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Although the amount of research on LGBT health has increased steadily 
over the last decade, research that focuses on LGBTQ people, Latin@s, 
and the reproductive health needs of these communities is still sorely 
lacking. Existing research, however, suggests that LGBTQ Latin@s are 
subject to a number of intersecting barriers to quality health care. For 
LGBTQ Latin@s to receive adequate health care, providers must be 
linguistically and culturally competent. However, providers must be cul-
turally competent not only in regards to primary language and ethnic 
background, but also to the particular health needs and concerns of the 
LGBTQ community. Finding providers that are adequately competent 
in all these areas can prove exceedingly difficult. This is particularly im-
portant in terms of preventive reproductive health care, such as annual 
exams and Pap smears. 

Latin@s are disproportionately affected by cervical cancer,1 which can 
be traced to a lack of access to appropriate preventive care. Research 
indicates that lesbians may be less likely to receive annual or routine Pap 
smears, and are more likely to perceive bias by providers than hetero-
sexual women.2 3 4 This perception affects women’s decisions whether 
to be out to their providers when they do receive care, which can be 
absolutely crucial to the collection of a full medical history and the provi-
sion of all appropriate reproductive health care. Though there is data to 
suggest that women who have sex with women might be more com-
fortable being out to their providers today than they were a decade 
ago,5 much work remains to be done to have a truly culturally compe-
tent health care workforce. This is an important issue for Latinas’ repro-
ductive health: women who have sex with women are at risk for cervical 
cancer, and research suggests that those who report positive attitudes 
toward their providers are more likely to have had a recent Pap.6 

Transgender or gender-nonconforming people assigned female at birth 
are also at risk of cervical cancer if they are sexually active and have an 
intact cervix. In fact, transgender persons who have not surgically re-
moved breasts, uterus, ovaries or testicles are at risk for cancer in these 
organs,7 and must undergo screenings recommended for these cancers. 
So too, transgender women’s health care should include screenings for 
prostate cancer when appropriate. Because these screening procedures 
are so heavily gendered, however, even transgender persons who have 

the resources to see a physician may forgo such screenings due to an in-
ability to find a competent provider. Cases of physicians refusing to treat 
transgender patients with reproductive cancers have been thoroughly 
documented.8 In fact, in a survey on transgender people’s experience 
with discrimination in health care, 19% of respondents reported being 
refused care due to their transgender or gender-nonconforming status.9 
Transgender patients who use hormone treatment must also seek medi-
cal care to receive these treatments. Persons who do not have access to 
health care providers, however, often turn to black-market hormones. 
This can be dangerous; the contents of hormones purchased on the black 
market cannot be guaranteed, and dosages are not supervised by a physi-
cian. Moreover, needles used for injections may not be sterile. However, 
for transgender persons who do not have access to adequate health care, 
taking this risk is the only way to obtain the medication they need. 

Another important aspect of reproductive health for LGBTQ Latin@s 
is pregnancy-related care. Though many LGBTQ Latin@s are not able 
to afford assisted reproductive technologies, those who do seek these 
services may have difficulty finding providers that will work with them 
throughout this process. Those who become pregnant otherwise may 
also find that they lack culturally competent providers for their prenatal 
care. Similarly, LGBTQ persons might encounter discrimination or cul-
turally-inadequate care for post-natal visits and the subsequent care of 
their children. This is particularly important for Latin@s; Latin@ same-
sex couples are raising children at higher rates than white non-Hispanic 
same-sex couples. In fact, female same-sex couples in which both part-
ners are Latina are raising children at almost twice the rate of their white 
non-Hispanic counterparts.10 

