Gahagan and Subirana-Malaret International Journal for Equity in Health
(2018) 17:76
https://doi.org/10.1186/512939-018-0786-0

RESEARCH Open Access

Improving pathways to primary health care ‘&=
among LGBTQ populations and health care
providers: key findings from Nova Scotia,

Canada

Jacqueline Gahagan'” and Montse Subirana-Malaret'”

International Journal for
Equity in Health

Abstract

Background: This study explores the perceived barriers to primary health care as identified among a sample of
Lesbian, Gay, Bisexual, Transgender, and Queer (LGBTQ) identified individuals and health care providers in Nova
Scotia, Canada. These findings, based on a province-wide anonymous online survey, suggest that additional efforts
are needed to improve pathways to primary health among LGBTQ populations and in deepening our
understanding of how to advance the unique primary health needs of these populations.

Methods: Data were collected from the LGBTQ community through an online, closed-ended anonymous survey.
Inclusion criteria for participation were self-identifying as LGBTQ, offering primary health care to LGBTQ patients, being
able to understand English, being 16 years of age or older, and having lived in Nova Scotia for at least one year. A total
of 283 LGBTQ respondents completed the online survey which included sociodemographic questions, perceptions of
respondents’ health status, and their primary health care experiences. In addition, a total of 109 health care providers
completed the survey based on their experiences providing care in Nova Scotia, and in particular, their experiences
and perceptions regarding LGBTQ access to primary health care and physician-patient interactions.

Results: Our results indicate that, in several key areas, the primary health care needs of LGBTQ populations in Nova
Scotia are not being met and this may in turn contribute to their poor health outcomes across the life course.

Conclusion: A framework of intersectionality and health equity was used to interpret and analyze the survey data. The
key findings indicate the need to continue improving pathways to primary health care among LGBTQ populations,
specifically in relation to additional training and related supports for health care providers who work with these
populations.
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Background

According to the WHO [1], primary health includes five
key elements which are related to “reducing exclusion
and social disparities in health (universal coverage re-
forms); organizing health services around people’s needs
and expectations (service delivery reforms); integrating
health into all sectors (public policy reforms); pursuing
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collaborative models of policy dialogue (leadership re-
forms); and increasing stakeholder participation”. How-
ever, the issues of exclusion and disparities in relation to
primary health can result in certain populations not
availing themselves of health care [2-5]. This is particu-
larly the case for Lesbian, Gay, Bisexual, Transgender
and Queer (LGBTQ) populations whose unique health
needs may not be considered in primary health where
‘health’ has been constituted historically through a cis-
normative and heteronormative framework [6~8]. More-
over, this can impact on optimal health and well-being
across the life course, particularly given that LGBTQ
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populations are less likely to access primary health care
services for fear of discrimination and stigma {4, 9, 10].
In addition, recent research has shown that many prac-
ticing health care professionals and health care trainees
are often lacking knowledge, comfort or cultural compe-
tence in addressing a variety of health issues facing
LGBTQ populations [11-14]. Cultural competence is an
important consideration in primary health care as it re-
fers to a set of attitudes, behaviours and policies to work
effectively in cross-cultural settings [15]. A lack of access
to culturally competent primary health care systems and
providers can result in increased costs to society, includ-
ing reduced life expectancy, a lower quality of life, and a
higher burden of acute and chronic illness among
LGBTQ populations (e.g. cancer, HIV, CVD) [16-18].
Previous research has also attributed higher rates of
chronic disease among LGBTQ populations to discrim-
ination, minority stress, avoidance of health care pro-
viders and irregular access to health care services [19,
20]. Therefore, developing culturally competent primary
health care approaches for LGBTQ patients has become
a priority in many health research and clinical practice
settings [4, 21]. Given this, our study explores the main
health concerns and perceived pathways and barriers to
primary health care for LGBTQ populations from the
perspective of both a sample of LGBTQ community
members and health care providers.

Methods

Respondents

Data were collected from LGBTQ communities in Nova
Scotia, Canada, one of the largest provinces on the east
coast of Canada with a population of just under 1 mil-
lion, through an online, closed-ended, anonymous sur-
vey which was developed in consultation with a
community advisory committee. Inclusion criteria con-
sisted of self-identifying as LGBTQ and/or offering pri-
mary health care to LGBTQ patients, being able to
understand English, being 16 years of age or older, and
having lived in Nova Scotia for at least one year. A total
of 392 participants completed the anonymous online
survey, of which 283 participants self-identified as mem-
bers of the LGBTQ communities and 109 self-identified
as health care providers, of whom 53 self-identified as
non-LGBTQ and 56 self-identified as LGBTQ. Data
were managed, analyzed and descriptive statistics gener-
ated using SPSS Version 20™.

Measures

The online survey was developed collaboratively be-
tween the research team and the community advisory
board following both the completion of a scoping review
on the key factors impacting LGBTQ health, as well as
community consultations in urban and rural Nova Scotia
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with community stakeholders. The resultant survey con-
sisted of closed-ended questions related to sociodemo-
graphic factors, self-perceived health status, and health
care experiences. The health care provider survey also
included a section on their experiences and perceptions
regarding LGBTQ population’s access to health care and
physician-patient interactions. The anonymous, online
survey was completed electronically by selecting radio
buttons, checking boxes, and typing in text, depending
on the nature of the question.

Procedures

The survey was posted online using Opinio following
approval by the Dalhousie University Research Ethics
Board. The survey remained open for a total of six
months.

Results

The key results are presented in the following sections,
starting with LGBTQ respondents (N = 283), followed by
health care providers who did not self-identify as
LGBTQ (N =53), and LGBTQ seli-identified health care
provider respondents (N = 56).

LGBTQ populations’ perspective

Sample description

Of the respondents who completed the survey, the mean
age was 32 years. Respondents self-reported sexual
orientation, gender identity/expression, employment sta-
tus, education, and ethnicity are offered in Table 1.

Self-rated health status

The majority of respondents defined both their
self-perceived physical and mental health statuses to be
Good/Somewhat Healthy (a score of 4 out of 5). In
addition, the majority of respondents indicated that
their health status has remained approximately the
same in the last year, and rated their own health literacy
as very good.

