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Introduction
Diabetes mellitus affects over 30 million Americans,  
including those who are lesbian, gay, bisexual, transgen-
der, and queer (LGBTQ). A quarter of Americans with  
diabetes have not received a diagnosis, and an addition-
al 84.1 million have prediabetes.1 

The great majority of people with diabetes have type 
2, which can be managed with healthy eating, physical 
activity, smoking cessation, psychosocial screening and 
follow-up,2 and often medications or insulin therapy.3 

Unfortunately, poverty and other social determinants 
create barriers that may inhibit an individual’s ability to 
prevent and manage diabetes.4 It is not surprising, then, 
that health centers serve a disproportionate number of 
patients with diabetes: at least one in every seven health 
center patients has a diabetes diagnosis,5 compared to 
the national average of one in ten.6 Without appropriate 
management, diabetes can lead to heart disease, stroke, 
vision loss, kidney disease, neuropathy, lower limb am-
putations, and mortality.1 

In this publication, we discuss diabetes risk factors 
unique to LGBTQ people, and make recommendations 
for screening and management of diabetes in LGBTQ 
populations. For a brief overview of this publication, 
read the Key Summary Points on page 8. 
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Are LGBTQ People More Likely to 
Have Diabetes? 
Research studies suggest that certain LGBTQ subgroups may have an increased risk for type 2 diabetes.  
The research is summarized below: 

Lesbian and bisexual (LB) women

LB cisgender (i.e., not transgender) women, espe-
cially young women and teens, may have a high-
er prevalence of diabetes compared to cisgender 
straight women.7 Studies consistently report that LB 
youth and women are more likely to be overweight 
or obese compared to their straight peers,8,9 and that 
high body mass index (BMI) is a primary contributor 
to type 2 diabetes.2 Other common risk factors for 
diabetes among LB women include cigarette smok-
ing and alcohol use disorders.10 It should be noted, 
however, that some studies have not shown a signif-
icant difference in prevalence of diabetes diagnosis 
among LB women compared to straight women.11,12  

Gay and bisexual (GB) men

Lifetime diabetes diagnosis may be higher among 
cisgender GB men than among cisgender straight 
men.12 Although GB men do not have a higher BMI 
than straight men, they are more likely to smoke cig-
arettes and possibly more likely to engage in at-risk 
alcohol use.10,13-15 In addition, GB men are dispropor-
tionately living with HIV,16 and people living with HIV 
are more likely to have type 2 diabetes. Some HIV 
medications increase insulin resistance, although 
their direct effects on diabetes risk is unclear.17 A 
2017 Australian study found that older HIV-infected 
GB men had an increased risk of diabetes compared 
to older HIV-uninfected GB men, and that the differ-
ence was possibly due HIV medication use.18   

Transgender people

Transgender people may also have a somewhat high-
er prevalence of type 2 diabetes compared to cis-
gender people.19-21 In some cases, gender-affirming 
hormone therapy may contribute to weight gain and 
other risk factors for diabetes (e.g., oral estrogens 
may increase triglycerides and insulin resistance; 
testosterone may increase hemoglobin/hematocrit) 
although these effects appear to be modest.20-22 Re-
search suggests that transgender people may also 
have a high prevalence of tobacco use22 and haz-
ardous drinking,23 which can increase the risk of di-
abetes. Transgender men are also more likely to be 
obese and to have a poor lipid profile compared to 
cisgender men, but not cisgender women.24 As with 
GB men, transgender women are a population with 
high HIV incidence and prevalence,25 and may there-
fore be at increased risk of diabetes from taking cer-
tain HIV medications. 

LGBTQ racial and ethnic minorities

Among all health center patients, diabetes dispro-
portionately affects Pacific Islanders, American In-
dian/Alaska Native, Native Hawaiian, Black/African 
American, and Hispanic or Latino patients.5 LGBTQ 
patients who identify as one or more of these race/
ethnicities may therefore have a compounded risk 
of diabetes.
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Diabetes Prevention and Clinical 
Care for LGBTQ Patients 
Social determinants

The successful prevention, treatment, and manage-
ment of diabetes requires health centers to not only 
provide appropriate medical care, but also to ad-
dress the complex social needs of patients. Unem-
ployment and homelessness are disproportionately 
high among LGBTQ people, especially transgender 
people, as a result of pervasive societal discrimina-
tion.26 Many also report delaying necessary medi-
cal care in order to avoid experiencing stigma and 
bias from health care providers.27 Unequal access to 
housing, employment, food, and education all have 
a profound influence on diabetes health status.4,28  
A person without steady employment may not have 
the income to purchase healthy foods or pay gym 
membership fees. To regularly attend medical ap-
pointments and visit the pharmacy, a person needs 
a car or access to public transportation, but may not 
have the funds to afford a vehicle or transportation 
fees. Homelessness exacerbates all of these issues 
and more.29 