Because our health care system has been historically so closely con-
nected with employment, access to jobs is intricately connected with 
health care access. Access to employment not only determines how 
much money a person is able to spend on health care, but also affects 
access to job-related health benefits. Though it is illegal to discriminate 
in employment according to race, color, religion, sex, or national origin, 
no such protections exist for sexual orientation and gender identity on a 
national level. Though some states and municipalities have passed these 
protections, the vast majority of LGBTQ persons in the country remain 
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Lesbian, gay, bisexual, transgender, and queer (LGBTQ) Latin@s have been a part of movements for 
reproductive justice and sexual liberation for as long as these movements have existed. The specific 
health care needs of LGBTQ Latin@s, however—and more specifically the reproductive health issues 
of direct concern to LGBTQ Latin@s—have rarely been a focus of either LGBTQ or reproductive 
rights advocacy. While the concerns of LGBTQ Latin@s often mirror those of the LGBTQ population 
at large, a specific set of reproductive justice issues do arise for Latin@s in the areas of reproductive 
health, immigrants’ rights, and access to public benefits. 
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The Patient Protection and Affordable Care Act (PPACA or the 
Affordable Care Act)—the health care reform legislation passed 
in early 2010—stands poised to at least partially alter the strong 
connection between employment and health coverage, but its 
record on reproductive health is mixed. Though the law man-
dates that preventive health services be covered free of charge 
in all health plans, it remains to be seen exactly what services will 
be defined as “preventive” by the time the law is implemented 
in 2014—and particularly, whether contraceptives will make the 
list. It is also unclear whether transgender and gender-noncon-
forming persons will be able to access heavily-gendered preven-
tive services—such as Pap smears and prostate exams—through 
these provisions. As it stands now, transgender and gender-non-
conforming persons who are insured often have difficulty getting 
coverage for needed preventive health care if the sex on the in-
surance policy does not reflect their assigned sex at birth.  

Additionally, the health care reform law included a provision 
(known as the Nelson provision, after the representative who 
proposed it) that stands to greatly limit abortion access. The 
Nelson provision allows states to ban insurance policies that 
cover abortion in their insurance exchanges—the health insur-
ance marketplaces health care reform will put in place so that 
people can easily look for affordable policies—an action which 
several states have already taken. In states in which policies 
including abortion coverage are allowed, persons purchasing 
these policies will be required to write two separate checks for 

each policy—one check for their abortion coverage, and anoth-
er for the rest of their coverage. This system is not only absurd 
and burdensome, but most importantly it creates a set of incen-
tives for private insurers to simply cut out abortion coverage 
altogether. Because the impetus behind the two-check system 
is an imperative to separate funds that go towards abortion, pri-
vate insurers will have to create and maintain entire administra-
tive systems to ensure that the rules are met, which could be 
quite costly. Since these reforms did not alter the fact that the 
U.S. health care system is a for-profit endeavor, advocates fear 
that insurers will simply have no motivation to cover abortion 
services if it becomes too burdensome or costly for them—
particularly when this law requires everyone to purchase their 
product: health insurance policies.

For LGBTQ immigrants, the Affordable Care Act does little to ex-
pand access to health care services. Undocumented immigrants 
have been completely excluded from the health care reform pro-
cess, and were barred from purchasing health insurance from the 
exchanges even with their own money. Otherwise-eligible immi-
grants who have had legal permanent resident status for less than 
five years will remain ineligible for Medicaid, even though the new 
law will require them to be insured. Additionally, despite efforts 
from immigrant rights and health advocates, the five-year bar was 
not repealed as part of PPACA. These restrictions will surely limit 
immigrant LGBTQ persons’ access to health care services, and 
may exacerbate existing health disparities.
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vulnerable to discriminatory practices at work. Particularly vulnerable to 
employment discrimination are gender-nonconforming and transgender 
persons. In fact, anyone who does not fit within societal expectations of 
gender presentation is vulnerable to employment discrimination– re-
gardless of whether or not they identify as LGBTQ. Such discrimination 
takes an economic toll: LGBT persons face disproportionate rates of 
unemployment, job discrimination, and poverty.11 12 Considering these 
factors, statistics on insurance coverage for LGBT persons are hardly 
surprising. Individuals in same-sex relationships are less likely to have 
health care coverage than those in different-sex relationships,2 and a re-
cent survey on discrimination against transgender and gender-noncon-
forming persons found that nearly half of respondents postponed medi-
cal care due to the inability to afford it.9 Though reliable data for rates of 
health care coverage among LGBTQ Latin@s do not exist, we do know 
that Latinas have the lowest rates of insurance coverage of any other 
group of women,13 and that Latin@s in general are more than twice as 
likely not to be covered by health insurance than non-Hispanic whites.14

