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EXECUTIVE
SUMMARY
Women's Empowerment for Change (WE-Change) embarked on a study, as a part of the
Stonewall's Out of the Margins project, to respond to the chasm in studies on health in the LBTQ
community by calling attention to the health-seeking behaviours of lesbian, bisexual and queer
women with regards to their sexual and reproductive health. WE-Change engaged one hundred
and thirty (130) queer women in Kingston, Jamaica about their ability to access (the availability
of services relevant to their context, the ability to use these services without judgement, the
existing factors that may prevent achieving satisfactory care) sexual and reproductive health
(SRH) services. From the data collected, WE-Change found:
● Of the 90.1% of queer women who have accesed sexual and reproductive health services
in Jamaica, 75.2% preferred to seek out services from private health facilities/doctors.
They noted that despite the higher cost of private services, they were willing to absorb it
in favour of the greater possibility of comfort, confidentiality and safety;
● Medical and health professionals lacked the information and competency to respond to
LBTQ+ women. Stories shared during the qualitative study suggested that doctors view
the community within the context of HIV and are unaware of their distinct needs. Stigma
and homophobia also shaped the kind of treatment given.
● Pervasive sexism by male doctors who dominate the field of gynaecology has pushed
them to seek out female doctors or not use services at all. The women shared feelings of
intimidation and fear when they must visit male doctors because of the possibility of
sexual harassment and inappropriate behaviour.

