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Abstract

The purpose of this study was to evaluate the methodological quality of quantitative lesbian, gay, bisexual, and transgender nursing research from 2000 to 2010. Using a key word search in Cumulative Index to Nursing and Allied Health Literature, 188 studies were identified and 40 met the criteria, which included descriptive, experimental, quasi-experimental, or observational (case control, cohort, and cross-sectional) design. The methodological quality of these studies was similar to that reported for medical and nursing educational research. The foci of these lesbian, gay, bisexual, and transgender studies were biased toward human immunodeficiency virus, acquired immunodeficiency syndrome, and sexually transmitted diseases, and 58.5% of the funded research was related to human immunodeficiency virus or acquired immunodeficiency syndrome. To provide evidence-based health care to these populations, an understanding of the current state of research is crucial.

LESBIAN, GAY, BISEXUAL, AND TRANSGENDER (LGBT) people constitute one of the largest underserved populations in any nursing setting.1 Although the exact number of people who identify as LGBT is unknown, Snyder2 cites that currently between 6.0 million and 30.4 million people in the United States identify as LGBT. The largest US representative study of sexual and sexual-health behaviors ever conducted, performed by Indiana University sexual health researchers, cite that 7% of adult women and 8% of adult men identify as gay, lesbian, or bisexual.3 Eliason et al1 further stated that 15% to 20% of the US population identifies as nonheterosexual. The variability in these estimations can be attributed to flaws in accurate census data collection methods and continued prejudice and discrimination that create fear of LGBT persons from openly self-identifying.4

Many different research studies have illustrated the health disparities between the LGBT populations compared with their heterosexual counterparts.5 Harcourt6 asserts that gay men are at increased risk for lung cancer, heart disease, anal cancer, non-Hodgkin lymphoma, and Hodgkin disease. Lesbian women are at higher risk for neoplasm, coronary artery disease, hypertension, peripheral vascular disease, and chronic pulmonary conditions.6 Krehely5 also supports the claim that LGBT people are at higher risk for cancer, mental illnesses, and other diseases, and are more likely to smoke, drink alcohol, use drugs, and engage in other risky behaviors.5 Mental health disparities have also been shown to impact the LGBT populations in comparison to heterosexuals.5,7

Case and colleagues8 completed a sizeable study on the health disparities among self-identified lesbians. The study consisted of surveying 90 823 women aged 32 to 51 years, of whom, 694 self-identified as lesbian. The researchers concluded that lesbian women are at an increased risk for health disparities compared with their heterosexual counterparts. Lesbian women were found to have a higher prevalence of risk factors for breast cancer, which may be, in part, related to nulliparity. In addition, lesbian women had a higher prevalence of risk factors for cardiovascular disease, including high daily alcohol intake, elevated prevalence of tobacco smoking, and higher body mass index. Reported depression and the use of antidepressants were also higher in the lesbian population. The researchers concluded that these findings were, almost all, linked to modifiable risk factors and were similar to those women who self-identified as bisexual.8

Other researchers have also found health disparities among the lesbian population. Hutchinson et al9 have concluded that although heterosexual and homosexual women may have similar risk factors, access to and interactions with health care providers differ significantly between the 2 population groups. They reported that lesbian women often underutilize preventive health services and postpone seeking treatment. Roberts10 reported that lesbians are at higher risks for abnormal papanicolaou test, breast cancer, and cardiovascular disease and have more treatment for mental health illnesses than heterosexual women.

Despite the large US LGBT populations and the diminished health outcomes as compared with heterosexuals, health research to better understand this population is lacking. Different research teams have evaluated existing health and nursing research literature focusing on LGBT populations, and the results are disheartening. Of the existing LGBT nursing and health research, not only is there a dearth of studies, but also there is a bias toward research that focuses on human immunodeficiency virus (HIV), acquired immunodeficiency syndrome (AIDS), and sexually transmitted diseases (STD).

