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In this position paper, the American College of Physicians exam-
ines the health disparities experienced by the lesbian, gay, bisex-
ual, and transgender (LGBT) community and makes a series of
recommendations to achieve equity for LGBT individuals in the
health care system. These recommendations include enhancing
physician understanding of how to provide culturally and clini-
cally competent care for LGBT individuals, addressing environ-

mental and social factors that can affect their mental and physical
well-being, and supporting further research into understanding
their unique health needs.
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The lesbian, gay, bisexual, and transgender (LGBT)
community is diverse, comprising persons from

various races, ethnicities, and socioeconomic back-
grounds; however, LGBT persons face a common set of
challenges within the health care system. These chal-
lenges range from access to health care coverage and
culturally competent care to state and federal policies
that reinforce social stigma, marginalization, or discrim-
ination. Recent years have brought about reliable data
collection, research, and a greater understanding of
the health care needs of the LGBT community and the
challenges they face in accessing care. Although great
strides have been taken in reducing health disparities
in the LGBT community, much more needs to be done
to achieve equity for LGBT persons in the health care
system.

Although members of the LGBT community face
similar health concerns as the general population, cer-
tain disparities are reported at a higher rate among
LGBT persons than the heterosexual population (1).
These disparities experienced by LGBT persons may be
compounded if they are also part of a racial or ethnic
minority (1). Of note, LGBT persons are more likely to
identify themselves as being in poor health than het-
erosexual individuals, and different segments of the
LGBT population have individual health risks and
needs. For example, gay and bisexual men are at in-
creased risk for certain sexually transmitted infections
and account for more than half of all persons living with
HIV or AIDS in the United States (1); lesbian women are
less likely to have mammography or Papanicolaou test
screening for cancer (2); lesbian and bisexual women
are more likely to be overweight or obese (3); and les-
bian, gay, and bisexual persons are more likely to be-
come disabled at a younger age than heterosexual in-
dividuals (4).

Various state or federal laws may affect the quality
of life of LGBT persons and can affect their physical and
mental health. Same-sex marriage bans may cause psy-
chological distress (5), prohibitive hospital visitation
policies may prevent a same-sex parent from seeing a
minor while the child is ill or participating in medical
decision making for the child, and exclusions on trans-

gender health care in private and public health plans
may cause a transgender patient to seek treatment op-
tions through illegal channels (6). These laws and poli-
cies, along with others that reinforce marginalization,
discrimination, social stigma, or rejection of LGBT per-
sons by their families or communities or that simply
keep LGBT persons from accessing health care, have
been associated with increased rates of anxiety, sui-
cide, and substance or alcohol abuse (7).

Addressing these disparities will require changes
in the way LGBT persons and their families are re-
garded in society and by the health care system. Poli-
cies that are discriminatory toward the LGBT commu-
nity, or are no longer supported by empirical research,
continue to reinforce the environmental and social fac-
tors that can affect the mental and physical well-being
of LGBT persons. The American College of Physicians
(ACP) has a long-standing commitment to improving
the health of all Americans and opposes any form of
discrimination in the delivery of health care services.
ACP is dedicated to eliminating disparities in the qual-
ity of or access to health care and is committed to work-
ing toward fully understanding the unique needs of the
LGBT community and eliminating health disparities for
LGBT persons.

This Executive Summary provides a synopsis of the
full position paper, which is available in Appendix
(available at www.annals.org).

METHODS
The ACP Health and Public Policy Committee,

which is charged with addressing issues affecting the
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health care of the U.S. public and the practice of inter-
nal medicine and its subspecialties, developed these
recommendations. The committee reviewed numerous
studies, reports, and surveys on LGBT health care and
related health policy. The committee also reviewed in-
formation on how state and federal policies may affect
the physical and mental health of the LGBT population.
Draft recommendations were reviewed by the ACP
Board of Regents, Board of Governors, Council of Early
Career Physicians, Council of Resident/Fellow Mem-
bers, Council of Student Members, and Council of Sub-
specialty Societies. The position paper and recommen-
dations were reviewed by the ACP Board of Regents
and approved on 27 April 2015.

ACP POSITION STATEMENTS AND

RECOMMENDATIONS
The following statements represent the official pol-

icy positions and recommendations of the ACP. The
rationale for each is provided in the full position paper
(Appendix).

A glossary of LGBT terminology used throughout
this paper can be found at https://lgbt.ucsf.edu
/glossary-terms.

1. The American College of Physicians recom-
mends that gender identity, independent and funda-
mentally different from sexual orientation, be included
as part of nondiscrimination and antiharassment poli-
cies. The College encourages medical schools, hospi-
tals, physicians' offices, and other medical facilities to
adopt gender identity as part of their nondiscrimination
and antiharassment policies.

2. The American College of Physicians recom-
mends that public and private health benefit plans in-
clude comprehensive transgender health care services
and provide all covered services to transgender persons
as they would all other beneficiaries.

3. The definition of “family” should be inclusive of
those who maintain an ongoing emotional relationship
with a person, regardless of their legal or biological
relationship.

4. The American College of Physicians encourages
all hospitals and medical facilities to allow all patients to
determine who may visit and who may act on their be-
half during their stay, regardless of their sexual orienta-
tion, gender identity, or marital status, and ensure visi-
tation policies are consistent with the Centers for
Medicare & Medicaid Services Conditions of Participa-
tion and The Joint Commission standards for Medicare-
funded hospitals and critical-access hospitals.

5. The American College of Physicians supports civil
marriage rights for same-sex couples. The denial of
such rights can have a negative impact on the physical
and mental health of these persons and contribute to

ongoing stigma and discrimination for LGBT persons
and their families.

6. The American College of Physicians supports
data collection and research into understanding the de-
mographics of the LGBT population, potential causes of
LGBT health disparities, and best practices in reducing
these disparities.

7. Medical schools, residency programs, and con-
tinuing medical education programs should incorporate
LGBT health issues into their curricula. The College sup-
ports programs that would help recruit LGBT persons
into the practice of medicine and programs that offer
support to LGBT medical students, residents, and prac-
ticing physicians.

8. The College opposes the use of “conversion,”
“reorientation,” or “reparative” therapy for the treatment
of LGBT persons.

