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Research suggests that physical therapists lack knowledge, awareness, and clinical 

preparedness to engage with LGBT+ populations in clinical settings and that LGBT+ patients 

report difficulty engaging in physical therapy and fear of discrimination. The purpose of this 

study was to develop, deliver, and evaluate an online LGBT+ culturally competency training 

(CCT) program for physical therapists.  

To address the purpose, physical therapists in current clinical practice completed surveys 

assessing LGBT+ clinical preparedness, attitudinal awareness, and basic knowledge before and 

after engaging in an LGBT+ clinical competency training. An initial sample (n=115) completed 

the pretest, with only 30 completing the course and participating in the study. Participants’ scores 

on all 3 subscales and total of the Lesbian, Gay, Bisexual, Transgender Development of Clinical 

Skills Scale (LGBT-DOCSS) were significantly higher at post-test, with the greatest increase in 

clinical preparedness, t(29) =7.15, p<.001, and a large effect size (d=1.30). These findings 

suggest that participating in this course increase PT’s LGBT+ cultural competency.  

The majority of participants (96%) agreed that LGBT+ cultural competency is essential 

to PT curricula, should be CAPTE mandated in PT programs, and clinical practice guidelines 

should be published.  Post-course ratings of course content, delivery, and format were all very 

positive. The course was successful in raising cultural competency with a large effect for clinical 

preparedness and was rated positively by participants. 
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CHAPTER I: PROJECT OVERVIEW 

The field of physical therapy has historically struggled to acknowledge lesbian, gay, 

bisexual, transgender, plus  (LGBT+) peoples in clinical practice as well as academic settings. 

The lack of inclusion of LGBT+ persons’ experiences has led many to feel the effects of 

minority stress. The overarching issue facing the LGBT+ communities in society is “getting a 

seat at the table” and for that matter the “right seat.” This two-part scenario implies not only 

being included but equitably included. In the past, LGBT+ communities have experienced 

disproportionate levels of health disparities when compared to their heterosexual cisgender peers 

(Copti, 2016).  

Romanelli noted that system-level barriers can be attributed to social-structural factors 

that marginalize LGBT+ people from participating in and accessing the health and wellness 

services they need (Romanelli, 2017). These social structural factors come to fruition for LGBT+ 

populations in exclusionary policymaking, a lack of funding for and inclusion in data collection, 

exclusion from cultural competency initiatives, and scarcity of empirical evidence involving 

LGBT+ communities (Bell, 2019; Copti, 2016). These factors disproportionately impact the 

transgender communities when seeking care, resulting in discrimination and rejection from 

services, poor quality of treatment and provider insensitivity, problems with the physical 

environment and climate of services, issues with the availability and appropriateness of services, 

and a lack of competence in transgender care and gender-affirming care (Stolzer, Silvershanz, & 

Wilson, 2013). 

Clinical practice guidelines are statements that provide clear procedures for addressing 

specific clinical circumstances when providing high-quality care to patients (IOM, 1990).  The 

marginalization of the LGBT+ communities in physical therapy stems from the lack of clear, 
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evidence-based clinical practice guidelines.  Up to this point, the creation of guidelines to meet 

the unique needs of the LGBT+ communities has been impossible because of sparse evidence 

and lack of interest from the field.  Over the past three years specifically, several studies have 

been published along with a surge in interest from academics and clinicians to begin this process. 

The purpose of this study is to develop and evaluate an online LGBT+ cultural competency 

course on physical therapists.

Background Literature 

Despite the American Physical Therapy Association (APTA) having guidelines for 

cultural competency, the historical climate surrounding physical therapy (PT) and LGBT+ has 

been deleterious. The only article to date illuminating physical therapists’ (PTs) and physical 

therapy assistants’ (PTAs) attitudes toward LGBT+ patients is one by Burch in 2008. Burch 

surveyed PTs, PTAs, nurses, occupational therapists, and occupational therapy assistants treating 

patients with spinal cord injuries prior to and directly following administering an LGBT+ 

competency training video. The results were alarming. The majority of PTs and PTAs (85%) 

described tolerance versus respect and just 1% disclosed having “full respect” for LGBT+ 

patients. Alternatively, 40% of nurses recounted having “some respect” while nearly half (44%) 

of nurses reported having “full respect” for LGBT+ patients. The most concerning result was that 

68% percent of clinicians rated themselves as having “very low to average knowledge” related to 

providing care to LGBT+ patients (Burch, 2008). 

This low knowledge and lack of respect was on full display during a debate that 

unraveled in APTA’s PTinMotion monthly magazine.  The debate began in the June 2011 

“Viewpoints” section of the magazine, which welcomes opinions regarding articles in the 

magazine or those of general interest.  Evans, Karpatkin, and Thomas wrote a piece called 
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“APTA and the LGBT Community,” in which they advocated for the APTA  to add gender 

identity and sexual orientation to minority membership data collection, increase LGBT 

recruitment to the field, include LGBT content in cultural competence education, and provide 

LGBT protections. Evans, et al. (2011, p.9) passionately stated “Physical therapy professionals 

need to have the same level of education on LGBT+ culture and psychology as they do on 

racial/ethnic culture.” Following this call to action from these three APTA members, the debate 

began. 

Other members (licensed professionals) began submitting their follow-up “Viewpoints” 

for nearly a year with each monthly publication featuring another rebuttal.  Some interpreted 

Evans et al. as condoning a lifestyle. “I question how ethical it would be for our health 

profession to actively promote a lifestyle that incorporates known high- risk health behaviors.” 

(Logan, 2011,p.8). Other statements such as “LGBT: What’s the Relevance?” or “Can we move 

on already” were tossed about (Wierzbicki, 2012). Some clinicians expressed good intentions, 

but fell quite short of cultural competence. “Just because I cannot condone the choice, they have 

used to define themselves does not mean I cannot be charitable toward them.”(Gleason, 2012). 

Such views fall into the categories of the cultural competency continuum as cultural destruction 

or cultural incapacity (Cross et al., 1989). Cross et al., 1989 describe a cultural competence 

framework characterized by a six stage continuum to achieving cultural competence. These six 

stages include: 1) cultural destructiveness, 2) cultural incapacity, 3) cultural blindness, 4) cultural 

pre-competence, 5) cultural competency and 6) cultural proficiency.  By definition, cultural 

destructiveness is having attitudes and/or behaviors that reinforce superiority of one group over 

another resulting in oppression. Next is cultural incapacity which is defined as the lack of skills 

and knowledge to be effective interacting with an individual from a diverse background. As one 
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moves into the middle of the continuum, cultural blindness is the inability to acknowledge 

differences and claim diversity of culture, race, ethnicity, identity, etc. have no bearing.  Cultural 

pre-competence describes the stage in which individuals accept the necessity of cultural 

competency but are unable to move beyond contemplation to action. As one nears the final stage, 

cultural competence refers to individuals who accept and respect diversity exists and take actions 

to remediate policies to support their commitment to equity and inclusion.  The final stage is 

cultural proficiency. This stage is characterized by those individuals who actively seek to learn 

and grow into new knowledge and skills for valuing diversity, taking action to create equity and 

practice inclusion. 