Boehmer11 identified and analyzed the content of all English LGBT public health research from 1980 to 1999. More than 3.8 million article citations were reviewed and only 3777 (0.1%) focused on LGBT health.11 Eliason et al1 reviewed all peer-reviewed LGBT nursing research in the top-10 nursing journals by 5-year impact factor from 2005 to 2009. These authors reported that only 8 research articles (0.16%) of all the peer-reviewed articles focused on LGBT nursing research. Of these 8 articles, 6 were qualitative, 2 were quantitative, and all the articles were authored by authors outside the United States. Snyder2 examined published medical LGBT articles over a 57-year period, from 1950 to 2007, and ultimately discovered that medical research addressing the LGBT populations is lacking; however, Snyder did not perform descriptive statistics to identify the percentage of LGBT research articles compared with total research articles.

Existing research has also examined and described the focus of LGBT health research. Snyder2 examined 21 728 articles and found that 31.78% focused on HIV, AIDS, and STDs. Snyder only categorized 0.65% related to LGBT health services, 3.28% to health care provider interactions, 6.37% to tobacco, alcohol, and substance abuse, and 9.69% to adolescent health. Nearly all of the other categories did not relate to LGBT health, and, instead, focused on other LGBT issues. Of the 3777 citations reviewed by Boehmer,11 2285 (61%) were coded as disease specific. Nearly all of the disease-specific articles focused on STDs, particularly HIV and AIDS. In addition, 80% of these citations focused on gay men, 39% on bisexual men, and 46% on LGBT populations in general. Eliason et al1 did not examine disease specific areas in their research; however, it is apparent from Snyder and Boehmer that the majority of LGBT health research has focused on HIV and AIDS.

The majority of LGBT research focuses on HIV and AIDS despite the small percentage of LGBT persons who live with these diseases.2,5 Only 1.89% to 9.6% of the entire LGBT populations are living with an HIV infection.2 However, the Centers for Disease Control and Prevention12 reported in 2010 that men who have sex with men account for 48% of the 1 million people living with HIV in the United States. In addition, the Centers for Disease Control and Prevention has also found that men who have sex with men are the only high-risk group in which new HIV infections are increasing.

In summary, there needs to be more focus on LGBT health research. Health care professionals cannot continue to ignore LGBT populations and their health issues. An evidence-based comprehensive approach must be developed and disseminated to assist LGBT persons to obtain comprehensive health care that goes beyond HIV, AIDS, or STDs.
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USING QUEER THEORY AS A THEORETICAL FRAMEWORK

As already discussed, LGBT populations have evidenced disparities in health care, health outcomes, and nursing research. This study requires a theoretical framework that will challenge societal sexual and gender norms to improve these disparities. Queer Theory was chosen as an appropriate theoretical framework. Queer Theory focuses on the social construction of identity and offers an alternative to LGBT studies.13

Queer Theory is imbedded within overarching theories of postmodernism, poststructuralism, and feminism.14–16 Queer Theory views truth, knowledge, and language as socially constructed. This theory recognizes that all human identities and behaviors are created by social contexts.1 In addition, Queer Theory views sexuality and gender as interrelated and can only be interpreted within social contexts.1,3 Given this information, Queer Theory can be used as a framework to explore the reasons behind the disparities found in the LGBT populations. Using Queer Theory constructs of historical discourse and power to explore institutions, such as medicine, the church, state, law, and education provides insight into why LGBT disparities exist and why the nursing profession has neglected to research this population. The framework used in this study is shown in Figure 1.

[image: Figure 1]Figure 1. Queer Theory model that depicts how discourses, sexuality, and power have lead to LGBT inequalities and a silence on LGBT nursing research. LGBT indicates Lesbian, gay, bisexual, and transgender.
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Discourses, sexuality, and power

The definition of discourse varies among different theorists and disciplines. The definition set by Michael Foucault is used in this article. Foucault defined discourse as “systems of thoughts composed of ideas, attitudes, courses of action, beliefs and practices that systematically construct the subjects and the worlds of which they speak.”17(p283) Foucault18 used discourse to describe verbal and nonverbal communication, and he also asserted that discourse regulates the types of statements that can and cannot be made. In addition, Wilchins19 and Foucault20 both suggest that huge institutions, such as medicine, the church, state, law, and education, have defined normal versus abnormal through discourse.