9. The American College of Physicians supports
continued reviews of blood donation deferral policies
for men who have sex with men. The College supports
evidence-based deferral policies that take into account
a comprehensive assessment of the risk level of all indi-
viduals seeking to donate, which may result in varying
deferral periods or a lengthened or permanent deferral
on blood donation.

CONCLUSION
The ACP recognizes that reducing health dispari-

ties in the LGBT population will take concerted efforts
not only by those in the medical community but also
from society as a whole. Training future physicians to
be culturally and clinically competent in LGBT health
care, working with practicing physicians to increase
their understanding of the LGBT population and their
health needs, advocating for practical health policies
supported by empirical research, and working to elim-
inate laws that discriminate against the LGBT commu-
nity and their families are all important steps to reduc-
ing and ultimately eliminating the health disparities
experienced by the LGBT community.

Note Added in Proof: On 12 May 2015, the U.S. Food and
Drug Administration released the document “Revised Recom-
mendations for Reducing the Risk of Human Immunodefi-
ciency Virus Transmission by Blood and Blood Products: Draft
Guidance for Industry.” The proposed recommendations
would replace the lifetime ban on blood donation by men
who have sex with men with a 12-month deferral period from
most recent sexual contact.

From the American College of Physicians, Washington, DC.

Disclaimer: The authors of this article are responsible
for its contents, including any clinical or treatment
recommendations.
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APPENDIX: LESBIAN, GAY, BISEXUAL, AND

TRANSGENDER HEALTH DISPARITIES:
A POLICY POSITION PAPER FROM THE

AMERICAN COLLEGE OF PHYSICIANS
Understanding the LGBT Community

The LGBT community is a highly diverse and multi-
faceted group of persons encompassing all cultures,
ethnicities, and walks of life. Under the LGBT umbrella,
each individual group faces unique cultural and health-
related needs but shares common challenges, such as
social stigma, discrimination, and disparities in health
care, that unite them.

Research into LGBT health has been expanding as
the community has become more visible and outspo-
ken about engaging the health care system in develop-
ing a knowledge base on the distinctive challenges and
health disparities they face. However, gaps in the med-
ical community's understanding of the overall makeup
of the LGBT community and the environmental and so-
cial factors that may influence the needs of those per-
sons present an obstacle to addressing challenges in a
meaningful way. In 2011, the Institute of Medicine is-
sued a report outlining a research agenda targeting
several areas that could affect how the health care sys-
tem approaches LGBT health, including demographics,
social influences, disparities and inequalities, interven-
tion that includes increasing access to care and
addressing physical or mental conditions, and
transgender-specific needs. The report also recom-
mended the inclusion of the LGBT community in na-
tional health surveys and emphasized a need for scien-
tific rigor and a respectful environment when gathering
data (8).

One important obstacle to identifying health issues
within the LGBT population is a lack of reliable data and
the exclusion of sexual and gender minorities' identifi-

cation on federal health surveys. Recent efforts have
been made to gather population data on persons who
identify as lesbian, gay, bisexual, or transgender and
those who identify as being in a same-sex marriage or
partnership. For the first time in 2010, the U.S. Census
Bureau did not change the data reporting the number
of same-sex couples that identified as being married.
Before that, the 2000 U.S. Census changed the relation-
ship status of same-sex partners identifying as being
the spouse of the head of household to an “unmarried
partner” because there were no states in which same-
sex marriage was legal. In the 1990 U.S. Census, if a
same-sex couple identified themselves as married, the
sex of 1 of the respondents was automatically changed
to the opposite sex and the couple was enumerated as
an opposite-sex married couple (9). The Patient Protec-
tion and Affordable Care Act allows the Department of
Health and Human Services (HHS) to collect “additional
demographic data to further improve our understand-
ing of health disparities,” and in 2013, the National
Health Interview Survey—an annual study of health care
access, use, and behaviors—included sexual orientation
as part of its data collection system (10). Recent esti-
mates put the number of persons who identify as les-
bian, gay, bisexual, or transgender at more than 9 mil-
lion or approximately 3.4% of the U.S. population,
which some analysts believe may be an underestimate
(1). Individuals who may have same-sex attractions or
experiences but do not self-identify as LGBT may still
fall into the category of sexual minorities and face
health disparities associated with LGBT persons.

Access to Care in the LGBT Population
The LGBT community has often been overlooked

when discussing health care disparities and continues
to face barriers to equitable care. Barriers to care are
multidimensional and include stigma and discrimina-
tion, poverty, lack of education, racial or ethnic minority
status, and other psychological health determinants
(11). Studies show that persons who identify as LGBT
have greater economic disadvantages and are more
vulnerable to poverty than those who do not. Using
available information from national surveys, the Wil-
liams Institute reports higher overall poverty rates for
persons identifying under the LGBT umbrella than het-
erosexual persons and higher rates of poverty in same-
sex couples than heterosexual couples (7.6% vs. 5.7%)
(12).

Research shows that LGBT adults and their children
are more likely to be uninsured by public or private
insurance and that they and their family members con-
tinue to face difficulties in gaining access to care and
face a higher risk for health disparities than the general
population (2). Most Americans gain health insurance
coverage through their employer; data are limited but
suggest LGBT persons face higher unemployment rates
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than non-LGBT persons. A 2009 survey in California
found a 14% unemployment rate among LGBT adult
workers compared with 10% among non-LGBT adults
(13).

The Affordable Care Act sought to increase access
to care for low-income Americans by expanding Med-
icaid programs to all persons at or below 133% of the
federal poverty level, providing financial subsidies to
help those making between 100% and 400% of the fed-
eral poverty level purchase insurance on the federal
and state marketplace exchanges, and including non-
discrimination protections in health plans sold on the
exchanges. Although estimates suggested that the
number of uninsured LGBT persons would be reduced
as a result of Medicaid expansion, only about half of
states have chosen to expand their Medicaid programs,
which greatly diminishes its effect. This increases the
number of LGBT persons who may fall into what has
been dubbed the “coverage gap,” in which persons
may earn too much to qualify for their state's Medicaid
program but too little to qualify for subsidies (14).