Substance use disorders, depression, anxiety and 
other behavioral health issues can also complicate 
the prevention, treatment, and management of di-
abetes.30 LGBTQ people have an increased risk of 
behavioral health disorders in response to stressors 
caused by stigma and discrimination.31 

Strategies for overcoming barriers

To support LGBTQ patients with diabetes, health 
centers can provide LGBTQ patients with equitable 
health care that is free of stigma, addresses social 
determinants, and is culturally tailored as needed. 
Steps to doing this include:

 n Training clinical and front-line staff in LGBTQ-af-
firming communication and care – be sure to 
include nutritionists and diabetes educators in 
the training

 n Establishing patient policies that protect LGBTQ 
people from discrimination based on sexual ori-
entation, gender identity, and gender expression

 n Working with local community groups and part-
ners to engage LGBTQ patients

 n Using an integrated behavioral health and pri-
mary care model, or setting up a strong referral 
network of culturally affirming behavioral health 
providers

 n Using LGBTQ-inclusive language and images on 
forms, as well as educational and promotional 
materials.

 n Addressing behavioral needs that impede 
treatment adherence and self-care, e.g., use a 
trauma-informed approach to care.
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Screening 

Diabetes screening for LGBQ cisgender people 
should follow the same recommendations as for the 
general population. The American Diabetes Associ-
ation’s 2019 Standards of Medical Care in Diabetes 
provides evidence-graded clinical practice recom-
mendations for diabetes screening.32

When screening transgender patients, it is important 
to know that gender-affirming hormone treatment 
may increase blood pressure, blood glucose, and 
weight.33 Transgender health guidelines recommend 
that patients taking masculinizing or feminizing 
hormone therapy be screened at time of hormone 
therapy initiation and at least annually (guidelines 
vary); more frequent screening is recommended 
for patients with a family history of diabetes or an 
annual weight gain of more than 5 kg.34,35 Clinicians 
should also keep in mind that transgender men are 
at increased risk for developing polycystic ovarian 
syndrome, which is a risk factor for diabetes.30 

For HIV-infected patients, it is recommended 
that clinicians test the blood glucose levels of pa-
tients prior to initiating HIV medications. Clinicians 
should consult guidelines to determine the best HIV 
medications to use with patients who have high-
er-than-normal glucose levels.36

Treatment and management

Health center patients overall have better controlled 
blood sugar levels (Hemoglobin A1c < 9%) than 
the national average (67%5 vs. 59%6 respectively, in 
2017). Nonetheless, there is much room for improve-
ment, particularly among racial, ethnic, and sexual 
and gender minority populations. 

Diabetes treatment and management for LGBTQ 
people should follow the same guidelines as for 
the general population (see the American Diabetes 
Association’s Standards of Medical Care in Diabe-
tes)30, with some exceptions for those taking gen-
der-affirming hormone therapy (see next page).33,34 
Current recommendations for managing type 2 di-
abetes include offering or referring patients to in-
terventions for weight loss, healthy eating, regular 
exercise, and smoking cessation when applicable.2 
Some patients will require diabetes medication or 
insulin therapy, and all patients should receive blood 
sugar monitoring.3

We recommend providing LGBTQ culturally affirm-
ing care to help patients connect to social and com-
munity supports that will diminish the stressors and 
barriers unique to LGBTQ people. In addition, being 
nonjudgmental and avoiding assumptions about a 
patient’s gender expression, partners, and pronouns 
are important for fostering a good relationship with 
LGBTQ patients. To learn more about culturally af-
firming care, see the strategies listed on page 3 
and the training and information resources listed on 
page 9.
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Diabetes management for transgender patients 

The World Professional Association for Transgender Health’s Standards of Care recommends that con-
ditions such as diabetes be “reasonably well controlled” prior to initiating gender affirming hormone 
therapy. As part of the informed consent process with a diabetes patient who wishes to access hor-
mone therapy,37 clinicians can discuss the potential effects of gender-affirming hormone therapy on 
blood sugar levels.21,38 It is not yet clear if gender-affirming hormone therapy affects diabetes disease 
course.32 To reduce the potential risk of complications in transgender patients with diabetes, clini-
cians should consider closely monitoring for fasting glucose and hemoglobin A1c when initiating or 
adjusting gender-affirming hormone therapy.32,36 Patients taking estrogen may need insulin-sensitizing 
agents if diabetes medications are indicated.33 Anecdotally, transgender patients who have poorly con-
trolled diabetes prior to initiating gender-affirming hormone therapy often see declines in hemoglobin 
A1c levels after starting hormone treatment as a result of improved mental health and self-care.32
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Population Health 
Management
To better understand how diabetes affects your LGBTQ 
patient population, we recommend including sexual ori-
entation and gender identity (SOGI) demographic cate-
gories when developing electronic health record (EHR) 
summary reports on diabetes measures.39 HRSA has re-
quired health centers to collect and report SOGI data to 
the Uniform Data System since 2016 in order to allow for 
better LGBTQ population health management. Tracking 
disparities and trends in diabetes prevalence and hemo-
globin A1c levels among LGBTQ patients will enable your 
health center to provide more focused care for this vul-
nerable population. 
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Diabetes Programs
Health centers that conduct patient programs for di-
abetes prevention and management can take steps 
to ensure these programs are welcoming for LGBTQ 
patients. Ways to do this include: stating in promo-
tional materials that the program welcomes peo-
ple of all sexual orientations and gender identities; 
training program leaders in culturally affirming com-
munication; and modeling inclusive language when 
facilitating groups (e.g., saying ‘partner’ or ‘spouse’ 
instead of ‘wife’ or ‘husband;’ asking members for 
their pronouns). Where feasible, health centers can 
create programs and support groups specifically for 
LGBTQ people in order to address unique barriers 
with culturally appropriate solutions.

