017, p. 96). Misawa (2012) clearly describes that Queer Crit arose from CRT “to
pursue human rights and social justice for People of Color who are sexual minorities by focusing
on the intersectionality of race and sexual orientation” (p. 242). It was expected that prospective
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participants for this study, may well identify as queer POC, while others identify as white and/or
using other LGBTQ identifiers. By using Queer Crit for this study, the thought is to be able to
frame the experiences of Queer POC, yet may aid in revealing the racism of some of their white
LGBTQ counterparts and white heterosexual classmates or clinicians.
Misawa (2012) outlines six central components to Queer Crit: “1) the centrality of the
intersection of race and racism with sexual orientation and homophobia; 2) the challenge to
mainstream ideologies; 3) confrontations with ahistoricism; 4) the centrality of experiential
knowledge; 5) multidisciplinary aspects; and 6) the social justice perspective” (Misawa, 2010,
pp. 192-195; 2012, p. 242). These six components align closely with the theoretical model
outlined by Stapleton and Croom (2017) proposed for this current study. With the centrality of
race and racism with sexual orientation and homophobia, it was expected that this study would
reveal a consistent thread of heteronormativity and potential homophobia occurring throughout
LGBTQ DPT students’ experiences.
In the paper examining heteronormativity in nursing and medical education programs,
Rondahl (2011) describes queer theory as a research framework which “is not a consistent or
systematic approach but a mixture of critical studies which focuses on heteronormativity” (p.
345). While queer theory was briefly considered as a theoretical framework for this study, as
Misawa (2010) notes, it does not account for the intersections of racial identity and sexual
orientation in the same way Queer Crit does. However, the literature review in Chapter 2
revealed a consistent thread of LGBTQ healthcare students experiencing heteronormativity in
their educational experiences, and it therefore appears appropriate to integrate it into the
proposed framework (Chur‐Hansen, 2004; Mansh, White, et al., 2015; Rondahl, 2011; Stapleton
& Croom, 2017).
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Sedgwick (1990) describes the historical establishment of the term “homosexual” in the
last third of the nineteenth century, when besides being assigned a gender of male or female,
individuals were now defined by a binary identity of either hetero or homosexual which led to
the creation of “institutionalized taxonomic discourses – medical, legal, literary, psychological”
(p. 2). Prior to 1892, historians suggest the terms heterosexual and homosexual did not exist
(Katz, 2004). In 1892, two separate publications in the United States both authored by doctors,
defined the terms of heterosexual and homosexual (Katz, 2004). Initially, the term heterosexual
was used to describe an individual with erotic feelings for someone of the opposite sex, a
departure from the ethics of previous eras where sex was considered a means primarily for
procreation and human reproduction (Katz, 2004). Homosexuals were defined as those having
erotic feelings for same sex individuals, and historians identify these publications as landmarks
in defining “doctors’ normalization of a sex that was hetero” versus homosexual resulting in “an
erotic apartheid that forcefully segregated the sex normal from the sex perverts” (Katz, 2004, p.
74). Connecting to these historical events, Sedgwick (1990), wrote that “many of the major
nodes of thought and knowledge in the twentieth century Western culture as a whole are
structured – indeed, fractured – by a chronic, now endemic crisis of homo/heterosexual
definition, indicatively male” (p. 1).
Founded in the aforementioned historical developments, heteronormativity is the social
construct that assumes all individuals are heterosexual, and that this is the social norm for sexual
orientation (Ingraham, 1994). Rondahl counters that making distinct binary categories between
men and women, is inappropriate as individuals exist on a spectrum of masculine and feminine
traits “regardless of sexual orientation” (2011, p. 345). Heteronormativity appears to be
embedded into the culture, climate and curriculum experienced by LGBTQ healthcare students
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based on the existing literature, and the expectation was that it would reveal itself in this research
study, with potential domination by white, male, middle-class privilege and values (Chur‐
Hansen, 2004; Halperin, 2003; Mansh, White, et al., 2015; Rondahl, 2011; Teman, 2019).
Based on Misawa’s “challenge to mainstream ideologies” a core theme for this proposed
study will include challenging whiteness and heteronormativity reflective of both Queer Crit
perspectives and the Stapleton and Croom (2016) theoretical framework (Misawa, 2010, 2012).
Misawa notes “how instructions, curriculum, and programs have traditionally included little
more than the perspectives of the White male heterosexuals” and that a Queer Crit research
approach allows for the narratives of queer POC to be heard as a data source, demonstrating the
intersectionality of race and sexual orientation as a way to challenge the “conventional ideology”
of race and sexual orientation (Misawa, 2010; 2012, p. 243).
In addition, Misawa (2012) notes the need to confront ahistoricism, which while not
directly aligning with the Stapleton and Croom model, could be seen to overlap with the need to
challenge mainstream ideologies, and is always a central component to addressing social
injustice, both core components in Queer Crit and the theoretical model for this study (Stapleton
& Croom, 2017). Per Misawa (2012), confronting ahistoricism includes understanding how
culture, education and media shape the dominant narrative, excluding the narratives of
marginalized communities. Using a Queer Crit and social justice perspective, requires
researchers to “understand historical and contextual backgrounds of sexual minorities of color so
that they can fight against racism and homophobia or heterosexism” (Misawa, 2012, pp. 243244). In turn, this provides a greater understanding of how dominant ideologies including those
on race and sexual orientation have maintained their position in society (Misawa, 2012).
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The need to include experiential knowledge as a methodology of hearing the experiences
and life histories of marginalized individuals is a central competent in the theoretical framework
outlined by Stapleton and Croom (2017) and a core component of Queer Crit according to
Misawa (2012). Whereas, Misawa approaches this component from a social justice narrative
perspective. In the case of this research study, a critical ethnographic approach focused on oneon-one interviews allowed for the voices of the participants to be heard, which in alignment with
the theoretical framework “seeks to value the life experiences of LGBTQ people” (Misawa,
2012, p. 244).
In the description for the need to examine multidisciplinary aspects, Misawa (2010)
outlines the need to understand the multiple positionalities and oppressions experiences by queer
POC via a Queer Crit analysis. The author highlights the need to recognize the history and
diversity of queer POC, and how in turn, this can be revealing of the White supremacy and
heterosexist influences embedded in education that limit equality. In the 2012 paper, Misawa
focuses further on the need to include voices from multiple disciplines in academia to create a
“collective narrative’ of marginalized voices which can create an “empowered collective voice to
broadcast to society” from a social justice perspective (Misawa, 2012, p. 244). For the purposes
of this study, the focus was on recruiting participants from only one specific DPT program, yet
their multiple positionalities are likely to contribute multidisciplinary aspects to the study based
on their own unique experiences, with some participants still being students and others practicing
in different clinical settings as graduates.
Finally, just as CRT seeks to eliminate racial oppression as a method of eliminating all
oppression, Queer Crit seeks to eliminate social injustices for individuals who experience
marginalization from multiple intersecting identities and positionalities, specifically related to
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race and sexual orientation (Delgado & Stefancic, 2017; Misawa, 2010, 2012). Using a social
justice approach to research and education seeks to create “inclusive environments for both
educators and students to ensure optimal educational experiences,” and has the potential to be a
“source of power” for marginalized individuals in adult and higher education (Johnson-Bailey et
al., 2010; Misawa, 2012, p. 244).
Misawa (2012) proposed that the six components of Queer Crit be used in “educational
settings to help educators and practitioners in adult, higher and continuing education foster
diversity among students and create inclusive learning environments where race and sexual
orientation are equally appreciated along with other sociocultural identities” (p. 242). Stapleton
and Croom (2017) presented the opinion that their theoretical framework created a “research
design” that “privileges experience as a means to uncover and address inequity” (p. 18). For the
purposes of this research study, the hope is that integrating Queer Crit and heteronormativity into
the Stapleton and Croom CRT framework allows for the experiences of LGBTQ DPT students to
be heard in a manner that will highlight where and how social justice and critical praxis
improvements need to occur. Figure 1 demonstrates the contributions of theoretical frameworks
from Stapleton and Croom (2017) and Misawa (2012) in developing the theoretical framework
for this research study.
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Figure 1.
Proposed Theoretical Framework

•
•

•
•
•

CRT and Deaf Crit

CRT and Queer Crit

Stapleton & Croom (2017)

Misawa (2012)
•

Racism & Audism are
Endemic
Challenging Dominant
White and Hearing
Ideologies
Intersectionality of Identities
and Systems
Experiential Knowledge
Social Justice Commitment

•
•
•
•
•

Centrality of Race and Racism
with Sexual Orientation and
Homophobia
Challenging Mainstream
Ideologies
Challenging Ahistoricism
Multidisciplinary Aspects
Experiential Knowledge
Social Justice Commitment

Proposed Framework
•
•

•
•
•

Racism & Heteronormativity
are Endemic
Challenging Dominant
White and Heteronormative
Ideologies
Intersectionality of Identities
and Systems
Experiential Knowledge
Social Justice Commitment

In their study examining the experiences of Black d/Deaf students which guided the
theoretical framework for this study, Stapleton and Croom (2017) discovered two core themes of
racist and audist microaggressions occurred for their participants, which they labeled invisibility
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and trivialization. Racial microaggressions have been defined as “brief and commonplace daily
verbal, behavioral and environmental indignities, whether intentional or unintentional, that
communicate hostile, derogatory, or negative racial slights and insults to the target person or
group” (Sue et al., 2007, p. 271). A recent study of health profession students from
underrepresented groups identified experiences of racial microaggressions in numerous
environments associated with their educational experience as “a barrier to optimal learning”
(Ackerman-Barger et al., 2020, p. 758). Over time, the term has been expanded to include
microaggressions aimed at any minority identity including LGBTQ individuals (Lomash et al.,
2019; Nadal, 2019; Sue, 2010). Based on my previous interactions with LGBTQ DPT students, a
focus was placed on inquiring about microaggressions in the interview questions by asking
whether or not students experienced them in their education and clinical settings, and if they
utilized any specific strategies for dealing with them (Appendix B). The decision to inquire about
microaggressions was based on previous conversations and materials forwarded to me by
LGBTQ identifying DPT students. Secondly, existing research on the experiences of LGBTQ
healthcare students suggests the theme of invisibility is a common theme and had the potential to
manifest itself in the research findings of this research study (Butler et al., 2019; Chur‐Hansen,
2004; Copti et al., 2016; Lapinski & Sexton, 2014; Rondahl, 2011).
Research Design
An outline of the overall research design including the location, participants, sampling
techniques, data collection and analysis, and ethical considerations for the study are outlined in
the remainder of the chapter.
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Location
The research study was focused on LGBTQ identifying current and former students of a
DPT program situated in a large public research university in the south-western United States.
With a focus on one-on-one interviews the primary research location was expected to be within
my own faculty office with the option in the IRB proposal for remote interviews based on the
potential locations of participants and/or their clinical schedules. However, as a result of the
COVID-19 pandemic all interviews were conducted remotely using Zoom. Participants were in a
location of their own choice for privacy, and I conducted all interviews from my home office.
Participants were reminded that their participation was voluntary and that they were able to
withdraw from the study at any time. They were also given the option not to answer specific
questions based on their own comfort level. An initial list of IRB approved questions was asked
of all participants (see Appendix B).
As a critical ethnography, a component of the study focused on the physical location the
participants experienced during their time in the program. As a graduate of the program myself, I
understood the tendency of students within the demanding graduate level DPT program to isolate
themselves to three primary locations on the university campus, the specific building the
program is housed in, the recreational center which houses the gym, and the facility within the
campus library which specifically caters to graduate and professional students. A question within
the list of interview questions specifically asked participants to share any positive or negative
experiences affiliated with any locations within the university campus (see Appendix B). Prior to
initiation of this study, one student had shared without going into any specific details that they
had experienced a negative experience at the student health center, while a second student had
commented on the heteronormative theme of the dress code displayed visually on signage at the
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recreational center. It was expected that asking this specific question of participants might reveal
additional experiences that would be of relevance to the purpose of the study.
Description of Participants
A focus was placed on engaging third year DPT students as participants, along with
recent graduates of the specific DPT program who identified as LGBTQ. As the study
progressed, recruitment resulted in participants from the Class of 2017 through to the Class of
2021. I chose not to recruit further back than the Class of 2017 in an effort to capture a more
current climate and culture with this research study. Third year students (Class of 2021) had
completed all didactic portions of the curriculum and were engaged in long-term clinical
internships. Recent graduates were expected to still have recollection of their academic and
clinical internship experiences, and be able to speak to their experiences in the professional
healthcare field. The latter of which had the potential to provide some insight into their level of
cultural competency of working with the LGBTQ community, and/or the challenges of being an
LGBTQ healthcare provider.
Based on the proposed theoretical frameworks, I hoped to engage participants from a
variety of demographic backgrounds. While the specific DPT program has made concerted
efforts to increase the diversity of the student body and the most recent incoming cohort included
an increased number of Black students, the incoming class included only 4% Hispanic students
compared to an overall campus average of 29.8% (Department of Redacted, 2020; University of
Redacted, 2020). Furthermore, the Class of 2021, which represented the third-year students
recruited for this study was made up of 50% white students, with only one student identifying as
Hispanic, and included no Black students. Previously recruited cohorts displayed similar
demographics (Department of Redacted, 2014-2017).
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Sampling Techniques
Quantitative, statistical research methods typically use a probability sample (Ritchie et
al., 2003). A probability sample allows for researchers to select for an experimental group which
will exhibit characteristics that are considered to be represented in a larger population sample,
and is frequently used when a specific hypothesis is to be tested (Ritchie et al., 2003). In
contrast, qualitative research uses non-probability sampling for participant recruitment, and for
this research study sampling could be described as both purposive and a convenience sample
(Ritchie et al., 2003). Purposive sampling is used to select participants who exhibit particular
characteristics or experiences which will aid the researcher in exploring the central themes or
phenomenon of the study (Creswell, 2016; Ritchie et al., 2003; Stapleton & Croom, 2017). To
specifically examine the experiences of LGBTQ DPT students, a purposive sample of
convenience was used focusing on currently enrolled students and recent graduates of the
program. The initial focus was to reach out directly to students and graduates who had previously
shared their experiences as LGBTQ students with me without solicitation. The method of
sampling used for this study can also be described as a convenience sample due to the
researcher’s “ease of access” to the potential participants (Ritchie et al., 2003, p. 81).
An email was sent to the initial potential participants which briefly introduced the study
and outlined the inclusion criteria (see Appendix A). The initial email was sent individually to
each potential participant with an effort on maintaining privacy by sending the email to myself
and bcc’ing the prospective participant. The email included instructions on how potential
participants could follow up with me if they were interested in participating in the study.
Interested participants who responded to the email and met the inclusion criteria for the study
were provided with an informed consent form via a return email which outlined the purposes of
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the study (see Appendix D). Additionally, the informed consent form outlined the time to
participate, risks and benefits of participation, and the efforts being made by me to maintain
participant privacy and confidentiality. In the same return email, potential participants were also
asked to suggest interview times that would be most convenient to them, agree to a one-on-one
interview which would involve answering nine initial research questions (Appendix B).
A snowball sampling technique was engaged as a secondary sampling method, asking
each participant who completed an interview, if they knew of any prospective participants who
might have been willing to be interviewed (Stapleton & Croom, 2017). Snowball sampling is
frequently employed in qualitative research, and allows researchers to contact potential
participants via contact information provided to them from initial participants (Noy, 2008).
According to Noy (2008), snowball sampling engages the use of naturally occurring social
networks, which in turn provides “social knowledge” unique to the community being studied (p.
329). After the initial prospective participants were contacted and a total of four interviews
completed, I initiated sending emails to each class cohort from the Class of 2021 back through to
the Class of 2017.
Emails were sent in the hope of securing more potential subjects who may or may not
have been previously out during their time in the program. As a result of these emails, four
additional participants were recruited, one of whom was out during their time in the program,
three of whom were only out to a very select number of individuals. Snowball sampling did not
result in any additional participants being recruited, but most frequently participants made
mention of out individuals I had already interviewed or contacted. A ninth participant agreed to
take place in the study after initially declining to do so, but reached back out to me unsolicited a
few months later.
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In order to maintain participant privacy, detailed demographic information regarding
each individual participant is not reported. However, the primary descriptions used by each
individual regarding their sexual orientation and gender identity in response to the initial
interview question for this study being “in your own words, how do you identify?” are provided
in Table 1. In Chapter 4, additional demographic details are reported in relationship to findings
without direct connection to each individual’s sexual orientation and/or gender identity, but as a
method of providing a thicker description of the participants and their experiences.

Table 1.
Participants
Order of Interview
Participant 1
Participant 2
Participant 3
Participant 4
Participant 5
Participant 6
Participant 7
Participant 8
Participant 9

Identity
Gay Male
Lesbian Female
Bisexual Female
Gay Male
Asexual Female
Asexual Female
Lesbian Female
Lesbian Female
Queer Non-binary

Data Collection
Data collection took place through the process of semi-structured interviewing focused
on the nine initial interview questions. Thomas (1993) notes that a critical ethnographic approach
may require greater flexibility in regard to structured interview questions. As initial data is
collected, a changing understanding of the topic being researched may prompt the need for
restructuring and refining of the interview questions, hence the approach could be described as
semi-structured interviewing (Creswell & Poth, 2018; Glesne, 2016; Stapleton & Croom, 2017;
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Thomas, 1993). An additional three questions were added after the 1st interview, a fourth after
the second interview, with a fifth added after the third interview (see Appendix B). Finally, a
specific question was crafted for the eighth interview onwards as a result of a theme related to
religion that was revealing itself via the ongoing coding of the previous interviewees (see
Appendix B).
The primary interview location was initially planned to be my faculty office at the
university site in question. However, based on the focus on recruiting third year students and
recent graduates of the program, it was recognized that it would be necessary to employ
technology including Zoom, Skype or FaceTime to provide convenience to the participants based
on their clinical schedules. If not conducting interviews from the privacy of my faculty office,
the secondary plan was to use my home office where I live alone. The option of the home office
was added initially prior to COVID-19, as there is less chance of interruption, and a number of
participants were expected to only be available evenings and weekends due to their own clinical
schedules. As a result of COVID-19 all interviews were subsequently conducted remotely from
my home office. Participants were asked to choose an interview location that ensured their own
privacy, and all appeared to do so from the privacy of their own homes.
All interviews were conducted on Zoom and recorded live. Besides participants already
agreeing to being recorded via the informed consent form, verbal permission was again asked at
the beginning of each interview. The Zoom interview took place on a password protected laptop.
During the interview I took additional hand notes to support the recorded data, and journaled
immediately following the interviews to supplement the interview notes, and as a method of
reflexivity. Creswell (2016) notes the importance of engaging a reflective approach during
qualitative research particularly when working with members of marginalized communities.
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Using this process is thought to prompt self-examination by the researcher so that one might
“challenge assumptions, reveal theoretical orientations, uncover social and cultural biases, and
call personal behaviors into question” (Creswell, 2016, p. 141). Glesne (2016) describes
reflexivity as “asking questions of research interactions all along the way,” from the initiation of
the project, throughout the project and until the dissemination of research findings is completed
(p. 145). Violanti (2020) discusses the need to engage in reflexivity during critical research in
order “to highlight people’s lived experiences by using their own words…taking ownership of
one’s partiality, and ensuring that we are not objectifying informants by representing their
experiences rather than allowing them to claim those experiences” (p. 7).
As a way to support one of the core components of the proposed theoretical model in
examining the intersections of identity and systems, the first interview question was, “in your
own words, how do you identify?” Thus, providing the opportunity for students to use their own
language in describing their intersecting identities, rather than using a prescribed demographics
form. Their initial responses related to gender identity and sexual orientation are provided in
Table 1 above. Other elements of intersectionality were revealed as a number of individuals
provided their racial and ethnic identifiers, and as participants discussed their experiences in the
program, these are presented in Chapter 4 in relationship to findings. Previous healthcare
research with SGM healthcare students has described racism, ableism and classism as relevant
points of intersectionality to students (Dimant et al., 2019). Based on my existing knowledge of
my potential participants, in addition to racism, gender and sexual orientation, my expectation
was that immigrant status and classism might reveal themselves as components of intersecting
identities during this study. Interestingly, physical size and religion were other elements of
intersectionality that were shared by participants and will be discussed in Chapter 4.
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The IRB proposal allowed for the retention of participant emails in order to contact them
for follow-up questions should they arise after the initial interviews. In addition, the plan was to
offer to send a copy of the interview transcript to the individual participant to allow them to
review the completed transcript, provide feedback and request edits be made. One participant
was contacted for the purpose of inquiring about their current relationship with the religion of
their upbringing, once the role of religion became an emerging theme during data collection.
Only one participant requested a copy of their transcript for review, but additionally this same
participant provided continuing unsolicited follow-up emails regarding their experiences of
microaggressions during their time in the program. Another participant requested a copy of the
transcript “for their records” but did not provide any additional feedback on the interview.
Qualitative researchers frequently describe this process of continuing communication as
member checking, and it allows participants the opportunity to provide feedback to the
researcher on the accuracy of interview content and summarized themes (Carspecken, 1996;
Creswell, 2016). In addition, Spradley (1980), describes how allowing participants the ability to
review materials may be considered a step in protecting their rights, interests and sensitivities (p.
21). Particularly with the sensitive nature of this research topic “all informants must have the
protection of saying things “off the record” that never find their way into the ethnographer’s
fieldnotes” (Spradley, 1980, p. 22). Initially, the research proposal planned to engage one or two
critical readers to potentially review materials as an approach to provide “educative authenticity”
and expert validity from a member of the LGBTQ community which would have required an
IRB modification (Stapleton & Croom, 2017, p. 19; Violanti, 2020). However, as the interviews
were completed, findings were consistent with many of the themes outlined within the literature
review related to the experiences of LGBTQ healthcare students, and thus the use of critical
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readers was deemed unnecessary. Lastly, in accordance with typical IRB practice, all digital data
related to the study is properly stored on a password protected computer accessible only with my
authorization. Any physical data will be stored in a locked file cabinet in my faculty office. A
timeline for the study is outlined below highlighting initial data collection and analysis began in
September 2020.