The LGBT+ membership stepped in to clarify the first viewpoint, refute the outdated, 

false evidence from other members, and continue to advocate for themselves and patients in their 

communities (Matlock, 2011; Pavel, 2012; Kietrys, 2012).  This nearly year-long exchange 

provided a barometer reading of the professions’ lack of competence when working with LGBT+ 

patients. This exchange may reflect the dynamics within the profession and our society. Majority 

members (heterosexual, cisgender) reacted emotionally and denied their incompetence for caring 

for the LGBT+ community.  Cultural competence requires acknowledgement of incompetence 

and biases.  Evidence to support these findings is coming into the limelight now and this will 

likely clear the way to move forward. 

In addition to Burch and PTinMotion debate, two position papers have been published 

advocating for LGBT+ inclusion and cultural competence in physical therapy education 

programs.  Most recently Bell published a piece expanding on the American Association of 

Medical College’s (AAMC) 2014 work honing on the implementation of curricular and 

institutional climate changes for equitable inclusion of LGBT+ individuals. Dr. Bell describes 
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potential “curricular threads” (visible in Appendix A) based on domains of practice regarding 

these health implications.  These domains are patient care, knowledge for practice, practice-

based learning and improvement, interpersonal and communication skills, professionalism, 

systems-based practice, interprofessional collaboration, and personal and professional 

development (Bell, 2019). Each of these unique practice components is an opportunity to 

implement LGBT+ inclusive content and most importantly an opportunity to infuse knowledge 

and skills into each facet of clinical practice to create competent clinicians. It is this author’s 

opinion that this integrated approach will be the most successful means for delivery versus a 

blocked lecture session of focused education because it will ensure equitable inclusion of 

LGBT+ representative materials in all curricula. However, the feasibility of this is unlikely at 

this time.    

Prior to Bell’s work and shortly following the PTinMotion debate, Copti (2016) 

published a position paper advocating for cultural competency in PT education in the United 

States.  In this work Copti thoroughly described the many health risks, disparities, 

discrimination, prejudice and lack of access plaguing the LGBT+ communities.  The author also 

draws attention to the lack of knowledge and sensitivity of providers that contributes to the “just 

like everyone else” philosophy of treating LGBT+ patients (Copti, 2016). 

LGBT+ Patient Experiences with PT 

Most recently Ross and Setchell (2019) examined LGBT+ patient attitudes in Australia 

via surveys of 108 patients who had participated in physical therapy. The researchers identified 

four themes.  First, PTs make assumptions regarding a patients’ gender identity and sexual 

orientation.  The nature of PT requiring touching of, proximity to and exposure of bodies 

resulted in discomfort for patients.  Patients experienced fear of discrimination as well as implicit 
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and overt discrimination by PTs.  Lastly, patients reported PTs have a lack of knowledge 

regarding transgender specific health issues.  In addition to these emerging themes, participants 

also supported potential solutions to remedy the issues.  Respondents were in favor of LGBT+ 

trainings on cultural competency-related topics as well as specific health issues common in these 

communities.  Participants also were supportive of changes to the clinic itself and processes 

therein such as instituting gender neutral facilities and gender neutral forms. Ross and Setchell 

are the first to examine the attitudes surrounding the LGBT+ communities’ interaction with 

physical therapy practice. Their findings and suggestions provide solid actionable items for 

providers and administrators to create change in clinics around the world. These changes as 

stated previously have significant implications for improving the health and wellbeing of these 

marginalized communities (Ross & Setchell, 2019). 

LGBT+ Cultural Competency Training 

As healthcare providers become more aware of these glaring social justice issues and 

barriers to health/healthcare (see Appendix B Table 1), providers can be proactive in eliminating 

these barriers to wellness within their own practice and advocate for change in other facets of 

society.  As providers begin this journey as an ally, it is essential they acquire the necessary 

knowledge to become LGBT+ culturally competent providers in their specialties.  In many fields 

such as PT, this education is not mandated by an accreditation body. This creates inequities for 

graduating entry-level clinicians as they begin licensed practice.  A standardized curriculum 

requirement would be a solution to this problem to ensure all entry-level clinicians are LGBT+ 

culturally competent.   

Bell breaks down educational components into areas of domain of practice.  These 

consist of patient care, knowledge for practice, practice-based learning and improvement, 
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interpersonal and communication skills, professionalism, systems based practice, 

interprofessional collaboration, and personal and professional development. Bell (2019) further 

divides these into content recommendations and samples, the detail for which will be included in 

the curricula of the cultural competency course used for intervention (Bell, 2019).  

Additional content from Boroughs et al. (2015) recommends the following actionable 

behaviors for providers interacting with LGBT+ communities.  Clinicians should attain the skills 

to meet the unique needs associated with LGBT+ identities.  Clinicians should pursue knowledge 

and understanding of LGBT+ individuals as it pertains to therapeutic relationships and the role of 

the providers' identity in therapeutic interactions. Clinicians should be open-minded in the 

pursuit of understanding LGBT+ specific issues and its impact on examination, evaluation, 

diagnosis, prognosis, and the plan of care development. Lastly, clinicians should include an 

appropriate assessment of gender identity and sexual orientation that may better facilitate 

positive patient-to-clinician relationships with the potential to positively impact treatment 

outcomes (Boroughs et al., 2015). The summative benefit of these behaviors is a positive 

therapeutic relationship between therapist and patient resulting in stronger patient functional 

outcomes.  

Though somewhat outdated (2002), a validated model for cultural competence (CC) in 

the delivery of healthcare services is Campinha-Bacote’s model of cultural competence in health 

care delivery. It integrates nursing, anthropology and counseling concepts.  It operates on 5 

assumptions: CC is an ongoing process rather than a single occurrence; CC consists of 6 

constructs cultural awareness, skill, knowledge, encounters, humility, and desires; there is greater 

intra-ethnic variation than inter-ethnic; there is a direct relationship between competence of 

providers and their ability to provide culturally responsive care; CC is instrumental in the 
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effective delivery of CC care to diverse populations. This is a foundational model for educating 

providers in multiple settings (Bauer & Bai, 2018; Campinha-Bacote, 2002; Hawala-Druy & 

Hill, 2012). 

Purpose Statement and Specific Aims 

The core of the issue is PT’s lack the knowledge, attitudes, and clinical preparedness to 

be competent providers for the LGBT+ communities. PT’s lack of cultural competency results in 

the LGBT+ communities experiencing decreased access to physical therapy (PT), poorer quality 

of care, prejudice, and discrimination (Copti, 2016; Bell, 2019; Ross & Setchell, 2019).  