The information shared by these women demonstrated a deficit in the healthcare system in
Jamaica to provide adequate, inclusive and acceptable patient-centred care for LBTQ+ women.
This project presents an opportunity for government officials and policymakers to re-examine
national health strategies on sexual and reproductive health. It further opens up the conversation
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about Caribbean queer women's health outside of the lens of HIV prevention and the
necessity in documenting this as Caribbean activists to inform our activism on the global
stage.
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INTRODUCTION
At present, Jamaican women are in the midst of advocating for a change of legislation to reflect
the need for safe and accessible abortions for women and girls1, with impunity, and is occurring
at a moment when a greater conversation about women’s sexual and reproductive health and
rights (SRHR) is happening globally. As it stands, access to SRHR services, information and
education for women and girls in Jamaica is impeded by institutional barriers and socio-cultural
notions of womanhood and sexuality. For example, it is generally understood that teenagers can
consent to have sex at the age of 16, but cannot access contraceptives without being accompanied
by a parent/parental consent until they are 18 years old and instituting proper sexual education in
schools has been met with challenges from religious groups, the general public and members of
parliament2. For lesbian, bisexual, trans and queer (LBTQ) women, pervasive homo- and
transphobia in addition to gender biases, compound to create more potent barriers to access and,
upon gaining some level of access, impacts the type of treatment and care received. In
hegemonic heterosexist societies like Jamaica, where opposite-sex relations and attraction are
accepted as the standard and modality by which legislation and policies governing sexual and
reproductive health are created, queer relationships’ “abnormality” upset the gender order,
impacting the urgency with which we treat and dedicate national attention to the specific and
unique health needs of and disparities within the community. In a 2019 study commissioned by
JFLAG, 71% of 21 politicians interviewed felt “strongly” that persons who identified as LGBT
could be converted to heterosexuality3. Under these circumstances, LBTQ+ women must
navigate a landscape that does not prioritise or value their desire to enhance their sexual and
reproductive health, engender preventative habits or engage early detection action where
necessary. This combination of structural and intrapersonal impediments work together to
prevent adequate and authoritative data representation of LBTQ+ women’s health.
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Preliminary searches for secondary sources were conducted using National Center for
Biotechnology Information, a part of the United States National Library of Medicine database
which houses a number of databases with studies in the areas of public health, medicine,
biotechnology and others. Keyword searches such as “LGBT health-seeking behaviour”,
“Lesbian, bisexual and transgender health”, and “LGBT health Jamaica” were also used. In the
assessment of available literature, across each study, the community is noted as having greater
health disparities in mental illnesses and are typically at a higher risk of sexually transmitted
infections, disproportionate to their heterosexual counterparts, because of heterosexism and
discrimination that filters into healthcare systems. In a study of Healthcare Disparities among
Sexual Minorities, lesbians and “women who have sex with women” have faced barriers to
testing for HIV due to the innacurate perception that women are innately “low risk”, a perception
that gained credibility from promulgation by the medical community4. This perception allowed
for low to no usage of contraceptives, though woman to woman transmission of STIs
documentation exists. Medical professionals’ understanding of the community’s specific health
needs is a prominent factor in their unwillingness to seek out healthcare. A study by nursing
students of Georgia Southern University5 showed that a lack of “cultural competency”,
comprehending the needs of a community, and developing the capacity and attitude, presents a
barrier to providing patient-centred care. Fear of judgement, being outed and discrimination
affects the way in which LBTQ+ people communicate with their health providers which creates a
barrier in receiving full and adequate service. The problem, however, with the aforementioned
studies is their context. The studies and statistics that we have had to depend on in the Caribbean
to evidence our work and advocacy are largely American and European, with a different history,
geopolitical power and demographics that cannot be accurately extrapolated to inform
phenomenon or trends unique to our population. Further, the data that examines health disparities
in the community tends to focus on HIV, specifically gay men and “men who have sex with
men”. Data that represents the health needs of LBTQ+ women in Jamaica does not currently
exist, ignoring the needs of the community and making evidence-based advocacy challenging.
This study responds to that gap and hopes to be the springboard for greater, more in-depth study
of the population. Equally, this project has the ability to further inform and shape advocacy and
4
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lobbying efforts to the government in Jamaica, providing concrete data about the state of
inequality that exists for the community. As a part of their international obligations, the
Government is mandated to protect and respect the rights of all Jamaicans and to ensure they
have access to all the resources they need to thrive and survive. The International Covenant on
Economic, Social and Cultural Rights which was ratified by Jamaica speaks to health (Article
12), specifically “the highest attainable standard of physical and mental health”.
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Methodologies
This qualitative research utilised Feminist Standpoint Theory and Queer Theory as the
theoretical perspectives to shape the way the study was constructed, organized and analysed.
Queer theory attempts to break down the continual use of categories and labels that stereotype
and harm those who are in marginalized positions, such as lesbian, gay, bisexual, and
transgender (LGBT) people6. We are aware of the marginalized position of LGBT people in
Jamaica and as such used that knowledge to guide how we organized and analysed the research
findings.
According to Creswell7, qualitative research is an approach for exploring and understanding the
meaning individuals or groups ascribe to a social or human problem. We used this type of
research because we needed to get a detailed story that described the socio-cultural context in
Jamaica and highlight how hostile it is to LBTQ+ women. The study is deemed an emancipatory
study as it was conducted for the purpose of benefiting disadvantaged groups (Babbie, 2013).
The paper sought to capture information about the health needs and health seeking behaviours of
LBT women in Jamaica in a way that was not done before. It allowed us to gain knowledge
about this group from members within the group who are better positioned to speak about the
challenges they face when accessing health services in Jamaica.
In recruiting participants for our research, we used a non probability sample which allowed us to
use a purposive sampling strategy. This sampling strategy allowed for the selection of
participants we knew would complement the goals of the study8. It is less costly and time
consuming than other forms of sampling methods as we selected the participants needed for the
study.
The inclusion criteria for the sample includencompassed people who self-identify as lesbians,
bisexual and queer Jamaican women between the ages of eighteen (18) and twenty- nine (29)
years. The exclusion criteria eliminated persons who did not self- identify as lesbians, bisexuals
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and queer Jamaican women who arewere below the age of eighteen (18) years and above the
age of twenty nine (29) years.
An Informed Consent Agreement was given to the participant that gave enough information
about the study, its purpose, how information will be stored, permission to record interviews and
focus group discussions and how the information gathered will be used. The Consent Agreement
also informed the participants that they had the option of withdrawing from the study at any
time. These agreements were signed by both researcher and participants before the start of the
discussions and in the case of the survey instruments, respondents completed a demographic
section that determined their suitability for the study and required them to agree to the terms and
conditions.
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Data Analysis
This study sought to increase the understanding of the landscape of LBTQ+ women’s health with
a focus on their health-seeking behaviours regarding their sexual and reproductive health. This
comes within the current global political conversation on women’s reproductive and sexual
rights and stands as an insight into the urgent need for broader and more in depth research and
analysis of LBTQ+ women’s particular health needs and concerns.

