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Abstract
The provision of care by health professionals seems to be related to cultural patterns in which
these workers are inserted. The relationship between culture and care becomes a challenge for
the provision of health care to homosexual and bisexual population. Thus, this study aimed to
identify the perception of Gays, Lesbians, Bisexuals and Transgenders in relation to the care received from health professionals, in the light of Cross-Cultural Theory. This is a qualitative, ethnographic study, conducted with 30 members of sexual minorities in Juazeiro do Norte, Brazil. The
data analysis lead to the elaboration of five categories based on of the Theory of Cultural Care Diversity and Universality. The participants emphasized the constant violation of their rights to
universal and equitable access to the National Health System, stating that they have suffered from
prejudice and exclusion, as result of a heteronormative culture. They highlighted that homophobia and dehumanization of care have a strong relation to sexual orientation. The transvestites are
the most prone to humiliation and pejorative attitudes of professionals and such condition is a
barrier to accessing services.
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1. Introduction
The Lesbian, Gay, Bisexual and Transgender (LGBT) population, due to the inadequacy between gender identity and biological sex, has their basic human rights attacked, among them, the right to health, and they are often
in a vulnerable situation [1].
Given this reality, some countries, such as Brazil, through its health system (National Health System-SUS) by
establishing the National Policy of Comprehensive Health to GLBT in 2008, recognize that sexual identity and
gender identity are constituents of a multifaceted process of discrimination and social exclusion, from which
vulnerability factors derive, such as violation of the right to health, dignity, non-discrimination, autonomy and
free development [2].
The health vulnerability observed in LGBT seems to be a result of the historical relationship between health
and sexual diversity, which remains marked by pathological processes, stigmatization, oppression, neglect and
social exclusion [3]. As a result of this situation, some obstacles to organization and effectiveness of health care
to the LGBT group arise, ranging from difficulties in communication between professionals and patients to embarrassing attitudes, prejudice and discrimination by health workers toward sexual minorities [3] [4].
It is estimated that prejudice against the LGBT population is the result of cultural and moral standards, beliefs,
values and myths that reinforce discriminatory and stereotypical attitudes towards this group [5] [6], since heterosexual conduct is presumed to be normative, correct and moral in society, in response to gender configurations
which enhance standard models of masculinity and femininity that must be accepted and followed by men and
women socially [7]. This condition can result in gaps in health care provided to LGBT against the heteronormative cultural context in which health professionals are inserted, resulting in provision of inconsistent and unsatisfactory care [8] [9].
Due to this scenario, when sexual minorities seek health services and perhaps suffer discrimination by health
professionals, there may be reduction of search for care. Misconduct of health workers may include constraints,
prejudiced connotations or even verbal abuse. Such practices and attitudes can be characterized as situations of
(sometimes silent) violence that contribute to the reduction of health care to LGBT population [10] [11]. In this
sense, it is understood that the heteronormative culture can impose barriers that hinder sexual minorities to
access health services.

Theoretical Foundation: Cultural Care
Care, as a cultural practice, considers behaviors, values and beliefs of individuals who care and who receive care
[12]. The “cultural care” figure as a determinant of care between professionals and users, that is, as a health
condition [13].
It is likely that some health professionals find difficult to conciliate their cultural beliefs with their care practices [14]. In this sense, cultural issues arising from the standardization of heterosexuality can influence subjectively the care of health professionals to the LGBT population. Some health professionals may be influenced by
standardization of heterosexuality that permeates the culture, and the prejudice suffered by the LGBT population
can constitute a barrier for them to access health services.
Thus, the (re) knowledge of the sexual orientation of the user may appear to be a bias of care practices. Although professional training in health is permeated by the doctrinal principles that guide the SUS (universality,
fairness and integrity), some professionals adopt prejudiced and discriminatory behavior, often permeated by
moral and cultural values that consider heterosexuality as universal standard. Thus, the relationship between
culture and care practices can be analyzed taking into account the principles of the Theory of Cultural Care Diversity and Universality.