Transgender individuals face additional challenges
in gaining access to care. Not only are they more likely
to be uninsured than the general population, they are
more likely to be uninsured than lesbian, gay, or bisex-
ual persons (1). They also face high out-of-pocket costs
for transgender-specific medical care if they lack insur-
ance or their insurance coverage does not cover trans-
gender health care. According to the American Con-
gress of Obstetricians and Gynecologists, transgender
youth who receive inadequate treatment are at an in-
creased risk for engaging in self-mutilation or using il-
licit venues to obtain certain treatments; research
shows more than 50% of persons who identify as trans-
gender have obtained injected hormones through ille-
gal means or outside of the traditional medical setting
(6).

Mental and Physical Health Disparities
Existing research into the health of the LGBT pop-

ulation has found some health disparities that dispro-
portionately affect the LGBT population. In 2000, the
first federally funded research study on the health of
LGBT persons assessed 5 major areas of concern for
lesbian, gay, and bisexual persons (the report noted
that transgender health concerns warranted an inde-
pendent evaluation): cancer, family planning, HIV and
AIDS, immunization and infectious diseases, and men-
tal health (15). Research has shown that lesbian women
are less likely to get preventive cancer screenings; les-
bian and bisexual women are more likely to be over-
weight or obese (16); gay men are at higher risk for HIV
and other sexually transmitted infections; and LGBT
populations have the highest rates of tobacco, alcohol,
and other drug use (17). Lesbian, gay, and bisexual
persons are approximately 2.5 times more likely to

have a mental health disorder than heterosexual men
and women (18).

Transgender persons are also at a higher lifetime
risk for suicide attempt and show higher incidence of
social stressors, such as violence, discrimination, or
childhood abuse, than nontransgender persons (19). A
2011 survey of transgender or gender-nonconforming
persons found that 41% reported having attempted
suicide, with the highest rates among those who faced
job loss, harassment, poverty, and physical or sexual
assault (20).

Positions
1. The American College of Physicians recom-

mends that gender identity, independent and funda-
mentally different from sexual orientation, be included
as part of nondiscrimination and antiharassment poli-
cies. The College encourages medical schools, hospi-
tals, physicians' offices, and other medical facilities to
adopt gender identity as part of their nondiscrimination
and antiharassment policies.

Nondiscrimination policies are in place to prevent
employment discrimination or harassment based on
race, color, national or ethnic origin, age, religion, sex,
disability, genetics, or other characteristics protected
under federal, state, or local law (21). However, state
law varies considerably on the inclusion of sexual orien-
tation and gender identity in nondiscrimination policies
and some policies based on sexual orientation alone
may not include gender identity. Eighteen states have
employment nondiscrimination or equal employment
opportunity statutes that cover both gender identity
and sexual orientation, and an additional 3 states have
nondiscrimination statutes that cover sexual orientation
only (22). The Human Rights Campaign, an LGBT rights
organization, estimated that as a result of these as-
sorted laws, 3 of 5 U.S. citizens live in an area that does
not provide protection for gender identity or sexual ori-
entation (23).

Sexual orientation and gender identity are inher-
ently different and should be considered as such when
assessing whether nondiscrimination or harassment
policies provide protection to all members of the LGBT
community. According to the Institute of Medicine,
“sexual orientation” refers to a person's enduring pat-
tern of or disposition to have sexual or romantic desires
for, and relationships with, persons of the same sex or
both sexes (8). “Gender identity” refers to a person's
basic sense of being a man or boy, a woman or girl, or
another gender. Gender identity may or may not corre-
spond to a person's anatomical sex assigned at birth.
The term “transgender” is now widely used to refer to a
diverse group of persons who depart significantly from
traditional gender norms (24). Persons who have a
“marked difference” between their anatomical sex at
birth and their expressed or experienced gender may
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be diagnosed with gender dysphoria, which is a diag-
nosis under the American Psychiatric Association Diag-
nostic and Statistical Manual of Mental Disorders, Fifth
Edition (25).

Evidence shows that individuals with gender iden-
tity variants face increased discrimination, threats of vi-
olence, and stigma. The National Gay and Lesbian Task
Force and the National Center for Transgender Equality
conducted a national survey of transgender and
gender-nonidentifying persons and found high rates of
harassment (78%), physical assault (35%), and sexual
violence (12%) (20). More than 90% of survey partici-
pants reported harassment or discrimination in the
workplace, and they experience double the rate of un-
employment than the general population (20). There-
fore, LGBT persons are more likely to lose their job or
not be hired (26).

Employers have the option to include gender iden-
tity as part of their company's nondiscrimination or
antiharassment policies even if their state does not, and
many companies have chosen to include comprehen-
sive protections policies. To reduce the potential for
discrimination, harassment, and physical and emotional
harm toward persons who are not covered by current
protections, the medical community should include
both sexual orientation and gender identity as part of
any comprehensive nondiscrimination or antiharass-
ment policy.

2. The American College of Physicians recom-
mends that public and private health benefit plans in-
clude comprehensive transgender health care services
and provide all covered services to transgender persons
as they would all other beneficiaries.

The LGBT community is at increased risk for physi-
cal and emotional harm resulting from discrimination or
harassment, and transgender persons may face greater
inequalities in the health care system than the general
population. Of note, 19% of transgender persons lack
any type of health insurance (20). A handful of states
have laws about insurance coverage for transgender
health care, such as hormone replacement therapy or
sexual reassignment surgery, which may be considered
medically necessary as part of the patient's care. Eight
states and the District of Columbia have prohibitions on
insurance exclusion of treatments for sex reassignment
surgery (27).

The World Professional Association for Transgen-
der Health has developed health care standards for
transgender persons who have been diagnosed with
gender dysphoria. The standards emphasize treat-
ments that will achieve “lasting personal comfort with
their gendered selves, in order to maximize their over-
all health, psychological well-being, and self-fulfillment”
and may or may not include modification to a person's
gender expression or how this individual appears or
presents physically to others (28). Research shows that

when transgender persons receive individual, medi-
cally appropriate care, they have improved mental
health, reduction in suicide rates, and lower health care
costs overall because of fewer mental health–related
and substance abuse–related costs (29). However, not
all health plans cover all services associated with trans-
gender health or consider such services medically nec-
essary; some plans may issue blanket exclusions on
transgender health care, not cover certain services for a
transgender person as they would for nontransgender
persons, or only cover the cost of gender reassignment
surgery if certain conditions are met. For example, an
insurance company may cover posthysterectomy estro-
genic hormone replacement therapy for biological
women but will not cover a similar type of hormone
therapy for a postoperative male-to-female transgen-
der patient. Many professional medical organizations,
including the American Medical Association, American
Psychological Association, American Psychiatric Associ-
ation, American Congress of Obstetricians and Gyne-
cologists, and American Academy of Family Physicians,
consider gender transition–related medical services
medically necessary (30).