Relationship with the health care system

The majority of respondents reported having undergone
a routine check-up within the last 12 months, reported
having a primary health care provider or family doctor,
and reported being satisfied with them. However, the
majority also reported being uncertain about the level of
LGBTQ-friendliness of their family doctor, their know-
ledge and cultural competence about LGBTQ issues,
and the inclusiveness of the health care system in Nova
Scotia. Both positive and negative interactions are of-
fered in Table 2.
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Table 1 Demographics

Variables Percent
Sexual orientation”
Gay 27.2
Lesbian 258
Bisexual 300
Queer 385
Questioning 35
Heterosexual 28
Other options (mostly pansexual and asexual) 138
Gender identity/expression
Cisgender female 403
Cisgender male 133
Transgender/transsexual male to female 53
Transgender/transsexual female to male 99
Two spirit 32
Genderqueer/non binary (or otherwise gender variant) 18.7
Other options (mostly gender fluid or intergender) 93
Employment®
Full-time position 413
Part-time position 16.3
Unemployed 12.7
Full-time student 325
Religion or faith
Raised in Christianity 558
Raised in other faiths 106
Not raised in any religious beliefs 336
Self reported ethnicity
White 88.0
Mixed heritage 53
Aboriginal 18
Black 1.1
Asian 04
Not indicated 04

LGBTQ sample description

“Sum do not come up to 100% because respondents were allowed to select

all that apply

Table 2 Interactions with the health care system

Percent
Positive interactions
At least one good experience LGB 66.2
with the health care system trans 68.7
Negative interactions
At least one bad experience LGB 364
with the health care system trans 555

Interactions with the health care system
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Perceived importance of health-related topics regarding
one’s own health

The key self-perceived health-related topics for LGBQ,
and trans individuals are offered in Tables 3 and 4, from
most to least important.

Pathways to health

Overall, the factors that were perceived to positively
contribute to their health and well-being were similar
for LGBQ and trans populations. These factors included:
a) self-care, b) personal coping skills, c) self-esteem, d)
safe and inclusive school or work environment, e) social
support, f) access to LGBTQ-friendly/safe spaces, and g)
community mental health resources.

Non- LGBTQ self-identified health care providers’ perspective
Sample description

A total of 53 surveys were completed by health care pro-
viders from across Nova Scotia who did not self-identify
as LGBTQ but who offer care to LGBTQ community
members. In addition to answering sociodemographic
questions, respondents offered their experiences and
perceptions regarding LGBTQ populations’ access to
health care and physician-patient interactions. Respon-
dents’ average length of experience as a health care pro-
fessional was 14 years, and types of health care
professionals are offered in Fig. 1.

Table 3 Perceived importance of health related topics
regarding one’s own health

Perceived importance of health related topics regarding one’s own health
LGBQ individuals

Reproductive health and family planning

Sexual health

Problematic substance use (drugs and alcohol)

Access to harm reduction supplies
(clean syringes, pipes, filters, alcohol swabs, safe sharps deposit...)

Access to safer sex supplies (e.g. condoms, dental dams)
HIV/AIDS
Diabetes and obesity

Trans individuals
Sexual health
Transition services for trans individuals
Reproductive health and family planning for trans individuals
Positive body image, self-esteem and coping strategies
Anxiety/stress and other mental health concerns
Access 1o safer sex supplies (e.g. condoms, dental dams)
Supportive housing
Nutrition/healthy eating
Healthy aging
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Table 4 Sexual orientation/gender Identity of LGBTQ health
care providers

Sexual orientation® Percent
Gay 321
Lesbian 4.1
Bisexual 125
Queer 32.1
Questioning 36
Heterosexual 18
Other options (“inclusive”) 18

Gender identity/expression
Cisgender female 375
Cisgender male 232
Transgender/transsexual female to male 54
Gendergueer/non binary (or otherwise gender variant) 10.7
Not to disclose 89
Other options” 107
Not indicated 36

Sexual orientation of health care providers who identify as LGBTQ

“sum does not add up to 100% because respondents were allowed to select
all that apply

Pmostly “woman”, “female” and “male” (which suggests that some participants
did not know the meaning of the term cisgender)

The majority of the health care provider respondents
reported working in hospitals, primary health centres
and community health centres (see Fig. 2).

Patient-provider interaction

The majority of the health care providers who did not
identify as LGBTQ reported feeling a certain degree of
discomfort when having to address LGBTQ specific
issues with their patients, such as access to transition
services for trans patients or family planning/reproduct-
ive health specifically for LGBTQ populations. These
issues also included mental health, domestic abuse and
problematic drug use. Amongst those who regularly take
sexual histories of patients, most do not usually screen
for non-heterosexual sexual activity. When asked about
the frequency by which patients openly discuss their
gender identity/expression or sexual orientation, most of
the health care providers indicated that this occurs
‘sometimes’.

Many (41.5%) of the health care providers who did not
identify as LGBTQ believe that the health concerns of
LGBTQ populations are ‘similar’ to, but not entirely the
same as those found among heterosexual, cisgender pop-
ulations. However, 34% stated that the health concerns
of the two populations are ‘completely different, and
13.2% think that they are ‘the same’. The remainder re-
ported being ‘uncertain’.
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LGBTQ knowledge and cultural competence
Only 9.4% of non-LGBTQ identified health care pro-
viders in our survey indicated that they felt ‘very
knowledgeable” about issues related to sexual orientation
and sexual behavior, and 3.8% about issues related to
gender identity/expression. Over half (54.7%) of respon-
dents reported having never received training for cul-
tural competence in relation to LGBQ pepulations, and
60.4% reported having never received training for cul-
tural competence regarding trans populations. Most of
those who have received such training have done so
while in-service, mostly in the form of conferences or
workshops. Nearly half (49.1%) reported believing that their
health care environment is inclusive of LGBTQ patients,
and 35.8% are uncertain about that. Over half (58.5%) re-
ported that their working environment is inclusive of
LGBTQ staff, while 34% are uncertain about this issue.
More than 50% of the health care provider respondents
who did not self-identify as LGBTQ identified the need
for further education regarding LGBTQ populations (e.g.
CME LGBTQ knowledge, communication skills, etc.) as
very important to enhance health care services. In
addition, 43.4% considered inclusive signs and posters to
be very important, and 49.1% considered the language
used in medical intake forms to very important.

