EDITORIAL

Professionalism is key in providing services to lesbian, gay,
bisexual, transgender and intersex South Africans
I recently interviewed a young gay man who was
hospitalised after he fractured both his arms while
fleeing a group of men who threatened to beat him
up for being gay. The nurse in the emergency ward to
which he was admitted abruptly changed her caring
attitude towards him when he explained why he was running away
from his attackers. She asserted that he deserved the attack, berated
him for his ‘un-Christian’ behaviour, and ridiculed him in front
of other nurses. He has not attended any health facility since this
experience. In another interview, a young lesbian woman described
her attempt to get tested for HIV at a voluntary counselling and
testing facility. Upon hearing that she had had sex only with women,
the HIV counsellor told her that she did not qualify for an HIV test
because she was not at risk, and told her to go home.
In my experience researching and teaching healthcare for lesbian,
gay, bisexual, transgender and intersex (LGBTI) people, these nurses’
reactions are not surprising. Sexual and gender minority health is
hardly covered in medical or nursing school. Many doctors and
nurses have never learned to challenge their own attitudes towards
sexual and gender minorities, nor have they received information
about the health needs of this population. As a result, otherwise
knowledgeable and competent health professionals are not informed
about the basic issues that are essential for providing adequate care to
sexual and gender minorities.
Such educational gaps persist despite a growing number of reports
that indicate a need for greater attention to be paid to the health
of LGBTI people. In the USA, the Healthy People 2010 report of
the Department of Health and Human Services[1] identified LGBTI
Americans as one of six groups that are most affected by health
disparities. A 1999 report from the American Institute of Medicine,
which evaluated the strength of existing research on the physical
and mental health of lesbian women, suggested that ‘misconceptions
about risk … can negatively affect both the ability of lesbians to seek
health care and access treatment’.[2] In South Africa (SA), we know
that 10% of women who identify themselves as lesbian or bisexual
or have occasional sex with women are infected with HIV,[3] but this
knowledge is not usually included in infectious disease education.
Women who have sex with women (WSW) are not mentioned
in the Department of Health’s current National Strategic Plan for
HIV, TB and STIs.[4] Given the current dearth of sexual and gender
minority health content in health professions curricula, it appears
that not enough is done to educate our doctors and nurses about the
medical needs of this population. In their turn, WSW are ignorant or
misinformed about their health risks and, perceiving themselves not
at risk for HIV, do not engage in safer sex.[5]
Similarly, it is known that gay men and men who have sex with men
(MSM) have higher levels of HIV infection than the general population.
Studies by Lane et al.[6] and Rispel et al.[7] suggest that the prevalence of
HIV among MSM in Johannesburg and Durban is as high as 34 - 50%.
The current National Strategic Plan recognises MSM as a key at-risk
population, yet if prevalence trends among MSM are not acknowledged
in health professions education, doctors and nurses are unlikely to
pay adequate attention to the necessary messages of prevention and
treatment that the National Strategic Plan calls for.
The disparities in health between sexual and gender minorities and
the general population go much further than infectious disease. Studies
from the USA have shown that lesbian, gay, bisexual and transgender
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people battle with depression, anxiety and other mental health conditions
more often than their socioeconomically matched heterosexual peers.[8]
While sexual orientation per se is of course not a pathological condition
(the American Psychological Association recognised its prejudice and
removed homosexuality from its DSM classification in 1972), the
discrimination, homophobia and violence faced by sexual and gender
minorities puts them at considerable risk for mental and physical ill
health. As a result, researchers who have demonstrated how social
exclusion leads to poorer health outcomes among sexual and gender
minorities have recently requested that sexual orientation and gender
identity be classified as a social determinant of health.[9] In SA, the
surge in cases of so-called ‘corrective rape’ – violence against gender
non-conforming women – provides a compelling example of why it is
important to take sexual orientation and gender identity into account
when assessing people’s risk of being victims of violence.[10]
As the experience of the young man recounted above suggests, lack
of knowledge about health risks and disparities, and lack of recognition
of the social context in which they live, are not the only barriers that
LGBTI people face when accessing healthcare. Recent local studies
confirm that this young man’s story is not an isolated incident.
Lane et al.[11] report that all the gay men in their study who visited
public clinics in the Soweto area experienced name-calling, ridiculing
or other forms of discrimination. Similarly, 60% of transgender
respondents in a study by Stevens[12] had negative experiences in
public clinics. This ties in with an SAMJ report on the sidelining of
transgender patients in health facilities.[13] The non-governmental
organisation (NGO) OUT LGBT Wellbeing, based in Pretoria, reports
that 12% of gay men and lesbian women in Gauteng Province and
13% in KwaZulu-Natal delayed seeking treatment at clinics because
of fear of discrimination, while 6% of participants in Gauteng and 5%
in KwaZulu-Natal had been refused treatment because of their sexual
orientation.[14,15] These findings are not surprising, given that 61%
of South Africans think that homosexuality is ‘not acceptable’.[16] As
part of the broader community, doctors and nurses tend to share the
attitudes and values of the general population.
Article 9 of the SA Constitution[17] grants sexual and gender min
orities protection from discrimination based on sexual orientation.
The ethical rules of conduct for health professionals registered under
the Health Professions Act of 1974[18] state that practitioners should
at all times act in the best interests of the patient, respect patients’
choices and dignity, and maintain the highest standards of personal
conduct and integrity (section 27A). The Health Professions Council
of South Africa (HPCSA)’s core ethical values and guidelines for
good practice elaborate on these obligations and highlight that health
professionals should make sure that ‘their personal beliefs do not
prejudice their patients’ health care’.[19] Gender and sexual orientation
are specifically named as examples in which personal beliefs might
affect the treatment offered to a patient (section 5.1.5). The HPCSA
guidelines state that doctors and nurses have an ethical obligation to
treat LGBTI patients in a non-discriminatory and non-judgemental
manner, regardless of their own personal beliefs and attitudes towards
homosexuality. Sadly, the findings reported in the previous paragraph
suggest that in many clinics and hospitals this is not the case.
What can we do to decrease discrimination against sexual and
gender minorities, and to improve healthcare for this vulnerable
population? Attitudes, knowledge and skills are inter-related, and
the education of health professionals is key. Doctors and nurses play
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a crucial role in ensuring that sexual and gender minorities receive
competent, non-discriminatory and non-judgemental care. We need
to provide our health professionals with the clinical knowledge and
skills to provide adequate care to lesbian women, gay men, bisexual
men and women, and transgender and intersex people. We need to
include sexual and gender minority health information in the existing
medical and nursing curricula, and offer the same information in
continuing professional development courses.[20] We need to ensure
that health prevention and promotion messages and materials address
the needs of sexual and gender minorities; that HIV prevention
includes condoms and lubricants for anal sex, and dental dams for
female oral sex; that general practitioners know about the basic health
needs of transgender people in order to provide support and advice
about specialised services; and that health professionals are aware of
the existence of specialised services for sexual and gender minorities
such as ANOVA health centres (for MSM), or services provided
by NGOs such as Triangle Project in Cape Town and OUT LGBT
Wellbeing in Pretoria. We need to become aware of how our language
and our own assumptions can exclude people: for example, that we
should use the word ‘partner’ rather than ‘boyfriend’ or ‘husband’
when enquiring about a woman’s relationship.
Most importantly, however, we need to emphasise the ethical and
constitutional obligations of health professionals to provide nondiscriminatory and non-judgemental services, regardless of their own
beliefs about sexual and gender minorities. Health professionals need
to become competent, supportive care providers for LGBTI patients –
and not potentially serve as gatekeepers to care.
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