The decision to institute a hormone therapy regi-
men or pursue sexual reassignment surgery for
transgender individuals is not taken lightly. Transgen-
der patients and their health care team, which may in-
clude primary care physicians, endocrinologists, mental
health professionals, and others, are in the best posi-
tion to determine the most appropriate care plan
unique to the patient's needs. Throughout the course
of treatment, patients and their physicians or health
care team should discuss available options and the ev-
idence base for those treatments in which such evi-
dence exists. It is especially important that transgender
patients whose health care team has determined that
treatment should include cross-sex hormone therapy or
sexual reassignment surgery and postoperative hor-
mone therapy be well-informed about the potential
health risks associated with the long-term use of some
hormonal replacement therapies before treatment.

Without insurance coverage, the cost of treatment
for persons with gender dysphoria may be prohibitively
expensive. The most extensive and expensive sexual
reassignment surgeries may cost tens of thousands of
dollars; this does not include associated costs, such as
counseling, hormone replacement therapy, copays, or
aftercare. The high costs of treatment can result in per-
sons who cannot access the type of care they need,
which can increase their levels of stress and discomfort
and lead to more serious health conditions. In 2014,
the HHS lifted the blanket ban on Medicare coverage
for gender reassignment surgery (31) and the federal
government announced it would no longer prohibit
health plans offered on the Federal Employees Health
Benefits Program from offering gender reassignment
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as part of the plan (27). Transgender health advocates
are hopeful this will result in wider coverage for trans-
gender care in private health plans.

The cost of including transgender health care in
employee health benefits plans is minimal and is un-
likely to raise costs significantly, if at all. A survey of
employers offering transition-related health care in
their health benefit plans found that two thirds of em-
ployers that provided information on actual costs of
employee utilization of transition-related coverage re-
ported 0 costs (32). This is the result of a very small
portion of the population identifying as transgender
and a smaller portion of that group having the most
expensive type of gender reassignment surgery as part
of their treatment. An analysis of the utilization of trans-
gender health services over 6 years after transgender
discrimination was prohibited in one California health
plan found a utilization rate of 0.062 per 1000 covered
persons (33). The inclusion of transgender-related
health care services within a health plan may also result
in an overall reduction of health care costs over time
because patients are less likely to engage in self-
destructive behaviors, such alcohol or substance
abuse.

3. The definition of “family” should be inclusive of
those who maintain an ongoing emotional relationship
with a person, regardless of their legal or biological
relationship.

The term “family” as it is seen in society is changing
and no longer means married heterosexual parents
with children. An analysis shows only 22% of families
fall into this category (34). Stepparents, single parents,
grandparents, same-sex couples, or foster or adoptive
parents all make up the changing face of U.S. families.
Across the country, LGBT persons are raising children,
and demographic data shows that 110 000 same-sex
couples are raising as many as 170 000 biological, ad-
opted, or foster children and 37% of LGBT adults have
had a child (35). This modern concept of family is no
longer dependent on parental status and does not only
include adult heads of household with minor children.
Same-sex couples and different-sex couples who do
not have children may nevertheless have persons in
their lives that they consider family.

Despite research that shows a growing trend to-
ward acceptance of LGBT individuals and families (36),
there is no widely used standard definition of family
inclusive of the diverse nature of the family structure
and definitions vary widely: They can differ from state
to state, within the Internal Revenue Service for tax pur-
poses, by employers to determine eligibility for health
plans, and by hospitals for the purposes of visitation or
medical decision making. If LGBT spouses or partners
are not legally considered a family member, they are at
risk for reduced access to health care and restrictions
on caregiving and decision making; further, they are at

increased risk for health disparities, and their children
may not be eligible for health coverage (34). Therefore,
LGBT persons and families may already be at a financial
disadvantage, with single LGBT parents 3 times more
likely to live near the poverty line than their non-LGBT
counterparts and LGBT families twice as likely to live
near the poverty threshold (35). These financial disad-
vantages can translate into lack of access to medical
care and poorer health outcomes similar to those expe-
rienced by non-LGBT persons and their families who
are uninsured or underinsured, in addition to the health
disparities that are already reported among the LGBT
community.

The Human Rights Campaign's definition of family
for health care organizations, developed with multi-
stakeholder input, is inclusive of same- and different-
sex married couples and families and is an example of a
broad, comprehensive definition of family that includes
a person's biological, legal, and chosen family:

Family means any person(s) who plays a signif-
icant role in an individual's life. This may in-
clude a person(s) not legally related to the in-
dividual. Members of “family” include spouses,
domestic partners, and both different-sex and
same-sex significant others. “Family” includes a
minor patient's parents, regardless of the gen-
der of either parent. (37)

A definition of family inclusive of all types of fami-
lies, including the LGBT population, is not only funda-
mental to reducing the disparities and inequalities that
exist within the health care system, but also important
for the equal treatment of LGBT patients and their visi-
tors in the hospital setting. Countless accounts show
loved ones being denied the right to visit; assist in the
medical decision-making process for their partner, mi-
nor, or child; or be updated on the condition of a pa-
tient because hospital visitation policy broadly prohib-
its those who are not recognized family members from
access to the patient. These policies are discriminatory
against LGBT patients, their visitors, and the millions of
others who are considered family, such as friends,
neighbors, or nonrelative caregivers who can offer sup-
port to the patient.

4. The American College of Physicians encourages
all hospitals and medical facilities to allow all patients to
determine who may visit and who may to act on their
behalf during their stay, regardless of their sexual orien-
tation, gender identity, or marital status, and ensure vis-
itation policies are consistent with the Centers for Medi-
care & Medicaid Services Conditions of Participation
and The Joint Commission standards for Medicare-
funded hospitals and critical-access hospitals.