Perceived importance of health-related topics in LGBTQ health
The health-related topics perceived as most important by
non-LGBTQ identified health care providers were: a)
sexual health, b) reproductive health and family planning,
c) transition services for trans individuals, d) anxiety/stress
and other mental health issues, and e) HIV/AIDS.

Health care providers who identify as LGBTQ
Sample description
We obtained a total of 56 completed surveys from health
care providers in Nova Scotia who self-identify as L, G,
B, T or Q (LGBTQ). The mean age of these participants
was 41 years, and their sexual orientation and gender iden-
tity/expression are offered in Respondents’ average dur-
ation of experience as a health care professional was nine
years, and their professional training is offered in Fig. 3.
Most health care respondents reported working in
hospitals, community health centres and other health
services (Fig. 4).

Patient-provider interaction

Most LGBTQ-identified health care providers reported
feeling comfortable when having to address LGBTQ spe-
cific issues with their patients, with the exception of re-
productive concerns for transgender patients, where
there was wide variability in levels of comfort reported.
These respondents also reported feeling comfortable
when addressing issues concerning mental health,
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2 Nurses (26.4)
Doctors (7.5)
Physiotherapists (7.5)

= Midwives {3.8)

Health managers (3.8)

Dentists (1.9)

1,9%

Other professions (most common were social workers and dietitian) {49.1)

Fig. 1 Types of health professionals (Non-LGBT self identified care providers’ perspective)
—

7,5%

7.5%

3,8%
3,8%

domestic abuse and problematic drug use. Amongst those
who regularly take sexual histories of patients, most re-
ported always or often screening for non-heterosexual
activity. However, no differences were observed regarding
the reported frequency with which patients openly dis-
cussed their gender identity/expression or sexual orienta-
tion with health care professionals.

Unlike what was observed among the non-LGBTQ
identified health care provider respondents, the majority
(48.2%) of LGBTQ-identifying health care providers
agreed that the health concerns of LGBTQ populations
are different than the ones of heterosexual,
gender-binary populations. Specifically, 33.9% stated that
they are similar, only 3.6% think that they are the same,
and 8.9% reported being uncertain of what to think
about this question.

LGBTQ knowledge and cultural competence

Over one quarter (28.6%) of the LGBTQ-identified
health care providers reported feeling very
knowledgeable about issues related to sexual orientation
and sexual behaviour, as opposed to 9.4% of those in the
general group (non-LGBTQ), and 50% feel somewhat

knowledgeable. In addition, 17.9% reported feeling very
knowledgeable about issues related to gender identity/
expression, versus 3.8% of the general group, and 42.9%
reported feeling somewhat knowledgeable. The percep-
tion of not being knowledgeable enough is a more com-
mon response regarding trans patients than LGBQ
patients. Just over half (53.6%) of the sample reported
not having received any training for cultural competence
about LGBQ populations. In the same way, 67.9% had
never received training for cultural competence about
trans populations. Again, most of those who have been
trained have received this education while in-service.
Further, 46.4% of health care professionals reported
that their health care environment is inclusive of
LGBTQ patients, slightly less than their heterosexual
counterparts; and 23.2% are uncertain about that,
which means that professionals identifying as LGBTQ
have more solid views on whether the health system
is inclusive or not. Nearly 60% (58.9%) believed their
working environment was inclusive of LGBTQ staff,
while 26.8% remain uncertain; however, only 10% re-
ported that their working environment was definitely
not LGBTQ inclusive.
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15,1%

® Capital Health/IWK Health Centre (49.1)
South Shore Health (15.1)

Cape Breton Health Authority (9.4)

Fig. 2 Place of work (Non-LGBT self identified care providers' perspective)

20,8%

s Colchester East Hants Health Authority (5.7) " Cumberland Health Authority (1.9)

South West Health {20.8)
® Guysborough Antigonish Straight (11.3)

Annapolis Valley Health (7.5)

Compared to the group analyzed in the previous sec-
tion, health care providers considered the need for
non-heterosexist medical intake forms as more import-
ant (55%). Some professionals expressed the need for
specific measures, such as gender-neutral bathrooms in
health centers.

Perceived importance of health-related topics in LGBTQ health
The health-related topics perceived as most important
by LGBTQ-identifying health care providers were: a)
anxiety/stress, b) depression, self-harm and suicidal idea-
tion, c) positive body image, self-esteem and coping
strategies, d) sexual health, and e) transition services for
trans individuals.

In general, both subgroups of healthcare providers
(LGBTQ-identifying and non) considered obesity, cancer
screening and cardiovascular health amongst the least
important health-related issues relative to others, despite
the fact that approximately 40% of them consistently
rate these topics as very important.

Limitations
It should be noted that closed-ended online surveys do
have limitations, particularly where the questions are

based on self-perceptions and hence subject to variable
interpretation of the concepts used.

Discussion
The results of this online survey help bring to light a num-
ber of key issues related to improving pathways to LGBTQ
primary health in Nova Scotia from the perspectives of
both LGBTQ community members and health care pro-
viders. Specifically, it is noteworthy that more than one
third of LGBQ respondents and more than half of trans re-
spondents have had at least one poor experience with the
health care system. Despite this, LGBTQ respondents
rated their mental and physical health status as good over-
all, and most reported having a primary health care profes-
sional who they believe they can turn to for health matters.
In moving forward, it is important to note that there are
key differences in the health-related topics perceived as
most important for LGBQ versus trans individuals. Over-
all, these include reproductive health and family planning,
sexual health, problematic substance use (e.g. drugs and
alcohol), and access to harm reduction and safer sex sup-
plies. In addition, trans individuals are also concerned
with transition services, body image, self-esteem and cop-
ing strategies, and mental health issues, such as anxiety/
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@ Nurses (17.9)
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Other professions (most common being sodal worker and paramedic) (49.6)

Fig. 3 Types of health professionals (Health care providers who identify as LGBTQ)
.