Table 2.
Timeline for the Study

Dates
2/20
3/20
9/20 – 12/20
9/20 – 1/21
9/20 – 1/21
9/20 – 1/21
11/20 – 2/21
12/20 – 04/21

Activity
IRB Submitted
IRB Approval Attained
Initial Participant Recruitment
Individual Interviews (n = 9) and Reflective Journaling
Transcription of Individual Interviews
Data Member Checks
Cross Check (All Data)
Write

Data Analysis and Interpretation
Data analysis was approached with consideration of the proposed theoretical framework
anchored by CRT and Queer Crit (Misawa, 2012; Stapleton & Croom, 2017). Data analysis was
employed on an ongoing basis as interviews were completed to support the use of a reflexive
approach, which along with providing an opportunity for researcher self-reflection, helped to aid
in revealing developing theoretical themes within the data (Creswell, 2016; Glesne, 2016;
Violanti, 2020). While the proposed theoretical framework was used as a lens during data
analysis, I was mindful that it is was quite possible that one or more components of the
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framework might become a dominant theme and a primary focus for interpretation of the data as
more participants were interviewed.
Once each interview was completed, the Zoom audio file was uploaded to Temi, a
website providing speech to text transcription (http://www.temi.com). Once transcribed, the
document was downloaded and the transcription was reviewed for accuracy by listening to the
audio recording again, and corrections were made concurrently within the written transcript.
Prior to initiating formal coding, all the transcripts were reviewed and re-read again with
highlights made on the document for areas of interest, and on occasion marking particular words
for emphasis of speech. This was considered memoing within the transcript as a method to aid in
identifying initial codes, which in turn helped to develop the themes related to this specific
research project (Creswell & Poth, 2018). Stapleton and Croom (2017) used their theoretical
framework to identify the interview sections that reflected the research question, and termed this
approach as “identifying meaning units” (p. 19), and these will be highlighted in Chapter 4 of
this paper. Journaling in relationship to the content as it developed across this stage of analysis
was beneficial in remaining reflexive and aware of emerging themes (Glesne, 2016). Even at the
early stage of data analysis an effort was made to perform triangulation as a form of validity for
this qualitative research project. Triangulation is described as a method of “building evidence
from different sources to establish the themes in a study” (Creswell, 2016, p. 191). Glesne (2016)
describes triangulation as a method of establishing trustworthiness, a term more frequently
associated with qualitative research than the term validity. In the context of this study,
triangulation would occur if repeated themes were revealed across individual interviewees and/or
any digital images or artifacts participants provided. These would be considered multiple sources
and multiple data collection methods, and along with my previous history of observation and
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engagement with the potential participants, and the use of member checking after initial data
collection, all of these actions would be considered as contributing to the trustworthiness of the
study (Glesne, 2016; Violanti, 2020).
Qualitative Data Interpretation
Following initial data analysis using memoing to identify initial codes (Creswell & Poth,
2018) and using the theoretical framework to identify meaning units (Stapleton & Croom, 2017),
I used ATLAS.ti (http://www.atlasti.com) to perform additional data analysis, using the findings
from the initial coding and emerging themes to code each individual transcript (Creswell, 2016).
Using this qualitative analysis software allowed for continued triangulation of the data and the
identification of themes across the participants’ experiences (Creswell, 2016). The software
allowed me to identify specific codes that were able to be organized into code groups, which
reflected the developing themes. The code groups allowed me to identify themes that related
back to the research questions and interview questions. Once these themes were identified, I
engaged domain analysis, focused around key interview questions, which allowed me to crossreference back to the identified codes from ATLAS ti.
According to Spradley (1980), performing a domain analysis allows the researcher to
assign a cultural meaning to a situation. In other words, a researcher is not just describing a
social situation, but also identifying “patterns of behavior, artifacts, and knowledge” related to
the culture of the group being examined (p. 86). In a domain analysis, the researcher creates
cultural categories which consist of a cover term, included terms, and semantic relationship
(Spradley, p. 89). Findings from the domain analysis are outlined in Appendix E and further
discussed in Chapter 4. As data were further analyzed a taxonomic analysis was performed for
two specific domains, firstly in regard to barriers to being out that were identified by participants
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as a result of the study (Appendix F). Secondly, a taxonomy was created to display the emotions
or experiences related to physical spaces that were relevant to the participants’ educational and
clinical experiences (Appendix G). The creation of a taxonomy allowed for a more visual
representation of the data on a specific domain analysis of interest (Spradley, 1980). The findings
displayed in both taxonomies are reviewed in Chapter 4 in relationship to their connections with
the research question and the theoretical framework for the study.
Domain analysis can also be defined as a method of thematic labeling, which in turn can
be used to create “story maps to elucidate the data and connections” (Stapleton & Croom, 2017,
p. 19). Subsequently, findings can be used to create composite characters and narratives, which
was engaged in this study to a degree to address the ethical concern of participant privacy as
outlined below (Stapleton & Croom, 2017). This strategy can be engaged to create stories that
“blend participants’ narratives, symbolism, and various data sources to highlight the lives and
happenings of marginalized people” (Solórzano & Yosso, 2002; Stapleton & Croom, 2017, p.
19). Initially, the plan was to create a single composite story as a method of presenting research
findings, however, as data analysis and interpretation continued, the concern was that the
experiential knowledge of each participant would be lost. For this reason, a primary narrator was
engaged and will be further explained in relationship to ethical considerations for this study
(Solórzano & Yosso, 2002).
Overall, the goal of data analysis and interpretation was to identify themes that would
answer the research questions. Secondly, to meet the core components of the theoretical
framework and include identifying how racism and heteronormativity show up for LGBTQ DPT
students. Thirdly, identifying which dominant ideologies needed to be challenged, how
intersectionality was experienced individually and systemically for students, and centering their
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experiential knowledge, all with a goal of meeting the social justice commitment and improving
the lives and experiences of LGBTQ DPT students and patients (Misawa, 2012; Stapleton &
Croom, 2017). Alternatively, themes may have been unveiled which could have challenged the
existing literature on the topic and/or the theoretical framework. Figure 2 outlines the research
design by identifying the contributions to developing the theoretical framework and its
subsequent influence on the research methodology.

Figure 2.
Research Design

Experiences of LGBTQ DPT Students
CRT
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Research
Findings
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Ethical Considerations
In the process of conducting research, Spradley (1980) notes that it is the responsibility of
the researcher to be in consideration of their participants and “safeguard their rights, their
interests, and even their sensitivities” (p. 21). Due to the personal and potentially sensitive topic
being explored in this proposed study, every effort was made to maintain participant privacy and
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confidentiality. Participants were provided with a detailed informed consent form to review and
were encouraged to ask questions regarding the purpose, process, risks and benefits associated
with participation in the study (see Appendix D). Due to the focus on one-on-one interviewing,
an emphasis was placed on ensuring the interview location assured privacy to the participant as
noted in the Data Collection section above. Participants were asked to share only what they felt
comfortable sharing, with that information only being shared directly with myself as the primary
researcher. Any information shared with PhD committee members was in a de-identified format.
Every effort was taken place to minimize risk to the participant.
Participants could have experienced some stress and emotional discomfort if specific
questions led the individual to reflect and revisit prior negative experiences, and this was
outlined in the informed consent form. One potential participant initially declined to participate
upon invitation to the study, clearly stating they were not prepared to revisit their traumatic
experiences from their time in the program, but later reached out to the researcher unsolicited
and became a participant in the study. There was no expectation for any physical risks to occur
as a result of this proposed study.
Based on the findings from this study, information will be presented in Chapter 4 in a
manner aiming to minimize the possibility of participant identification by individuals outside of
the study once findings are disseminated. Each primary theme section in Chapter 4 will be
introduced by a primary narrator, a participant in the study, who will also share some of the
experiences of their fellow participants in a manner so as to maintain participant privacy. Despite
the use of the narrator, emphasis will be placed on encouraging the reader to critically reflect on
the experiential knowledge and voices of the participants versus attempting to identify personal
characteristics of the individuals. This would primarily only be a concern related to faculty
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members, and students or graduates of the specific DPT program, but due to the unique nature of
this study and its primary location this is the key reason in the decision for engaging a primary
narrator to introduce major thematic experiences (Solórzano & Yosso, 2002).
An additional ethical concern existed as a result of my role as a faculty member in the
DPT program at the center of this research. As my focus was on recruiting LGBTQ students who
are associated with the program, that raised the issue of a potential conflict of interest related to
my current or previous authoritative role over participants. For that reason, emphasis was placed
on recruiting recent graduates of the program and third year students who were on long term
clinical internships, and no longer directly supervised by me in the classroom setting. As noted
previously, the initial recruitment effort was focused on students who had previously been open
and out to me, and had previously discussed some of their experiences and concerns as LGBTQ
students in a DPT program. However, three students responded to the email invitation who had
not previously been out to me, although two of the three had alluded to being members of the
LGBTQ community through prior written assignments during the didactic portion of the
program. As a previous Principal Investigator with Graduate Faculty status at the university in
question, I am already aware of, and followed standard protocols for maintaining privacy and
confidentially, and will continue to do so for storage and final deletion of both paper and digital
materials related to the study.
The total time commitment for each participant was expected to be one hour and fifteen
minutes for review of the informed consent form and participation in the interview. As a
hallmark of qualitative research, participants were given the opportunity to review the transcripts
of their interview and make requests or suggestions for edits of the material. (Creswell & Poth,
2018). For participants who chose to do so, it was expected that no more than one additional
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hour of time would be required to participate in this aspect of the study. Only one participant
requested a copy of their transcript, and made minimal suggestions for edits. However, this same
participant sent additional unsolicited emails regarding microaggressions they had experienced
during their time in the DPT program after reflecting on some of the interview questions
following the interview. A second participant requested a copy of their transcript for their own
records. All other participants cited a lack of time, or trust in my management of the transcript.
The overall estimated time commitment for each participant is outlined below:
1. Time to review and respond to initial email ~ 5 minutes.
2. Time to review and complete Informed Consent form ~ 10 minutes.
3. Participation in a 45-60-minute one-on-one interview.
4. Optional: provide feedback to the investigator and request edits be made to interview
transcript. Estimated time to complete ~ 60 minutes.
Chapter Summary
Chapter 3 outlined the theoretical frameworks engaged for this study, the rationale for a
qualitative study and its methodology. This chapter provided a description of participants and
study location, data management and collection, including the approach to data analysis, ethical
considerations for the study, and outlined the timeline. Chapter 4 will present the research
findings and identify themes related to the theoretical framework, and present the experiential
knowledge of the participants using their voices and the voice of a primary narrator.
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Chapter 4: Findings
Chapter 1 introduced this research study examining the experiences of LGBTQ Doctor of
Physical Therapy (DPT) students. Chapter 2 covered a review of the literature relevant to the
subject, while Chapter 3 discussed the methodology engaged to complete the study. Chapter 4
presents the finding from the one-on-one semi-structured interviews, designed with a critical
ethnographic approach and reviewed through the lens of the theoretical framework.
Restatement of the Purpose of the Study and the Research Question
The purpose of this qualitative research study was to explore the experiences of LGBTQ
identifying students within the DPT program at a large public research university situated in a
metropolitan area of the south-western United States. For the purposes of the research, student
experiences were defined as significant events or interactions LGBTQ students recollected from
their time in the program, including their perceptions of the campus and program climate and
culture. The goal for this research is to be able to add to existing literature regarding the
experiences of LGBTQ students in professional healthcare programs. Subsequently, the research
findings may be beneficial in helping to shape policy and/or curriculum changes for the specific
DPT program and similar institutions.
The primary research questions guiding this study were as follows: 1) How do LGBTQ
students experience an education in a DPT program at a diverse, minority serving institution?
As a sub–question: how open were LGBTQ students able to be about their own sexual
orientation or gender identity in varying educational or clinical settings?
Study Participants
Nine individuals participated in this study. From a perspective of maintaining participant
privacy, demographic information is reported below in a manner to decrease the ability of those
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familiar with the program from directly identifying each participant. From the nine participants,
three were currently enrolled in the DPT program, while the remaining six participants were
graduates of the program. Based on the timeline of the research study, six of the participants
were enrolled in the program during the same calendar year, thus providing some strength to the
purpose of the study in capturing the current culture and climate of their educational experiences.
Participants were asked to describe how they identify “in your own words.” To maintain
participant privacy, a word cloud was created after coding in ATLAS ti for “identity” to provide
a visual image of the range of participant responses. Figure 3 is provided below. Items that
appear in larger text represent responses that were provided more frequently and by multiple
participants.

Figure 3.
Participant Identities
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Based on interview responses provided by participants, prior conversations with
participants, and previously recorded demographic information I have access to as a faculty
member, it was determined that a total of six of the participants identified as white. None of the
participants identified as Black, although one individual did describe themselves as a Person of
Color and Brown, and one identified as Native American. Two participants identified as Asian,
and another identified as Pacific Islander. Some of the participants identified using the terms
Mexican, Hispanic, Chicana or Latinx, but exact numbers are not provided in an effort to avoid
specifically identifying those individuals. One participant was not born in the United States, and
at least one other participant had previously held dual citizenship. Another participant was born
in the United States, but raised in a different country. At least three participants are multi-lingual
with one individual speaking English as a second language. From a religious standpoint, one
participant specifically identified in their own words as a member of the LDS church, while a
second discussed being raised as a member of the LDS church and upon further follow-up,
shared that they are no longer a member of the church. A third participant specifically discussed
receiving a Catholic education, and a fourth had previously described themselves as religious
without identifying the specific faith.
Study Findings
A domain analysis was performed with findings documented in Appendix E. Significant
findings from the domain analysis were linked to the specific interview questions where
appropriate. Interview questions were linked to the domain analysis because they asked either
direct questions related to the cover term for the specific domain analysis, or the interview
question, or a number of particular interview questions resulted in a specific theme revealing
itself via the use of ATLAS ti. Most notably and somewhat unexpectedly, the role of religion
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became apparent as a theme for many of the participants as interviews progressed. The
intersectionality of race and LGBTQ status, not surprisingly revealed a number of impactful
experiences for those specific participants. The findings from the domain analysis are outlined
below as they connect to the literature review for this research study.
Research and Interview Questions
The primary goal for this research study was to understand how LGBTQ students
experience an education in a DPT program at a diverse, minority serving institution. Secondly, to
inquire about how open they were able to be about their own sexual orientation or gender
identity in educational or clinical settings. As a result, with six of the nine participants being
graduates of the program, the study revealed a consistent pattern of their experiences in the
workplace since graduation. All nine participants were able to speak to their experiences during
their DPT education, and in a clinical setting as a student. The interview questions were
established to inquire about their experiences during their education and in clinical settings,
including any experiences of microaggressions. As the study evolved, interview questions were
added as a result of initial themes developing (See Appendix B). Five key themes were identified
that connect directly back to the literature review (a) navigating the heteronormative clinic and
campus, (b) experiences of microaggressions and discrimination (with an additional focus on
racialized experiences) (c) barriers to being out, (d) the role of religion, and (e) mechanisms of
support for LGBTQ DPT students.
The five themes will be outlined below and then evaluated through the lens of the
theoretical framework for this study. Each theme section will first be introduced through the
voice of a primary narrator featuring a key experience of a participant or program classmate
related to the specific theme. Unless otherwise noted, all text presented in quotations in the
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presentation of findings is a direct quote from a study participant, with no identifying
demographics provided in the interest of maintaining participant privacy, unless it specifically
adds to the context of the quotation. Using the direct quotations of the participants seeks to
center the findings on their experiential knowledge, an essential component of critical research
methodology (Solórzano & Yosso, 2002). The primary narrator is a white, gay cisgendered male,
an identity that some members of the LGBTQ community associate with a position of dominance
and privilege (Arana, 2017; Cook et al., 2020). They present either their own direct experiences
as a participant, or the experiences of other participants or classmates framed in a manner when
necessary to protect the individual identity of certain participants who’s own intersectional
identities would make it much easier to identify if presented in whole. Presenting personal
narratives and/or other people’s stories is a method used in critical research methodology to
“reveal experiences with and responses to racism and sexism” (Solórzano & Yosso, 2002, p. 33).
In this situation it is being used to reveal experiences of heteronormativity, racism “and other
forms of subordination” shared by LGBTQ DPT study participants (Solórzano & Yosso, 2002, p.
33).
Navigating Heteronormative Spaces
As noted, six of the nine participants were graduates of the program, while the remaining
three were third year students participating in their long-term clinical internships at the time of
the study, meaning all of the participants were able to speak to their experiences in a clinical
setting. One of the earliest themes that revealed itself was the challenge LGBTQ DPT students
and graduates face in navigating the heteronormative space of the clinical healthcare
environment, and to a minimally lesser degree, the university campus. The experiences of
LGBTQ DPT students in navigating these spaces will be explored below. From an operational
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definition standpoint, the term CI is frequently used by participants as an abbreviation for their
clinical instructor during their clinical internships.
Navigating The Clinical Space
Well, it's like, you know, people can be real nosy and I don't want to, like, I want to get
my stuff done. I want to get the treatment done. I want to get my notes done. I don't want
to talk about me. So I just, anytime it comes up, Oh, are you married? Blah, blah, blah. I
just redirect it.
Unlike other healthcare professionals, it is not unusual for physical therapists to spend
extended periods of time working with their patients, either in sessions of thirty minutes or
longer, combined with frequent visits over days to sometimes months depending on the care
setting. This results in the development of what is often described as the therapeutic relationship,
but with that comes a frequent opportunity for bi-directional more personally based
conversations. All participants in the study reported the assumption of heterosexuality frequently
engaged by patients when inquiring about their provider’s personal lives. Participants reported
having to make a conscious choice on how to navigate their response to questions of whether or
not they were married, or in a relationship with someone, consistently with patients who assumed
it would be with an individual of the opposite sex, “it’s a lot of extra thought.” Interestingly, a
majority of the participants did not recognize this consistent assumption of heterosexuality as a
microaggression, the “brief and commonplace daily verbal, behavioral and environmental
indignities” (Sue et al., 2007, p. 271).
Frequently, participants who described themselves as out personally and in the workplace
with colleagues, used language that indicated they worked to assess each individual situation in
deciding whether or not they chose to be out to the patient, as an “in the moment decision.” A
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participant who identifies as asexual descriptively stated, “you test the waters…before getting in
the ocean we should see what tides look like.” Another participant noted “you feel the vibe,” but
also referenced the current political climate and how “people are very opinionated.” Although,
this same participant went on to note that at other times they are very open about their
relationship and sexual orientation when talking to patients, “I have more people judge me for
my tattoos at this point than my sexual orientation.” While an early participant described
themselves as out in the workplace, this was related to their interactions with co-workers. When
negotiating conversations with patients, they described themselves as “pretty reserved when it
comes to patients about being gay.” Having overheard patients speak “negatively” and
“aggressively” about the “gay” community, a later interviewee remarked, “I really make sure to
guard myself in that regard.” Conversely, they noted the power of having LGBTQ patients
confide in them that they are members of the community, and coming out occasionally to other
patients:
Even some older folks who have just been really awesome, we connect on a level … kind
of like I did with my CI’s, I feel out who’s going to have a negative response to this,
who’s not, but that’s very far and few between that I do that with.
When trying to avoid revealing their sexual orientation, this same participant shared the
strategy that they and another co-worker who identifies with the same sexual orientation use,
which is the avoidance of pronouns when asked about their significant others. Avoiding the use
of pronouns was a strategy frequently employed by other participants who identify both as out,
and not out when having to engage in conversations with patients, and during experiences that
involve microaggressions, or they feel have the potential to result in microaggressions or
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discrimination. A participant who identifies as lesbian and is married to another woman explains
that when patients see her wedding ring:
You get the typical … “so your husband this,” and instead of correcting them I just avoid
using the word she, “what does he do?” “Oh, works in … visual media,” just not, you
know I don’t want to feel like I’m lying, but at the same time I have to kind of guard
myself because people do have views and I don’t know how it’s going to turn out.
Another female participant remarked that both patients and clinical instructors “would
just assume husband and I just wouldn’t correct them.” Now a graduate of the program and in the
work place they shared, “people, so far anyway, always assume my “husband” when asking
about holidays or the weekend, etc. I don’t correct them, but I do always respond by saying
“spouse” or “honey” or whatever else.” A male participant who considered themselves to be out
during their time in the DPT program while on campus, noted not ever telling any of their
clinical instructors explicitly of their relationship status, and is currently “out to some of my
coworkers, not everybody knows.” They noted caution about who they come out to, and if asked
whether they are married or in a relationship confirms they are in a relationship, “and try and
avoid you know, details or try to like change the subject.” Another participant who also
described themselves as out during their time in the program, actually informed their clinical
instructors of their sexual orientations prior to their clinicals, but identified that being generally
older than their student peers likely contributed to this decision, “my age makes a difference …
I’ve just been around the track so many times I'm like, whatever happens, happens.” This
participant was the only one to share they were directly out with all of their clinical instructors,
but interestingly explicitly described avoiding all conversations regarding their personal life with
patients.
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The complexity of responses and strategies provided by participants reflects existing
literature that revealed the multiple choices LBGTQ individuals make when deciding whether or
not to be out in the clinical workplace or internship setting (Eliason et al., 2018; M. J. Eliason, J.
Dejoseph, et al., 2011; M. J. Eliason, S. L. Dibble, et al., 2011; Mansh, White, et al., 2015).
Particularly when considering clinical instructors who are responsible for grading DPT students,
the assessment of each individual setting and clinical instructor appears to be a strategy
employed by many of the participants:
I had to feel out their personalities, see kind of just being in the office, documenting,
hearing their conversations and deciding how open are you in kind of making the
judgment call? Is this going to be detrimental to my experience here?
Two participants who were both raised in the LDS church expressed their hesitation in
coming out to clinical instructors who might also be LDS, and this will be explored in greater
depth under the theme the role of religion. The issue of who holds the position of power in the
various scenarios LGBTQ DPT students and graduates find themselves in is a sub-theme that
weaves its way across four of the five themes identified in this study’s findings. While it is
relevant in navigating the heteronormative clinical and campus spaces, it became most obvious
when participants were discussing their hesitation in being out and will be discussed in greater
depth under the theme of barriers to being out, but also reveals itself under the theme of
experiences of microaggressions, notably for those participants with increasingly intersectional
identities. Avoiding pronouns, assessing the situation and the redirection of topics of
conversation revealed themselves to be sub-themes for navigating the heteronormative clinical
space but interestingly are the same strategies many participants used when attempting to
navigate clear microaggressions, which will be discussed in greater detail later.
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Navigating The Campus Space
I would only say that there are two faculty members who have made remarks, not just
about gay people, but about people that aren't like them … gender, especially things like
that. And their initials are …
And one of the students in another cohort, told me, one of the professors, Dr X in front of
other students, when they came back to campus, he's like, “Oh … why would you ever
have a baby in PT school?” And then I know he would never ask that of the Mormon
men.
Three of the nine study participants described themselves as primarily not out during
their time in the DPT program. Of the three, one participant stated they were only out to their
“closer friend group in the program, but otherwise, no, not really.” Another participant believed
they were only out to their research group and their research advisor within the program, and the
third was out to “one faculty member I told accidentally,” and none of their classmates. When
asked if they had experienced any microaggressions or discrimination on campus, this third
individual who identifies as asexual immediately identified, “there’s a lot of …
heteronormativity.” Asked to further clarify if this was a specific location on campus, the
participant elaborated that they felt their classmates held heteronormative assumptions that all of
their peers would be in relationships with members of the opposite sex. When asked if they felt
that the curriculum was heteronormative, this same participant could not immediately recall any
specific examples that made them feel as such. Yet, when asked if improvements could be made
in the use of less heteronormative patient cases, the student replied immediately in the
affirmative. This overall mixed impression of the DPT program itself seemed to be generalized
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to many of the participants, except one who had multiple negative experiences throughout their
time in the program.
Multiple participants initially responded they did not feel the program was overly
heteronormative, however, with additional questioning many of them came to recognize areas,
particularly of curriculum content, where improvements can be made. In the words of one
participant:
I wouldn't say they like shove heteronormativity down your throat. I didn't think that was
with any of our classes or anything, but I think it's the lack of inclusion, um, of anything
where, you know, just to put it in people's minds, like, Hey, there's homosexuality too.
Another participant stated, “I think that is an easy thing to really like fix…maybe with
patient cases using they, them pronouns here and there, or changing up kind of the family unit of
what qualifies as being…able and independent…things like that.” In the words of a third
participant, “I don't feel like I'm excluded. So, I guess it's just the program doesn't mention,
homosexual relationship enough, but it's not too focused on heterosexual relationship.”
However, when asked about heteronormativity in the curriculum, one participant stated,
“that's the only perspective.” This same participant was the only individual quoted on this topic
who does not identify as white or Asian, and whose own closing interview statement was, “I
never felt welcome there or valued … I just didn't feel valuable at all in the program.” From a
perspective of intersectionality this participant was one of two individuals who shared
experiences of racialized microaggressions that will be discussed in greater detail through the
sub-theme of racial microaggressions and discrimination.
In regard to heteronormativity, a participant who identifies as non-binary shared an
experience during the program where students were separated into two groups, one for women
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and one for men. The two faculty members leading the class then spoke to each group regarding
men and women in the workplace, “I don’t know what they were trying to do. It just felt really
incompetent.” The participant went on to share, “it felt awful. And then … their little slide show
of like acceptable attire … it just felt so condescending and juvenile.” This type of experience
has been described in the literature as perpetuating a cisnormative educational culture, that
increases the sense of invisibility experienced by students who don’t identify with
heteronormative binary expectations (Butler et al., 2019; Cook et al., 2020). Later during the
interview, the participant recalled a class where the faculty member described bias or
discrimination based on age as “worse than other types.” As an individual who went on to share
the extent of microaggressions and discrimination they experienced during their time in the
program, they stated, “I understand where you are trying to go, but this is … just so simplistic.”
On the topic of faculty, one participant recalled an occasion when I myself made a
comment that assumed a heteronormative sexual orientation, “you called me out for sitting with
(name redacted) in a class and you're like, “you know, the last time two people were like wanting
to team up like that, they ended up married and they have two kids now.”” While this participant
stated they were out in the program, I was not aware of their sexual orientation at that specific
time, which was the same for at least one other faculty member.
Multiple participants also highlighted the LGBTQ cultural competency materials covered
in the specific class I teach, which for all of the participants had occurred as one of their final
didactic courses prior to their long-term clinical internships. While many of them thought the
discussion prompts within the class allowed for the possible creation of a safe space for students
to potentially feel comfortable out in, a number of them mentioned a desire for the course to be
earlier in the curriculum, and to see LGBTQ content woven into content in other classes, not just
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one of their final classes. This parallels findings from the literature review in that students felt
that didactic content was provided late in the educational process (Chur‐Hansen, 2004), and a
few participants in this current study specifically felt that there was an overall emphasis on
heteronormativity within their education, again reflecting the existing literature (Butler et al.,
2019; Risdon et al., 2000; Rondahl, 2011).
The literature review for this study highlighted the experience of a TGNC student who
felt not fitting with the heteronormative expectations of their peers created a sense of isolation
and stress, whereby they were not invited to social activities that were delineated by male and
female groupings (Butler et al., 2019). Without specific prompting on this scenario, but when
asked if they had experienced microaggressions during the program, one of the participants
recalled an almost identical experience of being invited to events by the “girls” and the “guys,”
but not feeling as they specifically fit in with one group or the other, but was most comfortable in
mixed groups:
You don't necessarily fit into like a certain group of people … for example … when, you
know, the girls would have like wine nights or something like that at the beginning, they
would try and like include me in those and then before they knew, like maybe I wasn't
one of that or, uh, interested in that. And so they kind of like stopped, and I wasn't always
like a part of … the boys group … I was pretty, um, comfortable with being around
everybody though at the same time.
The separation of students by gender was described by trans and gender nonconforming
(TGNC) medical students in the study by Butler et al. (2019), not only from a social perspective
but also being separated by gender from the beginning of their medical training. To a degree,
their experiences parallel the example provided by the participant regarding the discussion on
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dress code. Butler et al’s study was focused on examining how TGNC students navigated a
cisnormative medical culture and gendered spaces, and many of the qualitative responses from
their participants echo those of the participants in this current study, despite only one participant
identifying as non-binary in this case.
The participant who identified as non-binary also shared multiple instances of feeling
excluded by classmates. “Whenever I was … I was in the bathroom I eventually just had to
change in that stall because I noticed the girls would get very uncomfortable when I was in
there.” On another occasion while studying with a small group of classmates, the participant
described explaining a concept after a classmate was struggling to do so, “I had like 30 seconds
to talk before they interrupted me again.” This type of scenario is reported frequently by
participants in a study by Ackerman-Barger et al. (2020) who experienced racialized
microaggressions where their contributions to classes or discussions were “discounted and
devalued” (p. 760). In a class requiring a considerable amount of hands-on work, this same
participant described not being able to find a consistent partner to work with. In the long-run
they described feeling “cumulative … personal rejection” and experiencing a “group of people
that looked at me in a certain way,” that was so significant they ultimately sought out mental
health counselling. These descriptions of being socially ostracized are evident in the existing
literature reviewed in Chapter 2, reporting LGBTQ healthcare students frequently experience
exclusion, isolation and stress during their education that impacts their well-being and potentially
their academic performance (Ackerman-Barger et al., 2020; Ackerman-Barger & Jacobs, 2020;
Chur‐Hansen, 2004; Cook et al., 2020; M. Eliason, J. Dejoseph, et al., 2011; Risdon et al., 2000).
Two participants described experiences of being excluded based on gender groupings are
again the same two students who were subject to racialized microaggressions and episodes of