When persons or their loved ones need emer-
gency care or extended inpatient stays in the hospital,
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they do not often immediately think about access to
visitors or hospital visitation policies, the ability to assist
in medical decision making, or their legal rights as pa-
tients or visitors. Hospital visitation policies are not al-
ways clear or consistent about who can visit or make
medical decisions for a patient if they become incapac-
itated or cannot do so themselves. The absence or lim-
ited access of loved ones can cause uncertainty and
anxiety for the patient. In contrast, the involvement of
family and outside support systems can improve health
outcomes, such as management of chronic illness and
continuity of care (38).

A highly publicized incident of LGBT families facing
discrimination and being denied hospital visitation oc-
curred in Florida in 2007. A woman on vacation with
her family had an aneurysm and was taken to the hos-
pital. Her same-sex partner and their children were de-
nied the right to see her or receive updates on her
condition, and she eventually slipped into a coma and
died (39). In response to this incident, President
Obama issued a presidential memorandum recom-
mending that the HHS review and update hospital visi-
tation policies for hospitals participating in Medicare or
Medicaid and critical-access hospitals to prohibit dis-
crimination based on such factors as sexual orientation
or gender identity (40).

Throughout the rulemaking process, the HHS re-
vised the Medicare Conditions of Participation to re-
quire that all hospitals explain to all patients their right
to choose who may visit during an inpatient stay, in-
cluding same-sex spouses, domestic partners, and
other visitors, and the patients' right to choose a per-
son to act on their behalf. The Joint Commission, the
nation's largest organization for hospital accreditation,
also updated its standards to include equal visitation
for LGBT patients and visitors (41). As a result of these
updated policies, most hospitals and long-term care fa-
cilities are required to allow equal visitation for LGBT
persons and their families.

The presidential memorandum also recommended
that the HHS instruct hospitals to disclose to their pa-
tients that patients have a right to designate a repre-
sentative to make medical decisions on their behalf if
they cannot make those decisions themselves. The re-
vised Conditions of Participation emphasized that hos-
pitals “should give deference to patients' wishes about
their representatives, whether expressed in writing,
orally, or through other evidence, unless prohibited by
state law” (42). With piecemeal regulations and policies
governing the legal rights of LGBT persons and their
families, some same-sex spouses or domestic partners
choose to prepare advance directives, such as durable
powers of attorney and health care proxies, in an effort
to ensure their access to family members and their abil-
ity to exert their right to medical decision making if
necessary.

5. The American College of Physicians supports civil
marriage rights for same-sex couples. The denial of
such rights can have a negative impact on the physical
and mental health of these persons and contribute to
ongoing stigma and discrimination for LGBT persons
and their families.

The health and financial benefits of marriage for
different-sex couples are widely reported, and contem-
porary research supports similar benefits in same-sex
marriage. On the other hand, denial of marriage rights
for LGBT persons may lead to mental and physical
health problems. Health benefits associated with same-
sex marriage result from improved psychological
health and a reinforced social environment with com-
munity support (43). Research suggests that being in a
legally recognized same-sex marriage diminishes men-
tal health differentials between LGBT and heterosexual
persons (5). A comparison study on the utilization of
public health services by gay and bisexual men before
and after Massachusetts legalized same-sex marriage
found a reduction in the number of visits for health
problems and mental health services. The study noted
a 13% reduction in visits overall after the legalization of
same-sex marriage (44).

In contrast, denial of such rights can result in ongo-
ing physical and psychological health issues. Thus,
LGBT persons encountering negative societal attitudes
and discrimination often internalize stressors and have
poor health unseen to those around them; further,
these stressors can lead to self-destructive behaviors
(43). A study of LGBT individuals living in states with a
same-sex marriage ban found increases in general anx-
iety, mood disorders, and alcohol abuse (45). The de-
nial of marriage rights to LGBT persons has also been
found to reinforce stigmas of the LGBT population that
may undermine health and social factors, which can af-
fect young adults (46). The American Medical Associa-
tion's broad policy supporting civil rights for LGBT per-
sons acknowledges that denial of civil marriage rights
can be harmful to LGBT persons and their families and
contribute to ongoing health disparities (47).

Since 2003, the overall support for marriage equal-
ity has increased. The shift in attitudes toward accep-
tance of same-sex marriage has broad positive implica-
tions for the future of U.S. civil marriage rights. A 2013
survey by the Pew Research Center revealed that nearly
half of U.S. adults expressed support for same-sex mar-
riage. Of note, millennials (those born after 1980)
showed the highest rate of support for same-sex mar-
riage rights at 70%. Not only has overall opinion
changed, but individually, 1 in 7 respondents reported
they had changed their minds from opposing to sup-
porting same-sex marriage. The Pew survey found that
32% of respondents changed their mind because they
knew someone who identified as lesbian or gay (36).
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The legal landscape is also shifting in favor of inclu-
sive civil marriage rights for same-sex couples. The
American Bar Association has adopted a resolution rec-
ognizing “that lesbian, gay, bisexual and transgender
(LGBT) persons have a human right to be free from
discrimination, threats and violence based on their
LGBT status and condemns all laws, regulations and
rules or practices that discriminate on the basis that an
individual is [an] LGBT person” (48). In June 2013, the
U.S. Supreme Court struck down a provision of the De-
fense of Marriage Act that defined marriage as a “union
between a man and a woman.” The decision allowed
legally married same-sex couples to have the same fed-
eral benefits offered to heterosexual couples (49). Cur-
rently more than half of the states and the District of
Columbia allow same-sex marriage, and several states
have rulings in favor of same-sex marriage that are
stayed pending legal appeals (50). In April 2015, the
Supreme Court heard oral arguments in a case involv-
ing same-sex marriage bans in Michigan, Ohio, Ken-
tucky, and Tennessee; this will ultimately determine the
constitutionality of same-sex marriage bans, including
whether states would be required to recognize same-
sex marriages performed legally out of state (51).

6. The American College of Physicians supports
data collection and research into understanding the de-
mographics of the LGBT population, potential causes of
LGBT health disparities, and best practices in reducing
these disparities.

