
 
 

   
 

Input to thematic report to HRC62:  
Violence and discrimination experienced by lesbian, bisexual, and queer (LBQ) women 

 
The Global Health Justice Partnership (GHJP) is an initiative of Yale Law School and Yale 
School of Public Health, based in the United States, which is dedicated to interdisciplinary, 
innovative, and effective responses to key problems in health justice locally and globally1. We 
present this submission to inform the forthcoming thematic report by the Independent Expert 
on Sexual Orientation and Gender Identity regarding violence and discrimination experienced 
by lesbian, bisexual, and queer women. 
 

I. Introduction:  
In the United States, lesbian, bisexual, and queer women face discrimination on the basis of 
gender and sexuality that can intersect with oppression related to race, class, immigration 
status, and other systems of power and identity formation.  The ability of LBQ women to enjoy 
their rights is therefore related not only to the discrimination and violence usually catalogued by 
the Independent Expert on Sexual Orientation and Gender Identity but also requires distinct 
analysis incorporating attention to systems of discrimination linked to race and class, joined 
with those of intersectional feminist and queer theory. Only with all these lenses of analysis can 
one: 

• Set out the full range of conditions giving rise to barriers or abuses to rights;  
• Describe the distinct embodied experiences of these violations; 
• Effectively delineate the full range of distinct consequences and needed remedies. 

Redress may be found in statutes relating to race or national status discrimination; sex/ 
gender/marital or parental status discrimination; health services regulation; and/or in efforts to 
support more inclusive research and interventions, and not solely in laws attending to ‘sexual 
orientation and gender identity.’2 

 
This submission specifically considers the ways that LBQ persons in the United States face 
health inequities using both public health research and intersectional feminist and critical race 
writings from lesbian, bisexual, and queer and trans authors to consider the ways that health is 
impacted by intersecting forms of discrimination. We offer these US-specific analyses both to 
bring attention to the injustices faced by LBQ persons in the US, and with the hope that 
attention to these analytic frames, and the specific issues raised, can be useful in other settings.  

 
Appropriately analyzing the causes of health inequities necessitates attention to power 
imbalances: employing feminist and queer theory, critical race theory, and disability justice 
theories are key to making visible those power imbalances.  These theoretical frameworks call 
attention to the ways that lesbian, bisexual, and queer persons face related, yet differing forms 

 
1 Global Health Justice Partnership https://law.yale.edu/ghjp accessed 13 February 2026 
2 Donna Sullivan, Appendix iv, Trends in the integration of women’s human rights and gender analysis in the 
activities of the special mechanisms. Gender Integration into the Human Rights System Report of the Workshop 
United Nations Office at Geneva 26 to 28 May 1999 
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of violence and discrimination; help us to understand how the experience of violence and 
discrimination is different, and to imagine remedies that vary accordingly.   
 
While we use the acronym LBQ generally, we intentionally disaggregate these categories in the 
data we use, being specific about the population of interest. Furthermore, we recognize that 
some people might identify with the LBQ acronym but not identify as women. Where 
appropriate, we specifically discuss the ways that gender identity and gender oppression impact 
the conditions necessary for health.  
 
We conclude with ways that the reproductive justice framework, with its attention to both 
human rights and the specific material contexts of different communities, can guide analysis and 
attempts to rectify the power imbalances facing LBQ women and the resulting health inequities. 

 
II. Public health research can be used to demonstrate the impact of multi-

system discrimination toward LBQ women 
LBQ women in the United States face discrimination which impacts their access to care, and 
which is related to: socio-economic status, heteronormativity in healthcare settings, and a lack 
of access to information about the health needs of LBQ women.  
 