This theory, known as the cross-cultural theory, was proposed by Madeleine Leininger in 1985 as a basis to
nursing care [15]. However, it can be generalized to health care provided by other professionals.
The universe of health care is intrinsically linked to cultural factors that interrelate closely with the health-
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disease process [15]. Thus, from the perspective of the cross-cultural theory, it is interesting to analyze how the
culture of health professionals, as subjects of care, interferes with the care provided to LGBT group.
The cross-cultural theory has five concepts that should be discussed: 1) culture, 2) worldview, 3) environmental context, 4) care, and 5) health [16].
According to this theory, culture comprises patterns of acquired behaviors and shared values transmitted from
generation to generation. Worldview corresponds to how people look and observe the world, building a frame or
attitude about this value, cultural beliefs and their lives. The environmental context is the totality of knowledge,
situation or particular experience that gives meaning to human experiences, added to social interactions, physical, emotional and cultural dimensions. Finally, care and health are interrelated, since health is a state of
well-being, which is culturally defined, and care (in this case, health), is also defined by culture, based on values,
beliefs and standardized ways of life, that are learned subjectively and objectively [15] [16].
Certainly, considering the complexity of culture, the stereotypes produced towards the LGBT group impose
difficulties to individualized care and cultural practices reinforce messages of discrimination [17].
Although the influence on standards of care due to a sexist and homophobic culture and worldview that are
centered on gender binary and heteronormativity may be considered as constraints in health-disease process of
sexual minorities—they are little valued and studied. The need to contextualize the relationship between culture
and health professional practices should focus on certain groups, such as LGBT, in order to minimize and/or
avoid biased and discriminatory attitudes during assistance. Thus, this study aimed to identify the perceptions of
LGBT population as the care received by health services in the light of Cross-Cultural Theory.

2. Method
An exploratory and qualitative research study was used to analyze how a group of LGBT perceives the care received by health professionals while using their services.
This qualitative study was carried out in the town of Juazeiro, state of Ceara, Brazil, in 2013, through an ethnographic approach. Some concepts guide the ethnographic work, among these, the culture. Culture is defined as
a set of knowledge, beliefs and ideas acquired and used by a particular group of people to interpret experience
and generate behavior [18]. Still Leininger [15] defines ethnography as a systematic process to observe, describe,
describe, document and analyze the lifestyle or specific patterns of a culture or subculture to learn how this is
performed and interfere environments and ways of life. Ethnography means the description of a system of cultural meanings of a particular group, in order to understand another way of life, but the informant’s point of
view. Fieldwork, then, includes the disciplined study of what the world is, how people have learned to see, hear,
speak, think and act in different ways.
In this sense, based on the culture in which health professionals are inserted, this study sought to obtain the
perceptions of the group on the care received from health professionals through the application of interviews
with LGBT members, aiming to interpret and analyze them.

2.1. Setting and Sample
The study population consisted of individuals of the LGBT group recruited by the snowball technique (chain of
referrals) [19] and who met the inclusion criteria: i) being older than 18 years old, ii) having socially came out
about their sexual preferences and iii) being people who had undergone health care treatment.
The director of the association Support Group for Free Sexual Orientation of Cariri (GALOSC) was the key
informant, who promptly provided association members phone contact numbers, which enabled us to invite
them to participate in the study.
Members, contacted by telephone, were asked about the inclusion criteria and received brief explanation of
the purpose of research. For those who agreed to participate in the study, there was a scheduling of a meeting
date according to participants’ availability for data collection. Interviews were conducted in participants’ houses.
That way, thirty LGBT members participated in the research, after identifying the theoretical saturation point,
which is defined as the speeches of the study participants begin to repeat.

2.2. Data Collection
Data collection occurred from May to July 2013, mostly in study subjects’ homes. A semi-structured interview
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was used to collect data, and there was authorization to use a recorder. Participants were identified by sexual
orientation and then by age in order to guarantee the confidentiality of the information.