117

discrimination. The participants share similar ethnicity but use differing descriptors when asked
how they identify, one identifies as white while the other identifies as Brown (Orelus, 2012). For
both participants, it was obvious that the intersectionality of their identities played a role in their
experiences in a way that was never experienced by the remainder of the either white or Asian
participants. Similarly, Butler et al. (2019) quoted a student who identified as “the only person of
color,” in their program, and the role the “intersections of racialization, sexuality and gender had
on their social experience” (pp. 1760-1761). For the participant who identified as Brown, many
of their experiences parallel those of healthcare students in the study by Ackerman-Barger et al.
(2020) who felt devalued by their experiences with racial microaggressions and noted the impact
those experiences had on their personal well-being. The experiences of the two participants in
this study who specifically identified experiencing racialized microaggressions will be explored
in greater depth in the next section.
The primary narrator for this section of the chapter noted hearing two specific faculty
members make comments regarding students “that aren’t like them.” Two other participants
directly identified one of these same faculty members as making racialized comments on more
than one occasion. I made my heteronormative assumption of one participant and was gladly
corrected after a class by another participant after using the term “homosexual lifestyle.” This
event ironically was in an attempt to have students reflect on their own heteronormative biases,
but framing the discussion from the perspective of my own experience of being a clinical
instructor to a religiously conservative student when a patient came out to us. The
heteronormative dress code instructions were highlighted in this section, again driven by faculty
heteronormative assumptions and world-views. In the upcoming sections, additional stories of
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assumptions, microaggressions and discrimination will be shared that were driven by faculty,
classmates, patients and others, and experienced by the participants in this study.
Experiences of Microaggressions and Discrimination
“I just felt so powerless. And I knew the facts and I still felt powerless.”
My friend told me this story, he has this PT mentor, Karla. Before he even started taking
the prerequisites, he asked her, “am I going to be allowed to be a physical therapist?
Because I'm HIV positive.” The answer is yes. Right? So right before clinicals …
everybody needs to get a physical to say that you can, that you're capable to go on your
clinicals. He didn’t have any plans to go home anytime, like in the next month or so. So
he’s like, “Oh, I'll just go to the medical center and get a physical.” He ran into a doctor
there who Karla told him later, “like, she's just a dinosaur. Don't worry about her. She
actually could see some lawsuits if she doesn't watch what she's doing,” but you know,
the first thing you have to do is write down the medications you're taking… he wrote
down the medications he takes, and she's instantly like, “how did you get into this
program?”
Freaked him out so bad. Then she starts asking him to do all these weird physical tasks.
Like she had him squat on the ground, on his feet and do like this weird walking thing
across the room a couple of times. And she just kept doing all these little things. And then
finally she looked at him and she's like, “yeah, I don't know how you got into this
program? You should not be able to be here, and I'm not gonna give you a physical that
says you're allowed to be a physical therapist.” So he just went full panic. I mean, he just
completely panicked. He was like, “I got caught, I'm screwed. I don't know what to do.”
So he flew home that weekend. He saw his internist who he'd been seeing for years. And
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he was like, “I need this, I need a physical that says I can be a physical therapist.” So,
he's like, and he had his, he had his own little intern there with him. So, the intern just
took out a prescription pad and he wrote “all of Tim’s (pseudonym) systems are within
normal limits. He can be a physical therapist.”
He told me it was worst experience he’d ever had. But with the great, the good side is
that was completely isolated … but it was super traumatizing.
The above story was one of the most egregious experiences shared by a participant, but
unfortunately was not the only one that was described as traumatizing. This specific act of a
member of the LGBTQ community being discriminated against for being HIV+ is referenced
over and again in the literature, with this particular physician’s actions at the university’s own
student health center being reminiscent of the pervasive homophobic discrimination and
misunderstanding of HIV during the 1980’s, and unacceptable with the current understanding of
the disease today (Arguello, 2016; Lambda Legal, 2010).
Another participant who described being traumatized during their time in the program
described multiple instances of microaggression and exclusion from both classmates and faculty:
I was ignored by lab instructors, professors, they would just not look at me in the eye …
not see my hand that was raised. They would really spend a lot of time with like their
favorites or people who they always spent time with, where they were just more
comfortable with. I guess you could just call it whatever words you want to.
This participant described a continuing sense of exclusion during the program and had
difficulty at times delineating whether or not specific micro or macroaggressions were related to
their LGBTQ status, or racial and ethnic identity. Specifically identified racial microaggressions
are discussed in the next section. Most notably, the participant described being written up for not
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working with a lab group they were assigned to “when everybody else in there got to choose who
they…were working with.” They described being assigned to work with a group due to not
having “a consistent lab partner” and at this point in the interview had recalled multiple instances
of exclusion and microaggressions from their peers:
I mean, it’s a combination of all, all the things we talked about with my, my PT class that
I didn’t have any lab partners, and so I would … show up and just not have one and then
be set up with whoever.
The participant shared that they were “having a really hard time…being touched all the
time” which was exacerbated by not having a consistent partner for that particular class:
You know, the statistics … queer people have … just much higher rates of sexual trauma
and which just like no, no real thought about it within the PT program … That came to
me later a little bit, but … I did seek counselling for that, but I found no, no support and I
was actually punished for it within the PT program.
This particular cohort of DPT students did receive brief education on trauma-informed
healthcare, but this information was not disseminated until the final full semester of their didactic
education within the program. Trauma-informed healthcare recognizes the impact that exposure
to traumatic events has on the physiology of individuals along with the potential long-term
consequences on their health (Gerber & Gerber, 2019). As pointed out by this participant, an
increased risk of sexual trauma and violence against those who identify as SGM has been well
documented in existing research (Mayer et al., 2008; McKinnish et al., 2019). In this instance,
the participant described seeking mental health counseling as a result of becoming “really
depressed” and “eventually it came to me that like, it was just like PTSD, like trauma response
from (redacted) lab.” The participant was written up for “lack of participation” in a class,
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although now in hindsight one might have a clearer understanding on the reasons behind the socalled lack of participation.
Experts on trauma-informed healthcare state that it is “imperative” to have a traumainformed approach when working with SGM patients (McKinnish et al., 2019). One might argue,
the same would be true for working with SGM students. Existing research noted in the literature
review demonstrated that LGBT students who felt alienated on campus had an increased risk of
developing mental health issues, medical SGM minority students were at an increased risk of
anxiety and depression, and across the country LGBT students had not only increased rates of
substance use and mental health concerns, but additional challenges that led to them reporting
higher levels of self-reported stressors than their heterosexual peers (Lapinski & Sexton, 2014;
Przedworski et al., 2015; Rankin et al., 2019; University of California, 2006). In the case of this
particular participant, their experiences are directly paralleled in the existing literature for SGM
identifying college and medical students.
In contrast to the experiences of the two participants who noted traumatic experiences
related to their LGBTQ identity, as noted in the discussion of navigating heteronormative
spaces, a number of participants did not necessarily recognize acts of microaggressions from the
perspective of heteronormativity until I specifically highlighted them as such following their
responses in the interview. As an example, one participant recalled a male patient assuming that
once the participant was married her husband would want her staying home more, “but that's not
even a microaggression, I guess, to me as a lesbian, it's more to me as a female.” Granted, the
microaggression was sexist, but the participant failed to identify the assumption the patient was
making regarding heteronormativity constitutes a microaggression, yet continued on by stating,
“I get the “what does he do, where is he from … probably anytime someone brings if … if I’m in
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a relationship.” A participant who identifies as asexual denied experiencing microaggressions
related to their sexual orientation or racial identity, but went on to state:
Most patients will kind of tend to ask or … they will assume I have a significant other
like a boyfriend in particular. I think I’ve only had one person … that offered … maybe if
I had a girlfriend or something like that, but otherwise it’s just like an assumption of that
as well.
Another participant shared their fear of being mis-gendered by a guest lecturer, yet stated,
“it’s just like an awkward moment, but it’s not a microaggression or anything.” A participant
who identifies as a gay man shared during the interview being asked if he has a girlfriend, and
stated “I would just say no, no I don’t have a girlfriend, cause I didn’t, and I’m still with the
same person … I’ve been in a long-term relationship…five years now almost.” Yet, when asked
if they experienced any microaggressions responded, “I haven’t had any kind of explicit
microaggressions that I can think about.” However, immediately this same participant went on to
describe hearing other medical professionals making comments about particular patients,
“especially when it comes to transgender individuals.”
Overhearing other more senior medical staff or coworkers making comments about
transgender patients is already reflected in the literature on the experiences of SGM healthcare
students (Dimant et al., 2019; M. J. Eliason, J. Dejoseph, et al., 2011; Mansh, White, et al.,
2015). The participant in this study shared an experience of hearing an attending physician ask
medically unnecessary questions regarding a transgender patient’s genitalia in a weekly team
conference meeting, a theme that appears frequently in literature exploring the experiences of
transgender medical students and patients (Dimant et al., 2019; Samuels et al., 2018). They went
on to state how they did not feel able to correct the physician due to the existing “power
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dynamics” and being someone they “can’t correct.” The participant stated that they “shifted the
conversation” rather than their usual “educational approach” they might use with closer friends
or family because of the power differential. However, the participant did explain that by shifting
the conversation they, “made it clear I wasn’t going to engage, I wasn’t gonna accept that kind of
conversation.” This same participant highlighted the concern of power dynamics in the
relationship between clinical instructor and student which they identified as a specific barrier to
being out, a theme that had relevance to all but one participant and will be discussed in greater
depth within that section of this chapter.
A female participant who identifies as asexual described being microaggressed because
of her petite size by a male employee at one of her early clinicals, “I called him out on it” and
told him, “you’re disrespectful.” Overall though, this participant theorized they had not
experienced any microaggressions related to their sexual orientation because they are only out to
a few close friends, “that’s probably why.” The participant did share the challenges of working
with patients who are not cognitively intact and behave in a way that might be microaggressive,
“I’ll just try to distract them and not really acknowledge what they’re saying and just be like,
let’s move on and do something else.” When asked how she might deal with a patient who was
being microaggressive and was cognitively intact, she was unsure on how she would respond, “I
honestly don’t know if I would necessarily be able to correct … it might depend on how
comfortable I am in that clinical setting.” She went on to share that having experienced a clinical
with an out provider, “who was part of the LGBT community” that might create an environment
where she would be more comfortable dealing with patient microaggressions. However, she
reflected that with her personality, “I think I would probably not even say anything.”
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This leads to the sub-themes that connected across experiences of microaggressions and
navigating heteronormative spaces that revealed participants tended to take one of two
approaches, either avoiding and/or redirecting the conversation or particularly with experiences
of microaggressions and discrimination, taking it as an opportunity to educate the perpetrator.
When asked what strategies they use to deal with microaggressions or discrimination, one
participant stated clearly, “as a healthcare provider, I just avoid like all conversations about like
religion, government, my identity.” Multiple participants used the language that they “avoid
pronouns” when describing their significant others, while a participant who identifies as asexual
avoids discussing their personal life and choice to not have a partner currently by stating “I’m
busy,” whenever faced with the microaggression of an assumption of heteronormativity. The
other asexual participant shared “I haven't really experienced” microaggressions a great deal
related to their sexual identity, but “might avoid” individuals who displayed negative attitudes or
behaviors towards their identity.
When participants described strategies that reflect avoiding or redirecting a
microaggression and a hesitation in taking an opportunity to educate an individual, this connects
directly back to the literature review and the experiences of nursing and medical students, with
the fear that voicing an opinion has the potential to “out’ themselves, particularly for those
students who are not out already (Chur‐Hansen, 2004; Rondahl, 2011). When asked how they
might deal with a microaggression from a patient connected to their own LGBTQ identity or that
of another patient or co-worker’s one individual stated, “I think my strategy, would be just nod
and just hopefully that the conversation would die.”
Interestingly, a few participants shared that they would sometimes use experiences of
microaggressions and discrimination as an opportunity to educate the perpetrator. A number of
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participants made it clear though that they would be more comfortable doing so, if the individual
was a family member or friend. An original interview question asked what strategies participants
used for dealing with microaggressions or discrimination, but after the second interview, I added
the additional question of, “are these strategies different in your role as a healthcare provider
than they would be in your personal life?” This addition was a result of an unprompted
participant response indicating they used different strategies in different situations, which has
been well documented in the literature (Sue et al., 2019). One of the first participants to share
such a strategy stated, “I definitely feel very comfortable, you know, around my friends trying to
make them understand or me trying to educate them on, on certain topics that they might not be
aware of.” However, this is the same participant who said they were unable to correct a physician
because of the existing power dynamics. A participant who shared they avoid all conversation
about their personal life with patients, “I just redirect it,” used the same strategies when dealing
with microaggressions, “I just, just distract. I change the subject. I move on. Ignore. Never
engage it. Just pretend like I didn’t hear it.” As noted in the interaction with the physician asking
inappropriate questions regarding a transgender patient, that particular participant “shifted the
conversation” as a method of negotiating the situation. Sue et al. (2019) would describe this
strategy as a mechanism that attempts to disarm the microaggression.
Another participant used the same description of ignoring and redirecting conversation as
a mechanism of dealing with microaggressions that could be described as avoiding the subject. “I
kind of just redirect conversation. I don't affirm anything, so I don't believe in that either. I just
kind of ignore and redirect to what we're doing.” Interestingly, when asked if they ever take an
approach of educating a patient who is being microaggressive, the white participant stated that
they never have in relationship to LBGBTQ matters, but “for sure” in regard to racial issues.
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This participant’s rationale for not choosing to educate an individual was explained as, “I know
people have their views, it doesn't change how I feel about a person, coming up from a very
conservative background. I have family who really are not up for it either.” This was one of two
participants who was raised in the LDS church. The second LDS identifying individual
expressed a similar rationale of why they would not attempt to educate an individual:
If it's this a stranger, like someone that I don't really care about, like I don't care about
their opinion … I don't feel like I need to change someone's belief. Like they have a
freedom to believe what they believe or they want to express what they express.
However, this same participant immediately stated, “I don’t know, but if it's someone
that's close to me, I would definitely say something.”
One participant who described greater judgment for their tattoos than their sexual
orientation implied they were more inclined to use the relevant pronouns when asked questions
from patients about their significant other, and together with their partner is “very out in our
life.” When asked how they navigate microaggressions they specifically noted that it is less of an
issue in their social life as a result of being out. For dealing with patients and microaggressions
they continued the theme of needing to assess each situation individually, “it's a person thing.
Some people you can kind of laugh it off and some people you have to like shut it down.” They
also noted that “people don't necessarily just come straight out and attack me. It's usually like
comments about, you know, gays, lesbians, queers,” and reflected on the impact that might have
on other patients who identify as LGBTQ, “if I just sit there and let them like bash on, you know,
liberals or gays or whatever, like that looks bad on me.” They went on to state how important it
was to stay “true to myself,” and to not let people “trash my orientation or like the life that I live”
but weighs up whether or not to say anything, “it's trying to find the balance between when to say
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something and how to say it.” Overall, the participant appeared the most apt to take an
educational approach, but still in a manner aimed at not outing themselves:
I’ll be, you know like “listen, everyone has their own opinions,” and … “maybe some of
those opinions are even my own,” but “I, I choose not to hate on people if I don't know
their story.” I usually … gets people off of the topic. So I, I don't necessarily come out
and say, well, I'm gay or I'm lesbian, or I'm bisexual.
However, despite verbalizing this strategy they have used, the participant noted they
don’t always say something unless the individual “blatantly is rude: or “I feel as an attack,” After
explaining their strategies, they succinctly summarized by stating, “I just don't feel like
sometimes it's worth the trouble.”
Another participant voiced that the expectation to educate others is “a lot of energy” and
together with a concern for the safety of themselves and their family avoids doing so in their
current workplace. This is described by Ackerman-Barger et al. (2020) as the diversity tax, and
one of their study participants used the same language in their description of dealing with racial
microaggressions during their healthcare education that, “constantly educating people takes a lot
of time and energy” (p. 760). The participant in the current study who shared that educating
others takes a lot of energy remarked, “like if it's really important, I'll say something about it. I
really don't. I mean, there's consequences always, but … sometimes I, I just feel really
overwhelmed.”
As noted in the literature review, multiple existing studies highlighted the overall stress
experienced by SGM identifying individuals while navigating healthcare education and clinical
settings (Chur‐Hansen, 2004; Cook et al., 2020; Dimant et al., 2019; Eliason et al., 2018; Risdon
et al., 2000). In another recent study, Ackerman-Barger et al. (2020) described the elevated
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stress, anxiety, and difficulty concentrating reported by their participants as one of many
consequences of racial microaggressions impacting their academic performance, learning, and
well-being. For the participant in this current study remarking on being overwhelmed and the
level of energy needed to educate others, during their interview they had difficulty determining
between microaggressions based on their LBGTQ status and other aspects of their intersectional
identity, “I guess you could just call it whatever words you want to.” Their experiences of
microaggressions and those of one other participant specifically identified in connection to their
racial and ethnic identities will be explored in greater detail below.
Racial Microaggressions and Discrimination
Did you hear the other story about Dr X? Yeah, my Mexican classmate told me what
happened in class one day, “so we're discussing the immune system, something like that.
And then he drew a caricature on that projection screen with markers. He drew a hat on
it, a mustache like drawing a Mexican man and just saying, Oh, this is how the immune
system responds. And like, I don't remember his exact words I felt out of body at that
point and all the students, or it just seemed like all the students in class laughed at that. I
brought it up to, I don't know. I eventually talked to the Chair about it. He seemed like
responsive, I guess. I don't know. He talks really nice, but I have no idea. But then in the
end, like his end point was like, “Oh, so what should we do about this?” And I was like, I
didn't answer because I'm like, it's not my job, first of all, it's your job, it's your program,
you're the boss here, not me.”
Crazy right? Someone else described it to me as if he was trying to say the immune
system was the border wall keeping people out. And then another classmate who
identifies as Hispanic told me that on interview day a certain faculty member made a
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comment before he was even admitted to the program. You know, how we, we all come up
with our, a fun fact about ourselves? Here’s what he told me, “So this, this person, you
know his humor is a little bit dry and he did say that, he thought it would have been funny
if my fun fact was that I was illegal or something like that, along those lines. So to him,
that was a funny joke.” Like I said before, he always made remarks, not just about gay
people, but about people that aren't like him.
Two participants described numerous instances of microaggressions related to other
aspects of their identity. While one of the participants denied experiencing explicit
microaggressions related to their own sexual identity, when asked if they had experienced
microaggressions from a racist perspective they immediately responded without hesitation in the
affirmative. This individual’s story is first captured within the narrative context above, where
based on the participant’s background and accent they experienced two occasions where a
faculty member and subsequently a classmate “joked” about their legal status. While at a social
event with classmates:
Somebody asked me blatantly, like if I was undocumented and, so there was somebody
else around and they kinda like shifted that conversation, but he kinda … got me off
guard and I was like, no, I'm actually, I almost got like offended, but I know that I, I
shouldn't have felt that way.
Interestingly, the participant framed the experience with the classmate in the context of
being related to alcohol consumption at a party and stated, “we were drinking and stuff. So it
wasn't like a conscious comment that they made or maybe it was I don’t know?” In essence the
participant appeared to use the classmate’s drinking as an excuse for their behavior. However, in
their book chapter discussing backstage racism, Picca and Thompson-Miller (2013) note “while
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alcohol can loosen inhibitions, it cannot create racist sentiments that are not already there” (p.
209). Within the interview I asked for clarification that the witnessing classmate attempted to
change the subject of the conversation, which the participant affirmed. Research on
microaggressions would define this witnessing individual as a bystander (Ackerman-Barger &
Jacobs, 2020), and their actions of changing the subject are akin to a strategy recommended by
Sue et al. (2019) for disarming microaggressions by interrupting and redirecting the perpetrator.
Again, avoiding topics of conversations or redirecting conversation is a strategy that arose as a
theme throughout the interviews that participants themselves used when dealing with
microaggressions. Nevertheless, the participant concluded that both of those events, “made an
impression on me and … stayed with me,” although they did not recall any other additional
episodes during their time in the program.
This same participant had experienced a racialized encounter that would be more
appropriately described as discriminatory in their first workplace, that they had initially shared
with me immediately after its occurrence within the first few months of their employment prior
to the onset of this research study. During their individual interview I prompted the individual to
recall the event, “I forgot about that.” The participant shared they were greeting a certified
nursing assistant (CNA) in the hallway in a friendly manner “I tried to engage with everybody
when I first come to work, I say good morning, how are you doing?” They went on to state how
they quickly asked how the other individual was in their mutual non-English language.
Subsequently, they were informed by their director of rehabilitation that they should only be
speaking in English in the hallway:
I came to find out that there was actually a policy about this … when I went to HR to talk
about this, they of course, you know, defended the policy and said that the policy was for
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safety reasons that we should be able to communicate with each other in the patient care
areas in English so we can all be in the same page, I guess, and take care of the patients
best. Even though I explained to them that this was nothing to do with patient care, this
was…just a conversation that we were having a fast one, you know, it wasn't like it was
impeding anything patient care related … it was just talk … and, they said that … there
have been some occasions where people were talking about other staff behind our backs
and that was a reason like, so that … made such a big impact in me that I started like
looking for another job right away.
The second participant who described multiple intersectionalities as a part of their
identity shared frequent instances of exclusion and isolation related to many aspects of their
identity, not just in relationship to their LGBTQ status. Following their interview, the participant
sent a number of follow-up emails sharing some of their experiences after reflecting on some of
the interview questions. Portions of this email are redacted in an attempt to maintain the privacy
of the individual:
Another significant microaggression just came back to me, and I would like to share as
part of my embodied experience includes my actual queer Brown fat (redacted for
privacy) body while I was in PT school. One of the lab volunteers/patients would bring in
bread/treats for the students, which was a nice gesture. I ran into my white, thin, female
research partner and asked if she had tried any of the treats. She replied, “No, I wouldn’t
want to look like you.” I did tell her that statement was incredibly upsetting and hurtful,
and please don’t comment on a (redacted for privacy) person’s body, and she attempted
to apologize, I accepted, but the relationship, level of respect—reciprocal— was
definitely not the same. And just in general, the way you talked about fat bodies during
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one class, using the example of a fat therapist not being trusted or respected was a bit
upsetting. I don’t have all the words to express my expectations around this. But my
general sense is that the program has a very simplistic idea of fatness=BMI=unhealthy
and presents info on fatness/physical outcomes with a lack of cultural and racial context,
and in the white supremacist framework. It’s very in line with the rest of the medical
industry though, so I guess it is to be expected.
This same participant shared their experience at the picnic that takes place on Orientation
Day for the DPT program in an effort to welcome new students to the program. They were
attending the event with their spouse and recalled:
I was walking around trying to meet people. And there was like, what looked to me like
this big line of white women. Like six of them … And they were all together. And like,
they were just like silent as I walk by. And it was like that throughout the rest of the
school as well.
In another email they shared:
There were also several running jokes and things shared in the fb group chat for the
cohort (specific Class redacted) that were insensitive, racist, hurtful, or all the above. But
I cannot give you many details as I tried to ignore them and would promptly delete the
chats in order to be able to concentrate.
This student’s experiences directly reflect the findings of Ackerman-Barger et al. (2020)
investigating the impact of racial microaggressions on the experiences of underrepresented
nursing and medical students. Along with increased stress and anxiety, respondents reported
difficulty concentrating on studying as a result of experiencing racial microaggressions. As noted
in Chapter 3, the DPT program in this study does not represent the diversity of the undergraduate
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population of the university it is housed in. A 2019 report noted just 3.8% of physical therapy
students in the United States are Black compared to 72.5% listed as Caucasian (Commission on
Accreditation in Physical Therapy Education, 2019). While the individual DPT program in this
study has taken strides in a positive direction in accepting more Black students, the cohorts
represented in this study had no graduating Black students. For the participant in this study who
identified as Brown, their shared experience is telling on so many levels:
At the conference … Ashley (pseudonym) and most of the other strident were busy trying
to figure out where there would be free booze and food provided by sponsors. I
mentioned that I was planning on going to a Black PT mixer while at the breakfast table.
She laughed, and said “there are no Black therapists” I guess she’s not wrong completelythere were no Black students in our class, no faculty of color besides Taiwanese
instructors who may have different experiences and priorities, and I guess there was a
Black student I knew about who dropped out or was kicked out from what I heard. It hurt
that those classmates around that table just let the statement stand and said nothing about
it. I confronted her about it later that day but have no hopes that it meant anything to her.
My hotel roommates ended up going to the big white mixer with free booze and food and
a white band. So even when I was hanging out with people who claimed to be “allies”
and advocates for LGBT community, or whatever, their life practices and their racism got
in the way as well.
This same participant shared in a follow up email a recollection regarding some of the
welcome materials that were provided to incoming DPT students in the program. Students who
were already in the program shared a map of the city on their Facebook page, highlighting
neighborhoods as “good areas” or “not recommended” in an effort to provide newcomers to the
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area guidance on where to live. As a local resident, this particular participant recognized the
implicit bias in the labels placed on certain parts of the city:
I did comment on a (redacted) city map that has been shared by several classes that
basically marks off several neighborhoods in (redacted) as “good” or “bad” etc. But it
was also thinly veiled for —-stay away from these areas because a lot of poor Black or
Brown people live here. I’m not sure if it’s still being shared with incoming classes. But
some better guidance for out of town students is needed.
Overall, this participant described more racial microaggressions than any other
participant in the study. This is similar to the findings by Dimant et al. (2019) where only three
of 37 medical student participants identified as People of Color, and described experiences of
racial microaggressions in conjunction with their identities as SGM’s. In the study by AckermanBarger et al. (2020) examining the experiences of racial microaggressions by underrepresented
medical and nursing students, participants reported that peers, faculty and the curriculum design
were sources of racial microaggressions. Both of the participants featured in this section of the
paper experienced racial microaggressions from faculty and peers, while one specifically
identified microaggressions embedded in the curriculum and classroom climate. Students in the
Ackerman-Barger study believed that these microaggressions had a negative effect on their
learning and academic ability, along with negative consequences for their personal well-being
and health (Ackerman-Barger et al., 2020).
Authors in a recent journal article discussing the experiences of Black residency
applicants noted how isolating and unwelcoming the academic world can be for Black
applicants, and how these experiences can be exacerbated for those individuals with additional
intersecting and marginalized identities (Ellis et al., 2020). While neither of the two participants
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in this current study identified as Black, unfortunately, for the participant who identified as
Brown, these same findings were reflected in their DPT experience and shared interview
responses. Sadly, they profoundly stated, “I've been hurt by a lot of white people in my life and I
don't trust them.” The sub-theme of who is in a position of power also weaves itself through the
findings in this section, with microaggressions arising from individuals in positions of power:
faculty and employers. From a perspective of the theoretical framework for this study, Eurocentric whiteness was endemic in their experiences of racialized microaggressions and is
reflective of the historical power associated with this dynamic (Stapleton & Croom, 2017;
Valdes, 2003).
Barriers to Being Out
I actually had a discussion with one of my, one of my acquaintances, he's done with
medical school going into his residency and, he actually reached out and asked if, if I
could go over his, biography, like for placements, for residencies, and, one of the biggest
comments he had been getting from, from faculty was about him, you know, stating that
he was part of the LGBTQ community. Some people were very pro you know, leaving that
comment versus other people were saying like, “Hey, that's a little bit too personal.” Like
some people might not want to, um, might not accept it or, see you in a different light if, if
you, if you keep it. So that was like the biggest comment. And I, and I had no idea what to
tell him, you know, like, cause I know for a fact that, you know, and I asked him if he
could, if he had to send the same one to all the placements that, he said yes.
The narrator’s story is from one of this study’s participants. Unfortunately, it is
consistently represented in the existing literature regarding medical and nursing students
deciding whether or not to be out particularly while applying to their schools or residencies
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(Chur‐Hansen, 2004; Dimant et al., 2019; Mansh, White, et al., 2015; Risdon et al., 2000;
Rondahl, 2011; Schuster, 2012). As noted in the literature review in Chapter 2, no specific
citations were revealed regarding physical therapy students having to navigate the decision to be
out or not on applications. However, through the process of this current research study, other
findings in existing literature were paralleled by the stories of the current participants.
Six of the participants, all graduates, described themselves as out in some capacity during
the DPT program. The three students who were still enrolled and participating in their long-term
clinicals at the time of this study primarily described themselves as not out within the program.
Dimant et al. (2019) described how 50% of their participants had not revealed their identity
during medical school or residency. Two of the three in this current study described themselves
as only out to a select number of individuals associated with the program, although interestingly
one of these individuals had come out to two of their three clinical instructors at the time of the
interview. Two individuals were out to family members. The third of these students was not out
to their family, or classmates, only to a few individuals they considered their “family of choice,”
and were individuals who were not connected with the DPT program whatsoever.
While the participants in this current study were not applying for residency, a consistent
theme and prominent barrier to being out was the concern of how a clinical instructor might
grade the participant on their clinical internship which interweaves with the previously discussed
theme of navigating the heteronormative clinic. The words of one participant summed up the
theme that revealed itself across the responses of many participants in that they recognized the
position of power the CI holds in relationship to their completion of their clinicals. There is a
recognition of the vulnerability this places the LGBTQ student in and that, “somebody might
have a bias towards me … just by knowing something personal” and “when it’s someone who’s
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grading you and there’s already so much pressure,” or the question of, “is this going to be