12,5%

3,6%
3,6%

stress, depression, or self-harm. Supportive housing, nutri-
tion/healthy eating and healthy aging are also perceived as
important for trans individuals.

Factors that were seen to positively contribute to over-
all health and wellness are very similar for LGBQ and
trans populations and include self-care, personal coping
skills, self-esteem, a safe and inclusive school or work
environment, social support, access to LGBTQ-friendly/
safe spaces, and community mental health resources.
Given that health concerns and priorities typically vary
along the life course [16] it is important to view our
study results from a life course perspective, which recog-
nizes that social, cultural, and economic contexts shape
experiences of health [22]. Many of the health issues
highlighted in our survey represent a life course ap-
proach in understanding for example, issues related to
sexually transmitted diseases, drug-consumption habits,

dietary patterns, or pregnancy/fertility which are typic-
ally more relevant for people at early stages of adult-
hood, while the majority of cancers and cardiovascular
or metabolic diseases typically present in later stages.
Clinical guidelines recommend screening practices on
the basis of risk, which implies that such practices are
usually targeted towards particular subpopulations in
which their effect can be more beneficial. The relatively
young mean age of our sample may have had an influ-
ence on the perceived importance given by participants
to different health-related topics.

From a health care providers’ perspective, it is note-
worthy that the perceived health related concerns of
their LGBTQ patients do not always fully coincide with
those expressed by LGBTQ individuals themselves.
Specifically, many health care providers do not feel
knowledgeable, comfortable or culturally competent



Gahagan and Subirana-Malaret International Journal for Equity in Health (2018)17:76

Page 8 of 9

7,1%

8,9%

« Capital Health/IWK Health Centre (76.8)
= Guysborough Antigonish Straight (7.1)

o Cumberiand Heaith Authority (1.8}

Fig. 4 Place of work (Health care providers who identify as LGBTQ)
| N

1,8%

South West Health (7.1)
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» Pictou County Health Authority (1.8)

1,8%

* South Shore Health (5.4)

Annapolis Valley Health (7.1)

enough when it comes to LGBTQ populations and their
primary health care needs and this may be related to the
lack of formal training on these issues in their medical
education or in available Continuing Medical Education
(CME) [23] training. There are differences between the
comfort, perceptions of knowledge, and perceptions of
LGBTQ inclusiveness of health services — both for pa-
tients and for professionals — between health care pro-
viders, regardless of their sexual orientation. However,
even those identifying as LGBTQ expressed the need for
additional training.

Conclusion

In general, respondents pointed to a variety of
health-related issues that are of an intersectional and
health equity nature [24, 25]. An intersectional and
health equity approach points out the importance of the
overlapping and intersecting axes of oppression such as
gender, race, age, class and sexuality [26, 27].Our find-
ings suggest that pathways to primary health for LGBTQ
populations may be improved by addressing issues at the
micro level of the individual (e.g. additional training and
awareness) as well as at the macro systems level (e.g.
health care systems, processes and procedures).
Additional research in meeting the unique primary
health needs of LGBTQ populations and health care
providers is warranted, particularly given the complex
and evolving interplay between micro and marco level

factors that can collectively and synergistically impact on
health outcomes among more socially marginalized pop-
ulations. Our findings highlight the need to continue
working towards the development of a truly welcoming,
health equity focused, inclusive and culturally competent
primary health system for all Nova Scotians, including
LGBTQ populations.
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Abstract

Background: The relationship between users and health services is considered essential to strengthen the quality
of care. However, the Lesbian, Gay, Bisexual, and Transgender population suffer from prejudice and discrimination
in access and use of these services. This study aimed to identify the difficulties associated with homosexuality in

access and utilization of health services.

Method: A systematic review conducted using PubMed, Cochrane, SciELO, and LILACS, considering the period
from 2004 to 2014. The studies were evaluated according to predefined inclusion and exclusion criterias. Were
included manuscripts written in English or Portuguese, articles examining the Lesbian, Gay, Bisexual, and
Transgender population’s access to health services and original articles with full text available online.

Results: The electronic databases search resulted in 667 studies, of which 14 met all inclusion criteria. Quantitative
articles were predominant, showing the country of United States of America to be the largest producer of research
on the topic. The studies reveal that the homosexual population have difficulties of access to health services as a
result of heteronormative attitudes imposed by health professionals. The discriminatory attendance implies in

human rights violations in access to health services.

Conclusions: The non-heterosexual orientation was a determinant factor in the difficulties of accessing health care.
A lot must still be achieved to ensure access to health services for sexual minorities, through the adoption of
holistic and welcoming attitudes. The results of this study highlight the need for larger discussions about the
theme, through new research and debates, with the aim of enhancing professionals and services for the health

care of Lesbian, Gay, Bisexual, and Transgender Persons.

Keywords: Homosexuality, Comprehensive health care, Health services, Health services accessibility

Background

The right to health is considered universal, resulting
from a big political mobilization of society. Health care,
as a right and duty of the State is, however, an ideal. The
reality is that many countries are crossed by frames of
exclusion and violation of fundamental human rights,
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especially for minority social groups such as Lesbians,
Gays, Bisexuals, and Transgenders (LGBT).

Reflecting a new form of expression of sexuality, homo-
sexuality is a condition in which a individual seeks sexual,
erotic, and emotional satisfaction with someone of the
same sex [1]. The word ‘homosexual’ was created in 1868
and although the word ‘heterosexual’ was created and
used only in 1930, heteronormative behaviors overlap the
forms of homosexual expression [1]. In response to this
situation, the LGBT movement has been consolidating
worldwide to denounce violations of human and social
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rights related to the homosexual population, and claim
equal rights, especially for access to health services, free of
prejudice and discrimination [2].