Historical discourse has been able to define normal versus abnormal sexual behavior and sexuality. Sexuality has historically been only associated with reproductive sexual practices and was only discussed during confessions at church.20 Through discourse, sexuality has evolved into a term that refers to an identity as opposed to a behavior. The term “sexuality” is now associated with the homosexual identity and homosexual sexual acts.19 Nearly all modern discussion of the LGBT community will relate to their sexuality.19 This provides insight as to why much of LGBT nursing research pertains to HIV, AIDS, and STDs. In addition, the same institutions that have linked sexuality with homosexuals have come to label individuals who participate in nonheterosexual sexual relationships as deviant.

The labeling of nonheterosexual relationships as deviant through historical discourse provides insight as to how medicine, the church, state, law, and education institutions have held power over the LGBT populations. Foucault20 theorized that power has been historically achieved by means of public displays of torture, dismemberment, and obliteration; however, in modern punishment, power is primarily asserted over the LGBT population through institutional actions that constrain, restrict, and control them in society.

These ideas can be best illustrated by examining different institutions. The medical institution historically attached negative stigma to the LGBT person. Until 1973, homosexuality was included in the Diagnostic and Statistical Manual of Mental Disorders as a diagnosable mental illness.21 Examining the institution of our government and law reveals that in 1993, the US federal government enacted a law providing military officials the ability to discharge military personnel who openly identified as gay, lesbian, or bisexual. It was not until 2011 that this law was finally repealed.22 Another case in point can be illustrated by considering the position of religious institutions. The Church of Jesus Christ of Latter-day Saints23 expresses that any person who participates in sexual relations that is not heterosexual in nature can be excommunicated from the church. The same view point can be observed in the Catholic Church.24 These 2 religious institutions were used as examples, but there are certainly other churches and religions with similar viewpoints. Finally, examining higher education reveals perpetuation of LGBT oppression. Butler25 found that in some academic environments, homosexuality is only addressed in context of HIV, AIDS, and STDs. Not only are LGBT persons oppressed in the curriculum, but also higher education faculty members are often discouraged from researching LGBT topics.1
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Lesbian, gay, bisexual, and transgender inequalities

The LGBT inequalities and the inequities of LGBT nursing research can be explained by discourse, sexuality, and power. Eliason et al1 considered the historical discourse of sexuality as a reason for the inequalities in LGBT nursing research. They assert that sexuality has historically been considered a private subject and inappropriate for nurses to assess and discuss with patients. They further elaborate that the silence in nursing on LGBT issues arises from “different root causes than other professions, and the nursing closet door has been closed for most of nursing's contemporary history.”1(p209) Eliason and her colleagues conclude that LGBT health disparities are unrelated to sexual behaviors, and, instead, are attributed to societal stigma that results in harassment, discrimination, violence, and denial of human rights.

Kirsch15 also links the inequalities of the LGBT populations to discourse and power. He states that, “like other minorities and ethnic groups, workers, and the disenfranchised, queers are easily blamed when they fail to conform to the social idea.”15(p36) The LGBT populations have long been discriminated against, and through the influence of institutional power and discourse, LGBT nursing research has not been promoted or valued. This can be evidenced by previous research that has shown that only 0.1% of all nursing research pertains to the LGBT populations.1

These constructs of power and discourse link Queer Theory to this study. This study is based on the notion that a silence exists around LGBT nursing research and that what is needed is an increase in the amount of LGBT nursing research to improve evidence-based health care guidelines. On the basis of the Queer Theory, the lack of LGBT nursing research is linked to the construct of power because of 2 main reasons.

First, the idea behind historical sexuality discourse is that the LGBT person has been inherently linked to sexuality, and as cited by Eliason et al,1 the nursing profession has historically avoided the topic of sexuality because it is relegated as a private topic. Second, institutional power has seriously affected past and present research on LGBT populations. The LGBT populations have been historically and irrefutably discriminated against. These inequalities have been blatant and can be exemplified by actions of institutions, such as medicine, the church, state, law, and education. As a direct result, LGBT people have faced great inequalities and thus the nursing profession has been discouraged to research on this marginalized population.