The interview, with a total of 15 questions, involved questions about therapeutic itineraries and treatment received in health services: i) For you what is health? ii) How do you see the health of Brazilians? Tell me a little
about it. iii) How realizes the health of LGBT members? Because? iv) What do you think of public policies in
Brazilian health? v) Do you know any Brazilian public health policy support for sexual diversity? Tell me a little.
vi) In your opinion what are the duties of a health service and health professionals? vii) You demand for health
services often? What are the main reasons for the search? viii) How is access to health services? Tell me about it.
ix) Have you ever reveal or disclose their sexual orientation when looking for health services? Because? x) Have
you suffered any constraint or violence by health professionals in health services? Tell me what happened. xi)
And otherwise? Tell me if there is a report of a service without violence. xii) Do you believe that health services
have been able to meet the health needs of LGBT people? Why do you think that? xiii) How do you perceive the
health professionals role in serving the LGBT population? Because? xiv) What do you think is needed for services and health professionals meet their health needs? xv) Would you like to add something to your interview?
Questions about disclosure of sexual orientation during service, institutional violence, dehumanization of assistance and training to care for sexual minorities were the most detailed.
For the interviews were trained interviewers 5, members of the research team. Each interview took an average
of 30 minutes and was held at the residence of participants, according to their will and prior appointment. Each
interview was conducted in the presence of interviewer and interviewee to reach privacy in providing information.

2.3. Data Analysis
Data was organized after listening, transcribing and reading the material. Data were grouped and analyzed, considering the recurrence of ideas, taking into account the assumptions of thematic categorization as proposed by
Minayo, which allowed grouping the ideas into categories [20]. With the aim of consolidating the categories of
analysis, the interviewees’ speeches analysis followed the assumptions of the Theory of Culture Care Diversity
and Universality [16].

2.4. Ethical Considerations
All participants were informed about the objectives of the study and signed an Informed Consent Form. This research is part of a larger study entitled “Right to health: implications of homosexuality as a challenge to public
health policies and access to services”, submitted and approved under register number: 11771612.8.0000.0082.

3. Results
Characteristics of Participants
Thirty LGBT participated in the research, with predominant sexual orientation of gays (70%, n = 21), followed
by lesbians (20%, n = 6) and bisexuals (10%, n = 3). From the total of gays, 30% (n = 9) were transvestites.
From the 30 participants, 80% (n = 24) had male biological sex, with 53.3% (n = 16) presenting also male gender identity.
The most prevalent age group was 38 to 42 years old (36.6%, n = 11). In relation to ethnicity, participants
were predominantly brown (40%, n = 12). When asked about their marital status, most of them (73.3%, n = 22)
reported not being in a loving relationship, although four subjects (13.3%) reported being married. Regarding
education, 56.5% (n = 17) reported having more than high school education, although only five (19.9%) had
completed higher education. Most of them (80%, n = 24) reported engaging in some paid work. It is worth noting that three research participants (12.5%), who declared being transvestites, were sex workers. Considering
month income, 45.8% (n = 11) reported receiving approximately R$ 1448.00 and 33.3% (n = 8) received less
than R$ 277.52. Of the respondents, 23.3% (n = 7) were receiving government federal benefits, especially “Bolsa Família Program” as a supplementary income.
Through the theory concepts, we assessed the lack of integration of health services and the unpreparedness of
health professionals concerning the assistance of LGBT population, using the reports of the study participants
and the selected thematic categories.
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“You were born as a man”: male feminization as a trait of inferiority
The indifference of a big part of the society towards homosexuals is a reality experienced in Brazil, despite
the discussions in behalf of the rights of LGBT population. For some studies participants, such indifference is
strongly associated with the socially idealized image of a man, as a strong and virile person, which is disqualified in the presence of homosexuality.
Within this framework, two LGBT members revealed to have been victims of prejudice and targets of jokes
and derogatory attitudes by health professionals. The institutional violence sustained by them seems to be the
result of rejecting the typically female attitudes and behavior practiced by some homosexuals. Discrimination
was considered an obstacle to access to health services. The situation points out to the noncompliance of the
right to LGBT members to health care, as stated by the Book of Rights of SUS Users, Article 3, which shows
that every Brazilian citizen is entitled to a warm care in the health services network in a humane way, free from
discrimination, restriction or denial on the basis of age, race, color, ethnicity, sexual orientation, gender identity,
genetic characteristics and economic and social conditions [21].