Studies reveal that members of the LGBT group are
more susceptible to health problems, such as abuse of al-
cohol, tobacco and illicit drugs, obesity, unprotected sex,
mental disorders, Sexually Transmitted Diseases (STDs)
as HIV/AIDS, bullying, and cervical and breast cancer, as
well as violent behavior [1-3]. Although this is a multifac-
torial scenario, it may be further complicated because of
the poor access to health care and the discriminatory
practices of involved professionals stemming from homo-
phobia [3-5]. The fact is that experiences of discrimin-
ation and prejudice against sexual minorities can directly
contribute to a poorer health status [1].

Social stigmatization imposed on sexual minorities
have encouraged the recent increase in scientific studies
around homosexuality and its relationship with the
process of health and disease [6]. Issues such as vulner-
ability to STD as HIV/AIDS, health conditions, prevent-
ive practices, and access to health care strategies have
been included in the long list of subjects and objects of
research in the field of gender, health, and sexuality
studies [3].

In response to the LGBT social movement, some
countries, Brazil among them, began to consider the
specific needs of this group. To this end, the formulation
of public health policies began, such as the Brazil with-
out Homophobia Program, in 2004, and the preliminary
version of the National Comprehensive LGBT Health
Plan, in 2010 [2]. Despite the fact that advances were
identified, one still observe the difficulties faced by
LGBT people in accessing the health system as a result
of prejudicial and discriminatory behavior, often adopted
by health professionals.

It is important to know what touches, what ails, and
what affects the homosexual population’s health. Besides
biomedical and epidemiological information on disease
prevalence, risk, and vulnerability, it becomes important
to know the formulation of public health policies di-
rected to the group, implications of gender issues, the
structuring of health services, and performance of pro-
fessionals, since these make up the factors that directly
interfere with access and that guarantee the right to
health of the homosexual population [6, 7].

Therefore, this study aimed to identify the difficulties
associated with homosexuality in access and utilization
of health services through the bibliographic survey of
scientific literature on the matter.

Methods

Stages of review

Systematic review, as PRISMA recommendations, that
ran through the steps: (1) defining the research question;
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(2) establishment of goals; (3) demarcation of inclusion
and exclusion criteria; (4) defining the information to be
extracted from selected articles; (5) analysis of the re-
sults; and (6) data discussion and presentation.

Research question and objective of the review

The following question informed the review guideline:
‘What are the implications of homosexual orientation
for access to health services? In line with this question,
articles that correlated homosexuality and access to
health services were identified.

The following databases were consulted: Scientific
Electronic Library Online (SciELO), Literature Latin
American and Caribbean Health Sciences (LILACS), The
Cochrane Library (Cochrane), and US National Library
of Medicine National Institutes of Health (PubMed -
NCBI). The following Medical Subject Headings (MeSH)
terms were used in the search: ‘homosexuality, ‘compre-
hensive health care] ‘health care, and ‘health services ac-
cessibility’. To increase the scope of the search, Boolean
operators AND and OR were used in the following
order: MeSH 1 AND MeSH 2 AND (MeSH 3 OR MeSH
4). The option to choose MeSH 3 or MeSH 4 was due to
the similarity of their meanings, thereby enabling the
identification of a bigger amount of articles on the
theme. For all the databases, the same search strategy
was adopted.

Collection period, inclusion and exclusion criteria for
sample selection

The collection period occurred from July 2013 to May
2014. Articles published between 2004 and 2014 were
surveyed. The analysis followed the predetermined eligi-
bility criteria. The inclusion criteria were: articles pub-
lished in the selected databases; manuscripts written in
English or Portuguese; articles on the LGBT population’s
access to health services; and original articles with full
text available online. The exclusion criteria were: re-
search reports published on non-scientific websites;
studies in the modality of literature review and com-
ments; not original articles, such as editorials, opinions,
preface and brief communication; and essays on access
to LGBT health services as a result of HIV/AIDS, the
latter criterion justified by the fact that the discrimin-
ation directed to patients with the disease is a still
present phenomenon in society, regardless of sexual
orientation.

Definition, analysis and discussion of extracted
information

Two reviewers extracted information from the included
studies using a standardized form. The matrix includes
information on authors, year of publication, journal
database, description of the study sample, the adopted
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method and the conclusions obtained. The results of the
studies were compared, allowing a comprehensive dis-
cussion of this topic.

Results

The initial electronic search in the databases resulted in

a total of 667 references. The articles were evaluated ac-

cording to their year of publication and relation to the

theme, resulting in an initial exclusion of 574 articles.
The remaining 93 articles were compared against the

other inclusion and exclusion criteria. A total of 14
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studies (Fig. 1) met these criteria and formed the final
sample.

Data were extracted from each article to obtain struc-
tural information and content, identify year and place of
publication, research methodology, number of study par-
ticipants, and main results (Table 1).

Figure 2 presents a flowchart that summarizes the
main conclusions about the studies found, analyzing the
interface between them.

The identified studies revealed the main implications
of homosexuality towards access to health services:

'm
Records identified through Additional records identified
database searching through other sources
(n=667) (n=0)
. J h 4 k 4
_ Records after removed duplicates
(n=98)
y
Screened records o Excluded records
(n=93) 7 (n=79)
~—
v
Full-text articles assessed Excluded full-text articles,
for eligibility > with reasons
(n=38) (n=55)
h A
— Studies included in
qualitative synthesis
(n=6)
v
Studies included in
quantitative synthesis
(meta-analysis)
(n=8)
Fig. 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses {(PRISMA) J
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Table 1 Summary of publications that addressed accessibility to health and health care services

