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L

inked research by Arseneau and colleagues highlights diffi
culties faced by individuals in consensually nonmonoga
mous relationships when they access health care.1 Consen
sual nonmonogamy encompasses a wide variety of relationships
that include “the practice of, belief in, or willingness to engage in
multiple [intimate], romantic and/or sexual relationships with
the informed consent of everyone involved.”2 Both interest and
engagement in consensual nonmonogamy seem to be increas
ing.3 At the same time, training of health care providers to work
effectively with this population has not kept up with these trends.
Although existing research is limited, several qualitative studies
have documented the concerns of patients in consensually non
monogamous relationships regarding their health care experi
ences: concerns that may affect their willingness to access health
care and concerns about the quality of their care when they do.1,4
These individuals face great stigma and are often patholo
gized based on inaccurate assumptions. 5 However, several
studies have failed to find differences in relationship satisfaction
and other indices of relationship functioning between monoga
mous and consensually nonmonogamous relationships. 2,5
Furthermore, rates of sexually transmitted infections (STIs) are
comparable across consensually nonmonogamous and monoga
mous populations.6 Despite this, the majority of individuals who
practise consensual nonmonogamy have experienced discrimina
tion,7 a phenomenon associated with higher levels of psycho
logical distress and poorer health outcomes.8 Health care provid
ers have an opportunity to mitigate this stress by providing
inclusive environments and sensitive health care.
In a recent qualitative study of patients in consensually non
monogamous relationships, participants reported that their
health care experiences were undermined by provider assump
tions that patients were monogamous and provider ignorance
regarding other relationship structures.4 These patients subse
quently felt pressure to educate their providers and furthermore
experienced unnecessary barriers to obtaining regular, custom
ized STI screenings and individualized advice regarding risk
reduction strategies. Several participants who had disclosed that
they practised consensual nonmonogamy reported experiencing
both implicit and explicit judgment from their provider. Similar
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Mononormativity, or the assumption that clients are and should
be monogamous, creates barriers to accessing health care and
engaging in effective partnerships with providers for patients
who practise consensual nonmonogamy.
Improved training and continuing education for health care
providers is essential for providing optimal health care to this
population.
Using inclusive language on patient history forms, providing
space for multiple intimate partners to participate in care,
asking open-ended questions, and offering a nonjudgmental
stance signal safety to patients in consensually
nonmonogamous relationships.
Including search terms regarding consensual nonmonogamy
competency in health care provider directories may increase
the likelihood of these patients accessing care and being open
with their providers.

concerns were shared by the participants in the linked qualita
tive study of the birth care experiences of Canadian polyamorous
individuals, who reported that the failure to acknowledge and
accommodate their multiple intimate partners, both in terms of
physical space and on forms, negatively affected their birthing
experiences.1 Some chose home births as a means of avoiding
anticipated hospital restrictions (both physical and administra
tive) that would have prevented full participation of all their part
ners in the birth.
Given the limited research among patients who practise con
sensual nonmonogamy, research with other sexual minorities
may further our understanding of health care experiences. Such
research suggests that most patients prefer to be out about their
identity to their provider in order to receive individualized care,
particularly increased STI screening, if relevant, and advice to
moderate the risks of their specific behaviours.9 However, many
reported avoiding or delaying medical care, or failed to disclose
potentially medically relevant information to their providers,
because of fear of stigma and judgment. This should be of con
cern to providers, as less than full disclosure of relevant
information can lead to poorer health outcomes. Findings from
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reduce this burden by adding search terms regarding consensual
nonmonogamy competency to provider directories.4,11 This may
serve as a stop-gap measure until training and continuing educa
tion programming systemically include both bias-reduction and
essential practices to work effectively with patients in consensually
nonmonogamous relationships. Finally, although the association
between sexual minority status and stigma-mediated health dis
parities is well documented,12 more research is needed to better
understand and address this phenomenon among patients in con
sensually nonmonogamous relationships.
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studies with other sexual minorities mirror the findings from the
studies on patients in consensually nonmonogamous relation
ships. For instance, in 1 qualitative study of kink-oriented
patients, many felt providers had little understanding of nontradi
tional sexual arrangements, resulting in a failure to assess these
relations.9 Although many participants who disclosed their iden
tity reported positive responses, others perceived subtle changes
in body language, which they interpreted as reflecting negative
judgment.
Implicit biases among health care providers have been shown
for a wide range of stigmatized identities and are thought to relate
to negative health outcomes for members of these groups through
2 mechanisms: this implicit bias affects care-based decisions by
providers, and impairs doctor–patient interactions, which subse
quently undermines the patient’s trust in the provider and engage
ment and adherence to their treatment.10 Providers’ implicit bias
has been tied to both objective behaviours (rated from audio
tapes) and patients’ subjective experiences of their provider.10
Thus, reducing providers’ implicit biases toward sexual minority
groups, and patients in consensually nonmonogamous relation
ships in particular, is vital to addressing health disparities.
Ensuring one’s practice is inclusive of individuals in diverse
relationship structures starts with the recognition that not all
patients are monogamous. Individuals are more likely to reveal
concealable stigmatized identities under conditions they deem are
safe to do so. Thus, overt messages of inclusivity are important to
counteract hesitance on the part of patients to disclose. Explicit
indicators of inclusivity include asking about relationship structure
during intake, using inclusive language on forms and providing
space to list multiple partners, asking open-ended questions,
allowing for multiple partners to be present during treatment and
promoting risk-informed sexual practices rather than exclusively
promoting monogamy.1,4,11 Providing sexual health resources as
well as accessible and customizable STI screenings with easily
shareable results may address unique health needs of patients in
consensually nonmonogamous relationships.4
To foster effective partnerships with these patients, providers
should work to reduce their implicit biases. To this end, medical
schools and continuing education programs should address the
current lack of training regarding consensual nonmonogamy,
which could alleviate the burden that some patients feel to have to
educate their provider.1,4 In the meantime, to protect themselves
from anticipated stigma and judgment, patients in consensually
nonmonogamous relationships have expressed the desire to pre
screen providers to identify those who are inclusive and affirming of
consensual nonmonogamy, and health care organizations can