Previous efforts to understand the LGBT population
by including sexual orientation or gender identity in
health surveys and data collection are a good first step,
but there is a long way to go to understand the unique
health needs of all members of the LGBT community.
Understanding the demographics of the persons who
make up this community is a key first step to under-
standing how environmental and social determinants
may contribute to the health disparities they face. Over-
whelming evidence shows that racial and ethnic minor-
ities experience greater health disparities than the gen-
eral population. In 2010, ACP published an updated
position paper on racial and ethnic disparities in health
care, which identified various statistics on health dispar-
ities in racial and ethnic minority groups, such as higher
levels of uninsured Hispanics than white persons (34%
vs. 13%) and lower rates of medication adherence in
minority Medicare beneficiaries diagnosed with de-
mentia (52). Persons who are part of both the LGBT
community and a racial or ethnic minority group may
face the highest levels of disparities. For example, data
show that 30% of African American adults who identify
as lesbian, gay, or bisexual are likely to delay getting a
prescription compared with 19% of African American
heterosexual adults (26).

Transgender persons may also face certain in-
creased risk factors that can affect their health that are

not included when discussing the LGBT population as a
whole, which creates research gaps with the LGBT com-
munity. A survey study of transgender persons shows
elevated reports of harassment, physical assault, and
sexual violence (20). In addition, transgender persons
are more likely to face discrimination in education, em-
ployment, housing, and public accommodations than
other sexual, racial, or ethnic minority groups. The lack
of and unfamiliarity with research focused on the phys-
ical health issues of transgender persons, such as hor-
mone replacement therapy and cancer risk, limit the
understanding or development of best practices that
could reduce the disparities felt by this population. The
dearth of such research is detrimental to physicians'
understanding of issues unique to transgender patients
and reduces their ability to care for these patients.

Data that have been gathered in the relatively short
time since the inclusion of sexual orientation, gender
identity, and same-sex marital status have revealed in-
formation that can be used to create tailored plans to
decrease health disparities in in the LGBT community.
For example, in 2009 the California Health Interview
Survey collected information on certain health indica-
tors and included sexual orientation along with racial
and minority status. The survey found a higher rate of
uninsured lesbian, gay, or bisexual Latino adults in the
state than their African American counterparts (36% vs.
14%) (20).

In addition to obtaining information from popula-
tion surveys, including gender identity and sexual ori-
entation as a component of a patient's medical record
(paper or electronic) may help a physician to better un-
derstand an LGBT patient's needs and provide more
comprehensive care. This can be particularly useful in
the care of transgender persons, whose gender identity
and gender expression may differ from their sex as-
signed at birth and are not in line with the standard sex
template on many forms. Including this information—
especially in electronic health records that can stan-
dardize information, such as anatomy present and the
preferred name/pronoun—can create a more comfort-
able experience for the patient and keep the physician
up to date on the patient's transition history, if applica-
ble (53). If a physician uses paper medical records, the
patient's chart should be flagged using an indicator,
such as a sticker, to alert staff to use the preferred name
and pronoun of the patient (54).

7. Medical schools, residency programs, and con-
tinuing medical education programs should incorporate
LGBT health issues into their curricula. The College sup-
ports programs that would help recruit LGBT persons
into the practice of medicine and programs that offer
support to LGBT medical students, residents, and prac-
ticing physicians.

Establishing understanding, trust, and communica-
tion between a physician and a patient is key to an
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ongoing and beneficial physician–patient relationship.
However, reported instances of physician bias or denial
of care to LGBT patients may influence patients to with-
hold information on their sexual orientation, gender
identity, or medical conditions that could help the phy-
sician have a better understanding of the potential
health needs of their patients. Physicians can play an
integral role in helping an LGBT patient navigate
through the medical system by providing respectful,
culturally, and clinically competent care that under-
scores the overall health of the patient. In an article
published in The New England Journal of Medicine,
Makadon noted how physicians can create a welcom-
ing and inclusive environment to LGBT patients:

[G]uidelines for clinical practice can be very
simple: ask the appropriate questions and be
open and nonjudgmental about the answers.
Few patients expect their providers to be ex-
perts on all aspects of gay and lesbian life. But
it is important that providers inquire about life
situations, be concerned about family and
other important relationships, understand sup-
port systems, and make appropriate referrals
for counseling and support when necessary.
(55)

Providing clinically and culturally competent care
for transgender persons in the primary care setting may
present a challenge to physicians who are not knowl-
edgeable about transgender health. Transgender per-
sons have reported encounters with physicians who are
unaware of how to approach treatment of a transgen-
der person, and half of transgender patients reported
having to “teach” their physician about transgender
health (20). The National Transgender Survey found
that 19% of participants had been denied medical care
because of their transgender status (20). Resources for
physicians on how to approach the treatment of trans-
gender patients should emphasize respecting the pa-
tient's gender identity while providing prevention,
treatment, and screening to the anatomy that is present
(56).

To better understand the unique health needs of
the LGBT community, physicians and medical profes-
sionals must develop a knowledge base in cultural and
clinical competency and understand the factors that af-
fect LGBT health; this should begin in the medical
school setting and continue during practice. Assess-
ment of LGBT-related content at medical schools found
a median of 5 hours spent on LGBT-related issues over
the course of the curriculum (57). Exposure to members
of the LGBT population in medical school has been
shown to increase the likelihood that a physician will
take a more comprehensive patient history, have a bet-
ter understanding of LGBT health issues, and have a

more positive attitude toward LGBT patients (58). Stud-
ies show that undergraduate students pursuing a ca-
reer in medicine are receptive to incorporating LGBT-
related issues into their education and agree that it
applies to their future work (59). The College recog-
nizes the importance of incorporating LGBT health into
the medical school curriculum and publishes a compre-
hensive medical textbook on LGBT health, The Fenway
Guide to Lesbian, Gay, Bisexual, and Transgender
Health, 2nd Edition (60).

In November 2014, the Association of American
Medical Colleges Advisory Committee on Sexual Ori-
entation, Gender Identity, and Sex Development re-
leased a comprehensive report recommending strate-
gies on how to implement changes in academic
medical institutions to better address the needs of
LGBT patients; further, the committee identified chal-
lenges and barriers to carrying out these changes. The
report recognizes 3 methods of integrating LGBT
health into the medical school curricula: full curriculum
revision, the addition of a required class, or LGBT
health study as a part of elective materials. The report
also identifies barriers to curricular changes, including
but not limited to a lack of material that has been
shown to be effective, reluctance of faculty and staff to
teach the new material, and a shortage of institutional
time that would permit teachers to participate in con-
tinuing education on the topic (61).