Publication/country Database Population Obtaining results Key findings
Qualitative Study
Melo, Perilo, Braz and ~ SciELO 52 managers in Health  Analysis of government There are difficulties in implementation of health
Pedrosa. [1] Brazil and 43 LGBT activists  documentary sources and actions with respect to homosexuals, which
application of semi-structured implies the search for services only in situations
interviews. of emergency care, considered the gateway
system by LGBT group
Barbosa and Facchini  SciELO 30 homosexual Fthnographic observation Due to be instances of discrimination against
[2] Brazil women and application of semi- homosexuals in health services, LGBT members
structured interviews. seek health care generally in situations of greater
iliness.
Araujo, Saraiva, Galvao  SCiELO One homosexual Experience report through a  There is weakness in interpersonal relationships
and Albuguergue. woman case study with application between women and health professionals,
[31Brazil of semi-structured interview.  because of homosexual orientation, with
communication difficulties and disattention to
issues linked to the experience of sexuality.
Gutiérrez [4] Mexico LILACS 92 homosexuals (49 Application of semi- Homosexual women have needs for sexual and
men and 43 women)  structured interviews. reproductive health that cannot be contemplated
because of discriminatory and prejudicial barriers
related to sexual orientation on the part of health
services.
Seaver, Freund, Wright, PubMed 22 homosexual Accomplishment of focus Healthcare professionals should adopt behaviors
Tija and Frayne. [8] women groups with Application of inviting the LGBT population, assuring them the
USA semi-structured interviews. information that should take into account all
aspects of health and not only aspects related to
sexuality.
Boyce, Barrington, Cochrane 8 transsexuals, 16 Application of semi- Gay and bisexual men suffer from difficulties of
Bolands, Arandi and homo/ bisexual men  structured interviews. access to health services due to homosexual
Paz-Bailey [9] and 5 heterosexual orientation as well as experience breach of
Guatemala men confidentiality and discrimination in services by
professionals.
Quantitative Study
Buchmueller and PubMed 5,265 homosexuals Application of structured There are differences in attendance between
Carpenter [5] United and 802,659 interviews and homosexual and heterosexual women with
States heterosexuals accomplishment regard to access to insurance and health services;
of logistic regression. the first present more difficulties, because of
prejudice and discrimination based on sexual
orientation.
Heck, Randall and PubMed 614 homosexuals and  Application of structured Important differences were found in access to
Gorin. [6] United 93418 heterosexuals  interviews and health care, especially for gay women, because of
States accomplishment of logistic heteronormative attitudes of the services.
regression.
Kerker, Mostashari and  PubMed 19,349 between Population-based Homosexual women have more difficulty
Thorpe. [10] USA homosexuals and cross-sectional surveys and accessing health services due to discriminatory
heterosexuals application of structured attitudes in services, which implies difficulty of
interviews. being up-to-date with their routine exams, such
as the Pap smear and mammogram.
Hiestand, Horne and PubMed 516 women among Snowball sampling technique Lesbians and bisexual women have more health
Levit. [11] USA lesbians and bisexuals  and application of online risks than heterosexual, particularly diseases
structured questionnaire. affecting the genitals, because they have limited
access to services as a result of prejudice and
discrimination on grounds of sexual orientation
present in the attitudes of the area professionals.
Steele, Tinmouth and  PubMed 489 homosexual Self-administered survey with  Disclosure of sexual orientation in health care
Lu [12] England women application of structured reflects the difficulty of access and use of health
questionnaires. services, which implies not seeking care early and
increased susceptibility to health disorders.
Hoffman, Freeman and PubMed 733 young Application of online The young LGBT population reveals the need for

Swann. [15] USA

structured questionnaire and
accomplishment of focus
groups.

homosexuals

health professionals to provide health care not

only in reducing sexual risk {by associating,

culturally, sexual diseases to the homosexual population),
but also in promoting health in family disputes
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Table 1 Summary of publications that addressed accessibility to health and health care services (Continued)

Goldsen, Kim, Barkan, ~ PubMed 96,992 participants Application of online
Muraco and Ellis. [14] (homosexual, bisexual  structured guestionnaire.
USA and heterosexual)

over 50 years
Herrick, Stall, Chmiel, ~ PubMed 6,972 gay men Prospective study with

Guadamuz, Penniman,
Shoptwan, Ostrow and
Plankey. [13] USA

recruitment and application
of structured interviews.

The LGBT population over 50 years experiences major
challenges to reveal their sexual orientation in health
services. This, coupled with the stigma of aging, it raises
the barriers to care services, resulting in the onset of
diseases on a larger scale.

The internalized homophobia by the homosexual
hinders the search for health services, bringing him a set
of health problems, among them those of mental order

Source: SciELO, Lilacs, PubMed, and Cochrane
Legend: LGBT - Lesbians, Gays, Bisexuals and Transgenders

differences in health care between heterosexual and
homosexual individuals, particularly for the female
homosexual population [5-10]; communication difficul-
ties as a accessibility barrier to the gay population to
health services [3]; prejudicial conduct adopted by health
professionals [4, 11]; breach of confidentiality during
consultations [9]; disclosure of sexual orientation in
health services [12]; persuit of health services in major
conditions situations, because of institutional homopho-
bia [1, 2]; internalized homophobia [13]; aging and
homosexual orientation as access barriers [14]; need for
holistic care beyond the sexual issues of the homosexual
population [8]; and higher performance of professional
services towards the care of LGBT youth [15]. These

findings are discussed in categories that gather the main
conclusions of research.

In order to understand the LGBT population’s health,
several models may be adopted as parameters to exam-
ine how identities and cultural and social arrangements
influence the access to health care, status and results of
sexual minorities. Accordingly, the main conclusions of
the studies were grouped into three axes based on two
models usually adopted in research involving sexual mi-
norities regarding health disparities imposed on the
group.

The axis called “implications of homosexuality”
based on the “minority stress model”. This model starts
from the premise that sexual minorities experience the
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chronic stress resulting from the suffered social
stigmatization, with negative impacts on health [16]. Ac-
cording to this model, proximal stress processes include
internalized homophobia (self-directed aversion), and
stigma (expectation or fear of being rejected in society,
with concealment of sexual orientation) [16]. These con-
ditions, found in the conclusions of the studies, may jus-
tify the absence of demand for health services.

The axis called “health services” and “vocational train-
ing in health” worked on the premise of the model of
“social ecology”. This model recognizes that environ-
mental factors act upon the health determinants of a
population [17]. With regard to homosexual health, the
model is useful to conceptualize that the social behavior
of the group (non-heterosexual orientation) affects the
environment and, in turn, is affected by it. Accordingly,
social structures such as family, teaching, religion and
society are influenced by the social behavior of sexual
minorities, and also influence the group’s life, for ex-
ample, the health care. This relationship may justify the
findings of the studies, where the vocational training in
health is grounded on a heteronormative and prejudiced
culture, which implies an institutional violence in health
services, which can consequently justify the reduction of
health care by the LGBT population.