Access to safe abortion services is also an important issue for LGBTQ 
Latin@s. Though some argue that access to abortion and contraception 
are not pertinent to the LGBTQ community, this could not be further 

from the truth. First, this argument completely disregards bisexual- and 
queer-identified women, many of whom intentionally include having sex 
with men as part of their sexual identity. Second, this argument relies 
on the myth that identity always equals behavior, which we know to 
be untrue. In fact, lesbian-identified women sometimes have sex with 
men, and most have had sex with men at least at some point in their 
lives.4 Moreover, research suggests that LGB youth may be at higher risk 
for unintended pregnancy than their heterosexual counterparts,15 16 and 
that abortion represents an important and common choice for young 
queer women who become pregnant.17 Some gender-nonconforming 
and transgender persons, too, may be at risk for unwanted pregnancy. 
Lastly, this argument completely ignores the possibility of sexual assault, 
for which LGBTQ persons are at particular risk.18 There are many situ-
ations in which LGBTQ persons might personally require or desire ac-
cess to a safe abortion or contraceptives, and the availability of both 
remain integral parts of reproductive health care for this community. 
In short, the reasons why LGBTQ-identified persons might seek abor-
tion services or contraceptives are as varied and diverse as those for 
heterosexual, cisgender* women, and arguments otherwise are both 
short-sighted and incomplete. 
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• Cisgender is a term that indicates that a person’s current gender identity matches the one assigned to them at birth, and is used to contrast with transgender. 
   A cisgender woman, for example, is a person who was assigned female at birth and currently lives and is comfortable as a woman.

2.



LBGTQ immigrants and their families face a number of barriers 
to accessing health care that are directly related to their immi-
gration status, sexual orientation, and/or gender identity. Though 
immigrants’ rights and LGBTQ liberation organizations have not 
traditionally acknowledged each other as constituencies within 
each others’ groups, it is becoming increasingly clear that these 
constituencies not only have goals in common, but vocal mem-
bers in common as well. Many are Latin@; in fact, nearly half of all 
immigrants in the United States are of Latin@ origin.19 In efforts 
to provide affordable, quality care to all people, it is important to 
acknowledge the experiences and realities of LGBTQ immigrants. 

Discrimination in employment can mean that LGBTQ immigrants—
particularly undocumented immigrants—have difficulty finding jobs 
that offer health coverage or family visas. LGBTQ immigrants may 
also face discrimination due to immigration status and national origin. 
Because of these factors, LGBTQ immigrants—particularly those 
who are transgender or gender-nonconforming—face a dispropor-
tionate risk of deportation. Discrimination in legal areas of employ-
ment means that people must engage in survival crimes such as sex 
work, drug transactions, theft, etc., which increase the likelihood 
that LGBTQ immigrants will be detained and deported, even if they 
do have legal status.20 Additionally, employment eligibility verification 
programs such as E-verify have high error rates often associated with 
changes in legal documents, such as name changes or changes in legal 
sex. This can have the effect of outing transgender workers, regard-
less of immigration or citizenship status.

Accessing public benefits is particularly difficult for low-income im-
migrants. Language can be a barrier for immigrant LGBTQ persons 
not only at the doctor’s office, but also in navigating the often com-
plex world of social services. One report using census data found 
that over half of same-sex couple households in which one partner 
is Latin@ use Spanish as the primary language of their household, 
a number that goes up to 94% when both partners are Latin@.10 
In addition to language barriers, there are many policies in place 
that prevent immigrants from obtaining the care that they need. 
The five-year bar, a provision passed in 1996, prohibits legal perma-
nent residents from accessing a number of public benefits, including 
Medicaid, even if otherwise eligible, for the first five years in the 
U.S. This means that low-income immigrants, even when they have 
obtained legally-recognized immigration status, are unable to ac-
cess crucial reproductive health services and preventive care. For 
immigrant youth, this waiting period can mean beginning a sexually 
active life without access to the resources and health care needed 
to make fully-informed, safe choices. Undocumented persons are 
rarely eligible for any public benefits, and accessible, affordable care 
is severely limited. Finding providers sensitive to the needs of LG-
BTQ patients within this limited network can be very difficult, if not 
impossible. Even in large cities with LGBTQ-focused community 
health centers that do not request immigration documentation, 
immigrants—particularly very recent immigrants—may not know 
about these services. 