For some LGBT persons interested in pursuing ca-
reers in medicine, there continues to be an underlying
concern that their sexual orientation or gender identity
may affect their selection into a medical school or resi-
dency program and acceptance by their peers. In 2012,
Dr. Mark Schuster published his personal story about
being gay in medicine starting in the 1980s when he
entered medical school, through residency, and into
practice. In his article, he spoke of a former attending
physician he worked under who acted as an advisor
and had indicated he would offer him a recommenda-
tion for residency, only to find this physician later re-
nege on that offer after Dr. Schuster shared that he was
gay (62). Little research has been done on the recruit-
ment of LGBT physicians into the practice of medicine
or how disclosing sexual orientation may affect training.
One survey measuring the perceptions and attitudes
toward sexual orientation during training found that
30% of respondents did not reveal their sexual orienta-
tion when applying for residency positions for fear of
rejection (63).

Academic medical institutions can make efforts to
create a welcoming and inclusive environment for stu-
dents and faculty. The University of California, San Fran-
cisco, LGBT Resource Center developed a checklist for
medical schools to assess LGBT curriculum, admissions,
and the working environment within their institution.
The checklist includes inclusive application procedures,
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measurement of retention of LGBT students, and efforts
and resources dedicated to student well-being (64). In
a 2013 white paper, the Gay and Lesbian Medical As-
sociation made several recommendations to support
an LGBT-inclusive climate at health professional
schools in such areas as institutional equality, transgen-
der services and support, diversity initiatives, admis-
sions, staff and faculty recruitment and retention, staff
and faculty training, and other areas that underscore
simple yet thoughtful ways to create an accepting envi-
ronment for LGBT students, faculty, and employees
(65). Tools such as these can assist in recruiting and
retaining LGBT physicians.

8. The College opposes the use of “conversion,”
“reorientation,” or “reparative” therapy for the treatment
of LGBT persons.

Since 1973, the American Psychiatric Association's
Diagnostic and Statistical Manual of Mental Disorders
has not considered homosexuality an illness (66). All
major medical and mental health organizations do not
consider homosexuality as an illness but as a variation
of human sexuality, and they denounce the practice of
reparative therapy for treatment of LGBT persons (67).
The core basis for “conversion,” “reorientation,” or “re-
parative” therapy, which is generally defined as therapy
aiming at changing the sexual orientation of lesbian
women and gay men, is mostly based on religious or
moral objections to homosexuality or the belief that a
homosexual person can be “cured” of their presumed
illness.

In 2007, the American Psychological Association
conducted a literature review of 83 studies on the effi-
cacy of efforts to change sexual orientation. It found
serious flaws in the research methods of most of
the studies and identified only 1 study that met re-
search standards for establishing safety or efficacy of
conversion therapy and also compared persons who
received a treatment with those who did not. In that
study, intervention had no effect on the rates of same-
sex behavior, so it is widely believed that there is no
scientific evidence to support the use of reparative
therapy (68). The Pan American Health Organization,
the regional office for the Americas of the larger World
Health Organization, also supports the position that
there is no medical basis for reparative therapy and that
the practice may pose a threat to the overall health and
well-being of an individual (69). Dr. Robert Spitzer, the
author of a 2003 research study often cited by support-
ers of the reparative therapy movement to purport that
persons may choose to change their sexual orientation,
has denounced the research as flawed and apologized
to the LGBT community in a letter for misinterpretations
or misrepresentations that arose from the study (70).

Available research does not support the use of re-
parative therapy as an effective method in the treat-
ment of LGBT persons. Evidence shows that the prac-

tice may actually cause emotional or physical harm to
LGBT individuals, particularly adolescents or young
persons. Research done at San Francisco State Univer-
sity on the effect of familial attitudes and acceptance
found that LGBT youth who were rejected by their fam-
ilies because of their identity were more likely than their
LGBT peers who were not rejected or only mildly re-
jected by their families to attempt suicide, report high
levels of depression, use illegal drugs, or be at risk for
HIV and sexually transmitted illnesses (71). The Ameri-
can Psychological Association literature review found
that reparative therapy is associated with the loss of
sexual feeling, depression, anxiety, and suicidality (68).

States have delved into the debate over the use of
reparative therapy for minor children given the poten-
tial for harm. California; New Jersey; and Washington,
DC, have enacted laws banning the practice. Several
other state legislatures, such as those in Washington
state, Massachusetts, New York, and Oregon, have in-
troduced or passed legislation through one chamber
but failed to pass the bill into law (72). The New Jersey
law was challenged on the grounds that the ban limited
the free speech of mental health professionals, but the
law was upheld by the Third U.S. Circuit Court of Ap-
peals (73). In May 2015, the U.S. Supreme Court de-
clined to hear a challenge to the law (74).

9. The American College of Physicians supports
continued reviews of blood donation deferral policies
for men who have sex with men. The College supports
evidence-based deferral policies that take into account
a comprehensive assessment of the risk level of all indi-
viduals seeking to donate, which may result in varying
deferral periods or a lengthened or permanent deferral
on blood donation.

Persons who are considered at increased or possi-
ble risk for certain infectious diseases, such as intrave-
nous drug users, recipients of animal organs or tissues,
and those who have traveled or lived abroad in certain
countries, are prohibited by the U.S Food and Drug
Administration from donating blood (75). Since the
early 1980s, the policy has also included men who have
sex with men (MSM) since 1977. This lifetime deferral of
blood donation for MSM was instituted during a time
when the incidence of HIV and AIDS increased to epi-
demic levels in the United States, and the disease and
how it was transmitted were largely misunderstood by
the scientific community. In the following years, con-
certed efforts by the medical community, patient advo-
cates, and government officials and agencies resulted
in advancements in blood screening technology and
treatments for the virus. However, during that time of
uncertainty, policies were implemented to balance the
risk for contaminating the blood supply with what was
known about the transmissibility of the disease.