detrimental to my experience here?”
All of the rationales for not being out provided by participants in this study echo the
findings in the literature review of healthcare students being hesitant to come out to those
responsible for grading them, and the potential long-term consequences this might have on their
careers (Dimant et al., 2019; Lourie, 2018; Mansh, White, et al., 2015; Risdon et al., 2000;
Rondahl, 2011; Schuster, 2012). In particular, Rondahl’s 2011 study had revealed that medical
and nursing students were less apprehensive about coming out to their classmates, but frequently
delayed coming out to individuals in positions of power including faculty or supervisors, which
was the case with the majority of the participants in this study. Specifically, as noted by Lourie
(2018), all of my students have four distinct occasions to decide if they wish to come out to the
clinical instructor assigned to each of their clinical affiliations in four different environments. In
some settings, students are assigned to more than one clinical instructor, and in all of these
scenarios the situation creates “a loss of power and vulnerability” (Lourie, 2018, p. 522).
One participant explained that they specifically avoided coming out to their clinical
instructors at first, as they had no idea about the individual’s values, “I didn’t tell my CI’s on
purpose because I don’t know them.” They recalled seeking guidance from the department’s
clinical education team on whether or not to put their spouse as an emergency contact for their
clinicals. Eventually they chose not to as “they didn’t really offer any guidance from my
perspective or support honestly … like they were completely unprepared, had never thought
about it.” A lack of support during training was previously reported by students identifying as
LGBT during their education in nursing or medicine (Rondahl, 2011). The participant in this
scenario shared that through the process of having four clinical internships, they came out to one
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clinical instructor “after the grades were in.” While caring for LGBTQ patients in a different
clinical setting, the clinical instructor shared that his daughter is a lesbian, which led to the
participant coming out to this clinical instructor while collaborating on care for their LGBTQ
patients.
However, it became apparent as reflected in the literature review for this study, that all
participants were out in “different times and spaces” (Mayo, 2007). Even the participants who
described themselves as out during the DPT program and out with some of their patients shared
the strategy of assessing each individual situation as noted under the theme of navigating
heteronormative space. The participant who was out with their classmates and clinical
instructors, but avoids discussion of their personal life with patient echoes participants in the
study by Mansh, White, et al. (2015) that their sexual orientation is “nobody’s business” (p.637).
The concern of safety was specifically identified by two participants. One individual
noted while being out with coworkers they were reserved about being out to patients and
remarked on the benefit of working in a supportive environment where colleagues were not
going to discuss their personal life in front of patients “or compromise me in any way.” This
same participant used the words “guard myself” on two separate occasions in their interview
when describing how they navigate choosing whether to be out to patients or not. The second
participant who mentioned safety stated they were not out at work, “I want to be safe and … I’m
opening myself up to questions if I’m coming out.” This same participant questioned their safety
while out on campus after connecting with a faculty member on a social media platform, and
subsequently viewing a post the faculty member had shared from their church (LDS) indicating
LGBTQ individuals and their families “will bring “calamity” to the world.” The participant went
on to state, “I was left wondering … how can I feel safe around them?”
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All of the themes outlined in the literature review encompassing nursing, medical and
other allied health professions within Domain Two and to come “out’ or not were consistently
cited by participants in the current study. Mansh, White, et al. (2015) described key barriers to
disclosing SGM identity in their research were related to the cultural or social norms of the
institution, and being in class with individuals who hold homophobic, conservative or religious
belief systems. Religion featured as a prominent role in the voices of many participants in the
current study as a barrier to being out and is explored in greater detail within the next theme
section.
A taxonomic analysis (Appendix F - Barriers to Being Out) was performed based on the
first domain analysis listed in Appendix E with the cover term: Barriers to being out. This
domain analysis was created based on responses from participants to the interview question,
“were you out to classmates and/or faculty, or clinical instructors during the program? Please
elaborate.” This specific question was directly related to the research question sub-theme of
“how open were LGBTQ students able to be about their own sexual orientation or gender
identity in varying educational or clinical settings?
The taxonomic analysis (Appendix F - Barriers to Being Out) displays the relationships
between many of the participants’ responses, but also the complexity and interweaving of subthemes across the five primary themes identified in this section of Chapter 4. In particular, the
assumption of heterosexuality participants described having to navigate through in the
heteronormative educational and clinical spaces. Secondly, the continuous consideration of
having to “know your audience” and make a conscious choice to decide if to be out, along with
an awareness of other individuals holding positions of power, and the potential for being judged
or biased against to the detriment of their educational progress or career. Within the taxonomic
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analysis, color coding was utilized to highlight a variety of responses specifically related to
patients. Besides not knowing an individual’s beliefs and having concerns of safety, participants
alluded to making assumptions regarding patient’s topics of conversation regarding their political
views, and hearing patients speak negatively of the LGBTQ community as barriers to being out
within patient care settings. Finally, an additional color coding was utilized to demonstrate the
role of religion as a barrier to being out as it related to classmates, clinical instructors, faculty,
concerns of safety, and once again the connection to the theme of navigating heteronormative
spaces.
The Role of Religion
I was in the same research group and my friend told me they really struggled coming out
because of their religion, and it’s hard to talk about it and they described it as if they
have “this heaviness in my heart when I’m facing … other LDS.”
As the interviews with participants progressed, it became apparent that the role of
religion in the experiences of LGBTQ DPT students was developing as a theme for the specific
location the study was situated in. Two clear sub-themes came to the forefront regarding religion.
Firstly, two participants specifically shared their own struggles as it related to their identities
resulting from their upbringing in the LDS church. Secondly, other participants voiced
expectations of judgment from their more religious classmates, faculty or clinical instructors
(Eliason et al., 2018; Mansh, White, et al., 2015). Although interestingly, one participant shared
that their expectations of judgment from classmates prompted self-reflection and examination of
their own biases and assumptions of other religions, based on their own childhood Catholic
education.
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One participant who “was raised LDS, Mormon” describes coming out during their DPT
training, and that “I came out to myself at the same time. They went on to state, “I was struggling
a lot to figure out how I felt, how, who I was authentically. And that was a struggle because there
are so many expectations that I had grown up with.” By this stage in the research, other
participants had shared their concerns of potential judgment by their more religious classmates.
When asked whether this was of concern, the participant shared;
I think I was so immersed in this religion growing up, that it actually helped me to feel
bold once I decided, you know, I’m okay with who I am and it’s a good thing. I was like,
you know what, there may be some of my cohort, cause we had several LDS students that
are going to have this opinion and I know how they feel because I’ve been raised in it.
And if they choose to, you know push me aside because of that, then that’s upon their
own character. So, I felt pretty confident in it, but I can definitely [emphasis added] see
where especially maybe someone who was not well versed in the religions, but they knew
that their cohorts were of those religions could be very intimidated and afraid.
Despite being out with their classmates and some faculty during the didactic portion of
the program, the participant shared their initial “resistance” to coming out during one of their
later clinical rotations in Salt Lake City, “just because I knew what religious background most of
them were.” Eventually, towards the end of the clinical rotation the participant came out to their
clinical instructors once, “I knew them better and felt more comfortable.” Following the same
sub-theme noted under the theme of barriers to being out, this participant discussed the concern
of how they might be graded, but in this instance specifically linked it to the geographical
location and predominant religion of their own upbringing:
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I do feel personally and in that kind of setting in Utah, especially just being from there as
well, that it does, whether they want to or not, it does sometimes alter the way that they
view you. And hopefully not that they grade you or see your work, but I can’t promise in
my own mind that they wouldn’t change the way they thought.
Besides concerns about grading, the participant elaborated, “not even only the grading
aspect too, but I wanted to have the same opportunities and, you know, have the same kind of
attention and not kind of be written off … so that was some of my reservation too.” The
combination of fears over grading, potential impact on one’s career, and the stress of working, or
being a student in a conservative religious climate are already evident in the existing literature
regarding the experiences of LGBTQ healthcare students and professionals (Dimant et al., 2019;
Eliason et al., 2018; Lourie, 2018; Mansh, White, et al., 2015; Risdon et al., 2000; Rondahl,
2011; Schuster, 2012). Once again, the results of this research study revealed that LGBTQ DPT
students face the same concerns as students in medical, nursing and other allied health
professions related to this topic, and in the specific geographical location for the study, the role
of religion interconnected with barriers to being out and related to the culture and climate of the
location.
Besides considerations to be made in the clinical setting, the participant in the previous
paragraph shared the challenges they had with their own family once they came out, including
the experience being “more tumultuous” with their mother, yet having “support from my father
who was not LDS.” When asked in a follow-up email whether the participant still considers
themselves a member of the church they replied, “I no longer identify as a member of the LDS
faith. I have no animosity toward it or its members, and have many family members and friends
who belong to the faith.” While in the interview, the participant had described their mother had
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now come to terms with their coming out, but had also shared, “there was still some tough
relationships in the family,” and for a period they “leaned on” their partner and their family for
support.
Another participant who still identifies as LDS shared that they experience “this
heaviness in my heart when I’m facing … other LDS.” While in the didactic portion of the DPT
program, they had only been out to their research group and research advisor. They explained
their hesitation due to having both faculty who are church members and:
A couple of my classmates are LDS, so it’s harder to talk about my sexual orientation
with them … I’m pretty sure they won’t like judge me or anything, but it’s just hard to
talk to someone in that culture, you know, that it’s not right for them … I guess in my
case, religion, my beliefs, the belief I believe in and my identity, this isn’t, I’m not fully
resolved, I can’t fully combine them.
When asked whether they had utilized any of the LGBTQ friendly services on campus
they said they had not and connected it back to the conflicts with their religion, “I’m not
comfortable talking about my sexual orientation with everyone … even though I’m the same
group ... I still have conflicts in my heart.” Interestingly however, the participant shared how
they had come out to their first two clinical instructors on their long-term clinical internships,
feeling comfortable enough to share that they were in a same-sex relationship. However, they
again noted their hesitation in considering whether the clinical instructor was “another LDS” in
deciding if to share that specific information. While still struggling with the intersection of their
sexual orientation and LDS religion this participant is out to all of their immediate family.
Although they provide “financial and emotional support,” the participant went on to share that
their “dad is not supportive, but not like he’s not doing anything to stop me from having same-
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sex relationship … he just doesn’t approve of it, but he’s still nice to me.” Describing their
family as “all LDS,” they positively highlighted that “my mother and brother are supportive.”
Another participant who had described a religious family and upbringing in prior
conversations with me, but did not provide any specifics within the interview, is only out to those
they describe as their family of choice and, “no one that I’m biologically related to.” This
particular participant is one of two who directly identified “there’s a lot of heteronormativity …
both on campus and off” along with assumptions from classmates “people assume … you’re
going to be with someone of the opposite sex.” At the time of the interview, they were only out
to me and another “faculty member I told accidently.” When asked if they had chosen not to
interact with certain individuals based on their attitudes or behaviors towards the participant’s
identity, they immediately connected their hesitation in being out to other individuals’
“background” or “belief system:”
I definitely would not tell some of the classmates … I really like working with this
person, but I would never tell them this … I don’t know what their belief system really is,
but I know kind of parts of their background like their religious background or things like
that where I’m like, well, I wouldn’t, I wouldn’t touch any of that unless, unless it came
up some other way, does that make sense?
The interview question asking if participants interacted with certain classmates evolved
from the first interviewee who shared how they “stepped away” from a classmate who had sent
them a transphobic meme thinking they would find it funny. Since then and currently, the first
participant now avoids all connections to the microaggressor both in person and via social media,
“I don’t pay any attention … I’m sure if I was paying attention … I would be subject to that and
that’s why I’m not connected to him.”
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When asked the same question about choosing whether they had interacted or avoided
certain individuals, another participant immediately remarked that the diversity of their class
“religion … gender, sexual orientation” functioned to put a “mirror back on me.” They explained
that having attended a “very religious Catholic school” from a young age they had an expectation
“there would be judgment and there really wasn’t.” While participating in a Psychosocial class,
one of the didactic classes that allows for multiple discussions and examination of issues related
to cultural competency including spirituality, the participant recalled being forced to examine
“my own biases, not towards religious people, but just that maybe those groups of people would
judge me more.” They went on to explain that “there was a lot of people in our class that were
very strong in different faiths and … just having different conversations with some of those
individuals in that Psychosocial class … they were all very nice and we were all friends.” The
participant shared that this experience forced them to self-reflect “and give everybody a fair
chance.” Later in the interview while discussing navigating conversations with patients and as
previously reflected in the theme of navigating heteronormative spaces, the participant repeated
the strategy used by other participants in assessing when to engage pronouns as an “in the
moment decision.” As with their interactions with classmates from other religions, they provided
another self-reflective statement, “I take the person at face value which is probably judgmental
of me … I really probably should give everybody that benefit of the doubt.”
As an opposite perspective, as noted related to the theme of barriers to being out, one
participant questioned their ability to feel safe on campus and around a specific faculty member
after seeing their social media post repeating a message from the LDS church “that families and
individuals like me will bring “calamity” to the world.” This comment related to the role of
religion in the experiences of LGBTQ DPT students connected to a continuous theme for this
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individual of not feeling welcome within the program. The role of intersectionality in the
experiences of this participant and others will be further highlighted in relationship to the
theoretical framework for this study within this chapter.
While the participant in the previous paragraph specifically identified their concerns of
safety regarding an LDS faculty member, and other participants noted their hesitation in being
out in relationship to their LDS and religious classmates, more than one participant remarked on
the support they received from classmates both collectively and individually. Besides the
participant who self-reflected on the need to examine their own biases against religious
individuals, another participant shared the reaction of their two LDS lab class partners when they
came out to them. The participant described one of their class partners being surprised, “I never
felt like I was being judged. I remember I caught Stephen (pseudonym) off guard … and that was
probably the funniest thing.” They continued on by describing their time in the program, and in
reflection of the question of whether or not they chose to interact with certain individuals, “no
one ever had any hatred towards us.”
The sense of support and non-judgment from religious classmates was echoed by other
participants who had also been out during their time in the DPT program. This is further
explored under the theme of mechanisms of support for LGBTQ DPT students. However, for the
participant who described coming out to themselves, their classmates, and their LDS family
during their education, they also described a sense of empowerment during the process
connected to their religious upbringing despite its heteronormative values system. After
reflecting and journaling on the interview, I reached out to ask them to clarify why exactly they
had described their experience that way. Their email response was:
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I suppose what I meant when I stated that it helped me to feel bold about coming out was
that I had been immersed and exposed to a variety of individuals of the LDS faith, so I
knew that there was a sort of spectrum to the way that people of that faith responded to a
person who is gay. I feel that having grown up in that culture, I had a solid understanding
of the views that they generally hold and could, for a lack of a better phrase, defend
myself if needed. In that same regard, I had already experienced rejection from people of
that faith due to my being gay, so the novelty of potential rejection due to the beliefs of
the LDS faith was less daunting to me. Live and learn, I suppose.
This participant was the eighth of nine interviews, and their response, while empowering
and self-reflective from the perspective of their lived experience, appeared to essentially
summarize the findings of the study to this point in highlighting the “spectrum” of religiosity,
and the “spectrum” of experiences other participants had already shared in relationship to the
role of religion in their DPT education. In addition, their response served to continue my own
self-reflection on the topic of religion. As a result of teaching the same class that discusses
microaggressions, cultural competence and LGBTQ healthcare, over the years I myself have
transitioned through assuming everyone in healthcare is accepting of LGBTQ individuals (a
naïve expectation from the acceptance of gay men in the entertainment industry), assuming all of
my LDS students are homophobic, to recognizing the mission experiences of some of my LDS
students have created a level of cultural humility beyond that of some of their non-religious
peers. While I have read the reflections of a LDS student who believed “homosexuality” was “a
lifestyle choice” and they were not sure if they would be able to treat an LGBTQ individual, I
have witnessed many more LDS identifying students and faculty be supportive to LGBTQ
students.
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This “spectrum” of religiosity, attitudes and behaviors towards LGBTQ individuals
within this specific DPT program from their more religious classmates is reflective of the words
of Joshi (2020) who reminds us that religion “is lived by each person in unique and individual
ways” (p. 17). While the context of Joshi’s work is centered around white Christian privilege in
America, the author notes that in the context of Protestant Christianity, LDS adherents have
historically experienced “religious discrimination” and a lower position “in the social hierarchy”
within this country (p. 18). Students who are members of the LDS church have shared their own
experiences of microaggressions over the years with me, most frequently being asked how many
mothers they have or, how many wives they are planning on marrying. Another student once
shared they were tired of the automatic assumption that they did not drink alcohol, and being at
the receiving end of classmates joking on the topic. This ties directly to the assumption of
monolithic religious beliefs, which may help shape how some of the LGBTQ participants in this
study shared their reluctance to come out for fear of judgment from their more religious peers.
Joshi (2020) reminds us that there is “a spectrum of observance and non-observance”
across all religions (p. 153). The author goes on to state “that people live religion in all kinds of
ways, and even in ways that seem like contraindications; all of us lead lives that combine
following the rules and not following them” (p. 210). Joshi also highlights the need to consider
how religion intersects with “race, class, gender, and privilege” as a way to “create a social
justice paradigm” (p. 219). Espaillat et al. (2019) examined the occurrence of microaggressions
among medical students and found students experienced sexism and microaggressions related to
skin color, ethnicity, religion, and atheist beliefs. While participants reported microaggressions
related to sexual orientation, the authors admitted they “failed to include broader options for
participants regarding gender identity and sexual orientation in our demographic data questions,”
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and thus by their own admission committing a microaggression, and from the perspective of the
research, missing an opportunity to examine intersectionality in the context of microaggressions
(Espaillat et al., 2019, p. 149).
While historically and “on paper” the LDS church is not supportive of individuals
engaging in non-heterosexual behavior, outside of the actions of one faculty member on their
personal social media account, none of the white or Asian participants who described themselves
as out in the program described any episodes of judgment or microaggressions from their LDS or
other religious classmates (Bradshaw et al., 2015; Holland, 2021). From an intersectional
perspective, a participant who identified as Brown, felt unsafe as a result of the social media
post, and the participants who described themselves as not out, voiced their current fears of
judgment. In the opposite context, one might reflect that intersectionality and life experiences
may also have contributed to the number of LDS classmates who within the collective of their
cohorts provided a supportive environment, culture and climate for their LGBTQ peers, and in at
least one case, their own religious peer.
Finally, the experiences of both participants who were raised in the LDS church reflected
the sub-themes of struggling to come to terms with their sexual orientation as it related to their
religious beliefs. While one participant has now left the church and alluded to now experiencing
more acceptance within their own family, the other still struggles with the “heaviness in my
heart.” A third participant mentioned at the beginning of this section comes from a religious
family and is only out to individuals outside of the DPT program and none of their classmates or
birth family. For all of these participants not always having support from their families of birth
serves to further highlight the need for mechanisms of support to be in place for LGBTQ
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healthcare students (Chur‐Hansen, 2004; Cook et al., 2020; Copti et al., 2016; Dimant et al.,
2019; Rondahl, 2011).
Mechanisms of Support for LGBTQ DPT students
As far as support and PT school? Karla, she was like my mentor … like my rock and
she’s been my rock for longer than I’ve known. I mean without her, well school wouldn’t
have been as fluid, with all the ups and downs, Karla knew how to slap me over the head
and get me home! And our close knit group of friends, Alex at some point, we were sitting
in anatomy and she was like, “I will literally drag you by your hair to graduation.” And
she said, it was like the straightest face. And she was like, “I will pull you by that
ponytail with your, with your cap and gown until you're on stage.”
The sixth original interview question specifically asked: What kind of support did you
have from your family of birth, or family of choice during PT school? Four main sub-themes
evolved demonstrating that participants relied on one or more of the following: members of their
family of birth, their family of choice, classmates, or friends in higher education frequently from
outside the DPT program.
As previously noted, only one of the nine participants interviewed was not out to their
immediate family, which is in sharp contrast to an earlier study on LGBT nursing and medical
students where all of the participants were secretive about their sexuality to their family (Chur‐
Hansen, 2004). Prior to agreeing to be interviewed, this same participant was only out to a
faculty member they had told “accidentally” and was not out to any of their classmates. All three
of the participants who primarily described themselves as not out within the DPT program had
mechanisms for support that involved engaging with friends or colleagues who were also seeking
career pathways within higher education, often outside of their own DPT program. The
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participant who was not out to any family members would “lean on friends that were going
through similar things…through different grad programs.” Another of the three participants who
was only out to a very select group of friends in the DPT program shared:
I reached out to my friends a lot … the ones in PT school and my friends actually from
high school that I still keep up with because all of us are pursuing a higher education,
whether it be PhD, MD, I have a friend who just graduated law school, and so we're all
kind of in each other's support systems of just reaching out thinking like, man, this stuff
is like tough.
The third participant who described themselves as not out to classmates, but only their
research advisor and research group noted that they had “a pretty good relationship” with a PhD
student within the same university division who shared a similar racial background to their own.
A fourth participant who was out in the program, but shared frequent experiences of exclusion
from their cohort alternatively found some sources of support through meeting graduate students
from other programs in the university library. Additionally, they frequently reached out to a best
friend who is a professor in higher education, “just to make sure I’m not crazy,” regarding the
climate they were experiencing during their time in the DPT program on campus. Subsequently,
in a follow-up email, they recalled making connections with students at other PT programs via
the PT Proud group of the American Physical Therapy Association. As a result, this allowed the
participant to connect with a number of individuals at two different conferences. This reflects
back to the literature review where participants in the Chur‐Hansen (2004) study who reported
feeling excluded by their classmates, reported socializing with members of their own community
in an effort to not feel further isolated from their LGBT peers. Finally, the participant noted
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having a friend who was in a directorial position of a particular service area of the university not
related to the DPT program “who was always very supportive.”
All of the participants who were out to their families during their time in the program
reported having some form of family support, although a number of participants described
differing levels of support even among immediate close family members. As described under the
role of religion, a participant noted how their father is not supportive of their same-sex
relationship choice. Another participant commented, “I am out to my mom and my brother. I
think my mom might have told my dad, I don't think he understands, and my grandma doesn't
know.” In contrast, two participants reported having more support from their fathers than other
family members, with one remarking, “I don't personally have the best relationship with my birth
family, my dad and I, and my brother and I, are closer.” However, this individual described a
strong support network through their family of choice, which will be explored below.
In general, some of the participants who could be described as transitioning to second
careers in PT described greater acceptance among their family members. One noted having a
small and liberal family, “my whole family is pretty open minded, so they were great through PT
school.” They laughingly stated, “I was joking … I think they might’ve liked me more … when I
was like, this is my girlfriend,” when coming out to their family. More than a few participants
shared the value of having family members help with physical tasks including cooking,
handiwork, car maintenance, pet care, childcare and laundry. In the words of one individual:
My family definitely had a big impact and was such a big support system for me. I lived
at home all throughout undergrad and in grad school and … my parents would help me
out with whatever I needed … it was kind of like understood at that moment … if I were
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to go to grad school … they wanted me to do this, that they would help me as much as
like, as they could.
One of the other second career individuals shared that when they were first coming out
during their earlier initial career education they had “limited support” from their birth family.
Alluding to the DPT program they stated, “then family of choice in school, hundred, hundred
million percent,” yet with no mention again of their family of birth. The single participant who
described coming out while in the DPT program noted having a tumultuous relationship with
their mother for a period of time as described under the theme of the role of religion. For this
participant, the support they received from their partner and now spouse, along with their
spouse’s family helped while they were lacking support back at home, “I'm just super lucky
because I had a very supportive, very stable relationship that I could just lean on and know that
no matter what happened, I had this person.” Another participant who described challenging
experiences during their time in the program stated, “I relied heavily on (their spouse) to get me
through the tough times.”
Besides partners and spouses being defined as family of choice, a consistent theme
among many participants was the description of family of choice being applied to friends in
higher education outside of the program as previously described, and friends within their own
DPT cohort. The only participants for whom this did not apply were those who were not out in
the program, and the individual who described frequent microaggressions based on their many
intersecting identities. One participant shared, “my family of choice? I guess is my, was my PT
class … everybody I met there and then my fiancé ... has people out here that are, I would call a
family of choice.” Another participant who described relationships with limited members of their
family of birth stated, “as far as support and PT school, that is, was my … family of choice.”
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This same individual went on to say, “the support you have within the class itself. I think it
speaks volumes. I, we had a wonderful group of people.” They were also one of two individuals
who shared they had long-term mentors who were already physical therapists who provided
support at various times during their education. The participant who came out during their DPT
education was another individual who specifically described their cohort as a family of choice:
My PT school, family of choice were all immediately supportive. I mean, I kind of threw
it out of nowhere … I dropped it on them because I, I brought a boyfriend during PT year
one, that had come to visit and then year two, all of a sudden, I'm, full-fledged in a
relationship with a woman that everyone took it in stride as if nothing. So that was
wonderful and very supportive. Uh, my birth family was a mixed bag.
Within the interview, this same participant repeated feeling supported and included, but
framed that experience in the context of being asked about any physical spaces on campus that
felt more welcoming or safer in relationship to their identity:
Definitely (the primary program building) was very comfortable for me. I mean, that was
home away from home because of the program, but also because it's really, I had great
experiences there. I had my little PT family there and like I said, there was nothing but
support and inclusion. So that's kind of where my heart lies on that campus for sure.
As noted in Chapter 3, being a critical ethnography, a component of the study focused on
the physical location the participants experienced during their time in the program. Having been
a former student in the same program, and now teaching for ten years in this same location one
might argue while not traditional “field-work,” I have spent considerable time observing the
habits of the culture-sharing groups of cohorts of DPT students. As students, the participants
spend a considerable amount of time in the primary building the DPT program is housed in, as
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well as the graduate facilities within the campus library and the campus recreational center. In
the words of one participant, based on the demands of the program, “I was pretty confined to (the
primary program building) and the rec center.” Multiple participants reported a positive
association with the primary program building, although one disconnected that association from
their sexual orientation, “you always feel safe in (primary program building) but that was
because we like lived there, but not anything to do with my orientation.” However, this is in
direct contrast to the participant who experienced exclusion and “never felt welcome” during
their time in the program. As noted previously, this individual found support at the campus
library with other graduate students. Another participant also shared they were:
More comfortable … at the library for some reason in the grad lounge or at the library.
Cause I could have like my own space, and it was always like behind, like in the corner. I
still remember, like I would always sit there with like some of my classmates when we
were just study like smaller groups and I just, just felt comfortable there for some reason.
One of the participants who described themselves as not out stated “I think it’s a pretty
safe environment in general” and when asked how they felt about the primary program building
and the library,” I don’t feel like…when I go to a different building it’s not safe. It’s just you’re
not familiar with the environment.” The participant who was only out to their family of choice
remarked, “I feel like we all felt pretty good and staying in (primary program building), and then
like the grad lounge and the library and then student counselling, student counselling on campus
has actually been good.” This was the only participant in addition to the participant who had
described exclusion and trauma during their time in the program, who shared that they had used
the student psychological counselling services housed in the student health center during their
time on campus.
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A second taxonomic analysis (Appendix G - Experiences or Emotions Related to
Physical Location) was performed as a result of the fourth domain analysis listed in Appendix E.
The cover term for the domain analysis was “emotions or experiences related to physical
locations.” The domain analysis was coded based on the interview questions which asked if there
were any particular locations (including on the campus, clinicals, or within the workplace) where
participants had experienced positive or negative events related to their identity. Secondly, were
there any particular spaces on campus in which they felt more welcome or safer? The four
primary locations highlighted in the domain analysis and taxonomic analysis are the primary
program building, the graduate library, the workplace, and the student health center. While a
number of students recalled using the recreational center, no specific experiences or emotions
were attributed to that location. The primary focus within this taxonomic analysis are the words
used by participants to describe their experiences, which provides experiential knowledge to the
analysis. The terms faculty and classmates were also added to the display, as certain participants
attributed specific experiences and emotions to their interactions with either individuals or
groups from either category.
The taxonomic analysis (Appendix G) displays both positive and negative experiences
related to specific locations on campus and in the workplace. This taxonomic analysis was color
coded, specifically to highlight the negative emotions and experiences that were solely shared by
the two participants who experienced racialized microaggressions as previously discussed. While
one of the two participants did share some positive experiences within their interview, the
negative experiences highlighted in the analysis were predominantly experienced by these same
two participants. The exception is for the non-racialized traumatic experience shared by a
participant in relationship to their HIV status at the student health center. The differences in the