Though not specific to LGBTQ people, we wish to 
highlight a model program for diabetes manage-
ment that addresses social determinants of health 
that disproportionately affect LGBTQ people. Start-
ed in 2016, Geisinger Health in Pennsylvania creat-
ed the Fresh Food Farmacy program that gives out 
“prescriptions” for healthy food to patients with dia-
betes who experience food insecurity. Patients pick 
up free nutritious food, menus, and recipes from an 
onsite pantry while also receiving patient-centered, 
multidisciplinary collaborative care, and participat-
ing in group classes on diabetes self-management. 
After 12 months of being in the program, patients’ 
hemoglobin A1c levels dropped from an average of 
9.6 before the program to 7.5.40 See https://www.
geisinger.org/freshfoodfarmacy to read more about 
the program.
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Key Summary Points
LGBTQ patients may be at higher risk for type 2 diabetes. The 
screening, treatment, and management of diabetes is the same as 
for all populations, with some additional screening and manage-
ment needed for transgender patients taking gender-affirming hor-
mone therapy. To better engage patients in care, we recommend: 

 n Training staff in LGBTQ culturally affirming care and services 

 n Accessing primary care guidelines for transgender patients  
that include screening and management recommendations  
for patients taking gender-affirming hormone therapy

 n Addressing risk factors and treating co-morbid conditions  
common among LGBTQ populations, such as obesity, substance 
use disorders, cigarette smoking, and HIV

 n Collecting sexual orientation and gender identity data in the 
EHR in order to monitor trends and disparities in diabetes  
incidence, prevalence, and control among LGBTQ patients 

 n Supporting patients in overcoming socio-economic issues that 
negatively influence health status; for example, connecting pa-
tients to programs for housing and job training, partnering with 
LGBTQ community groups and services, and ensuring that your 
clinical environment is free of stigma and is pro-actively inclu-
sive of LGBTQ patients

 n Developing culturally specific diabetes management programs 
that address LGBTQ risk factors and social stressors that impede 
engagement in care.
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Resources
 n The National LGBT Health Education Center 

Free online training and educational publications 
to improve health centers’ capacity to provide  
culturally affirming care to LGBTQ patients. In-
cludes resources on SOGI data collection. 
www.lgbthealtheducation.org

 n HRSA Health Center Program Diabetes QI 
Initiative  
HRSA’s initiative to improve diabetes outcomes 
and lower health care costs using principles of  
QI and data driven decision-making, and sharing 
promising practices and lessons learned.  
bphc.hrsa.gov/qualityimprovement/clinicalquali-
ty/diabetes.html

 n American Diabetes Association. Standards 
of Medical Care in Diabetes — 2019. Diabetes 
Care. 2019; 42; Supplement 1. 
Diabetes care clinical practice recommendations 
based on the clinical literature, with input from  
the medical community and the American Dia-
betes Association. Updated at least annually. 
care.diabetesjournals.org/content/42/Supple-
ment_1

 n Center of Excellence for Transgender Care, 
University of San Francisco, CA 
Primary care guidelines for transgender health. 
www.transhealth.ucsf.edu

 n The Fenway Guide to Lesbian, Gay, Bisexual, 
and Transgender Health, 2nd edition. Ameri-
can College of Physicians; 2015 
See: Feldman J, Spencer K. Medical and surgical 
management of the transgender patient: what  
the primary care clinician needs to know, 
pp.479-518.

 n Tom Waddell Health Center Hormonal Treat-
ment Protocols for Transgender Patients, 2013 
Hormone treatment guidelines based on avail-
able evidence as well as the Tom Waddell Health  
Center’s experience in treating transgender 
patients over 20 years. www.sfdph.org/dph/
comupg/oservices/medSvs/hlthCtrs/TransGend-
protocols122006.pdf 

 n The Endocrine Society: Endocrine Treatment 
of Gender-Dysphoric/Gender-Incongruent  
Persons: An Endocrine Society Clinical Prac-
tice Guideline, 2017  
An evidence-based guideline developed by an 
expert task force appointed by the Endocrine  
Society. www.endocrine.org/guidelines-and-clin-
ical-practice/clinical-practice-guidelines/gender- 
dysphoria-gender-incongruence
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