The purpose of this study was to develop, deliver, and evaluate an online LGBT+ culturally 

competency training (CCT) program for physical therapists. The expected outcome is therapists 

that engage in the online cultural competency training will improve their cultural competency as 

reflected by their self-rated LGBT-DOCSS score. The potential impact is for LGBT+ individuals 

to have greater access to better prepared, culturally competent physical therapy providers to 

guide their care toward increased health and wellness. The specific aims are:  

1. Determine the impact of the educational training on PTs knowledge, clinical 

preparedness, and attitudes towards LGBT+ patients, as assessed with LGBT-DOCSS 

outcome scores.   

2. Determine participant attitudes towards the inclusion of LGBT+ cultural competency 

content in academic and continuing education curricula.  

3. Evaluate the LGBT+ cultural competency course based on participant feedback. 

Methods 

In order to address the purpose and aims of this study, a one-group pre-post design with LGBT+ 

clinical preparedness, attitudes, and knowledge being examined before and after engaging in an 
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LGBT+ clinical competency training was used. In addition to the evaluation of cultural 

competency markers, a post-test program evaluation survey was included. 

Participants 

The participants in this study were licensed PTs working in direct patient care settings. 

Participants were recruited via convenience sampling utilizing social media; however, care was 

taken to recruit from across the country as well as across clinical settings to ensure representation 

is appropriate. Participants who were not licensed PTs were excluded such as PT assistants and 

occupational therapists.  Others who were excluded were those living outside the United States. 

The total number of participants was 115 with 30 completing the 3 steps of the study. The initial 

sample (n=115) began the study by taking the pre-test.  Following the pre-test, participants (n-

85) dropped out of the study by not moving on to complete the course.  The final sample of 

participants that completed the study was 30 physical therapists. 

The majority of participants were between 26-55 years of age, white, non-Latino, straight 

and female. Geographic location was mostly evenly distributed however a shortage of those from 

the South-west region.  Most were doctoral-level educated therapists practicing in the outpatient 

setting with  20+ years of experience.  A large portion had a Women’s Health Board 

Certification. The majority were not APTA credentialed clinical instructors. The initial sample 

was nearly exactly the same as the final participants when considering the demographics of race, 

ethnicity, sexual orientation, gender identity, and terminal degree status. More of the final 

participants were between the ages of 46-55 when compared to the whole sample. When 

compared to the initial group of participants, a greater percentage of the final participants resided 

in the west while less of the group was made up of individuals from the Southeast region.  When 

compared to the initial group twice the percentage of participants in the final sample practice in 
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acute care. Interestingly, those who finished the study were more likely to have 20+ years of 

experience in practice which is counter to intuition that would suggest new clinicians would be 

pursuing continuing education topics such as this one. Participants who had board certification in 

the area of Women’s Health were also more likely to complete the study. 

Measures 

Participants completed a demographics survey, LGBT-DOCSS and the LGBT+ & PT 

survey prior to engaging in the 2-hour educational course.  The LGBT-DOCSS, LGBT+ & PT 

survey, and course evaluation were performed following course completion. Full pre and post-

test surveys are located in Appendix C. Participants were permitted a 4 week period to complete 

the course and all related surveys. A reminder to complete was sent at 2 weeks and 1 week prior 

to close of course. Demographics included age, ethnicity, gender identity, sexual orientation, 

geographic location, degree, practice setting, and years in practice.  

LGBT-DOCSS Survey 

The LGBT-DOCSS is a survey outcome measure for providers that examines specifically 

the self-reported cultural competence when engaging the LGBT+ population as it relates to care 

delivery (Bidell, 2017). This survey is an 18-item scale and examines three distinct areas of 

competence: clinical preparedness, attitudinal awareness, and basic knowledge. Clinical 

preparedness examines LGBT+ training and clinical experiences. Attitudinal awareness assesses 

LGBT+ explicit bias and prejudice. Basic knowledge explores LGBT+ health disparities. The 

instrument has participants rate their agreement based on a 7-point Likert scale from 1- strongly 

disagree to 7- strongly agree. Each subscale and a total score are tallied and then divided by the 

number of items in that assessment total or subscale to obtain a mean score between 1-7. 

Calculation instructions can be found in greater detail in (Appendix C).  A higher score is 
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indicative of higher self-reported cultural competency in that subscale category or overall total 

score, in other words, greater knowledge,  affirming attitudes, and clinical preparedness (Bidell, 

2017).  The validity and reliability of LGBT DOCSS in healthcare providers including PTs has 

been established in a previous multiple-step validation study examining exploratory and factor 

analysis, test-retest reliability, construct validity, and convergent and discriminant validity 

(Bidell, 2017). The overall LGBT-DOCSS internal consistency is α = .86. The Clinical 

Preparedness Subscale internal consistency is α = .88. The Attitudinal Awareness Subscale 

internal consistency is α = .80. The Basic Knowledge Subscale internal consistency is α = .83. In 

addition to internal consistency, the test-retest reliability is strong for the overall LGBT-DOCSS 

(r = 0.87), the clinical preparedness subscale (r = 0.88), the attitudinal awareness subscale, (r = 

0.85) and basic knowledge subscale (r = 0.86) (Bidell, 2017). 

LGBT+PT Survey 

The LGBT+ & PT Survey (See Appendix C ) examined attitudes toward the inclusion of 

LGBT+ cultural competency training in academic programs as well as in clinical practice. It was 

delivered pre-test and post-test. This was a three-item survey that was developed specifically for 

this study. The questions were as follows: LGBT+ cultural competency knowledge is essential to 

physical therapy curricula; LGBT+ cultural competency knowledge should be CAPTE mandated in 

academic DPT programs; LGBT+ clinical practice guidelines for PT’s should be published. These 

questions were rated on a 5 point Likert scale from strongly agree to strongly disagree. 

Program Evaluation Survey 

The post-test course evaluation was designed to explore participants’ attitudes toward the 

content, duration, and delivery methods, and sought feedback for improving the course. 

Participants rated items on the following scale as excellent, good, fair, or poor. Items included: 
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The course as a whole was; The course content was; The 2-hour course duration was; The course 

organization was; The usefulness of the content was; The full measure is in Appendix C.  

Procedures  

Following IRB approval, participants were recruited via social media platforms 

(Facebook, Instagram, and LinkedIn). A recruitment link was posted to these platforms with a 

link to the Qualtrics pretest survey.  Following completion of the pretest, emails were sent by the 

primary investigator to all participants with instructions on accessing the Teachable.com 

platform to enroll in the LGBT+ CC course. Due to the asynchronous nature of the course, 

participants had four weeks to enroll, complete the course, and post-test.  Upon completing the 

course, the participant received a link to complete the post-test in Qualtrics.  

Cultural Competency Training Intervention.  