In order to do the contextualization of the selected
studies, the axes “health services”, “implications of
homosexuality” and “vocational training in health” were
renamed in the form of categories and discussed with
the aim of explaining the results of research and discuss-
ing their findings, respectively in: (i) homophobia in
health care: LGBT access barriers; (ii) implications of
homosexuality in self-care and health services access;
and (iii) vocational training in health: deficits to attend-
ance for the LGBT population.

In the first category, the challenges for health care to
the LGBT population are discussed, which, in part, are
associated with sexual practices and lifestyles of the
group perceived as deviant from a supposed normal
range defined by gender relations, which indicate hetero-
sexuality as dominant pattern of sexual orientation. The
second category explores the discriminatory attitudes on
the part of health professionals, when referring to heaith
care for LGBT clients. The last category addresses the
behavior of health professionals when caring for sexual
minorities, with such behavior being partly influenced by
stereotypes, social taboos and myths about non-
heterosexual sexual orientation.

Discussion

Homophobia in health care: LGBT barriers to access
health services

In the item on the sexuality and sexual/erotic practices,
the gender relations impose the role of subject/active on
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the man, and the role of the object/passive on the
woman, who should be attracted, owned and dominated
by the first. This condition reinforces social patterns of
sexual experience, thereby defining guidelines to sexual/
erotic practices and hailing heterosexuality, or in other
words, the emotional/sexual attraction to the opposite
sex, as dominant pattern of sexual orientation [1].

When these papers are rejected, in the example of
homosexuality, rejection behaviors are envisioned as a
vicious circle, transmitted from generation to generation,
and characterized as homophobia [1]. Homophobia can
be defined as the rejection, fear or irrational intolerance
towards homosexuality [7, 18].

Research conducted in 102 municipalities with a sam-
pling of 2,363 respondents found that 89 % of partici
pants were against male homosexuality, and 88 %
against lesbianism and bisexuality in women [4], reinfor-
cing the view that homophobia is largely socially deter-
mined [2].

Nevertheless, a study conducted by The Association of
Gays, Lesbians, Bisexuals, and Transgenders Parade in
Brazil, in 2006, with 846 members of the group, found
that 67 % had suffered discrimination because of homo-
sexual orientation and that 59 % had experienced some
type of physical violence [2]. Although such studies do
not represent the entire population, they are an import-
ant indicator of the existence of homophabia, which per-
vades the daily life of the LGBT population.

Homophobic discourses are present in the conduits
and in the minds of health professionals. For some
area workers, the LGBT population is a group of sick
people, not worthy to formalize marriages and adopt
children; by witnessing attitudes of affection between
members of the group, the repulsion of these workers
was awakened [12].

Misconduct, constraints, prejudiced connotations or
even verbal abuse on the part of professionals in health
facilities, generate reduction in attendance and in seek-
ing assistance. These attitudes can be experienced as
violent situations (sometimes silent and sometimes con-
crete) that may contribute to the deviation of own body
care and the health of the LGBT population [4, 6].

As a result of this reality, the group has fears revealing
their sexual orientation in health services, anticipating
the negative impact that such an attitude can generate in
the quality of care [3]. As a result of the non-disclosure,
the LGBT population is treated as straight and proves to
be dissatisfied with the care received, since, in part, this
does not address their real needs or even desires [10].

The presence of internalized homophobia within the
LGBT population also appears to be another aggravation
for them not to search for services [13]. Shame and fear
of reprisals after disclosure of sexual orientation have
shown association with a set of problems among gay and
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bisexual men, including depression and anxiety, relation-
ship problems, sexual compulsion, and the use of psy-
choactive substances [19].

In general, the existence of internal and external
homophobia implies the displacement of the population,
in cases of illness, to pharmacies first. The LGBT popu-
lation turn to health units only when the resolution be-
comes unsuccessful [4]. Self-medication allows the
appearance of diseases, with consequent search for units
and emergency wards, often considered the gateway to
the system [1].

Implications of homosexuality in self-care and in access
to health services

Although most scientific studies have female partici-
pants, because historically women seek attendance for
health care, knowledge about access to services by the
general homosexual population is a key dimension to
the formulation of appropriate public policies.

The search for health services for homosexual women
compared with heterosexual women reveals a lower fre-
quency in conducting preventive and routine tests, such
as preventive examination against cervical and breast
cancer [2, 6, 10, 11]. Homosexual women are ten times
more likely not to have and/or receive the results of Pap
tests and are four times more likely do not to undergo
mammography [10].

The reduction in the frequency of performing the Pap
smear is justified by homosexual women in the way the
examination is conducted, since it can reveal the pres-
ence of self-reported physical attributes as masculinized
and make it possible to identify a sexuality that may be
seen as deviant [2]. In a study of 19,349 participants,
between hetero- and homosexuals, lesbians had nega-
tive experiences in gynecological clinics, encountering
inappropriate reactions and rejections from profes-
sionals [10].

Another point that implies the non-procurement of
sexual and reproductive health services for gay women
is the fact that they do not believe they are at risk of ac-
quiring or being capable of transmitting sexual diseases,
since they consider this is only possible in heterosexual
relationships and by promiscuity [2]. Still, gay women
have reduced protective factors for breast and ovarian
cancer, especially those who do not want or intend to
become pregnant [10].

Comparatively, gay men also have difficulty accessing
health services. A study of 29 participants in Guatemala
revealed that gay men have low demand for services and
when they seek them their medical needs are unmet as a
result of discriminatory attitudes of professionals [9]. It
is noteworthy that the AIDS epidemic has raised the
pursuit of this population to these services, making gays
more likely to seek preventive care for situations that
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put them at risk of HIV infection [3, 5], as there is a his-
torical and cultural association between male homosexu-
ality and HIV.