Healthcare insurance shapes health: Being uninsured or underinsured can limit access to 
doctors, specialists, and health information. In many states, the main avenues for accessing 
healthcare insurance are through employment or marriage. Thus, some populations are 
excluded from healthcare because of their citizenship, job status, and marital status. Research 
suggests that lesbian women are more likely to be uninsured or underinsured.3  At the same 
time, Black people in the United States are more likely to face under or un-insurance, creating a 
context in which Black LBQ women might face systemic hurdles in accessing healthcare. 4 
 
For those who can access healthcare, heteronormativity in a wide range of healthcare settings 
such as doctors’ offices, emergency departments, and pharmacies, can present barriers to care. 
Studies have demonstrated that disclosing one’s sexuality can be beneficial for healthcare 
interactions. Yet, providers may make assumptions that preclude the patient from disclosing, 
such as asking “do you have a boyfriend,” rather than asking an open-ended question about 
romantic and sexual partners.5  These assumptions might discourage LBQ women from 
disclosing their sexual orientation. In some cases, Black LBQ women describe how relationships 
with their providers are made even more fraught when racial stereotypes are deployed alongside 
assumptions around sexuality.6 

 
3 Allison L. Diamant, Mark A. Schuster, and Lanet Lever, ‘Receipt of Preventive Health Care Services by Lesbians’ 
(2000) American Journal of Preventive Medicine 
4 Alaina Brenick and others, ‘Understanding the Influence of Stigma and Medical Mistrust on Engagement in Routine 
Healthcare Among Black Women who Have Sex with Women’ (2017) LGBT Health; Daphne Scott-Henderson and 
others, ‘The Lived Experiences of Lesbian Black Women Navigating Sexual and Reproductive Health Care: A Scoping 
Review’ (2025) Health Equity  
5 Sue LaVaccare and others ‘Healthcare Experiences of Underrepresented Lesbian and Bisexual Women: A Focus 
Group Qualitative Study’  (2018) Health Equity; Ibid: Scott-Henderson et al. (2025) 
6 Jaquelyn L. Jahn and others, ‘Patient-Provider Sexually Transmitted Infection Prevention Communication among 
Young Adult Sexual Minority Cisgender Women and Nonbinary Assigned Female at Birth Individuals’ (2019) 
Women’s Health Issues; Scott-Henderson et al. (2025) 



 
 

   
 

 
Additionally, people, including LBQ women, might also face stigma and discrimination related 
to their gender presentation and identity.7 Again, disaggregation is important here: studies have 
shown variation in the types of discrimination that transgender women, nonbinary people, and 
trans men face in different contexts.8  Cis-normative assumptions about one’s gender can lead to 
harmful patient-doctor interactions, and a lack of accurate understanding about one’s health. A 
transgender woman who identifies as a lesbian might have health needs that only become clear 
when a provider is able to talk to her about her sexual and romantic partners and other aspects 
of her life. Similarly, assumptions about a masculine-presenting person’s sexuality might 
preclude important conversations about health. Importantly, lack of research about the health 
needs of gender diverse people presents its own systemic barrier to accessing health services.9 

 
Even when disclosure takes place, some LBQ women report receiving incorrect medical advice 
because providers are not used to considering other concerns beyond pregnancy and the 
transmission of certain sexually transmitted infections. LBQ women report that doctors 
sometimes focus on pregnancy prevention as the main element of sexual health, even when 
there is not the possibility of pregnancy.10 Furthermore, LBQ women describe receiving 
inaccurate or insufficient advice related to sexual and reproductive health, with some doctors 
only focusing on condom use, and giving the impression that sex between people who identify as 
women does not have any risk of sexually transmitted infections.11 Doctors might also give 
inaccurate information about the need for other types of gynecological care, such as pap smears, 
which can have impacts on a patient’s holistic health.12 Lack of understanding around LBQ 
women’s health on behalf of the providers exacerbates health inequities for this population.  
 
Conversely, limited understanding of the range of sexual practices that LBQ women might 
engage in, and whom they might engage with, might make some women unable to receive 
support for contraception or other sexual health tools. An interview-based study focusing on 
cisgender queer women and gender expansive people who were assigned female at birth found 
that these populations faced barriers accessing everything from abortion care to affirming IVF 
services.13 Quantitative studies focusing on both race and sexual orientation have found 
inequities in access to contraception and to screening for cervical cancer among Black LBQ 
women. 14 
 