The intervention in this study was a two-hour, asynchronous online LGBT+ cultural 

competency course derived from Bell’s (2019) curriculum recommendations and created by the 

researcher. The educational components Bell recommends are called threads which are broken 

down into areas of the domain of practice.  These consist of patient care, knowledge for practice, 

practice-based learning and improvement, interpersonal and communication skills, 

professionalism, systems-based practice, interprofessional collaboration, and personal and 

professional development. Bell (2019) breaks these further into content recommendations and 

samples, which were included in the curricula of the cultural competency course used for 

intervention. Participants had a 4-week window to enroll, complete the pre-test, course, and post-

test components. Each of the areas of domains of practice is noted on the slide handouts.  

(Course Powerpoint slides can be viewed in Appendix D). 
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The course was delivered in a short mini-lecture format in self-recorded modules created 

by the primary investigator. The Course introduction consisted of a brief overview of the course. 

Basic terminology covered definitions of the most common language used to describe concepts 

such as LGBTQ+, gender expression, gender affirmation, and gender identity.  The current legal 

climate facing LGBT+ patients summarized the current policies in place as well as those being 

proposed in the U.S. government across the country and the impact on the LGBT+ communities.  

Understanding health and healthcare disparities discussed the healthcare-related barriers and 

their impact on health and wellness in LGBT+ populations.  Understanding and supporting 

gender-expansive patients discussed the experiences of transition and gender-affirming 

behaviors.  Patient affirming PT behaviors described ways to support gender-expansive patients 

and their families through affirming behaviors.  Modifying the clinical environment to support 

all identities discusses the ways clinic settings can be changed to support LGBT+ individuals and 

make them feel safe, welcomed, and visible.  The Course summary brings it all together and 

closes the course.  

Researcher Positionality  

This researcher is a transgender male physical therapist and professor. This researcher 

has advanced degrees in business administration, exercise physiology, and physical therapy. This 

researcher’s views have been shaped by experiences of being able-bodied, of being perceived as 

male-bodied, of having lived in both binary identities of male and female, of liberal political 

ideation, of LGBTQ+ identities, of white privilege, of middle-class status, and of social, medical, 

and legal transition. This unique identity coupled with eight years of experience in delivering this 

content in live educational academic settings contributes to the researcher possessing 

educational, experiential, and professional knowledge, skills, as well as lived experiences 
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positioning the researcher as a novice expert qualified to execute this research study. The cultural 

competency training was created by the researcher and has been delivered in various versions 

previously. There is a potential for bias that must be accounted for when conducting, analyzing, 

and presenting the findings of this study. To counter potential bias, course content was reviewed 

by a consultant, a licensed physical therapist and content expert in LGBT+ cultural competency 

training, provided a review of the content prior to the study.  

Results 

First, the demographics and pre-test measures of the final sample that completed the 

study are compared with the sample that dropped out. Then, the main results of the LGBT-

DOCSS pre-post comparisons are presented.  Finally, the results of the post-test program 

evaluation survey are presented. 

Interestingly, the 30 participants’ demographics were very similar to those of the total 

sample a table with full participant demographics on both the initial and final sample can be found 

in Appendix E.  The initial sample and the final were similar in nearly all demographics however 

the final group was slightly older and had more experience. The term “initial” will be used to refer 

to the full sample who initially enrolled in the study while the term “final” will be used to refer to 

the sample that finished the entire study. 

A t-test was used to compare the two participant groups on the main outcome measure 

the LGBT-DOCSS. As Table 1 shows, groups did not differ on clinical preparedness subscale or 

total scale scores but the final sample had higher scores on the attitudes subscale (medium effect 

size) and knowledge subscale (small effect size).  
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Table 1. Comparison of participants (initial vs. final) LGBT-DOCSS scores 

Assessment          Participant Group M + SD t p d 
Initial 

Clinical Preparedness 
Final 

4.53±.93 
 

4.58±1.14 

-.21 .84 -.04 

Initial 
Attitudes 

Final 

6.91±.24 
 

6.71±.44 

3.13 .002* .51†† 

Initial 
Knowledge 

Final 

6.22±.84 
 

5.73±1.13 

2.51 .014* .46† 

Initial 
Total Score   

      Final 

5.84±.54 
 

5.66±.63 

1.36 .18 .29† 

Note: *p<.05, †d>0.2, small effect, ††d>0.5, medium effect, †††d>0.8 large effect 
 
Comparison of Pre and Post-Test Scores 

A paired t-test was used to compare pre and post-scores on the LGBT-DOCSS outcomes. 

As Table 2 shows, all subscales and total scores were significantly higher in the post-test group 

following completion of the LGBT+ cultural competency course. The largest improvement was 

in the clinical preparedness subscale. Also notably large effect sizes within the clinical 

preparedness subscale and total scale.  

Table 2. Comparison of LGBT DOCSS Scores 

Assessment Pre-test M±SD Post-test M±SD t  p d 
Clinical preparedness 4.53±.93 5.22±.87 -7.15 <.001* -

1.30††† 
Attitudes  6.91±.24 6.95±.21 -2.04 .050* -.37† 

Knowledge 6.22±.84 6.59±.74 -2.63 .014* -.48† 

Total score 5.84±.54 6.20±.46 -6.20 <.001* -
1.31††† 

Note: t compared pre and post, N=30, *p<.05†d>0.2, small effect, ††d>0.5, medium effect, 

†††d>0.8 large effect 
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A summary of the final participants' content-related attitudes is in Table 3, the majority of 

participants (96%) agreed that LGBT+ cultural competency is essential to PT curricula, should 

be CAPTE mandated in PT programs, and clinical practice guidelines should be published.  

When comparing initial scores to those final scores, the greatest increase was in the agreement 

that clinical practice guidelines should be established in PT.  LGBT+ cultural competency is 

essential to PT curricula and had the greatest support both pre and post-test.  This is interesting 

since current evidence found most academic PT programs have less than one hour of curricular 

content devoted to this content (Nowaskie et al., 2020). With regard to the LGBT+PT survey, the 

final group’s attitudes toward inclusion of LGBT+ cultural competency were favorable pre-test 

and became more favorable in the post-test. Particularly noteworthy was the shift from agreeing 

to all strongly agreeing for the support of creating clinical practice guidelines as well as CAPTE 

accreditation standards including this content. 

Table 3. Attitudes toward LGBT+ cultural competence 

Note: **Only asked in post-test survey 

Course Evaluation Survey 

Question Test 
Strongly 

Agree Agree 

Neither 
agree 
nor 

disagree Disagree 
Strong 

Disagree 
LGBT+ cultural competency is 
essential to PT curricula 

Pre 
Post 

28 
27 

2 
2 

0 
0 

0 
0 

0 
1 

LGBT+ cultural competency 
knowledge should be CAPTE 
mandated in academic PT programs 

Pre 
Post 

21 
26 

9 
3 

0 
1 

0 
0 

0 
0 

LGBT+ clinical practice guidelines 
for PT’s should be published 

Pre 
Post 

20 
28 

10 
2 

0 
0 

0 
0 

0 
0 

I am confident that I can apply this 
training to clinical practice** 

Post 24 6 0 0 0 



 17 

Overall, the course ratings were very positive across categories as shown in Table 4. 