It is important for nurse researchers to resist and challenge this power differential. According to Felluga,26 Foucault stated that power ultimately is inherent in individuals and power exists only when it is put into action. Eliason et al1 concluded that it is important to rise to the occasion to improve LGBT nursing research. They concluded:

In an era of evidence-based practice, all changes in practice and education, at least in theory, are driven from a research base. If LGBT individuals and issues are invisible in the nursing literature, how will progress be made? Without research, no “evidence-based practice” guidelines can be developed.1(p209)

Back to Top

METHODS

This study used a cross-sectional design to evaluate the methodological quality of recent quantitative nursing LGBT research reports. This article is addressing only quantitative research because the instrument being used is intended to be inclusive to quantitative research and excludes qualitative research. Research reports being used were published between the years 2000 and 2010. This time period was selected to obtain an adequate sample size. Although the relevance of research may decrease over a 10-year span, obtaining a large enough sample size to perform statistical analysis was deemed more important. As mentioned earlier in this article, quantitative nursing LGBT research is lacking and thus retrieving literature that dates back to the year 2000 was required to acquire an adequate number of peer-reviewed research reports.

The research reports were obtained by initially performing a search on the Cumulative Index to Nursing and Allied Health Literature database. The search criteria included using the subject heading “GLBT persons.” This exact heading was exploded to ensure the search would identify narrower terms. In addition, the nursing journal subset was used and the time frame was set between 2000 and 2010. The results of this search yielded 188 articles.

Each of the 188 article titles and abstracts were then read by the researcher to determine whether exclusion criteria could be immediately identified, as shown in Figure 2. Those articles that met exclusion criteria on the basis of the abstract or title were immediately excluded. All the remaining articles were examined in greater detail to determine whether they could be used on the basis of inclusion and exclusion criteria. Of the remaining reports, 40 were identified as useable for this study. The article inclusion criteria are presented in Figure 2.

[image: Figure 2]Figure 2. Flow diagram illustrating how this study arrived at the sample size of 40 research articles.



Three distinct variables were included for this study. The primary variable was the methodological quality of published research reports, which was quantified using the Medical Education Research Study Quality Instrument (MERSQI). The other 2 variables included the study funding source and country of data collection. These 2 variables were examined against their relationship with the methodological quality of the research articles.
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MEDICAL EDUCATION RESEARCH STUDY QUALITY INSTRUMENT

The MERSQI was identified as an appropriate tool for this study because of its ability to evaluate the methodological quality of a quantitative research study and then to compare that score to the funding and country of data collection. Reed et al27 developed the MERSQI to identify links between funding and study quality for medical education research. The MERSQI was designed to measure the quality of experimental, quasi-experimental, and observational studies.27

Reed et al27 found that approximately two-thirds of published medical education studies are not funded. Although evidence was not found, it can be assumed that funded LGBT nursing research studies are small and underfunded. It is believed that increased funding will enhance the quality of research27; however, there are no studies that have studied the association between LGBT nursing research funding and methodological quality.

The association between country and methodological quality is being examined to determine whether there is a difference between studies conducted within and outside the United States. Shashok and Handjani28 indicate that the quality of research differs among countries due to many barriers, such as English-language resources, science editors and peer reviewers, infrastructure, and economic and political factors. Identifying associations between country and study quality could provide opportunities to explore collaborations across countries to address LGBT nursing research.

The MERSQI items were operationally defined and adapted according to repeated pilot testing. Reed et al27 developed the MERSQI to include 10 items, reflecting the following 6 domains of study quality: (1) study design, (2) sampling, (3) type of data, (4) validity, (5) data analysis, and (6) outcomes as shown in the Table 1. MERSQI items are scored on ordinal scales and summed to conclude a total score. The maximum score for each domain is 3, producing a potential score range of 5 to 18. Refer to the MERSQI in the Table 1 for score weights. In addition, Reed et al27 developed the MERSQI to allow for score adjustments in the case of a nonapplicable response. This score adjustment allows for comparison of scores across studies.