Because, for example, the gay who is more masculine is more likely to pass unnoticed (...) but the effeminate
gay suffers a lot, he is the target of jokes, prejudice (...) then, for these issues, many stop using health services.
Gay, 27 years old.
When I was there in the operating room, I think because of the medication, I started raving (...) I remember I
said just like this, “I was born gay” then I remember a male professional said “you were born man!” I found this
an insult by this healthcare professional. Gay, 39 years old.
Besides embarrassment due to homophobic attitudes in services, LGBT members reported receiving disrespectful treatment during assistance. One respondent pointed out the lack of recognition of her sexual orientation
by the healthcare professional and the imposition of heteronormative treatment, which reaffirms the biological
sex of the individual, disrespecting their uniqueness and gender identity.
They (health professionals) are bothered to treat me like “she” (...). Sometimes they try not to say it (...) I do
not allow him to call me “he” (...). “Do you see a man here?". Tranvestite, 37 years old.
“I do not need to reveal my sexual orientation, because they never ask”: heteronormative behaviors in
professional’s everyday practice.
When talking about the right to health, we consider not only the need for physical availability of health services, but also access to cultural and organizational issues related to care. In this context, the worldview of
health professionals, according to the perception of the LGBT population, reveals the hegemonic thought of
“universal heteronormativity” that guides the health professionals’ behavior, reaffirming that this behaviors are
just reflections of the socio-cultural values imposed by a heterosexual society.
Given this condition, two LGBT members noted that the invisibility of their sexual orientation during health
care is a problem, since the conduct of health professionals presumes heterosexuality of all patients. Thus, since
they are not asked about their sexual orientation and gender identity, they do not reveal them.
I’ve done several consultations without revealing my sexual orientation, because they have never asked me.
Gay, 27 years old.
If you ask me and whether I am married, I am! Yes, but it is rare to be asked with whom. Lesbian, 39 years
old.
Another participant of the study revealed that health professionals only ask about her sexual orientation when
she goes to hemotherapy centers to donate blood (for example, Hemotherapy Centre of Ceara-HEMOCE), as a
prerequisite to release or not the procedure. According to her testimony, the questioning on sexual orientation is
not performed when LGBT individuals demand for care in other health services.
When I go to the consultation, unless it is in the HEMOCE to donate blood or not, I do not need to reveal my
sexual orientation, because they never ask. Lesbian, 22 years old.
“Be careful, he is ‘fagot’”: the dehumanization of health care in the Lesbian, Gay, Bisexual, and
Transgendered group
At this topic, we will discuss the need of humanizing care, assistance and the relationship with the user of
health services. The extensive discussions regarding this concept guided the elaboration of the National Policy
for Humanization of the Brazilian Health System, the Unified Health System [21].
When this condition is not fulfilled, the impasse and the dehumanization of care are evident, as indicated by
the respondents, when emphasizing the objectification of the health service user, the position of power of the
health professional and the imposition of the biomedical model of care. In addition to this, the situations of ex-
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plicit violence against the LGBT group illustrate the homophobia they have experienced.
In this sense, a LGBT member revealed to have suffered embarrassment when he needed access the health
service as a result of blood loss in one of the upper limbs, and to have been target of hurtful words that associate
homosexuality with HIV. Although it is known that the transmission of the virus can occur through contact with
blood, regardless of sexual orientation of the patient, the inevitable association between homosexuality and sexually transmitted diseases like AIDS still seems to prevail in the minds of some health professionals. This association implies homophobic and exclusionary conduct in the provision of health care to LGBT members.
I arrived at the health center, then everyone gets away from me because I am gay, everyone is afraid of me (...)
and people think I have AIDS (...) One day I was taken to the hospital with my arm bleeding and when I got
there, the first thing I heard was the nurse screaming “be careful, he is fagot” (...) they cannot touch me because
I'm gay? Gay, 40 years old.