Areas that received the highest reviews were the course as a whole, the content, the organization, 

the usefulness, and the quantity covered. The greatest need for improvement was in the 

instructor’s voice clarity and intellectual challenge. The most favorable ratings were in the 

course organization and usefulness of the content. These ratings inform areas to improve; the 

creation of reinforcement activities after each module such as quizzes or case review activities 

could engage the learner and increase the intellectual challenge.  Also re-recording the modules 

using a script and making edits to improve voice clarity would improve the delivery.  

To summarize the open-ended feedback, the most common content participants would 

like more of was allyship, details on the physiological impact of hormone therapy, trauma-

informed care, and resources such as handouts, especially on inclusion for managers and clinic 

directors. Recommendations for increasing the depth of content and quality of the course were to 

add videos of patient intakes, evaluations, and case studies. This feedback primarily centered 

around the nuances of providing care to transgender patients as it relates to surgeries, behaviors 

such as tucking and binding, appropriate use of language and formality, and avoiding 

unconscious bias. 
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 Table 4. Course Evaluation Scores 

 
 
 
 
 
 
 
 

Question Excellent Good Fair Poor 

The course as a whole was: 19 10 1 0 

The course content was: 23 6 1 0 

The course organization was: 26 4 0 0 

The clarity of instructor's voice was: 23 0 0 7 

The 2-hour duration was: 16 14 0 0 

The usefulness of content was: 25 5 0 0 

The amount you learned was: 18 10 2 0 

The quantity of content covered was: 22 7 1 0 

The intellectual challenge was: 11 15 4 0 
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Discussion and Implications 

The results suggest that incorporating LGBT+ cultural competency training in an online 

asynchronous format did increase competency scores according to the LGBT-DOCSS.  Of 

particular significance was clinical preparedness, which is the key to effective and equitable 

treatment of LGBT+ patients (Bidell, 2017) . Also, favorable attitudes and knowledge both 

improved following the intervention which would have added impact on patient interactions, 

outcomes, and quality of care delivery (Bidell, 2017; Copti, 2016; Ross & Setchell, 2019).  

Additional findings suggest that physical therapists believe LGBT+ cultural competency training 

is essential in PT curricula, should be CAPTE-mandated, and the clinical guidelines should be 

published to drive best practices. Additionally, this study found that the course was evaluated 

very positively suggesting it can be utilized to continue to drive increased LGBT+ cultural 

competency. 

 Increased efforts to increase and maintain participants via incentives such as monetary 

reimbursements for time spent participating, and offering continuing education credits,  would 

likely combat the challenge of participant attrition. Other methods of delivery utilizing education 

best practice principles to support experiential learning through synchronous or hybrid formats 

with short 10 to 15-minute modules with reinforcement activities would likely increase the 

interest and engagement from participants and keep them enrolled to completion.  .   

Expansion of this course from cultural competency to include cultural humility and 

responsiveness as well. Yeager and Bauer-Wu (2013) define cultural humility as a process of 

self-reflection and discovery that promotes self-awareness of biases and an understanding of the 

individual’s positions of privilege.  Cultural humility must also be achieved by active listening 

and curiosity in a situation driven by a desire to learn from the interactions with our patients 
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(Yeager & Bauer-Wu, 2013). Another space to grow as a care provider that essentially 

incorporates both cultural humility and cultural competency is cultural responsiveness. This is 

the ability to acknowledge and understand the impact culture has on the patient-provider 

dynamic and evolve treatment delivery to specialize care to the unique needs of each individual. 

Adapting the organization of the course to address each of the frameworks of cultural humility, 

competency and responsiveness would provide a structure for delivering content that doesn’t end 

at competence but continues the career-long learning and practice of cultural proficiency which 

is lifelong growth focused on exploring and understanding the unique experiences of others to 

become a better person.  

There is a new concept being discussed in the nursing literature that integrates these 

concepts and it is referred to as “cultural competemility” (Campinha-Bacote, J. 2018).  Cultural 

competemility is defined as the process by which cultural humility intermingles with each of the 

five components of cultural competence: cultural awareness, cultural knowledge, cultural skill, 

cultural desire, and cultural encounters. During this process individuals must engage in becoming 

culturally competent while simultaneously demonstrating cultural humility as they participate in 

cultural encounters, acquire cultural knowledge, conduct culturally sensitive cultural 

assessments, and awaken to their own biases. The process of cultural competemility is not a 

destination with a finish line but a lifelong pursuit of processing and expertise (Campinha-

Bacote, J. 2018). Cultural competemility would likely have a much greater impact on practice 

and the profession than cultural competence alone due to these characteristics. 

With regard to further research on this front of LGBT+ cultural competency, further 

study of this content in clinical, academic, and patient populations is essential to develop LGBT+ 

clinical practice guidelines in physical therapy.  These guidelines would provide a standard of 
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practice when engaging LGBT+ populations and enable a higher quality of care and outcomes 

for our patients. 

In conclusion, the greatest impact on participant outcomes was in the clinical 

preparedness subscale as well as the total scale. This finding suggests this course is an effective 

tool to utilize when addressing PT clinician deficits in LGBT+ cultural competency. There was 

also significant support for this content to make its way into physical therapy curricula. Moving 

forward, the foundational nature of this course lends nicely to even the novice clinician the 

student physical therapist.  Integrating the course into the doctor of physical therapy programs as 

well as physical therapy assistant programs is essential to continuing the growth and competence 

of our profession.  Additionally, offering this course as a continuing education course for credits 

toward license renewal would be an effective way to engage already licensed clinicians in 

obtaining LGBT+ cultural competency. This two-pronged approach would enable access on both 

sides of the profession. 
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CHAPTER II: DISSEMINATION PLAN 

This dissertation will be used to provide a foundational course for PT clinicians to pursue 

cultural competency, set baseline parameters of an LGBT+ cultural competency training, act as a 

starting point for effective training components, and start a conversation that may prompt the 

creation of CPGs for providing care to the LGBT+ communities. My immediate plan is to 

present a poster at ACAPT Educational Leadership Conference. The poster can be viewed in 

Appendix F.   

Purpose 

To review the key points of the poster in detail, let’s begin with the purpose of the study.  

The purpose of the study was to develop, deliver and evaluate an online asynchronous LGBT+ 

CC course for physical therapists. The importance of running this study was to develop a course 

that was evidence-based from the latest empirical data and its implications.  A course like this in 

the physical therapy field has not been examined in the literature.  The unique delivery of it 

being online and asynchronous makes this course different from those being held in person such 

as “Brave Space Trainings”. This format allowed for access without barriers other than gaining 

use of a computer and internet connection.   