[image: Table 1]Table 1. Medical Education Research Study Quality Instrument



Reed et al27 established validity and reliability for the MERSQI. The 10 items were defined during repeated pilot testing. The instrument was then applied to 210 medical education research studies. Cronbach α was 0.6, establishing internal consistency of the components and the overall tool. Intraclass correlation coefficients were used to assess interrater (range: 0.72–0.98) and intrarater (0.78–0.998) reliability for all items.27

Criterion validity was demonstrated by correlating the MERSQI scores with global assessment of methodological quality by 2 independent experts, measuring the association of MERSQI scores to the 3-year citation rate, and measuring the association between MERSQI scores and impact factors of the publishing journals. Spearman ρ was utilized to compute correlation between expert quality ratings and total MERSQI scores. In addition, simple linear regression was employed to quantify associations between total MERSQI scores and citation rate and impact factor.27
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RESULTS

Forty studies were included in this study. The years of publication range from 2000 to 2010. Of the 40 studies, 70% included data that were collected in the United States and 30% in countries other than the United States. Those countries other than the United States included England (2.5%), Israel (5%), Canada (2.5%), Sweden (10%), New Zealand (7.5%), and Botswana (2.5%). Of the 40 studies, 57.5% did not receive any type of funding, whereas 42.5% did receive funding. Among the funded studies, 37.5% received external funding and 5% received internal funding.

The MERSQI scores had a mean of 9.4 ± 1.5 and a range of 7.0 to 14.4. The mean categorical scores are shown in the Table 1. The majority of the studies (85%) used a cross-sectional design or posttest only. Only 2.5% used a single-group pretest and posttest design, and 12.5% used a nonrandomized with 2 or more group design. The majority of the studies (57.5%) sampled from 2 or more institutions. Sixty-one percent of the studies had a sampling response rate that was either less than 50% or was unreported, and almost all of the studies (95%) used self-report data as opposed to objective measurements.

The 3 sub-categories under the validity of evaluation instrument had varied results. More than half of the studies (52.8%) reported the internal structure, whereas the majority of studies did not report the content validity or the relationships to other variables (52.8% and 80.6%, respectively). All of the studies (100%) utilized appropriate study design and data analysis techniques, and 85% of the studies analyzed the data using techniques beyond descriptive analysis. Nearly all of the studies (92.5%) reported outcomes that were defined as either being satisfaction, attitudes, perceptions, opinions, or general facts. Only 5% reported outcomes that resulted in gaining knowledge or skills, and 2.5% reported patient or health care outcomes.

As already stated, 57.5% of the studies did not receive funding, whereas 37.5% received external funding and 5% received internal funding. Those studies that did not receive funding had a mean MERSQI score of 9.6 ± 1.6 and a range of 8.0 to 14.4. Those studies that received internal funding had a mean MERSQI score of 8.5 ± 2.1 and a range of 7.0 to 10.0. Finally, those studies that received external funding had a mean MERSQI score of 9.0 ± 1.3 and had a range of 7.0 to 11.5. Using analysis of variance, there was no significant difference in the MERSQI scores between studies with no funding, external funding, or internal funding (P = .376). Each MERSQI subcategory was also examined and there were no significant differences between any of the MERSQI subcategories and the funding category.

As already stated, 70% of the studies used data that originated in the United States, and 30% from other countries. Those studies originating from the United States had a mean MERSQI score of 9.3 ± 1.6, and those outside of the United States had a mean MERSQI score of 9.4 ± 1.3. Using independent Student t tests, there was no significant difference in the MERSQI scores for those studies conducted inside or outside the United States (95% CI: −1.16 to 0.98, P = .622). Each subcategory was also examined, and there were no significant differences between any of the MERSQI subcategories and country of data collection.
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LIMITATIONS

The first noted limitation in this study was the small sample size of 40 research reports. Had a larger sample size been used, the results might be very different. This small sample size may be the result of a few other noted limitations. The only literature database used to collect the sample was Cumulative Index to Nursing and Allied Health Literature, and if other nursing literature databases had been used, a larger sample size may have been obtained. In addition, using only quantitative research definitely limited the sample size. However, the MERSQI is not intended to score qualitative research, and on the basis of the literature review, a limited number of quantitative research reports were anticipated.