157

experiences for the two participants who experienced the racialized microaggressions will be
explored in relationship to the theoretical framework for this study in the next primary section of
this chapter.
When asked if they had used any of the LGBTQ friendly specific services on campus,
three sub-themes revealed themselves. Firstly, many participants were unaware they even
existed. One participant’s comments summed up the opinion of multiple participants, “I didn’t
even know there was a LGBTQ resource.” Next, others noted the lack of time, two different
participants remarked, “the social club looked really fun, but just didn't really work out with my
schedule,” and “I'll be honest. I didn't really have time for any of that. I was very busy.” Thirdly,
two of the three participants who described themselves as not out during the program specifically
noted reluctance in using the available LGBTQ services, as doing so would essentially force
them to be more open about their identities. One participant explained:
I knew that there were, but … it was never something I necessarily like actively sought
out just because I think a part of it is, I felt like once I would reach out … I would then
kind of have to be almost like a little bit more open with my sexuality, to classmates or
like just no, just in general be more open about it and I wasn't comfortable with that.
The second participant noted both the time constraint and their lack of comfort discussing
their sexual orientation based on their religious conflicts discussed within the theme of the role
of religion:
Lack of time, definitely. I won’t say lack of interests it’s just, is, I don't know. I just,
… also because of my yes, like religion so, I, I, I know that I'm not comfortable talking
about my sexual orientation with everyone. So, like, even though I'm the same group, like
the people who supposed to be like me, I just don't know. Cause I still have conflicts in
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my heart. So I, I'm not comfortable talking about it to everyone and I feel like when I go
to event like this, I'm supposed to talk about things like this.
Interestingly, as previously noted, this same participant shared during their interviews
that they had actually come out to their two most recent clinical instructors. This connects to the
importance of supportive clinical environments for both students and employees. One participant
shared the experience of caring for a number of transgender patients during one of their clinical
internships. Despite voicing hesitation about coming out to clinical instructors and in the
workplace, sometimes from a safety perspective, this participant shared that these experiences
along with the challenges of working with a patient who identified as “poly” and had “two …
relationships going on and … it was just … very complicated,” led to their clinical instructor
sharing that his daughter identified as a lesbian, which allowed the participant to feel
comfortable enough to come out to him. This was the only clinical experience the participant
discussed being comfortable enough to do so during their interview, and in contrast, is not
currently out in their workplace.
Even for one of the participants who described themselves not out, and only out to a
small group of friends within the DPT program, when asked how comfortable they might be
dealing with a racial or sexual identity microaggression, the participant noted without prompting,
how having a LGBT co-worker might make them more apt to speak up:
One of the clinicals I was at … had a provider who was part of the LGBT community,
and I think maybe there, I would be more comfortable being…at least knowing that …
she's like out and everybody knows it at the clinic…so, I think maybe if I knew very
blatantly that they were going to be, I was going to have support. I might.
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Under the discussion of racial microaggressions and discrimination, the story was shared
of the participant who had felt “silenced” when told not to speak their primary language socially
in the workplace. However, this same participant noted how their current workplace was much
more supportive, particularly in regard to LGBTQ individuals, “they have made statements…that
are pro LGBTQ … they have posted pictures and … during Pride month they posted something
on their website.” When asked if they were out in the workplace they shared, “I'm out to some of
my coworkers, not everybody knows, and I don't think that management necessarily knows, if
they do it's never been like discussed openly.” Another participant who described themselves as
completely out in the workplace with colleagues had completed a clinical internship at the
location where they are now employed, so understood the environment they were going to be
working in, “they're very supportive. There are a whole mixed bag of conservative versus more
liberal, but everyone in general is just more open to, you know, everyone's different. That's okay.
We can all get along type of atmosphere.” As noted previously, they specifically described
having to “feel out” the personalities of their clinical instructors and being hesitant to work
where there were no other members of the LBGTQ community. Powerfully though, their
experience on their clinical internship had allowed them to feel comfortable enough to come out
to their clinical instructor and obviously seek employment in the same location. Besides the
supportive atmosphere, this participant remarked on the importance of having other out
healthcare providers in establishing the supportive environment:
We have another physical therapist who is also, identifies as a lesbian, we have some
nurses, so there’s more of a culture there too. So, I already … walked into that situation
… already knew that it was an okay thing in the office and people were open about it, but
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you know, walking into a job where maybe there wasn’t any representation, I may be
hesitant at first.
The words of this participant link directly back to the findings of the literature review
reflecting on the power of having out colleagues as a mechanism of support for future healthcare
professionals who identify as SGM, and as a potential contributing factor in addressing
healthcare disparities in the community (Butler et al., 2019; Cook et al., 2020; Copti et al., 2016;
Dimant et al., 2019; Fallin-Bennett, 2015; Mansh, Garcia, et al., 2015; Risdon et al., 2000). In
particular, Fallin-Bennett (2015) made the call for LGBT health professionals to disclose their
status and function as professional role models for the next generation of providers. Secondly,
these disclosures may aid in breaking the cycle of implicit bias and hidden curriculum that exists
in the professional climate of healthcare (Fallin-Bennett, 2015).
The evidence in this current study demonstrated that implicit bias, and the hidden
curriculum do indeed exist throughout the experiences of LGBTQ students in their DPT
education, and on into the clinical settings. Their stories also highlight the importance of having
allies and out providers in supporting their success and well-being as LGBTQ DPT students, and
the negative consequences for some individuals when this does not occur. Being able to improve
the visibility of SGM healthcare providers and create training environments that support the
disclosure of SGM status serves to not only create a supportive environment for students that
may aid in their success and decrease minority stress, but has the potential to impact SGM
healthcare reform in a positive manner (Eliason et al., 2018; Fallin-Bennett, 2015; Mansh,
Garcia, et al., 2015). However, this current study reveals there is still much work to do as the
participants in the study shared their experiences with microaggressions, barriers to being out
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and the strategies engaged as a mechanism to navigate the heteronormative spaces of their
education and workplaces.
Connecting to the Theoretical Framework
The proposed theoretical framework with roots in critical race theory (CRT) and Queer
Crit which was outlined in Chapter 3 suggested the following five main theories: (a) racism and
heteronormativity are endemic, (b) challenging dominant white and heteronormative ideologies,
(c) intersectionality of identities and systems, (d) experiential knowledge, and (e) a social justice
commitment. The findings reported thus far in this chapter demonstrate the existence and the
need to address these five themes as they relate to the experiences of LGBTQ DPT students at
the specific location within the study. Without doubt, the interviews at the center of this study
allowed for the experiential knowledge of the participants to be shared. The hope is that the
participants voices have been heard, and that both myself and any readers of this paper are able
to “value the life experiences of LGBTQ people of color” and the remaining LGBTQ individuals
in this study who identified as white or Asian (Misawa, 2012, p. 244). Misawa frames
experiential knowledge as a component of social justice narratives, and that these narratives, life
histories and experiences are important in centering the experiential knowledge of LGBTQ
individuals. While the experiential knowledge of the participants highlighted the need for social
justice to occur, the areas of focus to be addressed in the remainder of this chapter will be
reflecting on the themes of racism and heteronormativity being endemic, challenging dominant
white and heteronormative ideologies, and the intersectionality of identities and systems.
Specific recommendation for a social justice commitment based on the findings will be further
discussed in Chapter 5.
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Racism and Heteronormativity are Endemic
The findings from this study demonstrated that racism and heteronormativity were
endemic in the experiences of LGBTQ DPT students within the location of the study, and that
intersectional identities and systems were interwoven with these experiences. The presence of
these factors demonstrated the need to challenge the dominant white and heteronormative
ideologies in order for social justice to occur.
From the initial interviews and participant responses it was obvious that navigating the
heteronormative culture of the clinical setting was the primary location where participants had to
take into consideration knowing “who is your audience” and what pronouns to use or avoid when
discussing their significant others. Interestingly though, as previously noted many participants
did not directly identify the university campus and their didactic educations as heteronormative,
but in some cases had to be queried in more detail to be able to recognize the lack of LGBTQ
content in the curriculum. All of these participants either identified as white or Asian. Only two
participants directly identified the heteronormativity of the campus, one of whom identified as
white and asexual, the other of who identified as Brown with many other intersecting identities.
The participant who identified as Brown was a later participant. This same participant
had initially been hesitant in participating in the study and had asked what my interest was in
pursuing the research topic. In an attempt to explain my positionality and interest in the topic I
had forwarded them my positionality statement as it exists at the beginning of this paper. In
response to my statement that “it can be argued that heterosexual students arrive with a
heteronormative perspective of society and the educational environment” they responded via
email, “I think it very likely all and not just heterosexual students that “arrive with a
heteronormative perspective of society and the educational environment.” That shit is
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internalized “like whoa”, as they say.” Van der Toorn et al. (2020) discussed the pervasive nature
of heteronormativity during socialization, across societal institutions and how it remains
embedded within ideologies, with prevalence in both LGBTQ and cisgender individuals.
Heteronormativity is linked to internalized homonegativity, and has been observed in
some same-sex relationships “with some gay men and lesbian women either performing a
feminine or masculine role (in terms of appearance and/or behavior), and dating people
performing the ‘opposite’ role” (Van der Toorn et al., 2020, p. 161). In an article discussing
masculinity and minority stress among men in same-sex relationships, Lu et al. (2019) discussed
the term straight-acting to describe gender-conforming traits and behaviors, performed by men
who “are primarily performing gender to identify themselves as “masculine” men and distinguish
themselves from “feminine” men and men expressing gay identities” (p. 260). In this same
article, the authors remarked that for these men, straight-acting has the ability to provide
privilege by marginalizing femininity.
Within this current study, three participants specifically remarked on their ability to pass
as straight. One gay male participant stated unsolicited, “I know that I have, kind of a privilege in
a way, because not everybody knows my identity or my orientation just by looking at me.” A
lesbian identifying participant remarked, “I feel like it comes off that I’m very straight.” Another
lesbian participant stated,” I've had patients who have, of course have no idea because, because I
am more feminine,” then went on to remark, I don't look the part exactly of what people
stereotypically think is what I've been told anyway, a lesbian should look like,” but did comment
that the existence of those stereotypes is “ridiculous.” A fourth participant who identifies as
asexual explained that having “a sexual identity that not most people know” they had not
“directly found out” the opinions of those not in their immediate circle regarding LGBTQ
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individuals. They also remarked, “I also didn't recognize like other people … would possibly
have struggled during this time.” These comments were elicited while asking the participants
about how they dealt with microaggressions related to their LGBTQ identities and/or asking
about the mechanisms of support they used during their education. In all four cases, they
appeared to be passing in heteronormative spaces by conforming to heteronormative
expectations related to their gender identities, and none of them recalled experiencing
microaggressions from individuals based on their LGBTQ identities while in their DPT
education. This lends credibility to heteronormativity being endemic, and the comment of the
other participant regarding internalized heteronormativity.
In contrast to the four participants in the previous paragraph who all identified as white or
Asian, the participant who identified as Brown recognized the heteronormativity embedded in
the DPT curriculum, program culture, and experienced microaggressions related to multiple
aspects of their intersecting identities. Their comments about their classmates were also telling:
There's just … a lack of humility, like in general, like among my classmates. There's no,
there was just like, no thought to like who they are as people, like how they're, how
they're showing up in these spaces. They've never thought about it. They've never had to,
and you could really see it it's so crystal clear to me because I have done it a lot…and my
friends are people who, who do it and I don't have friends like that, like those people in
the PT program. So, to me it was really like screaming and it was, it was awful every day
to be around those people. I know that one-on-one … I appreciate them, like one-on-one
and whatever, I, I'll just adapt to them one-on-one but as like a group or groupings or
whatever, I just, I just cannot.
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This participant’s experience of their cohort was in direct contrast to the language used
by another participant in the study who identifies as white and graduated in the same cohort as
this participant. Their LGBTQ identity is not included in this section in an effort to maintain
privacy of both individuals, however, their language paints an opposing experience:
You know, I can't say this enough about our class, but people have a lot of different
religious views or different cultural views, or I'm sure different views about sexual
orientation, but I never felt like we ever had a professor or, you know, a, another
classmate that ever really, you know, said one thing or the other towards us. I can't think
of an instance, while in school where I ever felt like I had that sort of like have
microaggression that I can't like, I mean, we would, we would joke after Psychosocial,
like Alex (pseudonym) always has like this knack to be like, when we're joking with each
other, like, if I like say something cute to (my partner) and she'll be like “gay!” And like,
she'll say it really loud and funny, but I mean, and I'd be like, “that's a microaggression”
and we would joke about it. But I mean, our class was super awesome and I never really
had like, issue anywhere on campus.
The question might be, how can two LGBTQ students have such a contrasting experience
of the same program and same classmates? From a CRT perspective we can directly name it
“racism as normal,” and from a Queer Crit perspective it connects back to the intersection of race
and racism with sexual orientation and homophobia (Ladson-Billings, 2013; Misawa, 2012).
This second participant also did not recognize the “jokes” of their classmate as a
microaggression based on heteronormativity, and identifying as white did not experience the
same racism their classmate did which provided a positionality of privilege. After feeling
ostracized by white students at the initial welcome picnic for the DPT program, the first