Introduction 

Courses to address physical therapists’ deficits in this area are of significance because of 

the marginalization the LGBT+ people experience daily in this country and across the globe. 

LGBT+ individuals are at higher risk for health care disparity and a major contributor to these 

issues is the lack of high quality culturally sensitive care from providers. There is no precedent in 

PT education to address LGBT+ cultural competency. Physical therapists have been shown to 

lack knowledge, awareness, and clinical preparedness with regard to engaging LGBT+ 
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populations in clinical settings (Ross & Setchell, 2019).  The majority of PTs and PTAs describe 

tolerance versus full respect for LGBT+ individuals (Ross & Setchell, 2019). LGBT+ patients 

report difficulty engaging in physical therapy and fear discrimination related to assumptions PTs 

make regarding sexual orientation and gender identity (Ross & Setchell, 2019).  

Results 

This study and course set out to address these very issues by recruiting a sample of 

licensed PTs to engage in the training and assess its effects as well as engage participants’ 

attitudes regarding if this content should be included in academic and clinical settings in a more 

regulated and extensive manner.  This study’s results were significant in several ways.  First, the 

course increased cultural competency across all three domains, demonstrated by the three 

subscale scores knowledge, attitudes, and clinical preparedness. The greatest effect was 

demonstrated in the clinical preparedness subscale.  These findings suggest the online 

asynchronous method is a successful manner in which to deliver this content. This content 

accomplished its objectives of positively impacting the physical therapists’ LGBT+ cultural 

competence.  Additionally, the course received very favorable reviews across categories in the 

evaluation with particularly high scores in content and organization.  Lastly, the PT’s attitudes 

towards the inclusion and regulation of this content in academic and clinical settings were very 

positive.  All of these components are essential for moving physical therapy practice forward. 

Discussion 

Inclusion of LGBT+ cultural competency training in the academic setting through 

CAPTE mandate would serve to establish competent providers prior to licensure.  Continued 

training such as this in clinical spaces for onboarding and annual training would address current 

deficits in licensed clinicians.  Finally, the development of clinical practice guidelines would 
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mainstream this content for all providers in the profession. These guidelines would set a standard 

of care for our clinicians to provide high-quality, culturally sensitive, and competent care for 

those in the LGBT+ communities. In the long term, this could serve to increase access to 

healthcare for many in these marginalized communities, particularly in states with direct access 

licensures such as Pennsylvania.  This would greatly improve the health of many in the 

community due to the unique care model in physical therapy practice where clinicians spend 

nearly an hour and often more in a one-on-one evaluation and follow-up visits over weeks and 

sometimes months with the patient examining and treating their health, wellness, and function.   
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CHAPTER III: ACTION PLAN 

My objectives for dissemination of this content are to raise awareness and understanding 

for LGBT+ inclusion and CC in PT, create change in clinical settings and physical therapist 

practice, and continue further research to drive the creation of CPGs all with the ultimate goal of 

impacting LGBT+ patient experiences in the PT setting. The formats I intend to use to 

disseminate my findings are through poster presentations, journal articles, webinars, conference 

sessions, podcasts, and continuing education courses.  

Short Term Plan 

My intended short-term action plan is to present a poster at the American Counsel of 

Academic Physical Therapy Educational Leadership Conference (ELC) which can be viewed in 

Appendix F. ELC is designed to educate and engage academic administrators, faculty and 

clinicians via meetings, educational sessions, poster sessions, and exhibitors. I also intend to 

adapt the course into continuing education for online consumption. This course will provide 

continuing education credits for license renewal. Then at American Physical Therapy 

Association’s Combined Sections Meeting in early 2023, I plan to deliver a poster presentation, 

an educational session, and perform CPG taskforce recruitment. From there I will look to 

interview on podcasts and disseminate via webinars with the APTA sections and state physical 

therapy associations. I will adapt content to match the needs of the varying sections in 2023.   

Long Term Plan 

Five-year plan: Within the five-year period after the defense, I plan to be involved in two 

other studies which I will be able to utilize this training as a starting point and make changes to 

improve it for use in those two studies.  One study is regarding belongingness in physical therapy 

clinical education. The first step was to adapt and validate a version of the Belongingness Scale -
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Clinical Placement Experience (BES-CPE) for Doctor of Physical Therapy students. We are 

writing a manuscript to publish our validation study. The next steps of this study may lead to 

utilizing an adapted version of this training to train clinical instructors to support LGBT+ 

students in clinical experiences to increase belongingness. Many of the foundational concepts 

piloted in this course will be adapted to provide this training. 

The second study is geared around doing the same for academics and clinicians already in 

the field and increasing cultural competency in clinical settings via training modules. This 

research group has completed stages 1 (focus groups of licensed PT’s)  and 2 (focus groups of 

PT academics) and have just begun stage 3 (focus groups of LGBT+ patients) now with over 100 

focus groups.  Many of the foundational concepts piloted in this course will be adapted based on 

the study’s findings to provide this training. 

These two studies along with several others will then contribute to informing the creation 

of CPGs. At this time there is not enough evidence to establish CPGs, however, with the new 

research being published in the next five years, it will be a possibility.  I was nominated to attend 

the American Physical Therapy Associations CPGs workshop to start the process and potentially 

gather a team of “experts” to create LGBT+ specific CPGs. This is the final goal for all this 

work.  This study and the course content will be the springboard for adapting and growing the 

content that I need to obtain buy-in from other clinicians. The clinical practice guidelines are the 

driving force of PT practice and with LGBT+ specific guidelines, a culture of competency within 

the physical therapy field will be one step closer. This may have positive influences on LGBT+ 

health and wellness long term.  
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APPENDIX A: SUMMARY RECOMMENDATIONS FOR HEALTH PROFESSIONAL 
EDUCATION CURRICULAR THREADS (EXPANDED UPON FROM AAMC, 2014)  

                          
Bell, K.A. (2019) Part of the Solution to Address Sexual and Gender Minority Health and Health Care Disparities: Inclusive 
Professional Education. Delaware Journal of Public Health, 5(3); 56-6
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APPENDIX B: BARRIERS, MANIFESTATIONS, RECOMMENDATIONS, AND 
FACILITATORS IN HEALTH FOR SEXUAL AND GENDER MINORITY POPULATIONS 

(BELL, CONDRAN, HOFFMAN TO BE PUBLISHED 2022) 