To obtain an adequate sample size, research reports published between 2000 and 2010 were used. The literature review showed few quantitative LGBT nursing research articles published, and thus going back 10 years was required to obtain an adequate sample size. Gottlieb29 states that limiting a literature reviews to the last 5 years is of importance, and this was understood at the start of this research; however, obtaining a large enough sample size was deemed more important.

Finally, this study was the first of its kind. No other study has used the MERSQI to evaluate the research methodology of quantitative LGBT nursing research reports. The MERSQI was developed to evaluate medical education research, and thus using this tool to evaluate nursing LGBT research was a limitation understood from the beginning.
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CONCLUSIONS

Because this study was the first of its kind, it is difficult to compare the findings to other research studies. However, there are other studies that have used the MERSQI, and the results are mixed. The findings in this study did not reveal a significant difference in the MERSQI scores between studies with no funding, external funding, or internal funding. Yucha et al30 studied the research methodology of 133 nursing education studies, and they also found no statistical difference between MERSQI scores and the source of funding, if any. In contrast, Reed et al27 had a sample number of 210 research studies and studied the association between funding and quality of published medical education research. They reported higher MERSQI scores with study funding more than $20 000.

The small sample number may attribute to this finding, and had a larger sample size been obtained, the results could have been very different. Despite no significant differences being found between the MERSQI scores and level of funding, this should not imply to others that funding of LGBT nursing research is unimportant. The Institute of Medicine of the National Academies21 published a report on the health of LGBT people and recommended further funding and research. Boehmer,11 Eliason et al,1 and Snyder2 all have also recommended further funding and research for the LGBT populations. Finally, the sample of published articles used for this study did not list the amount of funding received; however, the funded studies most likely received nominal funding when compared with Reed et al.27 The variations in funding may account for the differences in our findings related to quality and funding.

Of the existing LGBT nursing and health research, there is a bias toward LGBT research as it relates to HIV, AIDS, and STDs. Snyder,2 Krehely,5 and Boehmer11 all cite a partiality toward these topics because it relates to LGBT research. Interestingly, of those funded studies in this study, more than half (58.5%) related to HIV or AIDS. As already discussed in this article, the homosexual population has been inherently linked to HIV, AIDS, and STDs. However, future funded nursing LGBT research needs to start expanding on other important health topics.

Yucha et al30 reported significant higher MERSQI scores in those studies conducted in the United States. More specifically, Yucha et al30 found that those studies scored more points for research study design and validity of instruments. No other studies were found that compare MERSQI scores to the country of data collection.

When comparing the mean MERSQI scores of those studies originating from the United States with those from outside the United States, the scores are almost identical (9.3 ± 1.6 and 9.4 ± 1.3, respectively). Again, these findings might be different had a larger sample size been obtained. Only 7 countries were represented in the sample studies, and 70% originated in the United States.

It is dismal that such little LGBT research exists in other countries; however, this can be expected when considering the current politics surrounding homosexuals. According to the International Lesbian, Gay, Bisexual, Trans and Intersex Association,31 homosexuality remains illegal in 80 countries around the world and 5 of them punish homosexual acts with death. Given this political environment, LGBT research is unlikely to originate from most other countries. In fact, the one research study originating from Botswana provided the disclaimer that the research participants had to exhibit caution when participating due to fears of being imprisoned or killed.

The sampling response rate was bleak with 61% of the studies having a response rate of less than 50% or not being reported. Yucha et al30 and Reed et al27 both reported that nearly 50% of their studies having a response rate greater than 75%. However, lower response rates in LGBT research is expected because of the stigma and fear of discrimination with openly identifying.4 As a result of this stigma, response rates that are considered acceptable in other fields of study are difficult to achieve in LGBT nursing research.