166

participant shared an experience of being invited to go walking during a class break with some of
these same white students:
The Wyoming girl, she was like, “Oh, you speak two languages,” and something about
me being foreign. And I was like, “what? I'm a Native American person … my people are
indigenous to this land. I can't, I can't even imagine it…why would you call me foreign?
Your people came from Europe … I, but I didn't say anything because I was just in shock
when, I can't even.
As noted in the section discussing racial microaggressions, this individual and one other
participant were the only two who reported experiences of racialized microaggressions and
discrimination. One might argue that their experiences offer counter-stories to their white and
Asian LGBTQ classmates, because their stories are in direct contrast to the other seven
predominantly positive narratives regarding their experiences in the DPT program. While one of
these two participants identified as Brown, and the other white, they both share common
ethnicities and language skills. Both individuals experienced “racism as normal” in the context of
their DPT education and for one participant thus far, also in their first workplace related to
language use (Ladson-Billings, 2013).
Again, none of the other white identifying or Asian participants shared experiences of
racialized microaggressions or discrimination. As noted under mechanisms of support for
LGBTQ DPT students, Appendix G demonstrates the experiences and emotions linked to
physical spaces, and interactions with classmates and faculty that participants shared. Those
experiences are color-coded. Only one white student reported a negative traumatic experience
connected to their treatment at the student health center. All the other negative experiences are
the lived experiences of these same two participants experiencing racialized microaggressions
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and discrimination, and additional intersectional microaggressions. For one, trauma and
negativity were connected to their program experience as a whole, and involving interactions
with classmates and faculty, for the other there were two separate experiences with a classmate
and faculty member questioning their legal status that “made an impression on me,” followed by
another episode in the workplace related to conversing in a non-English language. The
workplace experience left the individual feeling “silenced,” and immediately seeking
employment elsewhere.
One might argue, that this individual’s attempt to discuss the “English only” language
policy in the workplace was their attempt to challenge the dominant white ideology (Stapleton &
Croom, 2017). For both of these participants, their stories and experiences clearly demonstrated
“how race and sexual orientation are intertwined in their lives” from a Queer Crit perspective,
and for the participant who identified as queer and Brown, their lived-experience allowed them
to directly identify the magnitude of heteronormativity in the clinical and educational
environment that the majority of other participants were unable to (Misawa, 2010; 2012, p. 243).
At the time of writing this section of the paper in Spring of 2021, I cannot help to reflect and
question based on the current political and cultural climate, whether or not my Asian identifying
participants might now have experiences that also bring to the fore front the endemic nature of
racism and heteronormativity.
Finally, an early theme that developed during the interviews was the role of religion for
many of the participants. As noted in the literature review, the program this specific study is
situated in consistently has students and faculty who identify as members of the LDS church. As
previously stated, the LDS church believes that sexual relationships are only reserved “for a man
and woman who are married and promise complete loyalty to each other” (The Church of Jesus
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Christ of Latter-Day Saints, 2021, para 3; Bradshaw et al., 2015). While two individual
participants were both raised within the church, other participants noted their hesitation and fear
of judgment from classmates, clinical instructors, and/or faculty as a barrier to coming out.
Although through their experiences a number of these same participants then shared that their
expectation of judgment was unfounded once they were out. However, one could argue that the
heteronormativity associated with the LDS church appeared to be a barrier to coming out for a
number of participants in different times and places associated with their DPT education and/or
personal lives, and could be described as endemic some of the participants (Mayo, 2007).
Intersectionality, and Challenging Dominant White and Heteronormative Ideologies
For both the participants who experienced racialized microaggressions, the
intersectionality of their identities shaped their experiences. For the purpose of their DPT
education they were existing in a predominantly heteronormative, white, Eurocentric system
(Valdes, 2003). Besides racialized microaggressions, other experiences were shared by one of
these two participants including microaggressions based on their size and potentially the nonbinary aspect of their intersectional identity. The participant had described that other students
were uncomfortable with their presence in the women’s bathroom, forcing them to feel as if they
had no option other than to change in the bathroom stall. They also shared being at the receiving
end of “weird comments and assumptions” related to an issue regarding their personal health and
family. Van der Toom at al. explained that SGM individuals, in particular those who identify as
trans or non-binary, “can threaten the clear distinction between ‘women’ and ‘men’ (Outten et
al., 2019) and elicit negative reactions toward LGBTQI+ individuals among women and men
who are highly identified with their gender” (Schmitt & Branscombe, 2001; Van der Toorn et al.,
2020, p. 163). This might provide some explanation but not an excuse, as to the behaviors of
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these classmates towards this individual, and not towards other LGBTQ individuals within the
same cohort who also participated in this study.
The participant who identified as queer and Brown, shared experiences of attempting to
challenge the dominant white and heteronormative ideologies frequently during their time in the
DPT program. Collectively, these examples are from information gained in the interview, and
my own interactions with the participant during their time in the program. On multiple occasions
the participant went through the appropriate channels via faculty and the department chair, in an
attempt to raise awareness regarding racialized microaggressions in specific classes from faculty,
regarding “racist test questions,” their own concerns of personal safety related to their sexual
orientation, the framing of discrimination in class from a very one-dimensional perspective, and
the focus on binary presentation of gender and the family in many areas of course materials.
They also shared the experience, previously described, of after being insulted regarding their
body size, of attempting to inform the white classmate how “incredibly upsetting and hurtful” it
was. In a follow up email following their interview they noted:
It was pretty shocking to hear that, and I didn’t/couldn’t reply in the moment. It was also
shocking to realize how empowered she felt to say that to me, and that I needed to
comment for her to realize she had caused any harm, or that she needed to apologize. It
was a lot.
Within their interview, they described asking another student who was white to address
an issue related to course content presenting ageism as “worse than other types” of
discrimination because they believed the faculty member, “didn’t like me. So, I told Nicole
(pseudonym) to bring it up to them. I think she did, but I don’t know. I don’t know where that
went.” (edited for privacy). Overall, however, the participant shared that within the program,
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“there’s a lot of white people in there, and I just don’t feel comfortable around that many white
people like that.” In a follow-up email they shared the mixed experiences of feeling “hopeful”
and then “gaslighted” across a number of different conversations they had had with me about
their “concerns with the program and LGBTQ inclusion, competency, equity.” In particular, after
sharing their concerns about a Facebook post from a faculty member “stating that families and
individuals like me will bring “calamity” to the world.” They shared that my advice to them had
left them feeling, “like you had no clue that my experience could not really be the same, these
people treat me differently, as a queer Brown (redacted for privacy) student trying to interact
with these people” and that they felt, “very alone in my ability to talk to anyone about this.”
Collectively, the two participants who recalled racist microaggressions dealt with
microaggressions and discrimination related to their intersectional identities, and as a result of
intersectional systems. Race, LGBTQ identity, body size, language, and an assumption of
foreignness all came into play in relationship to identities and the assumptions of the dominant
majority (Crenshaw, 1991). The intersectional systems of the heteronormative clinic and
educational space, inhabited by a predominantly white, straight, cis-gendered majority, also
included the influence of a predominantly white and historically patriarchal religion which
influenced the experiences of number of participants, as already discussed under the theme of the
role of religion and in relationship to the theoretical framework of heteronormativity being
endemic.
Two participants specifically dealt with the intersectionality of their religious identities
and upbringings as outlined within the role of religion. One individual discussed coming to terms
with their sexual orientation and their religious upbringing in the LDS church. In their own
words, they used their knowledge of their own religion as a source of empowerment, and one
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could argue that this participant had themselves challenged the heteronormative ideologies of the
LDS church, and the viewpoints of many of their family members. The second participant who
still identifies as a member of the LDS faith, and shared their internal conflict with this situation,
described their relationship with their father in a manner that might also be described as
challenging heteronormative ideologies in that he, “is not supportive but not like he’s not doing
anything to stop me.”
As was expected and outlined in Chapter 3, participants in this study did indeed possess
multiple identities and experience, “systemic power, privilege, and oppression associated with
each identity,” but it was really most telling for those who experienced the intersection of
marginalized race and/or ethnicity, and LGBTQ identities (Misawa, 2012; Stapleton & Croom,
2017, p. 18). The theoretical framework for this study proposed that hearing the experiential
knowledge of the participants would reveal that racism and heteronormativity would be endemic
in the experiences of LGBTQ DPT students, and evidence suggests this strongly to be the case.
Interwoven with the experiences of these participants is the intersectionality of identities and
systems specifically the systems of education, religion and the healthcare profession. It was
expected that the research would reveal the need to challenge the dominant white and
heteronormative ideologies which is indeed the case. In order to justify the fifth component of
the theoretical framework for a social justice commitment, mechanisms to challenge the
dominant white and heteronormative ideologies will be discussed in Chapter 5.
Chapter Summary
Chapter 4 presented the research findings for this study. The presented findings supported
the use of the theoretical framework which was grounded in CRT, Queer Crit and the
heteronormative perspective. Five clear themes were revealed by the research (a) navigating the
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heteronormative clinic and campus, (b) experiences of microaggressions and discrimination, (c)
barriers to being out, (d) the role of religion, and (e) mechanisms of support for LGBTQ DPT
students. Chapter 5 will present a further discussion of these findings as they relate to healthcare
and education, along with recommendations for action, and implications for social change.
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Chapter 5: Discussion
Chapter 1 introduced this study on the experiences of LGBTQ Doctor of Physical
Therapy students. Chapter 2 provided a review of existing literature related to the study. Chapter
3 discussed the methodology including the presentation of the theoretical framework engaged for
the study. Chapter 4 presented the findings from nine one-on-one interviews. The interviews
were conducted from the perspective of a critical ethnographic approach in an effort to determine
the culture and climate experienced by the participants during their didactic education, within the
clinical setting, and in the workplace for a number of participants. Chapter 5 includes a
discussion on the major findings of the study in relationship to the research questions and the
theoretical framework for this study.
Interpretation of Findings
The primary research questions for this study were 1) How do LGBTQ students
experience an education in a DPT program at a diverse, minority serving institution? For a sub–
question: how open were LGBTQ students able to be about their own sexual orientation or
gender identity in varying educational or clinical settings? The research findings presented in
Chapter 4 suggest that the experiences of LGBTQ DPT students are consistent with the
experiences of LGBTQ students and healthcare professionals across other healthcare disciplines
previously examined in the literature including medicine, nursing, dental medicine and other
allied health professions. The following discussion will reflect on the findings in relationship to
LGBTQ physical therapy and healthcare students within the educational and clinical
environment, along with the potential impact on healthcare for the LGBTQ community as a
whole.
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Relation to Reviewed Studies
As noted in the literature review for this study, and highlighted within the theoretical
framework, the heteronormative perspective is a hierarchical system that privileges
heterosexuality (D’Emilio, 2004; Wimberly, 2015). Heteronormativity is embedded throughout
society influencing politics, religion, economics, law, public health, education and curriculum
design (Carpenter & Lee, 2010; D’Emilio, 2004; Renn, 2010; Sanders, 2008; Van der Toorn et
al., 2020; Wimberly, 2015). Not surprisingly, heteronormativity was indeed revealed by this
study yet sometimes went unrecognized by a number of the predominantly cis-gender identifying
white or Asian participants. This is considered to be a reflection of the internalization of
heteronormativity in both LGBTQ and cis-gender individuals, highlighted by Van der Toorn et
al. (2020) and remarked on by one participant in this study who was the only individual who
identified as non-binary.
Internalized heteronormativity is the way individuals see themselves and is a direct result
of the pervasive nature of heteronormativity that occurs throughout the socialization process for
the majority of individuals. Van der Toorn et al. (2020) note how heteronormative assumptions
are so “ubiquitous in the daily experiences of both children and adults,” that they work to
solidify the internalization of heteronormativity for both cis-gender and LGBTQ individuals
creating negative consequences for all (p. 160). Internalized heteronormativity and/or
internalized homophobia has been related to increased minority stress for LGBTQ individuals
(Meyer, 2003). Lopez-Saez et al. (2020) describe the act of passing as a method to attempt to try
and avoid some of the negative consequences related to heteronormative and heterosexist society
which they describe as external stressors in conjunction with any internalized stigma that might
be experienced as a member of a marginalized community. The authors also note that students
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frequently attempt to pass in locations such as universities in an attempt to avoid being identified
as “cis-heterodissident” (p. 2). This might provide an explanation as to why four participants
specifically made mention of their ability to pass without being specifically asked for that
information, and provide support to the opinion of one participant that all students including
heterosexual and LGBTQ individuals show up in educational spaces with internalized
heteronormativity.
Only two participants specifically identified their campus experiences as heteronormative
without additional enquiry. While one might argue some of the participants did not immediately
recognize the heteronormative curriculum within the DPT program, for six of the nine
participants the “supportive” culture within the program allowed for them to be out. However,
two individuals had remarked they had essentially been outed when classmates recognized their
partners to be same-sex, so one might argue their coming out was not necessarily driven by their
own choices and/or a “supportive” culture. In similarity to not recognizing the heteronormative
curriculum, multiple participants did not identify the heteronormative assumptions of their
patients as microaggressions. Within the clinic however, one might argue that the pervasive
heteronormativity within society and healthcare setting influenced the daily negotiations
participants described in choosing whether or not to be out to patients, clinical instructors and coworkers (D’Emilio, 2004; Wimberly, 2015). Most notably, even participants who described
themselves as out in both their workplace, personal lives and during their time within the DPT
program, were rarely out with all of their patients. This links directly back to the work of Mayo
(2007) highlighted in the literature review. While their research was focused on LGBT youth
they noted “how different social and spatial contexts shift the possibilities for being out,” with
the same appearing to be very much true in the healthcare setting (Mayo, 2007, p. 86).
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Foucault (1975) described how “medical space can coincide with social space, or, rather,
traverse it and wholly penetrate it” (p. 31). As described earlier, physical therapists frequently
spend longer periods of time with their patients than other healthcare providers, and the
development of the therapeutic relationship can create greater opportunity for “social”
conversations to arise. Wahlert and Fiester (2013) described “the pronounced difficulties for
queer persons and communities in the clinic” (p. 86) exacerbated in recent history by the AIDS
crisis, but deeply connected to the historical categorization of the homosexual vs heterosexual
identities initially established within the medical industry as pathological in the late nineteenth
century (Katz, 2004; Sedgwick, 1990). For the participants in this study, the constant
negotiations of “knowing your audience” came into play across multiple physical locations, most
frequently in relationship to the clinical setting and secondly the campus, and in relationship to
who they needed to be social with, and who held the positions of power.
The goal of using a critical ethnographic approach to this study was to be able to examine
the systems of power and privilege that frequently marginalize certain individuals and
communities in society (Creswell & Poth, 2018; Denzin, 2017; Merriam, 2002). The issue of
who was in power at any one time or location became a salient sub-theme that connected across
four of the five primary themes in the study, obviously navigating heteronormative spaces,
experiences of microaggressions, barriers to being out, and the role of religion. Essentially, who
held the assumed position of power repeatedly had an impact on the experiences and behaviors
of the participants in this study. Very often, the role of the clinical instructor was deemed the
position of power as a result of their ability to directly influence the outcome of a student’s
clinical affiliation, a concern frequently cited in the existing literature for SGM healthcare
students (Dimant et al., 2019; Lourie, 2018; Mansh, White, et al., 2015; Rondahl, 2011). The
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historical hierarchy of medicine placing the physician in a position of power played the role in
the experience of two participants, despite one of the participants being a licensed Doctor of
Physical Therapy at the time (Foucault, 1975). Interestingly, however, this same participant who
was not willing to directly intervene with a physician making disparaging remarks at the expense
of a transgender patient, conversely recognized when they were in a position of power, and was
comfortable enough to speak up to their human resources department when chastised for
speaking their primary language in a social conversation with other co-workers:
I was being silenced in a way, and the CNAs even more so than me … I even felt like I
was in a better position almost … I was a PT and, you know, versus … the housekeeping
department or the kitchen, or CNAs, who were constantly being told they couldn't speak
their language among each other.
This parallels findings in the literature in that for every experience of microaggression,
the recipient has to evaluate “the power dynamics and what exactly is at stake” (AckermanBarger & Jacobs, 2020, p. S29). Ackerman-Barger & Jacobs describe how the recipient of
microaggressions essentially has two choices to make: either address the microaggression and be
accused of being overly sensitive and “risk their standing in either the relationship or the
organization,” or avoid addressing the issue but face guilt for “allowing the microaggression to
perpetuate stereotypes and devalue their identity group” (p. S29). Microaggressions are
frequently described in the literature as subtle (Solórzano et al., 2000 ; Stapleton & Croom,
2017).
The subtlety of microaggressions might be another explanation as to why a few of the
participants failed to recognize assumptions of heterosexuality as a microaggression. However,
as already noted the majority of the participants were cis-gender and white or Asian, while the
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students who experienced the most repeated microaggressions besides the heteronormative
assumptions of others, both experienced racialized microaggressions and insults related to other
aspects of their intersectional identities including presumed foreignness, language use, nonbinary identity, and body size. Stapleton and Croom (2017) identified how using an
intersectional approach to analysis allows for the examination of “systemic power, privilege, and
oppression associated with each identity” (p. 18). Within Chapter 4, findings reported that four
participants remarked directly and indirectly of their privilege of passing as straight. In the
context of this study, the lack of microaggressions reported by the predominantly cis-gender
identifying white and Asian participants should also be identified as a privilege in contrast to the
intersectional microaggressions experienced by their fellow LGBTQ peers of Color and/or
presumed as foreign (Joshi, 2020; Misawa, 2012). Overall, the majority of the participants were
white and cis-gender, and for those who were also able to pass as straight one might argue this
intersection of identities created a position of power and privilege rooted in white supremacy and
heteronormativity, and a lack of critical race consciousness (DiAngelo, 2018; Misawa, 2012;
Valdes, 2003).
The experiences of racialized microaggressions in all settings of society including
education and healthcare is supported by a vast and on-going volume of evidence. (AckermanBarger et al., 2020; Espaillat et al., 2019; Solórzano et al., 2000 ; Whitfield et al., 2014). In a
recent study, Ackerman-Barger et al. (2020) focused on the experiences of racial
microaggressions by underrepresented racial minorities in medical and nursing education. The
experiences of the nursing and medical students in their study paralleled findings in the literature
review for this study which was primarily focused on LGBTQ students. Consistently,
marginalized students experienced a hidden curriculum, with LGBTQ students frequently

179

experiencing a curriculum focused on heteronormativity and microaggressions focused on
presenting LGBTQ health concerns as a result of sexually deviant behavior or solely in the
context of HIV/AIDS (Chur‐Hansen, 2004; Espaillat et al., 2019; Risdon et al., 2000). Students
who identify as underrepresented racial minorities experience a hidden curriculum that continues
to present health differences between racial and ethnic groups as a result of genetic differences
and “biological inferiority” without taking into consideration the social determinants of health
and historical structural racism contributing to these differences (Ackerman-Barger et al., 2020;
Amutah et al., 2021). A number of participants in the current study noted the heteronormativity
within their DPT education after some prompting, yet most tellingly, it was the participant with
multiple intersectional identities who clearly identified the insufficiencies, racist experiences,
and hidden curriculum of the DPT program at the center of this study.
While recent work has been examining the racial microaggressions experienced by
nursing and medical students, the literature review process for this study revealed no specific
content regarding the experiences of DPT students (Ackerman-Barger et al., 2020; AckermanBarger & Jacobs, 2020; Espaillat et al., 2019). It goes without saying, that these experiences
exist. Besides the two participants mentioned in this study, experiences and dialogue with
students over the past year within the DPT program at the center of this study, have brought
these issues to the forefront. Outside of the program itself, a call to action has occurred with the
creation of the Black Rehabilitation Manifesto driven by a group of rehabilitation professionals
and students seeking to change the lack of Black representation in the rehabilitation professions,
the discrimination faced by students and practitioners, and the continued need to provide access
and quality healthcare to the Black community (Embry et al., 2020). As one participant noted a
classmate who presented themselves as an LGBTQ ally inaccurately remarked, “there are no
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Black therapists.” The findings of this current study in relationship to the broader needs of
marginalized communities seeking access to care continues to support the calls made by authors
examining the experiences of SGM healthcare students on the need to pay closer attention to the
intersectional identities of students in healthcare professions where practitioners and students
remain predominantly white (Cook et al., 2020; Dimant et al., 2019; Embry et al., 2020).
As discussed in Chapter 4, the role of religion in the experiences of LGBTQ students
emerged as an early theme from multiple intersectional perspectives. Existing research on the
experiences of LGBTQ healthcare students and professionals highlighted that interactions with
conservative and/or religious individuals in the clinical and/or educational setting may be
influential barriers to coming out, and be connected to who is perceived to hold positions of
power (Dimant et al., 2019; Eliason et al., 2018; Lourie, 2018; Mansh, White, et al., 2015;
Risdon et al., 2000; Rondahl, 2011; Schuster, 2012). Based on the geographical location of the
study which lends itself to a consistent percentage of LDS representation across the roles of
faculty, students, patients and clinical instructors, the findings from this study clearly paralleled
the existing research. However, cis-gender identifying white and Asian participants who did
describe themselves as out during the didactic portion of the DPT program did describe feeling
supported and not discriminated against despite the more conservative beliefs of some of their
class peers and faculty (Joshi, 2020).
Despite a sense of support reported by many participants, study findings revealed
significant gaps in the level of support that could still be provided by the program. Most tellingly
was the number of participants who did not utilize on campus LGBTQ support systems, which
includes spaces and organizations specifically created for the LGBTQ community. While two
participants described a lack of time, and some cited hesitation for fear of being outed, most
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disturbingly a number of participants were unaware that specialized support existed, which could
be described as a failing of the program itself. The literature review for this study outlined a clear
link between psychosocial health and academic success for SGM students (Lapinski & Sexton,
2014; Legg et al., 2020; Sanlo, 2004). As a result of one of my faculty roles, I had direct
knowledge that three of the nine participants struggled either academically or professionally
during their time in the program. Garvey et al. (2018) have reported on the impact that “hostile
heterosexist climates” can have on queer-spectrum students in the context of university settings,
and how that climate will influence academic success and persistence to graduation (p. 89). A
fourth queer-identifying participant shared seeking out mental health support during their time in
the program through the process of their interview for this study. In reflection, to my knowledge,
only one or two of these four participants was ever counselled to consider seeking mental
healthcare, and none of the nine participants were ever encouraged to seek out the support of the
on-campus LGBTQ services, nor to my knowledge has their existence ever been widely
disseminated to students.
As noted in the literature review there is no standardized mechanism for tracking the
retention rates of LGBT college students in the United States, yet at least four of the nine
participants within this study had experiences that had the potential to be detrimental to their
success (Legg et al., 2020). Other authors have suggested that LGBT students are more likely to
drop out of medical school than their heterosexual or gender-conforming peers, and experience
burnout as professionals as a result of minority stress (Eliason et al., 2018; Fallin-Bennett, 2015).
Students in the study by Chur‐Hansen (2004) reported missing class due to stress, which was
closely reflected in the shared experience from one of the participants who struggled to
participate in a lab class due to not having a consistent lab partner and feeling excluded by
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classmates. The Association of American Medical Colleges (2014) has outlined curricular and
institutional guidelines aimed at improving the healthcare of the SGM community, and
specifically includes the creation of supportive environments for SGM students and faculty.
These guidelines could be easily implemented across other healthcare disciplines, and in direct
alignment with the call by Copti et al. (2016) to ensure that physical therapy educational
programs are welcoming to LGBTQ students.
The current study has indeed revealed the need to make changes within the DPT program
at the center of this study. However, with the findings of this study primarily reflecting the
existing literature on the experiences of LGBTQ healthcare students, it is likely these changes
would be relevant across the field of physical therapy education and into the clinical setting not
just within the specific DPT program at the center of the study (Chur‐Hansen, 2004; Dimant et
al., 2019; Fallin-Bennett, 2015; Mansh, White, et al., 2015; Risdon et al., 2000; Rondahl, 2011;
Schuster, 2012). Proposed recommendations for action will be discussed below along with their
implications for social change.
In summary, reviewing the literature for this study revealed existing themes that helped
shape the theoretical framework for this study, and the initial interview questions. Overall,
information related to the experiences of physical therapy students was significantly lacking.
Research was reviewed that examined the campus and clinical climates for healthcare students,
and reports of unsupportive climates, homophobia, and derogatory comments related to LBGTQ
status were consistently cited across studies (Butler et al., 2019; Chur‐Hansen, 2004; Dhaliwal et
al., 2013; Dimant et al., 2019; Eliason et al., 2018; Lapinski & Sexton, 2014; Risdon et al.,
2000). In contrast, this appeared to occur less frequently for the majority of the current study
participants specifically on campus and did not go unreported in the interview process. One
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participant specifically identified the DPT program to be unsupportive and a traumatic
experience as a whole, but other reports of direct homophobia and derogatory comments related
to LGBTQ individuals were reported to a greater extent in the clinical setting. On campus, verbal
microaggressions appeared to be more frequently related to racial and ethnic identity, non-binary
status, body size, and for one individual, their HIV status at the student health center.
Experiences of exclusion, isolation, and stress were identified as a theme across the
existing research in the literature review (Chur‐Hansen, 2004; Obedin-Maliver et al., 2011;
Rondahl, 2011). In the context of this study, only one participant described experiences of
exclusion, isolation and stress. However, some of the participants did identify (sometimes with
prompting) that there was room for improvements in the curriculum content regarding LGBTQ
healthcare, and a need to increase the visibility of the LGBTQ community which could further
increase the support within the DPT program for SGM students. One might argue based on the
literature review, that limited content on LGBTQ healthcare already serves to exclude LGBTQ
individuals, even if the participants in this study did not always identify it as such (Chur‐Hansen,
2004; Obedin-Maliver et al., 2011; Rondahl, 2011). In self-reflection, I question to what degree
the three participants who described themselves as not out in the program, could have
experienced any sense of isolation and stress?
The other prominent theme across the literature review was the considerable level of
thought and energy that went into whether or not to come out “to come out or not” (Chur‐
Hansen, 2004; Dimant et al., 2019; Mansh, White, et al., 2015; Risdon et al., 2000; Rondahl,
2011; Schuster, 2012). In short, the rationales summarized by the existing literature on deciding
whether to be out were reflected in this study and discussed under the theme of barriers to being
out. Most notably, participants shared their hesitation on having to consider if coming out to
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clinical instructors would have any impact on their academic success, and career opportunities
(Chur‐Hansen, 2004; Dimant et al., 2019; Lourie, 2018; Mansh, White, et al., 2015; Risdon et
al., 2000). In similarity to the existing literature, participants in this study were generally less
hesitant about coming out to classmates (Rondahl, 2011).
Finally, the literature review discussed the concept of overt versus covert discrimination
(Chur‐Hansen, 2004; Dimant et al., 2019; Risdon et al., 2000). Chur-Hansen described
participants who reported frequent episodes of covert discrimination among a cohort of nursing
and medical students who were not out. The author argued that along with exclusion and
isolation, these students were faced with a heteronormative curriculum that in itself amounted to
overt discrimination. Three participants in this study described experiences of overt
discrimination related to their campus experiences based on racism and HIV status. While the
remainder did not, all participants shared experiences in the clinical setting that could be
described as overt discrimination. Although one might argue this study does reveal
heteronormative assumptions related to the campus experience that would meet Chur-Hansen’s
description of overt discrimination in that setting as well. However, as already reported, the
episodes of on-campus discrimination were all related to intersectional aspects of participant’s
identities further supporting the call in more recent literature of the need to continue examining
the impact of intersectionality in the experiences of LGBTQ healthcare students (Cook et al.,
2020; Dimant et al., 2019).
Contribution to the Theory
The theoretical framework for this study was focused on hearing the experiential
knowledge of the participants, and the consistency across many of the findings supports that this
indeed occurred. From its groundings in CRT and Queer Crit, the framework proposed that
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racism and heteronormativity are endemic (Misawa, 2012; Stapleton & Croom, 2017). The
findings of this study confirmed this to be the case for the LGBTQ participants at the center of
the research, even if they did not consistently recognize the heteronormativity themselves. For
the two participants who shared similar ethnic backgrounds and language skills in addition to
English, racism was endemic in their experiences.
The framework proposed that intersectionality of identities and systems would be
exposed, and for the two participants experiencing racism, the intersectionality of their identities
created negative experiences that were not shared by the rest of the predominantly white and
Asian participants. From an identity standpoint, and in addition to racial and ethnic identity,
intersectional experiences related to gender identity, body size, religion, presumed foreignness
and immigrant status were shared. From an intersectional systems standpoint, LGBTQ
participants had to interact with the educational system and the healthcare system. In addition,
one might argue the influence of the LDS religion and other non-identified religions on both
adherents and non-LDS participants created systemic intersectionality in addition to individual
intersectionality, recalling that two participants shared their experiences of being raised in the
LDS church.
The sub-theme of who had positions of power in what time, physical space, and role also
connects to intersectionality. In the words of Cho et al. (2013), intersectional analysis allows us
to recognize “the problem of sameness and difference and its relation to power” (p. 795). This
was highlighted by the concerns of participants in relationship to the power held by clinical
instructors, but most distinctly by the participant who navigated their differing positions of
power between a physician and certified nursing assistants in different times and spaces. As Cho
et al. (2013) further explained, using an intersectional approach to analysis demonstrates that