 
7 Ibid: Jahn et al. (2019) 
8 Gabriel R. Murchison and other, ‘Transgender/nonbinary young adults’ exposure to cissexism-related social 
stressors: Variation across gender groups’ (2023) Social Science and Medicine.  
9 Madina Agénor and others, ‘Mapping the scientific literature on reproductive health among transgender and gender 
diverse people: a scoping review’ (2021) Sexual and Reproductive Health Matters.  
10Jahn et al. (2019)  
11 Jahn et al. (2019); Scott-Henderson et al. (2025) 
12 Kelley Bauman and others, ‘Sexual Orientation and Cervical Cancer Screening Among Cisgender Women.’ (2024). 
Jama Network Open; Melissa Davey, ‘Urban Myth that lesbian women don’t need pap smears is a health risk’. (2016). 
The Guardian.  
13 Emma Carpenter, ‘“The Health System Just Wasn’t Built for Us”: Queer Cisgender Women and Gender Expansive 
Individuals’ Strategies for Navigating Reproductive Health Care’ (2021) Women’s Health Issues.  
14 Madina Agénor and others,  ‘Exploring the Cervical Cancer Screening Experiences of Black, Lesbian, Bisexual, and 
Queer Women: The Role of Patient-Provider Communication’ (2015) Women &Health; Madina Agénor and others, 
‘Assessing Variations in Sexual Orientation-and Gender Identity-Related U.S. State Laws for Sexual and Gender and 
Minority Health Research and Action, 1996-2016’ (2022) LGBT Health  



 
 

   
 

As the next section will demonstrate, the inequities described above are not solely the fault of 
individual medical providers, but reflect structural power imbalances that marginalize LBQ 
women in multiple aspects of society, including healthcare. Properly contextualizing these 
health issues is necessary for understanding the sources of these power imbalances and 
effectively addressing them. 
 

III. Black LBQ women have written on the ways that “interlocking systems of 
oppression” lead to health inequities.  

In 1980, Black feminist lesbian poet Audre Lorde chronicled her experiences with breast cancer 
in “The Cancer Journals”.15 Lorde cites environmental pollution, lack of healthy food, racism, 
sexism, and other social, structural, and political determinants of health as contributing to her 
experience of cancer, mastectomy, and recovery. This reflects an understanding of systemic 
oppression as comprised of “interlocking systems of oppression” a phrase coined by the 
Combahee River Collective, a group of Black feminist lesbian socialist activists to describe the 
conditions they saw affecting Black women’s liberation in the United States.16  Importantly, 
Lorde notes that while the fact of her having cancer is not unique, her experience was shaped by 
her identities as a Black woman, a lesbian, a feminist, and a mother.17 
 
Lorde situates her experience in the context of power: some structures such as the United States 
medical system, limit her power and bodily autonomy. Many scholars have also turned their 
attention to the ways that power imbalances impact health. Black feminist anthropologist Dána-
Ain Davis coined the term “obstetric racism” to describe the systemic ways that Black birthing 
people experience racism through prenatal, birth, and postnatal care, including lapses in 
diagnosis, ignoring pain, coercion toward certain procedures, and/or performing certain 
procedures without consent.18 Obstetric racism is a major contributor the United States’ 
abysmal health outcomes around pregnancy and postnatal care.19 
 
In her ethnography “Reproductive Losses, Challenges to LGBTQ Family Making,” Christa 
Craven discusses the ways that discrimination against LBQ people  is often “impossible to 
disentangle from racism and other forms  of discrimination”.20 Craven shares an example of  one 
Black lesbian couple who described the difficulty of finding Black sperm donors, and another 
couple described feeling that there were no culturally- appropriate support groups for them after 
experiencing loss during pregnancy. These experiences are also manifestations of obstetric 
racism and cannot be separated from the other forms of discrimination that Black LBQ women 
face.   
 

 
15 Audre Lorde, The Cancer Journals  (Penguin Books, 2020).  
16 The Combahee River Collective, ‘A Black Feminist Statement’ in Akasha Hull, Patricia Bell-Scott, and Barabra 
Smith (eds), All the women are white, all the Blacks are men, but some of us are brave: Black women’s studies (The 
Feminist Press at the City University of New York, 1977).  
17 Lorde (2020) 
18 Dána-Ain Davis, ‘Obstetric Racism: The Racial Politics of Pregnancy, Labor, and Birthing’ (2019) Medical 
Anthropology 
19 Abortion Care Network and others, ‘Systemic Racism and Reproductive Injustice in the United States: A Report for 
the UN Committee on the Elimination of Racial Discrimination’ (July 2022) 
20 Christa Craven, Reproductive Losses: Challenges to LGBTQ Family-Making (Routledge, 2019).  