Another participant pointed out to have experienced deficient relationship to health professionals, revealing
that when sexual minorities search the services, they suffer indifference and exclusion by professionals, materialized in discriminatory looks and difficulties to receive attending.
Because when we go to some health center, they hardly want to receive us. They look at you in a different way
and even ask what you are doing there. The duty of the health professional is to attend, to take and to care for
you. Transvestite, 38 years old.
I saw once when a gynecologist refused to do a prevention test in a lesbian, because the lesbian was too
masculine, the doctor was afraid to go in the room with her (...) because there are professionals who are not
prepared to care for LGBT. Yes, there are. Gay, 41 years old.
“Why do they not attend me soon?”: the homosexual orientation as an obstacle to equality of care
The creation of Unified Health System meant a fundamental step to equity and to universal health care access.
The Unified Health System has legitimated the right to health as a right to citizenship, and set as the State’s duty
to provide the necessary resources for achieving such prerogative.
However, the population that participated in the study revealed that there are deficiencies in guaranteeing the
right to health, pointing obstacles to access to services. It is known that although health services associated with
SUS have improved over the decades, funding, infrastructure and human resources restrictions [22] interfere
with the provision of services to users. However, despite this condition is extended to the entire population, it
seems that the LGBT group has greater difficulty to access to services.
This is stated by LGBT members to denounce that before knowledge of patients’ homosexual orientation, the
care provided by health professionals is discriminatory. The following lines evidence the discrimination that
occurs when patients are selected to be immediately attended and the delay in serving those with homosexual
and bisexual orientation.
For example, a nurse (...) sees that there is a transvestite, a gay or a lesbian coming into that unit and cannot
say: No, no! So-and-so, you serve this person, if another person arrives, I serve the other person, and you serve
now, right? Gay, 42 years old.
I've been through this. I got sick in hospitals, I said I was sick, then instead of being served before others, I
had to keep waiting, waiting, and time was passing and it bothered me (...) They do not even pretend they care
(...) I think it was because of prejudice, they did not care, they were not moved by that (...) Why did not they
serve me sooner? It is not because they cannot, since for others they could do it. Transsexual, 25 years old.
Another participant said that medical professionals usually provide an unsatisfactory care for all patients.
However, if health workers come to know about the homosexuality of a user, they will postpone care, which increases the vulnerability of sexual minorities to health hazards.
And despite everything, when you arrive at these hospitals, especially public ones, and you show that you are
(homosexual), you will wait longer, you will not get immediate care, and people will not care about you (. ..) If
you go to the doctor, most of them do not even look at the patients who are heterosexual and when they find out
that the patient is homosexual, they leaves us there, sitting alone. They do not know how to treat people, they are
doctors of ignorance. So, this is the routine. Gay, 40 years old.

4. Discussion
Currently, questions related to the health of LGBT group became targets of debate and discussion. In addition to
epidemiological and biomedical information on the prevalence of diseases, risk and vulnerability of this popula-
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tion, it is necessary to obtain information about the formulation of public health policies for this group, the
structure of health services, training and behavior of professionals in meeting their needs, as these are factors that
interfere directly in the access and to guarantee the right to health for sexual minorities [11] [23].
In this sense, it is known that the relationship between users and health professionals is considered essential to
strengthen the quality of care and adherence of therapeutic proposals by users. However, the LGBT population,
despite advances in legislation, still suffers from unpreparedness of health professionals in meeting their needs,
which end up being repressed [8] [24].
This is one of the conclusions of our study, in identifying the perception of LGBT members about the care
received by health services, based on the Cross-Cultural Theory. The results expressed the presence of prejudice
and discrimination in the conduct of health professionals, invisibility of bisexuals and homosexuals, dehumanization of care, lack of care, isolation and exclusion.
Analyzing the assistance to LGBT group in the light of cross-cultural theory, it is noted the presence of a heteronormative culture in which gender relations seem to permeate the social and moral values [25], serving as
support for development of laws and defining roles for each biological sex. When such papers are rejected or are
not followed, as the example of homosexuality and bisexuality, rejection behaviors are glimpsed in a vicious circle,
passed on through generations.