186

categories are no longer “distinct but … always permeated by other categories, fluid and
changing, always in the process of creating and being created by dynamics of power” (p. 795). In
consideration of other dynamics of power, while all of the participants experienced
heteronormative assumptions in different times and spaces related to their LGBTQ identities
many participants were in positions of power and privilege related to their white, cis-gender
identities and for a number of participants their ability to “pass” without being concerned of
inadvertently revealing their LGBTQ status (Dimant et al., 2019).
Overall, the study findings demonstrate the need to challenge the dominant white and
heteronormative ideologies, and to initiate changes from a social justice commitment (Misawa,
2012; Stapleton & Croom, 2017; Valdes, 2003). In short, the theoretical framework for this study
was fully supported by the findings, and provided depth and insight into the specific components
of the intersectionality of identities and systems that contributed to the experiences of the
LGBTQ DPT participants the center of this study.
Recommendations For Action
The seminal journal article that inspired this research study was one of the few available
in the literature specifically targeting physical therapy education (Copti et al., 2016). Besides
making a call to improve cultural competency education in physical therapy and other healthcare
educational programs on LGBTQ healthcare needs, it’s secondary aim was to highlight the need
to create welcoming and safe learning environments for LGBTQ students in these same
educational settings (Copti et al., 2016). A more recent study by Glick et al. (2020) discovered
on average, DPT programs spend 1.43 hours per year on LGBTQ-related content. One of the
most consistent barriers identified by the authors was a lack of time in adding additional
curriculum content, and a lack of faculty training. A primary recommendation from the study
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was the need to develop core competencies for LGBTQ healthcare within DPT programs, which
historically would then become integrated into accreditation standards, thus facilitating a more
consistent delivery and resources for training (Glick et al., 2020). The recommendations for
DPT programs as outlined by Copti et al. and Glick et al. were outlined in the literature review
for this study, and the results of this study reinforced the need for such actions to take place.
Solórzano and Yosso (2002) wrote how critical research has demonstrated that educational
institutions can both “oppress and marginalize” and “emancipate and empower” individuals and
communities (p. 26). The experiential knowledge of the LGBTQ participants in this study
certainly speaks to this breadth of experiences, based on the trauma reported by some
participants, and the support reported by others.
In Process Changes
While the study was located in one primary geographical location pertaining to the
didactic portion of the participants’ educational experience, the results parallel those regarding
the experiences of LGBTQ healthcare students in the existing literature (Chur‐Hansen, 2004;
Dimant et al., 2019; Mansh, White, et al., 2015; Risdon et al., 2000; Rondahl, 2011; Schuster,
2012). While creating core-competencies for DPT education through the process of input from
stakeholders, and professional organizations could be actionable items at a macro-level, one can
start by examining and making changes within the specific location for the study. Through the
process of this research study small steps have already been initiated.
First, the primary class that discusses LGBTQ cultural competency has been moved from
the third year of didactic coursework to the first full semester within the first year of the program
as of Fall 2020. The hope is that introduction of the subject allows for additional content and
opportunity for discussions and reflections to occur through later classes across the program. A
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number of participants were unaware that this class had been moved within the curriculum, and
suggested to do so, based on their experiences of the small group discussions within the class
essentially creating a safe space and leading other non-LGBTQ students to be “at least aware of
these issues … and respect their identities.” Garvey et al. (2018) recommend creating classroom
spaces that allow for honest and open dialogues that allow all students to “learn within a diverse
community of students across social identities, experiences and beliefs” (p. 101) in an attempt to
create a supportive campus climate.
A number of other actions have occurred through the duration of this study, including the
addition of non-heterosexual case studies to coursework, although there is a need to increase the
representation of non-binary healthcare within the entire curriculum. I continue to forward
articles regarding LGBTQ healthcare and racial bias in healthcare to other faculty teaching
courses where I believe it would be most applicable, although I have no direct control on its
implementation. Having now covered cultural competency this past Fall, I take opportunities
wherever it is relevant to connect back to LGBTQ healthcare topics. Glick et al. (2020) describe
this as infusing cultural competency “across the coursework” so that “faculty and students
understand that it is an essential, not an elective, knowledge and skill” (p. 195). This could be
considered an attempt to remedy the consistent findings across the literature review of the sense
of exclusion and isolation LGBTQ students felt when they did not see themselves reflected in the
curriculum (Butler et al., 2019; Chur‐Hansen, 2004; Garvey et al., 2018; Obedin-Maliver et al.,
2011; Rondahl, 2011)
In consideration of the need to create a safe environment for LGBTQ students, 2020 was
the first occasion incoming students to the DPT program at the center of this study were asked if
they had preferred pronouns, and were given the opportunity to have this included in their
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demographic information that is accessed by staff and faculty within the program. Garvey et al.
(2018) have recommended that enhancing campus climate is the responsibility of both nonacademic staff and academic faculty, and normalizing “the use of preferred names and gender
pronouns” is frequently cited as a simple step that can be taken to enhance both campus climates,
and in LGBTQ culturally competent healthcare (Linley & Nguyen, 2015, p. 49; Rounds et al.,
2013).
In response to the participant who shared their concerns about the city map delineating
“good vs bad” neighborhoods, a statement was emailed to all current students that such
information did not meet the values of the program in respect to diversity and representation of
students past and present, and instead other resources would be provided to incoming DPT
students seeking housing. Finally, a student-led, faculty supported diversity, equity and inclusion
(DEI) club was created in Fall of 2020 to facilitate dialogue and conversation on all matters of
DEI, and provide another space for inclusivity and support for students from all marginalized
communities.
Faculty Concerns
Some participants remarked on issues related to faculty. Since all participants were
students in the didactic portion of the program, the make-up of faculty has changed, in that some
of the most egregious comments should no longer be experienced by students in this particular
DPT program. The faculty in the department primarily consists of white and Asian identifying
individuals, closely mirroring the demographics of the participants in this study from a racial and
ethnic standpoint, however, there are no openly identifying LGBTQ faculty members or faculty
of Color. The leadership of the department is well aware there is a need to continue to work to
diversify the faculty and the student body from all intersectional lenses, and is engaged in
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attempting to implement a number of recommendations from the Black Rehabilitation Manifesto
as a start, as well as following best practices in recruiting (Embry et al., 2020). While there has
been openness from faculty to discuss and consider issues related to DEI, the results of this study
demonstrate there is still work to be done, and as with any issues related to marginalized
communities, this will need to be considered life-long learning. Outside of the egregious
racialized experiences, microaggressions experienced by students in relationship to their LGBTQ
identities within the DPT program itself appear to be driven primarily by a lack of cultural
competency, and unconscious bias driven by a heteronormative world-view.
A case in point is in regard to dress code. Over six years ago, language in the Student
Manual regarding dress code was edited to remove specific guidelines regarding gender identity.
However, within a class, faculty chose to divide the students on apparent gender identity and
proceed to talk about “appropriate” professional dress code via these delineations. This left at
least one participant feeling “awful” and adds to the theme of exclusion and focus on gender
norms within healthcare education frequently cited in the literature (Butler et al., 2019; Chur‐
Hansen, 2004; Obedin-Maliver et al., 2011; Rondahl, 2011). The lack of guidance provided to a
participant on whether or not they should provide their spouse’s name as an emergency contact
while on their clinicals is another example of faculty not taking into consideration the lived
experience of an individual who does not fit into their heteronormative assumptions (Butler et
al., 2019; Chur‐Hansen, 2004; Cook et al., 2020; Dimant et al., 2019; Risdon et al., 2000;
Rondahl, 2011). Many of these issues could be remedied with increased education and training
with a focus on improving the cultural competency and humility of faculty on the needs of
LGBTQ students, and expanded to include an intersectional lens to understand, honor and
support the experiences of racially marginalized individuals as well (Association of American
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Medical Colleges, 2014; Butler et al., 2019; Crenshaw, 1991; Linley & Nguyen, 2015; Mansh,
Garcia, et al., 2015). Recommended approaches including Safe Zone training already at use in
general higher education could certainly be implemented for faculty and staff training in a
healthcare educational setting (Linley & Nguyen, 2015). These actions in turn, would work to
create a more supportive environment and aid LGBTQ DPT students in completing an already
vigorous and demanding professional healthcare program as recommended by the existing
literature in other fields of healthcare education (Association of American Medical Colleges,
2014; Cook et al., 2020; Dimant et al., 2019; Fallin-Bennett, 2015; Mansh, Garcia, et al., 2015).
Creating Support Systems
Through this study, it became apparent that LGBTQ DPT students used a variety of
supports systems, sometimes in combination and sometimes in isolation. These included their
families of birth, families of choice, classmates, significant others, mentors and friends in higher
education outside of the program at the center of the study. Besides making actionable changes
across the DPT curriculum and training for faculty, which would serve to create another
mechanism of support, one of the glaring findings from the study was the lack of use of LGBTQ
specific resources and the support systems available on the campus. As reported above, two
participants cited a lack of time, which is a common concern of students within DPT programs
due to the time demands of the program. However, a greater number of participants cited a
complete lack of awareness of the existence of these programs. While one might argue these
groups are well advertised on campus, the demands of the DPT program, and sometimes physical
isolation of the students to their primary program building and the library may play a
contributing role to their lack of exposure to these organizations. However, one of the simplest
solutions would be to introduce the existence of these organizations at the orientation day for the
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program. This was a suggestion from multiple participants, with one individual reaching back
even further and suggesting the power of including LGBTQ representation in the materials
presented at the program’s interview day, “ something as simple as having … a flag or … a
family … not the straight cis-gender family … that would make a big impact and send the right
message to those people that are scared to be themselves to tell other people who they are.”
Providing a culture of acceptance within institutions toward SGM individuals is consistently
recommended as a course of action to create an inclusive atmosphere that demonstrates “a
commitment to equality,” and promotes a sense of belonging that can have a strong impact on
persistence to graduation (Association of American Medical Colleges, 2014; Duran et al., 2020;
Fallin-Bennett, 2015; Linley & Nguyen, 2015; Mansh, Garcia, et al., 2015, p. 576).
As noted in the literature review, one study had found that the more gay and lesbian
participants were comfortable with their sexual orientation, the less overall stress they
experienced (Risdon et al., 2000). This appeared to be reflected in the current study with those
who described themselves as most out by their own choice during their education, workplace
and/or clinical experiences being the same students who overall recalled primarily positive
experiences during their DPT education. Of note, however, is that all of these same participants
identified as white or Asian and cis-gender. The results from this study suggest not only do we
need to create a supportive environment for all LGBTQ students, but we also need to ensure that
support is in place for students from all marginalized communities (Duran et al., 2020; Linley &
Nguyen, 2015; Surrette, 2019). Finally, as a reflection on the number of participants in this study
who remarked on having a support system with peers who were in higher education outside of
the DPT program, one might consider whether creating inter-disciplinary support systems across
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professional healthcare education programs would be another mechanism of support, and aid in
decentering the heteronormative narrative in healthcare as discussed below.
Implications for Social Change
The previous suggestions for change are practical and easily implemented, although one
might consider if there might be resistance to training on implicit bias from faculty, and/or
inconsistency in making changes across coursework, particularly if core competencies in
LGBTQ healthcare have yet to be outlined by the primary accreditation agency for physical
therapy education. The concept of queering the curriculum comes to mind as a result of the
findings of this study and as an act of resistance (Marrun et al., 2020). While in the process of
interviews and data collection for this study, I was teaching the primary course that discusses
LGBTQ healthcare to a cohort of first year students, the first group who had been invited to use
their preferred pronouns for department level demographic records. It may be just a coincidence,
but already within that cohort at least five students were open about their LGBTQ identities
within class discussion work, when in past cohorts approximately two or three students may have
been out, but historically seemingly after a longer period of time within the program. Within that
class one student specifically reached out via email and asked if I would cover the topic of
polyamorous relationships, and the topic of kink and bondage in connection to issues of patient
care. Almost concurrently the article Queer Intimacies: A New Paradigm for the Study of
Relationship Diversity (Hammack et al., 2019) arrived in my email inbox, and provided a perfect
supplement to the student’s request and was included in reading materials for the class.
Hammack et al. (2019) delve deeply into the need to challenge, “normative assumptions
of intimacy that privilege heterosexual monogamy and the biological family unit, presume binary
cisgender identities, essentialize binary sexual identities, and view sexual or romantic desire as