The immigration system itself can also be particularly difficult for 
LGBTQ persons. In fact, an immigration ban on “sexual deviants” 
was passed in 1965, staying in place until 1990.21 22 Currently, U.S. 
citizens are unable to petition a same-sex partner for residency 
in the U.S. in the way straight bi-national couples can do when 
they marry. As of 2009, transgender U.S. citizens are allowed to 
petition someone of the same sex as the one assigned to them 
at birth, as long as their gender has been changed legally and 
their state allows them to marry their partner. However, many 
transgender persons cannot afford or do not wish to undergo 
the procedures necessary to legally change the sex listed on their 
documents. Moreover, laws regarding the legal status of trans-
gender people vary widely between states; many states do not 
allow transgender people to marry, regardless of their history of 
medical transition or the gender on their legal documents.

While changing these specific requirements would represent an 
important start on the path to justice for LGBTQ immigrants, 
strategies that require immigrants to couple with U.S. citizens to 
obtain legal status are only useful to a small portion of the LGBTQ 
immigrant community. Discrimination for LGBTQ immigrants ex-
tends far beyond couples, and equal marriage rights only begin 
to scratch the surface of addressing the needs of all families living 
in the U.S. In immigrant communities, communities of color, LG-
BTQ communities and low-income communities, “family” is of-
ten a concept that is much more varied than a man, a woman and 
their children, or even two adults and children. Immigrants may 
include grandparents or cousins as part of a household. Commu-
nities of color and low-income communities are often devastated 
by the effects of a discriminatory criminal justice system, gentrifi-
cation, violence, and health disparities leading to early death. As 
a result, grandparents, aunts, uncles, or other family members 
may end up raising children. Homophobia and transphobia have 
left many members of the LGBTQ community disconnected from 
the families they were born into, which has meant that strong, 
familial bonds are formed between people of similar experience 
to whom they have no legal connection. Immigration laws rarely, 
if ever, recognize any of these family arrangements, meaning that 
many immigrant families must choose between separating them-
selves and living in fear of deportation. 

In immigration detention, LGBT@ people are subject to harms 
specifically due to their sexual orientation, gender identity and 
family status. Immigration officials are under no obligation to 
recognize families that are not legally defined as such, and may 
therefore make no effort not to separate individuals who have 
familial relationships based on kinship or affinity. As with any gen-
der-segregated institution, immigration detention centers can be 
dangerous places for transgender and gender-nonconforming im-
migrants. Immigration detention officers have been known to put 
transgender immigrants in barracks according to their assigned 
sex at birth instead of barracks where the detainee is safest, 
leaving them vulnerable to violence and sexual assault. Another 
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tactic is to place transgender detainees in solitary 
confinement, a practice which has been increas-
ingly recognized as torture.23 Cases of transgender 
immigrant detainees experiencing sexual assault at 
the hand of detention officers, denial of health care 
(including hormone treatment), and even death 
have been reported.24 25

Note: The authors of this brief, conscious of the importance of gender equality in the production of educational materials in the English language, have incorporated neutral 
terms throughout this document. Specifically, we have used of the “@” sign to represent the diversity of our community and to include persons who do not conform to traditional 
gender identities.

4.

Despite the distinct hardships faced by LGBTQ Latin@s, however, it is important 
to acknowledge the resilience of these communities and everyday acts of resis-
tance to exclusionary systems. In the face of discrimination and criminalization, 
LGBTQ people of color and low-income communities fight back, and recognize 
reproductive health, rights, and justice as critical issues.26 The reproductive justice 
framework of sexual freedom, bodily integrity and autonomy, and the right for all 
persons to live freely and in good health is one that applies immensely to LGBTQ 
Latin@s, and reproductive justice will not be possible without LGBTQ liberation. 