The findings in this study revealed an overall mean MERSQI score of 9.4 ± 1.5. These scores are not overly impressive when considering that the MERSQI has a potential score ranging from 5 to 18. However, Reed et al27 and Yucha et al30 both reported similar MERSQI scores of 9.95 ± 2.34 and 9.5 ± 2.1, respectively. Both of these studies had much larger sample sizes. Given these few comparisons, it can be inferred that the quality of quantitative LGBT nursing research has similar methodological quality.

There are some domains where LGBT research can improve. Eighty-five percent of the sample used a single-group cross-sectional or single-group posttest design. Future research should use 2 or more groups and randomized controlled trials as the study design. Only a few (5%) of these studies used objective measurement data; thus, future research should focus on using this type of data. Reporting the internal structure, content validity, and relationships to other variables when describing the validity of the evaluation instrument should also improve in future LGBT research. Finally, future LGBT nursing research should focus on providing patient and health care outcomes in addition to satisfaction, attitudes, perceptions, opinions, and general facts.

Advancing LGBT nursing research can be accomplished by nurse researchers conducting more quantitative LGBT research and using rigorous study designs that focus on patient and health care outcomes. These objectives can be accomplished by using the findings of this study, and further evaluating LGBT nursing research using the MERSQI. The findings from this study provide a baseline of the methodological quality of existing quantitative LGBT nursing research to other nurse researchers. In addition, using the MERSQI in future research will advance LGBT nursing research by (1) providing a guideline for nurse researchers as they develop their studies; (2) providing a template for the evaluation of research reports; (3) allowing for the evaluation of the quality of LGBT nursing research reports across journals, countries of origin, years of publication, and funding levels; and (4) providing justification for increased funding for LGBT nursing research.
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Medical Education Research Study Quality

Domain Instrument Item n %*
Study design Single-group cross-sectional or single-group 34 85
posttest only
Single-group pretest and posttest 1 2.5
Nonrandomized, 2 or more groups 5 12,5
Randomized controlled trial 0 0
Sampling No. of institutions studied
1 12 30
2 5 125
>2 23 575
Response rate %
Not applicable 4
<50 or not reported 22 611
50-74 7 19.4
>75 7 194
Type of data Type of data
Assessment by study participant (knowledge 38 95
self-report)
Objective measurement (knowledge test) 2 5
Validity of evaluation instrument  Internal structure
Not applicable 4
Not reported 17 47.2
Reported 19 528
Content validity
Not applicable 4
Not reported 19 528
Reported 17 47.2
Relationships to other variables
Not applicable 4
Not reported 29 806
Reported 7 194
Data analysis Appropriateness of analysis
Inappropriate for study design or type of data 0 0
Appropriate for study design and type of data 40 100
Complexity of analysis
Descriptive analysis only 6 15
Beyond descriptive analysis 34 85
Outcomes Outcomes
Satisfaction, attitudes, perceptions, opinions, 37 925
general facts
Knowledge, skills 2 5
Behaviors 0 0
Patient/health care outcomes 1 25

ARatings of “not applicable” are not included in percentages.
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Sample Search:
Retrieved from CINAHL
Subject Heading: “LGBT persons”; Subject heading exploded to identify namrower
terms; Nursing joumal subset; Time frame 2000 - 2010

.

188 journal articles yielded

. :

Inclusion Critena: \

(

(1) Available in English;

(2) Included original quantitative research (used descriptive statistics to present all or a
portion of findings or inferential statistics to analyze all or a portion of results);

(3) Focused on LGBT assubjects;

(4) Published in a nursing joumal; and

(5) Featured a descriptive, experimental, quasi-experimental, or observational (including
case-control, cohort, cross-sectional) design

J

§ i

-
40 articles met 148 excluded based on exclusion criteria:
inclusion criteria (1) Solely qualitative research
(2) Meta-analysis
\ (3) Systematic review

(4) Literature review