194

necessary” (p.1). I discussed in class the concept of polyamorous relationships, reflecting on the
experience one participant in this study had shared with me regarding their having to navigate
this scenario during patient care while on their clinical rotation. With the suggestions of my firstyear student in mind, I brought up the topic of individuals who engage in kink and bondage
potentially showing up in the clinical setting with bruises and body marks that clinicians might
assume to be a result of physical abuse, rather than via acts of choice. This was reflective of only
a fraction of the subject matter contained in the article by Hammack et al., but lent itself to
highlight a “queer paradigm” that “shifts the dominant scientific conception of relationships
away from the confines of normativity toward an embrace of diversity, fluidity, and possibility
(p. 1). It also served to present a core component of Queer Crit by challenging mainstream
ideology and provided a perspective other than that of “White male heterosexuals” (Misawa,
2010; 2012, p. 243)
Marrun et al. (2020) discuss the concept of queering the word “normal” as it relates to
defining families, “including LGBTQ+ families” (p. 99). While their paper focuses on “queering
family difference” in a PK-12 educational setting, the need to resist “normal” is just as relevant
in healthcare and higher educational settings. A participant in the current study shared to me and
their peers in class approximately three years ago, the challenges they and their family face when
interacting with healthcare providers who are culturally incompetent when dealing with a family
unit that does not meet heteronormative expectations. As Marrun et al. note, these assumptions
“have real consequences for the people they minoritize and oppress” (2020, p. 99), and in the
example provided by the participant, those consequences are frequently related to health
outcomes as outlined in the literature review for this study (Lambda Legal, 2010; Lykens et al.,
2018; Mayer et al., 2008; Rounds et al., 2013).
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In their book chapter, Marrun et al. (2020) described using a participatory learning
experience within a professional development workshop to encourage participants to examine
their beliefs about dominant narratives on the “normal” family unit, and how student learning
might be impacted via those narratives. The authors also examined how educational settings are
able to push back on deficit narratives about families, “in order to create more educationally
welcoming, affirming, and rigorous learning communities in which all students achieve
academic excellence” (p. 105). These words directly connect to the position paper by Copti et al.
(2016) that formed the foundation for this study in its call to make physical therapy educational
programs welcome to LGBTQ students. While the participants in Marrun et al’s study were PK12 educators, this same approach could easily be taken in a higher education setting, and in the
case of a DPT program, with the students as well.
A primary goal of queering curriculum is to decenter “nuclear or white, at-least middle
class, and heteronormative notions of family normalcy” (Marrun et al., 2020, p. 105). This has
many implications for social change if this is able to take place in a healthcare educational
setting. Not only does it serve to make visible LGBTQ individuals and other marginalized
communities, but research suggests it has positive repercussions on other students as well.
Surrette (2019) discussed how being able to examine “the rules of heteronormativity”
aids in challenging “norms that are harmful to all females,” including the objectification of
women in the media, along with socially constructed norms and biases that exist within
educational settings (p. 372). Misawa (2012) describes this as confronting ahistorism and a
method of examining the “grand narratives … constructed and disseminated through culture,
media, and education” (p. 243). Empowering individuals to recognize these biases within an
educational setting has the potential to translate into society to a wider extent from a social
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justice perspective. For the participants in this study, that would include the clinical setting for
training and employment. Not only would LGBTQ students become better able to identify
heteronormativity besides a number of participants in the current study only connecting it to their
female gender identities (petite size and assumptions of heterosexual marriage), but so too would
their non-LGBTQ peers. In essence, queering the curriculum and aiming to decenter the focus on
heteronormative ideals that are primarily white and Eurocentric, has the potential to dismantle
institutional systems of inequality across education and healthcare and would engage multiple
elements of CRT and Queer Crit (Duran et al., 2020; Marrun et al., 2020; Misawa, 2012;
Surrette, 2019; Valdes, 2003).
Besides queering the curriculum within healthcare education, Wahlert and Fiester (2013)
asked, “what does homophilic or queer-affirming clinical care look like?” (p. 88). The literature
review for this paper outlined many examples of what it is not (Grant et al., 2011; Mayer et al.,
2008; Rounds et al., 2013; Sanchez et al., 2009). A participant in this study shared an experience
that provided examples of what queer-affirming clinical care can look like as they and their
clinical instructor worked together to navigate providing care to transgender and poly-amorous
individuals. Based on my interactions with additional students experiencing the same clinical
site, this specific healthcare organization appears to be using best-evidence to provide affirming
care. Multiple resources exist that outline what queer-affirming clinical care can look like, and
integrating these resources into healthcare curriculum can aid in not only queering the
curriculum but queering the clinic too (Lambda Legal, 2010; Rounds et al., 2013).
Finally, as outlined in the literature review, ensuring LGBTQ students are supported and
persist to graduation and healthcare practice has the potential to contribute to addressing health
disparities in the LGBTQ community (Association of American Medical Colleges, 2014; Risdon
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et al., 2000; Rounds et al., 2013). From an intersectional perspective, authors cited existing
research on racial and ethnic concordance of provider and patient as a method to decrease
healthcare discrimination and health disparities proposing the same is likely evident for SGM
individuals (Dimant et al., 2019; Mansh, Garcia, et al., 2015). Creating a supportive training
environment with the goal of increasing the visibility of SGM providers to function as role
models and professional colleagues for students is cited as call to action for dismantling the
“self-perpetuating” cycle of implicit biases and heteronormativity in healthcare education
(Fallin-Bennett, 2015, p. 551; Mansh, Garcia, et al., 2015). Engaging individuals from the
healthcare educational setting including academia and the clinical environment would provide a
multidisciplinary aspect as a method of creating “an empowered collective voice” to address the
issues related to social justice for those from marginalized populations (Misawa, 2012, p. 244)
While the results of this current study suggest that many of the participants felt supported
during their didactic education on campus, there is still a daily navigation of the clinical spaces
in deciding whether or not to be out. The use of a critical ethnographic approach for this study
certainly revealed systems of power and privilege at times marginalized individuals in this study,
and at other times intersectional aspects of their identities provided the power or privilege
(Creswell & Poth, 2018; Merriam, 2002; Stapleton & Croom, 2017). Work still needs to be done
to enable the empowering of these individuals to be out within the clinical space, as the
discrimination faced by SGM healthcare providers connects directly to the inequities and
discrimination faced by the SGM community resulting in continued health disparities (Mansh,
Garcia, et al., 2015).
Fallin-Bennett (2015) outlined the need to challenge the institutional climates of
healthcare education that create a hidden curriculum of both implicit and explicit biases, that
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cycle through the educational process, into the clinical setting and back into education. For true
social change to occur, the cycle needs to be broken and all healthcare educators and students
need to take responsibility in working to reduce health disparities across all marginalized
communities. Prospective healthcare students frequently say, “I want to help people.” The
question is, are they ready to embrace a queer curriculum, clinic and social change?
The first principle of the American Physical Therapy Association’s Core Values states,
“physical therapists shall act in a respectful manner toward each person regardless of age,
gender, race, nationality, religion, ethnicity, social or economic status, sexual orientation, health
condition, or disability” (American Physical Therapy Association, 2020). In physical therapy
education and clinical practice, we still have a long way to go.
Doctor and patient are caught up in an ever-greater proximity, bound together by an
ever-more attentive, more insistent, more penetrating gaze. (Foucault, 1975, p. 15)
Assumptions, Limitations and Delimitations
Based on the inclusion criteria for this study the assumption was that interested
participants would provide individual narrative responses to the interview questions based on
their own experiences in the specific DPT program (Wargo, 2015). In turn, these interviews had
the potential to provide qualitative data that highlighted the climate and culture for LGBTQ DPT
students at the university in question. This assumption was also supported by previous
conversations I had had with out LGBTQ identifying students from the program, along with
initial pilot data that was reviewed from previous DPT surveys and classwork, and analyzed as a
component of an Advanced Qualitative Research class in Fall of 2019.
A primary limitation for this study was the fact that it was focused on one specific DPT
program, its students and graduates. While findings may have some applicability to other DPT
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and healthcare programs, it may be inappropriate to generalize the findings, as from an
ethnographic standpoint the climate and culture within the individual DPT program was unique
to the setting. However, as previously discussed, the themes revealed through this current study
were reflective of existing literature in other healthcare professions which suggests they may
well have applicability to other DPT programs in the United States. Additional limitations
existed in recruiting an adequate number of participants, however, as interviews proceeded initial
themes revealed themselves, that continued to be repeated and provided the foundation for initial
coding to occur. In essence, the responses from the eighth participant functioned as a form of
triangulation of data, as their responses to interview questions repeatedly confirmed themes that
had already been identified via data analysis. Secondly, the initial goal was to recruit eight to ten
participants and this goal was achieved by recruiting a total of nine individuals. Finally,
participants may or may not have been comfortable answering all of the interview questions,
which has the potential to limit the quantity and quality of data available to be analyzed. Mayo
(2007) also notes that a primary challenge of research that focuses on recruiting LGBTQ
individuals is that researchers are often unable to engage the input of individuals who are not out,
which was in itself a potential limitation for the current study.
Another primary limitation for the study was the lack of recruitment of participants who
identified as LGBTQ and People of Color, particularly considering the theoretical framework for
the study having a foundation in Queer Crit. However, it is apparent that racism was endemic for
two of the nine participants, and had I been able to recruit a more representative number of
participants I suspect their lived experiences would have revealed a continued theme of racism in
a predominantly white and heteronormative environment.
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The primary delimitation for this study was the specific inclusion criteria of LGBTQ
identifying DPT students and recent graduates from the specific physical therapy program. The
purpose of this study was to explore their experiences while in the program, and/or during their
clinical internships. While the study could have expanded to examining the attitudes and beliefs
of their heterosexual peers, the goal was to primarily focus on the experiences and voices of the
LGBTQ students using a critical ethnographic lens. The focus on qualitative research methods
might also be seen as a delimitation, as mixed methods approaches could have been appropriate
to consider, yet the desire was to maintain a narrower focus for the purpose of this initial study
into the subject matter.
Researcher’s Experience
“I think I attempted some number of times after that, maybe, to reach out to you but I felt
like you would prefer to not talk to me, you were also very busy doing your actual job
and your PhD, and I now know you also did not have the bandwidth due to your personal
circumstances.
The above words were shared with me via email after the interview from the participant
who shared the most frequent experiences of microaggressions, trauma, exclusion and never
feeling welcomed during their time in the DPT program. While they were willing to share some
of their experiences with me during their time in the program and attempt to seek help and
assistance from me, it is obvious I failed in that capacity. To be transparent, I was navigating a
life as a full -time faculty member, a part-time student, and the end of a marriage to an individual
addicted to opioids. The ability to compartmentalize during these times was crucial to my
persistence. However, during my communications with this participant as part of this study, I
shared that I had frequently sensed there were many occasions that there were additional
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concerns they had that they did not feel comfortable sharing with me. My dialogue with this
participant forced me to reexamine my positionality as a heterosexual cis-gendered white woman
and recognize that I truly did not understand this individual’s lived experience. I can only hope
that the journey through this research process has allowed me to recognize as such, yet I have
been able to learn and grow in a manner that might allow me to be better prepared for the next
student who is seeking support and assistance.
Future Research
Findings from this study suggest there is a need to continue to examine the experiences of
LGBTQ DPT students to be able to establish whether or not these findings are isolated to the
geographical location at the center of the study, or representative of findings at DPT programs
within universities across the United States. Physical therapist assistant (PTA) programs are
typically located within community colleges or healthcare career schools. Recreating this study
at additional physical therapy educational programs including both DPT and PTA schools would
aid in identifying the needs of LGBTQ students in the creation of a supportive and affirming
culture. In turn, this has the ability to promote the retention of these individuals into the
profession, with the potential to make contributions in addressing health disparities in the wider
LGBTQ community (Copti et al., 2016; Dimant et al., 2019; Fallin-Bennett, 2015; Mansh,
Garcia, et al., 2015).
Recent research in both general educational fields (Duran et al., 2020; Garvey, 2020) and
medicine (Cook et al., 2020; Dimant et al., 2019) have highlighted the need to use an
intersectional approach to future research when examining the college and professional training
experiences of SGM individuals. Therefore, it is imperative that any future research in this area
continues to engage an intersectional approach to fully account for all systems of oppression and
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attempt to provide “insight into how various power structures” influence the experiences of
LGBTQ individuals in healthcare education, and even education in general (Duran et al., 2020,
p. 526). Besides racism and the other intersectional facets that were identified in the current
study, it may also be worth examining the influence of internalized homonegativity and
heteronormativity, and/or resistance to heteronormativity as inspired by the insights of one of the
participants. Specific objective measures exist that could be integrated with a qualitative
approach to facilitate a mixed-methods research study, although available measures do appear
focused on the LGB community, and not inclusive towards queer and non-binary individuals
(Lopez-Saez et al., 2020).
Mayo (2007) highlighted that historically research on LGBT youth focused primarily on
the barriers they faced, but more recent research has focused on their sources of resiliency. This
current study specifically engaged participants in sharing their sources of support during their
educational experience, but also sought to examine their more challenging experiences as well.
At the time of writing this closing portion of the paper, all of the participants have either
graduated or are on course to successfully graduate in the near future, demonstrating their own
persistence and resilience. However, as Mayo points out, one has to consider the challenges still
facing LGBTQ individuals, “otherwise, why would they even need to be resilient?” (2007, p.
80). Future research should continue to examine the challenges and the resiliency of SGM
individuals, but as multiple researchers note, also the institutional and societal barriers that
continue to exist (Duran et al., 2020; Garvey, 2020; Garvey et al., 2018; Mayo, 2007). Finally,
via their interview responses, participants occasionally revealed the attitudes of their classmates,
faculty, clinical instructors and employers. Future research could expand on these findings and in
particular by focusing on DPT students and faculty, directly interviewing those individuals might
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aid in further revealing the specific changes needed to make physical therapy education
welcoming to all marginalized individuals.
Chapter Summary
Chapter 5 provided a discussion of the primary findings from the research study in
relationship to the theoretical framework, and the implications of the findings as they relate to
healthcare education and potentially education as a whole. Recommendations for action were
outlined, including changes that have already been implemented within the DPT program at the
center of the study. Implications for social change were highlighted using reflective of existing
approaches in education and connecting the proposed changes to the wider need to address
healthcare disparities in the LGBTQ community. Assumption, limitations and delimitations of
the study were discussed. Finally, I discussed my experience as the researcher, and concluded the
chapter with recommendations for future research.
Dissertation Summary
The primary research questions guiding this study were as follows: 1) How do LGBTQ
students experience an education in a DPT program at a diverse, minority serving institution?
As a sub–question: how open were LGBTQ students able to be about their own sexual
orientation or gender identity in varying educational or clinical settings? Using a critical
ethnographic approach revealed that while the majority of the participants described a mostly
positive experience during their time on campus during their didactic education, the results
demonstrated the role of intersectionality within their experiences. Participants consistently
worked to navigate the heteronormative clinical spaces as LGBTQ individuals, frequently opting
not to be out during patient encounters despite describing themselves as out in other aspects of
their lives. Two individuals specifically shared other marginalized identities, and their
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experiences were distinctly different on numerous occasions compared to their peers, with the
majority of participants identifying as white or Asian, and cis-gender.
The study identified five key themes: (a) navigating the heteronormative clinic and
campus, (b) experiences of microaggressions and discrimination, (c) barriers to being out, (d) the
role of religion, and (e) mechanisms of support for LGBTQ DPT students. These five themes
supported the use of the theoretical framework which was grounded in CRT and Queer Crit. The
theoretical framework allowed for the experiential knowledge of participants to be heard, and
identified the need for changes to occur from a social justice perspective. The five themes
identified by the study connected directly to the remainder of the theoretical framework that
outlined racism and heteronormativity as endemic, intersectionality of identities and systems,
and the need to challenge dominant white and heteronormative ideologies. The results of this
study as a whole, continue to demonstrate the need to use an intersectional approach when
researching and examining the experiences of LGBTQ individuals.
Finally, the goal for this research is to disseminate the findings initially to the realm of
physical therapy education, and secondly to the broader field of healthcare education with the
hope it will provide an impact within higher education and healthcare as a whole. Study findings
demonstrate a continued need to work to create supportive environments in healthcare education
for LGBTQ identifying individuals, and to work towards creating core competencies for LGBTQ
cultural competency within the field of physical therapy education.
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Appendix A: Email Script
Dear Student/Graduate
I am writing to invite you to participate in a research study. The inclusion criteria for participants
in this study are as follows, 1) You are, or have previously been enrolled in the UNLV DPT
program, and 2) You self-identify as LGBTQ, and would be comfortable discussing your
experiences during your DPT education at UNLV.
My PhD research topic is based on exploring the experiences of LGBTQ DPT students and
recent graduates of our program. I hope to learn if we can improve the policies and culture in the
UNLV DPT program for students who identify as LGBTQ, and this information may be helpful
to other physical therapy and healthcare programs. Supporting LGBTQ healthcare students may
help them in successfully completing their professional programs, and in turn may help make a
contribution to reducing health disparities in the LGBTQ community.
If you would be willing to participate, it would involve me interviewing you either in person in
my office, or via Skype or FaceTime for up to one hour. The interview would be recorded, and
after I review and edit the transcript, you would have the option to review the transcript yourself
and give feedback and/or request edits. Every effort will be made to maintain your privacy.
If you would be willing to participate and you fit the inclusion criteria, I can send you an
informed consent form to review and sign if you choose to participate. I hope all is going well
with you on your clinical/in your new job. Please let me know if you have any questions or
concerns. You may also contact my Research Advisor, Christine Clark, EdD at 702-895-3888 or
chris.clark@unlv.edu if you have questions or concerns.
Sincerely,
Dr Turner

Catherine Turner PT, DPT,
Board-Certified Clinical Specialist in Orthopaedic Physical Therapy,
Preferred pronouns: She/her/hers
Associate Professor
School of Integrated Health Sciences - Department of Physical Therapy
University of Nevada, Las Vegas
cassy.turner@unlv.edu
Office: 702-895-4213
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Appendix B: List of Interview Questions
1. In your own words, how do you identify?
2. Were you out to classmates and/or faculty, or clinical instructors during the program?
Please elaborate.
3. Describe any instances of microaggression or discrimination you experienced on campus
or while on your clinicals related to how you identify?
4. If you have graduated already, describe any instances of microaggression or
discrimination you have experienced in the physical therapy (PT) work place related to
how you identify.
5. What are your strategies for dealing with microaggressions or discrimination?
6. What kind of support did you have from your family of birth, or family of choice during
PT school?
7. Describe any other strategies you used to feel supported during PT school:
8. In your opinion, what could PT programs do to provide more support to LGBTQ
students?
9. Do you have any digital images or other types of artifacts that represent a positive or
negative experience during PT school? (Note: if any of these images identify another
student, staff or faculty member other than yourself, please shade out identifying markers
prior to forwarding these to me)
Added after first interview:
1. Were there any particular locations on campus where you experienced either positive or
negative events related to your identity?
a. Were there any particular spaces in which you felt more welcome or safer?
(Recreational center, primary program building, campus library, graduate
facilities within library)
2. Did you use any specific LGBTQ friendly services available on campus? (Provided
examples)
3. Did you choose not to interact with certain individuals based on their attitudes or
behaviors towards your identity?
Added after second interview:
1. What are your strategies for dealing with microaggressions or discrimination? Are these
strategies different in your role as a HC provider than then would be in your personal
life? (Follow-up question to original question 5).
Added after third interview:
1. Was it a conscious choice to be out to Clinical Instructors? (For participants who
indicated they had been out on clinicals).
For the final interview:
1. Some of the students have been hesitant to come out because there's an expectation that
they're going to be judged based on other people's religious beliefs, or they're struggling
with their own identity based on their own religious upbringing. So did either of those
ring true for you?
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Appendix C: IRB Exempt Notice
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Appendix D: Informed Consent

INFORMED CONSENT
Department of Teaching and Learning
TITLE OF STUDY: A Critical Ethnography Examining the Experiences of LGBTQ
Students Within the UNLV DPT Program
INVESTIGATOR(S): Christine Clark, Catherine Turner
For questions or concerns about the study, you may contact Christine Clark at 702-895-3888.
For questions regarding the rights of research subjects, any complaints or comments regarding
the manner in which the study is being conducted, contact the UNLV Office of Research
Integrity – Human Subjects at 702-895-2794, toll free at 888-581-2794 or via email at
IRB@unlv.edu.

Purpose of the Study
You are invited to participate in a research study. The purpose of this study is learn about the
experiences of LGBTQ students in the UNLV Doctor of Physical Therapy (DPT) program, while
on campus and during their clinicals.
Please take as much time as you need to read this consent form. If you find some of the language
difficult to understand, please ask us questions. If you decide to participate, you will be asked to sign
this form.
Participants
You are being asked to participate in the study because you fit this criteria:
1) You are, or have previously been enrolled in the UNLV DPT program, AND:
2) You self-identify as LGBTQ, and would be comfortable discussing your experiences
during your DPT education at UNLV.
Procedures
If you volunteer to participate in this study, you will be asked to do the following:
1) Agree to be interviewed for approximately 60 minutes and asked a number of questions
regarding your experiences as a DPT student.
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2) Choose to be interviewed in person in BHS 218B, or via Skype or FaceTime in a location
of your choice.
3) As a participant, if you choose to interview via Skype or FaceTime, you agree to choose a
location from which to interview that ensures your own privacy, and you have the option
to request the Student Investigator to be in their home office or UNLV office (BHS
218B).
4) Agree for the interview to be recorded on 2 password protected devices, and for the
researcher to take hand written noted during the interview.
5) Agree to receive follow-up questions via your UNLV or personal email if questions arise
after interview.
6) Review your finished interview transcript provided via email, and if you choose to do so,
provide feedback and/or request edits (approximately 60 minutes).
Benefits of Participation
There may or may not be direct benefits to you as a participant in this study. However, the
research will give you an opportunity to share your experiences as a student in the UNLV DPT
program in a way you may not have had before. We hope to learn if we can improve the policies
and culture in the UNLV DPT program for students who identify as LGBTQ, and this
information may be helpful to other physical therapy and healthcare programs. Supporting
LGBTQ healthcare students may help them successfully complete their professional programs,
and in turn make a contribution to reducing health disparities in the LGBTQ community.
Risks of Participation
There are risks involved in all research studies. This study may include only minimal risks. You
may be uncomfortable answering some of the questions, or become upset if you are discussing
previous negative experiences. You have the option to not answer any questions that make you
uncomfortable or you find distressing.
Cost /Compensation
There is no financial cost to you to participate in this study. The study will take approximately 1
hour, 15 minutes of your time, or approximately 2 hours, 15 minutes if you choose to review the
final transcript of your interview. This time estimate includes the time to respond to the initial
email and review this informed consent form. You will not be compensated for your time.
Confidentiality
All information gathered in this study will be kept as confidential as possible. No reference will
be made in written or oral materials that could link you to this study. To ensure your privacy,
research findings may be presented with the use of composite characters in order to minimize the
risk of individuals outside of the study being able to identify who the participants were. All paper
records will be stored in a locked facility at UNLV for 5 years after completion of the study, and
digital data will be stored on a password protected device. After the storage time the information
gathered will be destroyed.
Voluntary Participation
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Your participation in this study is voluntary. You may refuse to participate in this study or in any
part of this study. You may withdraw at any time without prejudice to your relations with
UNLV. You are encouraged to ask questions about this study at the beginning or any time during
the research study.
Participant Consent:
I have read the above information and agree to participate in this study. I have been able to ask
questions about the research study. I am at least 18 years of age. A copy of this form has been
given to me.

Signature of Participant

Date

Participant Name (Please Print)
Audio recording:
I agree to be audio recorded for the purpose of this research study.

Signature of Participant

Date

Participant Name (Please Print)
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Appendix E: Domain Analysis Results

Domain Analysis 1
Cover term: Barriers to being out
Semantic relationship – Rationale
Form – x is a reason for not being out
Structural Question: Were you out to classmates and/or faculty, or clinical instructors during the
program? Please elaborate. (Interview question 2)
Don’t know how Clinical Instructor (CI) will react
Don’t know the CI’s values
Don’t know how classmates will react
Will I lose my support system?
Working with an older population
Older CI
Cautious about who I come out to
Having to assess the situation
Have to make a judgement call
I have to guard myself
You need to feel comfortable
Does it alter the way they view you?
Is this going to be detrimental to my experience here?
Will it alter the way my CI grades me?
Will I have fewer opportunities?
Is there going to be a negative response (classmates, CI or faculty)?
You want to know your audience
Patients speaking negatively about LGBTQ community
Patients speaking aggressively about LGBTQ community
Fear of being misgendered
Fear and anticipation
Wanting to focus on clinical
Heteronomativity on campus and clinical setting
Homophobia
More thought/energy
Nervous
Nervous of being stereotyped
Worried about other's viewpoints
People might think it is too personal
If it’s going to be too awkward, don’t divulge it
Not comfortable talking about my sexual orientation with everyone
Didn’t want to feel vulnerable
Someone might have a bias against me
Religious background of CI
Religious background of faculty
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Religious background of classmates
Struggling with own religious background
Expectation of judgement from religious people
Not knowing their belief system
Safety
Too much energy to educate
Domain Analysis 2
Cover term: Microaggressions
Semantic relationship – Strict Inclusion
Form – x is a kind of microaggression
Structural Questions: Describe any instances of microaggression or discrimination you
experienced while on campus, or on clinicals or in the PT workplace related to how you identify?
(Interview question 3 and 4 combined)
Assumptions of heterosexuality
Overhear comments from coworkers and medical professional
Patient negative comments on LGBTQ community
Patient aggressive comments on LGBTQ community
Patient’s racialized comments
Prospective employer’s racist comments
Faculty comments (immigrant status, gender, sexual orientation)
HIV status
Because of my (smaller) size
My queer, Brown, fat body
Classmate asked about legal/immigrant status
Faculty member joked about legal status
Racist test questions
Heteronormative dress code
Physicians commenting on a transgender patient’s genitalia
Because I’m female
Questions about my tattoos
Told not to speak primary language at work
Assumption of foreignness
Ignored by classmates
Ignored by faculty
Discounted and devalued contribution

Domain Analysis 3
Cover term: Strategies for Microaggressions
Semantic relationship – Strict Inclusion
Form – x is a kind of strategy
Structural Question: What are your strategies for dealing with microaggressions or
discrimination? (Interview question 5)
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Avoid personal details
Avoid pronouns
Angle the conversation a different way
Redirect the conversation
Shift the conversation
Navigating people’s emotions
Find a balance between when to say something and how to say it
Change the subject
Distract
Move on
Pretend I didn’t hear it
Nod and hope the conversation dies
Educate
Speak up
Ignore
Stand up for what I believe
Avoid all conversations about religion, government, my identity
Avoid a specific individual
Hope the conversation dies
Not affirm anything
Tell the patient that’s not OK to say
Make it clear I’m not going to engage
Laugh if off
Shut it down
Domain Analysis 4
Cover term: Emotions or experiences related to physical locations
Semantic relationship – Strict Inclusion
Form – x is a specific emotion
Structural Questions: Were there any particular locations on campus, clinicals or workplace
where you experienced either positive or negative events related to your identity? Were there any
particular spaces in which you felt more welcome or safer? (Recreational center, primary
program building, campus library, graduate facilities within library). (Questions added after first
interview)
Trauma – Student health center (HIV status), Primary program building
Panic – Student health center (HIV status)
Powerless – Student health center (HIV status)
Felt like I was silenced – Workplace (language)
Felt safe – Primary program building
Felt good – Primary program building, campus library, graduate facilities within library, student
psychological counseling
Comfortable – Primary program building
More comfortable – Graduate facilities within library
Accepted – Workplace
Supported – Workplace, Graduate facilities within library
Accepted – Primary program classmates
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Supported – Primary program classmates, students from other programs
Positive environment – Primary program building
Supported and included – Primary program building
Never judged – Primary program classmates
Excluded – Primary program classmates
Never valued – DPT program
PTSD – Lab class
Depressed – Lab class
Personal rejection – DPT program
Domain Analysis 5
Cover term: Support while in DPT program
Semantic relationship – Strict Inclusion
Form – x is a kind of support
Structural Question: What kind of support did you have from your family of birth, or family of
choice during PT school? (Interview question 6)
Talked a lot with friends outside the program
Relationships with friends outside the program
Relationships with friends within the program
Helpful – Family of choice
Communication – Family of choice
Family of choice = PT classmates
Went home a lot
Leaned on my girlfriend
Close with my girlfriend’s family
Relied on spouse
Very supportive – Family of birth
Talked a lot with family & friends
Friends from high school also pursuing higher education
Close with professors
Out to research advisor
Friends with a Ph.D student from the same location
Support within the class itself
Great friends here
Great friends back home
Our class all got along
Talking with classmates
Talking with students in cohort above
Support from my non-LDS father

Domain Analysis 6
Cover term: Support while in DPT program
Semantic relationship – Means-end
Form – x is a way to provide support
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Structural Question: In your opinion, what could PT programs do to provide more support to
LGBTQ students (Interview question 8)
Explicitly embrace diversity
Display the Pride flag (at interview day)
Include non-cisgender family (interview day presentation)
Earlier class in program (with LGBTQ cultural competence content)
Be clearer on the nondiscriminatory policy
More focus on student organizations at Orientation Day
Clearly communicate the existence of LGBTQ on-campus services
Include more non-cisgender patient cases
Include more LGBTQ curriculum content
Use them pronouns in patient cases
Increase diversity in faculty

Domain Analysis 7
Cover term: Reason for not using LGBTQ on-campus services
Semantic relationship – Rationale
Form – x is a reason for not using services
Structural Question: Did you use any specific LGBTQ friendly services available on campus?
(Question added after first interview)
Was not aware of them
Would have to be more open – wasn’t comfortable with that
Lack of time
Not comfortable talking about my sexual orientation with everyone
Didn’t work out with schedule
COVID-19
Had a support system in my relationship
Too busy
Domain Analysis 8
Cover term: The role of religion in LGBTQ DPT student experiences
Semantic relationship – Strict Inclusion
Form – x is a kind of explanation
Structural Question: Some of the students have been hesitant to come out because there's an
expectation that they're going to be judged based on other people's religious beliefs, or they're
struggling with their own identity based on their own religious upbringing. So did either of those
ring true for you? (Added for final interview based on developing theme)
Can’t fully resolve my religious beliefs and identity
A heaviness in my heart
Struggled to figure out who I was authentically
Helped me to feel bold
Could defend myself
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Had already been rejected
No longer identify with the religion
Had my own biases they would judge me more
Hesitation to come out to those sharing my religious background
Harder to talk about my sexual orientation to them
I don’t know what their belief system really is
A little more resistant to come out (clinical setting in Utah)
The whole climate is so different (Utah)
Orientation conflicted with upbringing
Never felt judged (DPT program)
Domain Analysis 9
Cover term: Heteronormativity
Semantic relationship – Strict Inclusion
Form – x is a kind of heteronormativity
Structural Question: Describe any instances of microaggression or discrimination you
experienced on campus or while on your clinicals related to how you identify? If you have
graduated already, describe any instances of microaggression or discrimination you have
experienced in the physical therapy (PT) work place related to how you identify.
In your opinion, what could PT programs do to provide more support to LGBTQ students?
Interview questions 4, 5 and 8)
Assume I have a boyfriend
Ask if I’m married
Your husband is going to want you home more
What does he do?
Where is he from?
Assumptions of heterosexuality – patients
Assumptions of heterosexuality – faculty
Assumptions of heterosexuality – classmates
Program doesn’t mention homosexual relationships enough
Not too focused on heterosexual relationship
Lack of inclusion
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Appendix F: Taxonomic Analysis - Barriers to Being Out
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Appendix G: Taxonomic Analysis - Experiences or Emotions Related to Physical Location
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