Thus, the worldview affects the valuation of heteronormativity, strengthening in individuals value references,
such as heterosexuality, giving them the name of normality and morality, and the opposite of that condition
(homosexuality and bisexuality) is considered as something amoral and abnormal [26]. This world view is embodied in the environmental context. In this sense, biased attitudes and discrimination arise when heteronormativity supporters are faced with members that support and experience the sexual diversity [4].
It is in this scenario that the concepts of care and health fit. It is in the midst of a heteronormative cultural
context, a worldview that associates homosexuality and bisexuality to lack of morality and biased environmental
context, that health professionals are molded and subsequently released to the labor market to assist the population,
including the LGBT.
Thus, considering its cultural aspects, care has deficiencies, since LGBT group has not received the proper
attention from health professionals, which has implications to health as a complete state of well-being. In this
sense, the cultural and contextual influences shape the trajectories of care [27].
This reality can be illustrated by an adaptation of the sunrise model, i.e., through a cognitive map that didactically explains the interdependence of the concepts inherent to the theory, adapted to homosexuality and its relationship with health (Figure 1).
Recognizing the complexity of the five concepts inherent to Transcultural Theory, adapted to care practices
aimed at LGBT group, stereotypes produced in this population harm personalized service and cultural practices
end up reinforcing discrimination messages [17].
This scenario seems to be a result of the culture in which health professionals are inserted. They adopt a hegemonic idea, present in the social imaginary, that sexuality should be heterosexual, and that accepting the opposite can mean going against something considered natural [28].
It is noteworthy that, historically, homosexual behavior was not considered abnormal in various civilizations,
since age differences existed, and homosexuality had as its purpose the transmission of knowledge, as the example
of ancient Greece, with the paradigm of male education, Paideia [29].
Sex between men of the same age was considered unnatural because it meant that one of the men adopted the
passive position, betraying thus masculinity that was required for them to perform the role of active citizen. At no
time man could lose the condition of dominant “male”, not to be compared to women and their consequent fragile
image [29]. This cultural representation seems to have been passed on from generation to generation and this
worldview has contributed to the social barriers of acceptance of the homosexual population in society.
In agreement with this prerogative, it can be seen in the participants’ speeches that the root of the current conflicts seems to be associated with the gradual process of feminization of homosexuals. The act of assuming female
characteristics means, for the individual, being exposed to a repressive environment. Their gestures, their posture,
the way they dress up, the form and the expression of their faces, their anatomy, and the female morphology of
whole body are regularly part of a disqualifying description.
As a result of this situation, the symbolic violence suffered in health institutions is characterized by jeers and
prejudice as a result to effeminate mannerisms adopted by homosexuals (gays, transvestites and transsexuals).
Discriminatory attitudes arise in society as a response to behaviors that must be fought against, for the benefit of a
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Figure 1. Adaptation of the sunrise model. Association between the political, educational, economic, religious, cultural beliefs
and values that influence the health care of Lesbian, Gay, Bisexual and Transgendered (LGBT) group. Source: Adaptation of
Sunrise Model (Leininger, 1998).

legitimate masculinity [30]. Being a man is synonymous with virility and strength, and feminization is unacceptable.
In this context, gender relations, which are cultural, when influence the notion of roles and functions of men and
women, show that social institutions are organized and crossed by assumptions of what being male and female
means, that is, by gendered relationships. The presumed and socioculturally propagated heterosexuality as a result
of these relationships appears as a standard imposed by society and taken by individuals as a reflection and synonym of normality. Consequently, everything that escapes from this worldview is regarded as abnormal or even
disease [31].
In fact, the speeches of LGBT members point out that the stance adopted by health professionals during the
consultations reinforces a presumed and universal heterosexuality for all patients, which may hinder professionals
to meet the needs regarding the specificities of other forms of sexual orientation [4]. On the other hand, the LGBT
population, when not questioned, can be introverted about their sexual orientation, preventing dialogue and elimination of questions that could be shared with the professional, whether by shyness or fear of social discrimination [4].