We administered an online survey on SRH health-seeking behaviour to which 101 women who
fell into a diverse range of sexual and gender identities responded, with majority of the
respondents being age 25-29 (43.6%) followed by 18-24 (28.7%). Of the 101 respondents,
90.1% have sought out, accessed or used medical services related to their sexual and
reproductive health (STI screenings, pap smears, prostate exbaminations, mammograms,
abortions, general gynaecological check up, irregular periods etc) with the three most sought
after services including STI screenings, pap smears and contraceptive services/information.

Chart 1. Sexual and Reproductive Health Services used by respondents.
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Preference for Private Practice
The data indicated that 75.2% of respondents have visited private doctor for sexual and
reproductive services and, during focus group discussions, participants expressed that this is a
conscious decision for them. Private practice, for many of the women, offered a level of
attentiveness, comfortability, a greater sense of safety, quicker service and confidentiality that
they believe would otherwise not be gotten in public health care. More than that, participants
reported lower levels of overt/covert discrimination from private health care providers and less
microaggressions. Despite the higher cost associated with utilising private practice, which exists
as its own deterrence, the women were more willing to bear the additional expense.

Chart 2. Where Respondents Access Services

Comfortability and confidence in demanding more hospitable, patient-centred care and treatment
were identified as reasons to visit private practice - confidence in demanding quality for their
money. The women also expressed a belief that doctors in private practice feel more beholden to
providing the best care, in spite of their personal beliefs, because they stand to make a profit and
future referrals. However, some remnants of discrimination and dehumanizing treatment remains
extant in private practice. A participant shared an experience of visiting a doctor concerning
blackouts. Her visitation included a consultancy with her father regarding any history of prostate
cancer within her family. This consultation saw her being outed to her father, whom she had not
spoken to about her sexual and gender identities; was asked deeply dehumanizing and
embarrassing questions about her sexual practices and was "advised" to disengage from anal sex
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because it is the reason for her blackouts. The "uncomfortable situation", she said, was
further exacerbated during a rectal examination that was absent of sensitivity and dignity.
Public healthcare presents several systemic issues that prevent the average Jamaican from
utilising the full extent of the services with socioeconomic barriers, under-resourced and
understaffed- facilities being major challenges. Sexual orientation and gender identity
amalgamate to make it more difficult for LBTQ+ women to experience health care that is absent
from assumptions, misconceptions and discrimination.
One participant recalled an experience with accompanying a friend to a public healthcare facility.
She noted that the process to be seen by a service provider was "tedious" and expressed her
friend's fear of delineating the full extent of her health concern, given the openness of the space
and the center. In addition to the inefficiencies, the respondents expressed feeling the need to
tailor their appearance, if they do not present as stereotypically cisgender and feminine, and
internalising the depth of their health concerns to protect themselves from possible
discrimination.

Cultural In-competence
Cultural competency speaks to the capacity and ability of a healthcare system and its
apparatuses, to reflect the diversity of a society by understanding the unique features of the
cultural group(s) that patients belong to, the societal context in which these groups exist and
tailoring care to effectively respond to their needs.9 In the online survey we asked respondents to
rate their level of comfort in accessing SRH services in Jamaica (majority of respondents, 36.6%,
are somewhat comfortable followed closely by 22.8% who are not comfortable at all) and to
expound on why or why not. In response, a number of women noted a lack of knowledge by
medical and healthcare professionals about the community. This particular concern came out
more emphatically from focus group participants who expressed frustration and exhaustion of
engaging with a system that invisibilises the community. The intellectual and emotional labour
that they must exercise as patients to educate their service providers on the nuanced identities
and health complexities in the community, acts as a major deterrence in their individual
motivations to seek health services. This lack of knowledge on the part of service providers is
indicative of a disconnect in medical pedagogy with the realities of a sexually diverse society,
contributing to further erasure of LBTQ+ women and the pathologization of the community in
9
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general. Survey participants’ responses to why they feel uncomfortable included “People can
be very judgemental ” ; “I always feel like my doctors are judging me and it makes me
uncomfortable”; “Reluctant due to discrimination and stigmatizing”; “Because of their comments
and behavior when they saw how I dressed ”, is demonstrative of the effect of cultural
incompetence: stigma and discrimination.