 
Barriers to 
Health 

Manifestation in SGM 
Populations 

Recommendations to 
Address 

Facilitators of Healthy 
Lifestyles in SGM 
Populations 

Individual  
Healthcare 
discrimination 

• Healthcare disparities  

-> health 

disparities 

• Distrust of medical 

professionals 

• Lack of medically 

necessary care provided in 

a timely manner 

• Lawful refusal of necessary 

care 

• Comprehensive 

educational and 

training requirements 

for SGM health and 

cultural 

humility/competency 

• Multi-layered 

inclusive approach to 

anti-discrimination 

policies and 

procedures on 

national, state, 

regional levels 

• Health system 

inclusion and 

accountability metrics 

for provider behavior 

• SGM Individual 

Protective Factors 

o Resilience 

o Rejection of 

stereotypes 

o Proactive coping 

o Shamelessness  

o Self-acceptance 

o Self-esteem 

o Self-efficacy 

o Self-care 

o Spirituality 

o Social Intelligence 

o Courage 

o Empathy 

o Authenticity 

o Creativity 

• Interpersonal Protective 

Factors 

o Connectedness 
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Barriers to 
Health 

Manifestation in SGM 
Populations 

Recommendations to 
Address 

Facilitators of Healthy 
Lifestyles in SGM 
Populations 

o Positive LGBTQ+ 

role 

models/representation 

o Social Activism 

o Access to Safe 

Spaces/Positive 

Environments 

o Family Acceptance & 

Support 

• Inclusive Practices in 

Health Care 

Lack of access 
to affirming 
care / coverage 
of care 

• Increased use of illegal 

access to care and 

therapeutics 

• High risk health behaviors 

• Increased suicidality, 

suicidal ideation, mental 

health disparities 

 

• Advocacy/Activism 

for continued 

equitable coverage of 

all affirming care 

coverage by all health 

insurance payers and 

employer-based plans 

• Inclusive Practices 

• Affordable care and 

therapeutics 

 

System  
Lack of 
training and 
education 
available for 
health 
professionals / 
Lack of 
national 
standards 

• Healthcare disparities -> 

health disparities 

• Reinforcement of 

misinformation that sexual 

orientation/gender identity 

are not important to health 

 

• National health 

profession accreditors 

should enhance 

requirements for SGM 

health and cultural 

humility practices in 

• Establishment of 

national association 

committees, task forces, 

etc. with focus on SGM 

health (example: PT 

Proud – American 
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Barriers to 
Health 

Manifestation in SGM 
Populations 

Recommendations to 
Address 

Facilitators of Healthy 
Lifestyles in SGM 
Populations 

accreditation 

standards 

• Comprehensive 

curricular threads for 

SGM health in health 

professional education 

– both entry-level and 

continuing education17 

• Health professional 

associations visibility 

and advocacy efforts 

around SGM health 

training should be 

advanced 

Physical Therapy 

Association Committee) 

• Organizations promoting 

and providing inclusive 

professional education 

around SGM health 

(example: The National 

LGBT Health Education 

Center at the Fenway 

Health Center). 

Lack of 
research and 
data 

• Minimal data on healthy 

lifestyle trends and data 

• Minimal data on successful 

health interventions for 

SGM populations 

• Invisibility of demographic 

data bases for analysis of 

health data 

• Perpetuation of 

misinformation and myths 

in health for SGM 

populations 

• All entities, at all 

levels from local to 

national, should add 

measures of sexual 

orientation, gender 

identity, and intersex 

status to all data 

collection efforts and 

instruments. This 

should include 

population-based 

surveys, clinical 

• Inclusive healthcare 

intake forms and 

electronic medical 

records systems 

• Research efforts that 

include SOGI data and 

analysis 

• 2016 NIH official 

designation of SGM 

populations as a health 

disparity population for 

NIH research.  



 39 

Barriers to 
Health 

Manifestation in SGM 
Populations 

Recommendations to 
Address 

Facilitators of Healthy 
Lifestyles in SGM 
Populations 

• Invisibility of identification 

of inequities because of 

failure to collect and 

measure sexual orientation 

and gender identity 

information 

records, and forms 

used to collect 

demographics.12 

• Funders and 

researchers should 

fund/conduct 

methodological 

research to develop, 

improve, and expand 

measures that capture 

the range of sexual 

and gender diversity 

in the population and 

the determinants of 

well-being for these 

communities. 12 

• US OMB convening 

relevant stakeholders 

to address barriers to 

linking data from 

different datasets to 

facilitate research on 

the health status and 

well-being of these 

communities. 

• All of Us Research 

Program 

(https://allofus.nih.gov/) 

• 2015 Establishment of 

the Sexual & Gender 

Minority Research 

Office (SGMRO) at the 

NIH 

 

Environmental  
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Barriers to 
Health 

Manifestation in SGM 
Populations 

Recommendations to 
Address 

Facilitators of Healthy 
Lifestyles in SGM 
Populations 

Inequitable 
local, state, 
national anti-
discrimination 
protections 

• Higher disparities in 

employment stability, 

housing security, public 

accommodations safety 

• Hate crimes 

• Legalized, societally 

endorsed discrimination  

• Fear of living as SGM 

authentic selves to survive 

• Adopt a Health in All 

Policy (HiAP) 

framework to health-

related rights and 

obligations.11 

• Conduct 

comprehensive CHNA 

inclusive of SGM 

populations and a 

focus on 

intersectionality 

• 2020 Supreme Court 

Ruling in Bostock v. 

Clayton County, GA: 

federal employment 

protections for SGM 

communities 

• Local and state employer 

and public 

accommodation anti-

discrimination 

protections 

Non-Inclusive 
physical and 
clinical health 
spaces 

• Lack of gender neutral 

facilities 

• Lack of transgender 

inclusive athletic policies 

(23 bills in 18 states 

introduced in 2020). 18 

• Exclusion from sports all 

together- manifests as 

detrimental to physical and 

mental well-being, 

academic performance, 

academic attendance, 

graduation rates 

• All-gender bathrooms 

should be available in 

all spaces 

• All-gender locker 

room spaces or single-

use space should be 

allocated 

• All clinical spaces 

should have diverse 

and inclusive 

representation in 

materials of SGM 

populations 

• Utilize a variety of 

ways to convey 

• LGBTQ+ friendly 

provider lists 

• Inclusive non-

discrimination policies 

with supportive linked 

procedures for 

implementation 

• Institutional programs 

with LGBTQ+ resources 

• Equitable resource 

allocation to SGM 

population health and 

focus 
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Barriers to 
Health 

Manifestation in SGM 
Populations 

Recommendations to 
Address 

Facilitators of Healthy 
Lifestyles in SGM 
Populations 

welcoming 

environments: 

rainbow stickers, HRC 

stickers, etc. 