Studies indicate that homophobia and heterosexism are barriers that prevent homosexuals from feeling comfortable with their sexual orientation, and from expressing it without problems.
Research shows that 89% of individuals working in health services manifest negative reactions when a person
identifies him/herself as gay or lesbian [32]. Given this reality, many homosexuals, while accepting their sexuality, choose not to publicly reveal it, due to the need for security, and to the dominant fear of retaliation and rejection [4] [33].
Thus, according adaptation of Transcultural Theory, it is observed that there are gaps in health care regarding
the LGBT population, given the cultural context in which professionals are inserted. Often, in health services, it
is adopted a completely fictitious service, since the presumed heterosexuality in association with the fear of dis-
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crimination by the LGBT population prevents the disclosure of homosexual and bisexual orientation [8] [9].
Consequently, this group is treated as heterosexual and reveals their dissatisfaction with the service received,
which, in part, does not address their real needs and desires [8]. In exceptional cases, such as blood donation,
there are protocols to be followed by health professionals during screening, which often require explanation of
sexual behaviors and sexual routines.
Concerning blood donation, questioning the sexual orientation is considered a priority to determine the “donor”
condition. Although the Ministerial Decree 1353 of June 13, 2011, have approved the technical regulation of
hemotherapy procedures, in its Article 1, Section 5, it claims that sexual orientation (heterosexuality, bisexuality
and homosexuality) should not be used as a criteria for selection of blood donors, because this is not a risky
condition in itself [34]. Many hemotherapy centers in the country, as the Hematology Center of Ceara (HEMOCE),
still do not accept blood donations from gays, with the justification that they are promiscuous [33] and have
higher chances of contracting HIV/AIDS.
In this context, the inevitable cultural association between AIDS and homosexuality, which I still present in
the health professionals’ imaginary, impacts on the negative and arbitrary judgment towards LGBT population.
According to Terto Jr., the worldview on homosexuals brings a stigma from the following association: AIDShomosexuality-promiscuity [35], which implies acute vulnerability of this group in relation to HIV [36]. If, on
the one hand homosexuals are blamed for spreading the virus, on the other hand this association moves them
away from health services as a result of prejudice and discrimination perpetrated by professionals, which certainly influences the reduction of self-care and the search for preventive health information, increasing their
susceptibility to virus infection.
However, whether or not a person is HIV-positive, based on the principle of universality of assistance of SUS,
the health service must ensure universal access to all people, and should absorb users of all social strata, consolidating itself as a space that equally meets health needs and that reaffirms the democratic principles of its institution [37].
Apart from the prejudiced HIV-homosexuality association, observed in the speeches, LGBT members experience their embarrassing situations when attended by health professionals, which covers from the lack of respect by using embarrassing and hurtful words to the invisibility of LGBT, from the avoidance of professional/user eye contact to the screening process used to select the next patient, to the exclusion and to the postponement of healthcare. Undoubtedly, such attitudes, considered inhuman and unethical, reflect the prejudice and
discrimination against the group, in complete disagreement with the principles of care humanization.
The proposal of National Policy for Humanization is in agreement with the principles of Unified Health System, emphasizing the need to ensure comprehensive care and equity to the population and strategies to expand
the condition of citizenship and rights of people [38]. In this perspective, the Unified Health System, through the
Book of Rights of SUS Users (675/GM Ordinance, the Official Gazette of March 31, 2006) [21], took a step
forward to ensure humanized care to all citizens, free from prejudice and discrimination, based on sexual orientation and gender identity, including ensuring the use of the social name for transvestites and transsexuals, in
order to promote access to health care [23]. However, difficulties in the consolidation of this right in the practice
of healthcare professionals were reported, as revealed by one of the interviewees, transvestite, 37, in which “they
are so bothered in treating me like her, with the pronoun, as it is said, with her.”
Still, situations of rejection are commonly manifested through direct refuse to serve the homosexual user, as
seen in the expression “So-and-so, you serve this person, if another person arrives, I serve the other person”,
and also through hostility perpetrated by health professionals, as in “they do not even pretend they care”, or
through abandonment, “they leaves us there, sitting alone.”