Sexism
In both the online survey and focus groups, respondents were asked to share the factors that they
consider before seeking SRH services. In addition to more common factors such as cost,
availability of services and location, one striking factor that majority of participants indicated to
be paramount in their decision-making is finding a female doctor. “ Female doctors are harder
to locate and as a queer woman, I do not trust the intentions of male doctors” ; “Always that it’s a
female doctor. If it is male, I either not go or cancel the appointment”; “With a woman doctor it
feels like she’s more open to understanding you.” T
 he belief that female doctors are more willing
to listen to the concerns of women, and by extension the preference for them, is well founded. In
a paper entitled “Gender Bias in Medicine”, Katarina Hamberg notes that while varying factors
contribute to the difference in ailments and diseases in men vs women, evidence demonstrates
that women are not given the same level of treatment and are “less likely than men to receive
more advanced diagnostic and therapeutic interventions.”10 Hamberg further noted that women’s
symptoms are more likely to be categorised as psychosocial rather than physical. The
heteronormative, patriarchal and binary framework in which we conceptualise our understanding
of what defines woman/femininity and man/masculinity, helps to shape the behaviour and
relationship between male doctors and women/LBTQ patients resulting in poor, unfair,
inappropriate treatment. The fear of enlisting the services of a male doctor reflects the general
fear many Jamaican women have when interacting with men because of the history of
harassment and violence towards women in Jamaica. This fear is escalated when sexual
orientation and gender expression are present. One participant recalled an experience where her
doctor asked if it was a bad personal experience with men that made her decide to become a
lesbian. He then asked her if she wanted to “try” (dating men) again to be certain. The level of
inappropriateness exhibited by male doctors and other health professionals is seemingly allowed
to thrive because of the idea of women as “inherently” subordinate. A participant stated that
“female doctors seem more comfortable. They seem less likely to say misogynistic things.”
K. Hamburg, “Gender Bias in Medicine”, Women’s Health, vol. 4, no. 3, 2008, p.237. Available at
https://journals.sagepub.com/doi/10.2217/17455057.4.3.237#articleCitationDownloadContainer (accessed on 12
September 2019).
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Recommendations
● Based on feedback from LBTQ+ women on the ways in which the healthcare system can
improve to better serve them, one major recommendation is the inclusion of LBTQ+
health studies in the medical programmes at our local universities and vocational training
centers. Increased knowledge and capacity to understand the health disparities in the
community allows for greater patient-centred care, proper diagnostics and, hopefully,
greater competence in providing non-discriminatory treatment.
● A national health policy that specifically codifies non-discrimination based on sexual and
gender identity in keeping with the governments international obligations and
commitments to create legislation that affords every citizen rights to health and equality
before the law (International Convention on Civil and Political Rights articles 2 and 26
and the Convention on the Elimination of all Forms of Discrimination Against Women,
article 12).
● Researchers with the means and capabilities to explore the issues in the community so as
to provide more accurate data, statistics and narratives that can inform the creation of
policies that fully and specifically protect LBTQ women in Jamaica. Wider research and
documentation also serves the purpose of providing organisations like WE-Change with
appropriate, contextual information to serve as the basis for their advocacy.

13

Conclusion
Increasingly, global narratives have been moving towards creating equal access for persons
living in the margins, including sexual minorities, with governments being urged to align
legislation and policies with the Sustainable Development Goals (SDG) which position “Good
health and well-being” (SDG 3) and “Gender Equality” (SDG 5) as top priorities and indicators
of good governance and democracy. More so, LGBT activism and feminism the world over,
have converged to critique the health infrastructures that neglect queer people and women of
colour, black women specifically. The findings from this small sample suggest that Jamaican
queer women's voices about their reproductive health needs have been largely omitted in national
conversations about health, which belies any initiative, strategic planning and programmes that
the Jamaican government has put forth in order to meet international goals. More importantly, it
belies their efforts to provide comprehensive healthcare for the Jamaican citizenry.
Upon reflection, greater efforts could have been enlisted to include more queer women living in
rural Jamaica. Reaching queer women in rural spaces would have further complicated the area of
study by adding a spatial dimension to explore. Additionally, engaging healthcare professionals
to offer greater context for the responses provided by the participants.
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