Several medical organizations support deferral pol-
icy reform based on available scientific evidence and
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testing capabilities. The American Medical Association
policy on blood donor criteria supports, “the use of ra-
tional, scientifically based blood and tissue donation
deferral periods that are fairly and consistently applied
to donors according to their level of risk” (76). The
American Association of Blood Banks, America's Blood
Centers, and the American Red Cross have long advo-
cated for a modification to deferral criteria to be “made
comparable with criteria for other groups at increased
risk for sexual transmission of transfusion-transmitted
infections” and recommend a 12-month deferral for
men who have had sex with another man since 1977,
which is in line with deferral criteria for others who have
exhibited high-risk behavior (77). The eligibility stan-
dards and policies on the donation of tissues or tissue
products (5-year deferral since last sexual contact) (78)
and vascular organs (risk assessed individually, dis-
closed to transplant team, and consent required) (79)
by MSM also reflect a measured assessment of disease
transmission risk to donor recipients.

Many countries, including the United Kingdom,
Canada, Finland, Australia, and New Zealand, have suc-
cessfully instituted deferral periods ranging from 12
months to 5 years in lieu of a lifetime ban on blood
donation by MSM without measurable increased risk to
the blood supply. A study of the risk of blood donations
from MSM after the implementation of shorter deferral
periods in England and Wales 12 months after their last
sexual encounter found only a marginal increase in the
risk for transfusion-transmitted HIV (80). Australia
changed the deferral policy for MSM from 5 years to 12
months over 1996 to 2000. A study that compared the
prevalence of HIV among blood donors from the 5-year
deferral period compared with the 12-month deferral
period found no evidence that the 12-month period
increased risk for HIV in recipients (81).

In late 2014, the HHS Advisory Committee on
Blood and Tissue Safety and Availability voted in favor
of recommending a 1-year deferral policy for MSM and
increased surveillance of the blood supply. The U.S
Food and Drug Administration announced it would be
updating its policy on blood donation from MSM after
considering recommendations made by the HHS, re-
views of available scientific evidence, and recommen-
dations from its own Blood Products Advisory Commit-
tee. The policy about indefinite deferral on blood
donation from MSM is being updated to a 1-year de-
ferral period from the last sexual contact, and the U.S.
Food and Drug Administration will issue draft guidance
on the policy change in 2015. In addition, the agency
announced it has already taken steps to implement a
national blood surveillance system to monitor what, if
any, effects the new policy has on the nation's blood
supply (82). Lifting the lifetime ban on blood donation
by MSM is an important first step toward creating eq-
uity among those wishing to donate blood. The U.S

Food and Drug Administration should continue to
monitor the effects of a 1-year deferral and update its
policy as information and data are gathered through
surveillance to make further strides toward policies that
assess donor eligibility on the basis of scientific data
and individual risk factors, such as the length of time
since a high-risk behavior has occurred, type of sex that
occurred, number of partners during a period of time,
or a combination of factors (83).
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Family policy issues are defined as those issues fundamentally concerned about families as the
basic institution of our society. Society depends upon families to perform certain essential
tasks throughout the life cycle that no other institution of our society is able to carry out as well.
As defined in the growing literature that is shaping and defining the domain of family policy
issues, family policy generally includes four basic areas of family functioning that directly and 
explicitly concern:

Family Composition: Those issues and policies that affect families.
Economic Support: Those issues and policies that affect families’ responsibility and
ability to provide for their dependents’ basic needs.
Child-Rearing: Those issues and policies that concern families’ responsibility and
ability to nurture and rear their children.
Family Care: Those issues and policies that concern families’ responsibility and
ability to care for, and related to, relatives of all ages.

Family policies are those issues and policies that either reinforce or interfere with the four basic
major categories of family functioning identified above.

Goals for actions concerning family relevant issues by the Board of Directors and the
Association are to:

Educate members
Contribute to the public discourse
Protect and enhance the ability of the profession to serve families
Influence public policy

The Board of Directors and Association shall be guided in selection of relevant social and 
family issues by consideration of whether issues are those that are: 

Commanding issues that make a significant difference for the practice of marriage
and family therapy and/or
Commanding issues that make a significant difference for the well-being of families
and relationships

Process for Identification, Selection, and Study of Family Policy Issues

Issues are identified through a variety of initiating sources. These sources include
members of the AAMFT Board of Directors, the membership of the AAMFT staff, and
the general AAMFT membership.
When potential issues are identified, the President of the AAMFT Board of Directors
shall appoint a Task Force to conduct an initial review of each of the issues that are
identified. This Task Force shall recommend to the Board which issues merit further
study and consideration by the AAMFT.
For each issue recommended for further study, the Task Force may recommend the
process for review and study and, in consultation with the CEO, the fiscal and human 
resources necessary to complete such a review and study.
If a decision is made by the Board that further study is required, the President, in 
consultation with and as approved by the Board, will establish a mechanism to study 
the issue (e.g., appointment of Task Force, direction to CEO, or other mechanism 
appropriate to the issue identified). Study of identified issue should include
• A primary emphasis on familial/relational aspects;
• Role of the larger context (e.g., community, political/ideological, socio-cultural, 

legal, and/or historical);
• Consideration of the effect of policy options on the practice and profession of 

marriage and family therapy, client families of marriage and family therapists, 
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and the context directly pertinent to the well-being of families; and
• Explicit consideration of ethics and values.
The study process may include, but is not limited to, the following: a review of the
relevant literature and other available information, input from and dialogue with
AAMFT members, information presented and discussions held in conjunction with the
AAMFT Annual Conference and other public conversations and communications.
The completed study shall be presented to the Board and may include 
recommendations for the Board’s consideration.
Recommendations to the Board in any report provided by Task Forces or staff, or via 
other reporting mechanisms, may include, but are not limited to:
• No further action by the Board of Directors;
• Further study;
• Dissemination of information to the membership, public, and/or media;
• Possible mechanisms for continued dialogue;
• Possible collaboration with other organizations or entities;
• Adoption of a formal position and a rationale for that position; and
• Adoption of a formal position and a rationale for that position, with 

associated advocacy activities.
Recommendations may be accompanied by analysis of the fiscal and human 
resources necessary to implement the recommendations as appropriate.
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