• Advocacy efforts and 

inclusive policies 

relative to sport 

participation at every 

level that allows safe 

participation of 

transgender athletes 

• Role-models of inclusive 

practices and advocacy 

for inclusive space 

Anti-LGBTQ+ 
Legislation / 
Religious 
Freedom Laws 
targeting SGM 
populations as 
exemptions 

• Same as above for 

inequitable anti-

discrimination protections 

• Continued politicization of 

SGM lives 

• Minority stress and 

cumulative trauma 

• Fear in living authentic 

selves; fear of being “out” 

• Decreased sense of 

spirituality/religious well-

being because of exclusion 

• Advocacy efforts and 

educational efforts for 

equal rights for SGM 

populations 

• Equitable resource 

allocation to lobbying 

and efforts for 

inclusive equal rights 

• Continued legal 

precedents for equal 

rights 

• Inclusive LGBTQ+ 

legislation 

 

Adapted and expanded on from: Maclain, Thomas, and Yehia, 2018 Sexual Minority SDOH
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APPENDIX C: SURVEY COMPONENTS 

PreTest Components 

. 
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Post Test Components 

1. Have you completed the Pre Test and LGBT Cultural Competency Course? 

• Yes 

• No 

2. LGBT-DOCSS repeated as shown above in Pre-test components 

3. LGBT+&PT Survey repeated as shown above in Pre-test components 

4. I am confident that I can apply this training to clinical practice effectively. 

• Strongly disagree 
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• Somewhat disagree 

• Neither agree nor disagree 

• Somewhat agree 

• Strongly agree 

5. Course Evaluation Survey 

**Participant Rated each comment: Excellent, Good, Fair, Poor 
1. The course as a whole was: 

2. The course content was: 

3. The course organization was: 

4. The clarity of instructor's voice was: 

5. The 2-hour duration was: 

6. The usefulness of content was: 

7. The amount you learned was: 

8. The quantity of content covered was: 

9. The intellectual challenge was: 

**Participant Open Ended Questions 
1. What would you like to see more of? 

2. What content did you feel was missing? 

3. Any additional comments you would like to share? 

4. Please enter your email address to be sent a course completion 

certificate. 
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APPENDIX D: LGBT+ CULTURAL COMPETENCY COURSE SLIDES 
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4/11/21

10

Tools for Reducing Gender 
Dysphoria Triggers and Anxiety

•Ask permission
•Explain what you are doing before you do it
•Names of body parts may be a cause of dysphoria
• follow your patients’ lead

•Avoid expressing surprise or judgement
•Respect boundaries with regard to disrobing and touch
•Offer gowns or sheets as appropriate
•Tie consent to an action

Copyright © 2021 by Chris W. Condran
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Links to educational materials can 
be found at PTProud.org under 

resources tab

Copyright © 2021 by Chris W. Condran
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Final Thought

Copyright © 2021 by Chris W. Condran

I ALWAYS WONDERED, “WHY SOMEBODY 
DOESN’T DO SOMETHING ABOUT THAT?” 

THEN I REALIZED I WAS SOMEBODY.
—LILY TOMLIN

57

CASE STUDIES

Himss.org

58

Case Scenario 1
• You’re in the break room having lunch and a colleague walks in. 

He has just completed a treatment session with a patient. He 
begins to vent his frustrations with his patient’s non-
compliance with prescribed treatment. As he is talking, he 
continuously refers to the client as a “tranny”

59

Case Scenario 1 Questions

• Should you intervene? 
• How would you intervene?
• If so, how and what motivated you to do so?

60
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APPENDIX E: PARTICIPANT DEMOGRAPHICS 

Table 5 
Descriptive statistics of demographic variables 

 Initial Participants Final Participants 
Measure N=115 % N=30 % 

AGE 
18-25 
26-35 
36-45 
46-55 
56-65 

 
3 

45 
41 
20 
6 

 
2.6 

39.1 
35.7 
17.4 
5.2 

 
- 
9 

11 
9 
1 

 
- 

30.0 
36.7 
30.0 
3.3 

Race 
Asian 
Black 

African American 
White 

Prefer to self-describe 
Prefer not to say 

 
6 
2 
1 

103 
2 
1 

 
5.2 
1.7 
.9 

89.6 
1.7 
.9 

 
1 
- 
- 

28 
1 
- 

 
3.3 

- 
- 

93.3 
3.3 

- 
Sexual Orientation 

Straight 
Gay 

Lesbian 
Bisexual 

Queer 
Prefer to self-describe 

 
84 
3 
3 
9 

14 
1 

 
73.0 
2.6 
2.6 
7.8 

12.2 
.9 

 
22 
1 
- 
2 
3 
1 

 
73.3 
3.3 

- 
6.7 

10.0 
3.3 

Gender Identity 
Male 

Female 
Gender Expansive  

 
7 

89 
10 

 
6.6 

84.0 
9.3 

 
2 

23 
2 

 
7.4 

85.2 
7.4 

Ethnicity 
Hispanic/Latino/x or Spanish 

Non-hispanic/Non-Latino/x 
Mexican/MexicanAmerican/Chicano 

Puerto Rican 
Another origin 

Prefer to self-describe 

 
1 

102 
1 
2 
1 
6 

 
.9 

88.7 
.9 

1.7 
.9 

5.2 

 
- 

27 
- 
- 
1 
2 

 
- 

90 
- 
- 

3.3 
6.7 

Region 
Mid West 

North East 
South East 

South West 
West 

 
28 
34 
24 
9 

17 

 
24.3 
29.6 
20.9 
7.8 

14.8 

 
7 
8 
5 
2 
8 

 
23.3 
26.7 
16.7 
6.7 

26.7 
Terminal Degree 

DPT 
 

93 
 

80.9 
 

23 
 

76.7 
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MPT/MS 
BS 

Other 

10 
7 
5 

8.7 
6.1 
4.3 

4 
3 
- 

13.3 
10.0 

- 
Practice Setting 

Acute 
Outpatient 

Skilled Nursing 
Inpatient 

Home Health 

 
6 

90 
5 
6 
6 

 
5.2 

78.3 
4.3 
5.2 
5.2 

 
3 

23 
1 
1 
2 

 
10.0 
76.7 
3.3 
3.3 
6.7 

Years Practicing 
1-4 years 

5-10 years 
11-15 years 
16-20 years 

20+ years 

 
29 
27 
20 
11 
28 

 
25.2 
23.5 
17.4 
9.6 

24.3 

 
5 
8 
4 
2 

11 

 
16.7 
26.7 
13.3 
6.7 

36.7 
Board Certification 

Cardio 
Geriatrics 

Neuro 
Ortho 
Sports 

Women’s Health 
Wound Management 

No 

 
3 
4 
1 
8 
2 

20 
1 

74 

 
2.6 
3.5 
.9 

7.0 
1.7 

17.4 
.9 

64.3 

 
1 
1 
1 
- 
- 
7 
- 

19 

 
3.3 
3.3 
3.3 

- 
- 

23.3 
- 

63.3 
APTA Credential CI 

Yes 
No 

 
47 
66 

 
40.9 
57.4 

 
13 
17 

 
43.3 
56.7 

**As some of the participants did not answer some questions, the total number is not equal to 115 
 
 
 
 
 

  



 67 

APPENDIX F: DISSEMINATION POSTER PRESENTATION 

  
 