 
 

   
 

IV. Reproductive Justice provides a framework for addressing human rights 
issues and specifically the unique needs of Black LBQ women  

The data and analyses described above demonstrate the many forms of discrimination and 
oppression facing LBQ women in the United States, focusing on Black LBQ women. The 
reproductive justice framework was formed as a way to understand how different structural 
issues impact the right to have children, the right not to have children, and the right to raise 
families in dignity.21 As such, reproductive justice provides an avenue to  understanding how 
systems exacerbate and co-constitute each other, and how attempts at addressing one axis of 
discrimination must reckon with other axes. Reproductive justice also incorporates elements of 
human rights theories alongside critical race theory, disability justice theory, queer theory, and 
feminist theories. This framework helps to facilitate remedies that directly address these power 
inequities and foster solidarity rather than isolation and stigma.22   

 
While it is important to be clear about these structural inequities and the harm they cause, it is 
also crucial to highlight attempts at rectifying these power imbalances and mitigating these 
harms. In the midst of oppression, Audre Lorde found the ability to reclaim her power bolstered 
by the community of lesbian feminists who supported her physically and emotionally.23 
Similarly, a qualitative study based in the United States found that the presence of a community 
support person (such as a doula) who is not associated with the hospital has been found to 
reduce obstetric racism, and pointed to the potential for similar impacts for other communities 
facing systemic discrimination, including LBQ women.24 A separate study described how queer 
cisgender women and gender expansive individuals sought out affirming doctors, midwives, and 
other care providers in order to retain some agency in their healthcare processes.25 
 
Reproductive justice encourages a capacious approach to creating the conditions that foster 
health. For example, one scholar uses a reproductive justice approach to consider how the 
material conditions of pregnancy are shaped by societal structures, and suggests that imagining 
different forms of pregnancy (for example, pregnancies carried by persons not identifying as 
women, or pregnancy that is not demonized by racial stereotypes) can help to shift material 
conditions.26 Reproductive justice can be  helpful for analyzing inequities that families face over 
their lifespan, including racist violence and  for understanding other health inequities that 
disproportionately affect Black communities, such as HIV.27  

 
21 Loretta Ross, ‘Conceptualizing Reproductive Justice Theory: A Manifesto for Activism’ in Loretta Ross and others 
(eds), Radical Reproductive Justice (The Feminist Press at the City University of New York, 2017).  
22 Toni Bond Leonard, ‘Laying the Foundations for a Reproductive Justice Movement’ in Loretta Ross and others 
(eds), Radical Reproductive Justice (The Feminist Press at the City University of New York, 2017); Lucia Leandro 
Gimeno, ‘The Reluctant Reproductive Justice Organizer and Birthworker’ in Loretta Ross and others (eds), Radical 
Reproductive Justice (The Feminist Press at the City University of New York, 2017); Katie O’Connell, ‘We need to talk 
about disability as a reproductive justice issue,’ in Loretta Ross and others (eds), Radical Reproductive Justice (The 
Feminist Press at the City University of New York, 2017).  
23 Lorde (2020) 
24 Elle Lett, Marie-Fatima Hyacinthe, and others, ‘Community Support Persons and Mitigating Obstetric Racism 
During Childbirth’ (2023) The Annals of Family Medicine 
25 Carpenter (2021) 
26 Carlo Sariego, ‘Transfeminist pregnancy: reproductive speculation, genre, and desire’ (2025) Feminist Theory 
27 Ruha Benjamin, ‘Black AfterLives Matter: Cultivating Kinfulness as Reproductive Justice’ in Adele Clarke and 
Donna Haraway (eds), Making kin not population (Prickly Paradigm Press, 2018); Dázon Dixon Diallo, ‘HIV 
Prevention and Reproductive Justice: A Framework for Saving Women’s Lives’,  in Loretta Ross and others (eds), 
Radical Reproductive Justice (The Feminist Press at the City University of New York, 2017).  