In general, the cultural practices that permeate the professional attitudes in caring for LGBT members result
in barriers to the achievement of the doctrinal principles of the SUS. When analyzing the junction of the five
elements inherent in Transcultural Theory and their applicability to health practices for the LGBT group it is noticed that there is a violation of the rights of the Brazilian health system users by hindering their access to health
services. This access should occur in an organized, humanized and respectful way, free of any discrimination,
and meeting the demands on health services in a fair and resolute way, as recommended by guidelines of the
Book of Rights of the SUS Users [21].
The violation of the principles inherent in the Book result in barriers to achieving the doctrine of SUS towards
the LGBT group, since they will not receive a universal access and prejudice-free (universality), fair and resolute (equity), humanized and holistic (comprehensiveness) service [21] (Figure 2).
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Figure 2. Implications of the concept of cross-cultural theory adapted to the care practices directed to the LGBT group in
achieving the doctrinal principles of the Brazilian Health System.

Thus, there is the need to provide, in professional education in health, information concerning the operation of
SUS, and also data on gender relations, sexual diversity and healthcare to the LGBT population, focusing on
standards of communication, on understanding the relationship between health, disease, and sexual orientation,
on knowledge of the cultural issues surrounding this group and in addressing the most common health problems
that affect this population [39].
Health institutions, as knowledge production locus and genesis of training new health professionals, should
discuss issues related to homosexuality and bisexuality, taking into account culture, worldview and the environmental context in which these professionals are inserted, since these factors, as Leininger [16] states, influence in the provision of care, i.e., in culturally appropriate health care, which pre-requisite for achieving the
doctrinal principles of the SUS.
The discussion of this subject in the curricula provokes debates inherent sociocultural constructions of a society, as a starting point for the analysis of social determinants of health and the effective intervention on them,
such as the discussion on the relationship between sexual diversity and health services. Indeed, all universities
and other educational institutions have been pressured by changes in the professional training process and in the
way the university relates to society [40]. In this context, university should be the foundation for the occurrence
of social changes that lead community to reach their citizenship rights.

5. Conclusions
The discussion of this theme in the light of Leininger’s Transcultural Theory seems to point and justify the reasons for the difficulties encountered in health professionals practice to provide assistance to the LGBT population in accordance with the doctrine of SUS. The adoption of a heteronormative culture, a worldview that rejects
homosexuality and a prejudiced environmental context provide misconduct of health professionals.
Thus, it is necessary to ensure, in addition to the provision of health services to meet these clients’ needs, that
health professionals are trained and qualified to effectively step into the issues surrounding sexuality and free
sexual orientation, free of heteronormative cultures and discriminatory attitudes, and that they are able to ana-
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lyze the health status of their customers and the social determinants of health that may affect them and cause injuries.
It is recommended therefore, introducing and discussing these topics in health professional undergraduate
curricula is important, as this will contribute to social and cultural construction. Besides, it is also crucial to
conduct training to those who are already working in the area, to monitor the implementation of laws against
homophobia, and the development of front empowerment strategies to LGBT population, so that they can act in
the endless search for achievement of their rights, leaving the invisibility and becoming visible as a subject in
their history.
Still, it points out the need to carry out further research on the subject to discuss, from the perspective of the
LGBT population, the need to implement a health policy focused on sexual diversity in health services, as well
as discuss the practices of health (in) exist to meet the health needs of this population from health professionals,
helping to demystify the prejudice and social exclusion that pervade the reality of this population.

6. Limitations
Some limitations of the study can be identified. Due to its qualitative feature, it does not allow generalization of
the results, although the uniform presence of speeches may raise the future exploration of the data. Events may
not have happened as reported, since some are not recent memories. Although such limitations are present, we
are confident that the experiences of dissatisfaction of the LGBT population during health care services are real,
in view of the cultural base of the professionals of the area. We point, as a reason for the credibility of the data,
the saturation process obtained when the speeches of the participants began to become repetitive, revealing the
uniformity of life experiences, which took place with 30 participants, a higher number when compared to other
qualitative studies.
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