With regard to the search for access to health infor-
mation, a study conducted in Mexico and Brazil, with
a sample of 122 homosexual participants, revealed
that this group’s sources of information are gay
friends, magazines/books, websites, and civil society
organizations [2, 4]. Among older gay women, the
main source of information, in most cases, is other
gay women, preferably the sexual partner, causing the
prevention of certain diseases to be seen as ‘the cou-
ples business’ and not as something that should be
shared with a health care professional [2], which in-
creases susceptibility to aggravations.

Information obtained improperly and not making a
precocious quest for health care favor the appearance of
other problems. Connection with consumption of alco-
hol, tobacco and drugs, suicide attempts and depression
tendency, arise with high frequency in the LGBT [3-5]
population, as well as problems related to sexual and re-
productive health. Many homosexuals, by not revealing
their sexual orientation and playing a typical role within
the genre to which they belong, are more likely to de-
velop psychological disorders [20], especially young ho-
mosexuals, due to the difficulty experienced with social
and family acceptance [15, 21, 22].

A survey of 733 LGBT vyouth in the United States
identified the need for greater sensitivity on the part of
health professionals, in an attempt to solve the problems
of this population [15]. Young LGBT affirmed the im-
portance of a more comprehensive look at the area of
workers on health promotion, brokering conflicts, espe-
cially in the family, and the reduction of social homo-
phobia [8].

Similar data are found in the elderly homosexual
population, who experience major challenges and bar-
riers in access to health services, to reveal their sex-
ual orientation. The stigma is associated with the
believing that aging and homosexuality raises the risk
of social isolation, poor physical and mental health,
cognitive impairment, and mortality in the general
elderly population [14].

Vocational training in health: deficits in attendance by

the LGBT population

The perception of homosexuality as a universal moral
and the consequent rejection directed at homosexuals,
constitute some of the greatest difficulties for the health
professional in LGBT customers’ approach [1, 3].
Criminalization and stigmatization of homosexuality are
important barriers to providing access and utilization of
services by health professionals [23].
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Research conducted in the United States with 116
students in health area, 75 % female, found that 8-
12 % believed that homosexuality should be punished;
5-12 % of students disliked sexual minorities; and
51-53 % noted that homosexuality was against their
religious beliefs [24]. In England, of a group of 137
students, in 83 % heterosexual women, 16 % felt un-
comfortable if they were responsible for the care of a
homosexual person [24].

In the Middle East, a survey of 126 students, 87 % het-
erosexual women quantified the degree of homophobia
with the adoption of an index (the Gay Index). This
index has a scale of 25 items with a total score of zero
to 100, where values above 50 indicate strong inclination
to homophobia. Although the results reveal indices
below 50, there were still indications that homophobia
was present at the students’ academy, with negative im-
plications for the provision of health care to the LGBT
population in short, medium, and long term [22].

Inexperience and/or deficit in education, capacity, and
professional conception during academic training may
also be considered an obstacle to the service group. Still,
the thematic approach inherent in sexuality that often
goes against professional modesty prevents satisfactory
health care being directed to the group [9].

Intervention strategies, such as continuing educa-
tion, can be adopted to prepare health professionals
for non-discriminatory service directed at the LGBT
group, granting the right to comprehensive care, as
provided in the legislation. Continuing education ex-
periences reveal satisfactory results. In Kenya, a 2-day
training of health professionals provided information
on men who have sex with men, their sexual risk be-
haviors, and their health needs. The post-training
evaluation, 3 months after this intervention, found a
reduction in prejudice attitudes and increased know-
ledge of these health professionals regarding the par-
ticular health of this population [25].

For both, there is the need to provide, in the train-
ing of health professionals, evidence-based clinical in-
formation relating to the health care process facing
the LGBT population. These requirements are: com-
munication patterns; understanding the relationship
between health, illness, and gender issues; sensitive
approach to the homosexual patient; and addressing
the most common health problems [24]. It is pertin-
ent to reduce the difficulties of accessibility to health
services, as well as violation of confidentiality and
discrimination on the part of professionals, by the
adoption of these attitudes [9]. Even health profes-
sionals criminalize homosexuality. Instead, they can
be encouraged to provide a supportive and safe envir-
onment in which sexual minorities can discuss their
risk behaviors, sexuality, and health problems [23].
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The universality of the right to health requires the
proposal of strategies and specific attention, according
to the singularities of subjects seeking services. This
implies that social determinants, such as sexual orien-
tation and gender identity, should be known and cul-
tivated by health professionals. It is hoped that the
problematization of homosexuality can advance, so
that the LGBT population has their rights of citizen-
ship respected, especially with regard to the field of
integrated health.

Conclusions

From the data obtained, it was possible to initiate a
reflection on the weakness that still exists between
homosexuality and the attention given by health ser-
vices. Despite the presence of qualitative studies, con-
sidered a limitation of this review, before the
subjective nature of its methodological approach, the
review highlights the prejudice and discrimination
suffered by the LGBT population in accessing good
quality health services.

The LGBT population experience difficulties commu-
nicating with health professionals, apart from the fear of
assumptions about their sexual orientation, and of
embarrassing situations when expressing their homo-
sexuality/bisexuality, due to the homophobia present in
professionals’ conduct.

The exclusion and marginalization in health services
implies a reduction in attendance and the subsequent
search for assistance, contributing to the deviation of
this clientele, in view of their own body care and redu-
cing the chance of developing educational and prevent-
ive health work.

It becomes necessary therefore, to ensure that, apart
from the provision of qualified and equipped health ser-
vices, there are trained professionals stripped of discrim-
inatory attitudes in that area. These should be able to
analyze the health status of their clients, taking into con-
sideration the health, social, and cultural context in
which they are placed. To that, the accomplishment of
new research on the theme may provide a broader dis-
cussion and generate favorable changes in the health
care of the LGBT public.

For this, important measures are: the introduction of
this topic into undergraduate curricula of health profes-
sionals; conducting training with already working profes-
sionals; monitoring the implementation of laws addressing
social homophobia; and the development of empower-
ment strategies across the LGBT population, so that it is
possible to act in the relentless pursuit of their rights, be-
coming visible as subjects of their own history.
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