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RESUMEN 

 

Introducción: la población LGBTI busca atención médica con menor frecuencia y en etapas 

de enfermedad más avanzadas que la población general. 

Objetivos: identificar los factores asociados a la falta de búsqueda de atención médica en la 

población LGBTI en Perú en 2017.  

Metodología: se realizó un estudio observacional transversal analítico de fuente secundaria 

usando los datos de la Primera Encuesta Virtual para Personas LGBTI, 2017 en Perú. Se 

elaboró un modelo de regresión de Poisson con varianza robusta para estimar las razones de 

prevalencias cruda y ajustada.  

Resultados: se incluyeron 5 646 participantes en el estudio. El 15.85% no buscó atención 

médica. El 74.04% vivía en Lima y Callao. El 29.84% no contaba con seguro de salud, 

mientras que el 46.42% refirió problemas de salud mental. Se encontró que la falta de 

búsqueda de atención médica fue más frecuente entre quienes viven en la región Centro, 

comparado con Lima (RP: 1.38, IC95%: 1.10-1.74, p = 0.006); quienes refirieron problemas 

de salud mental, comparado con tener problemas relacionados a enfermedades crónicas (RP: 

8.81,  IC95%: 6.10-12.71, p < 0.001); y los que no pueden expresar su sexualidad sin temor 

(RP: 1.23,  IC95%: 1.08-1.39, p = 0.001).  

Conclusión: la falta de búsqueda de atención médica entre las personas LGBTI se asoció a 

vivir en la región Centro, padecer algún problema de salud mental y no poder expresar la 

sexualidad sin temor. 

 

Palabras clave: “Accesibilidad a los Servicios de Salud”; “Minorías Sexuales y de Género”; 

Perú; Seguro; “Sistema de Salud” (fuente: DeCS BIREME). 
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Associated factors to non-use of health care services by LGBTI Peruvian population. 

Analysis of the First Virtual Survey for LGBTI Population, 2017 

 

ABSTRACT 

 

Background: LGBTI population use health care services less frequently and in more severe 

disease stages than general population. 

Aim: to describe factors associated with non-use of health care services by LGBTI 

population in Peru in 2017.  

Methods: we performed a cross-sectional analytical study using data from the First Virtual 

Survey for LGBTI Population, 2017 in Peru. We designed a Possion regression model with 

robust variance to estimate the crude and adjusted prevalence ratio.  

Results: we included 5 646 participants. 15.85% did not use health care services. 74.04% 

lived in Lima and Callao. 29.84% did not have any health insurance, while 46.42% referred 

mental health problems. The outcome was more frequent in participants that came from the 

Central region of Peru (PR: 1.38, CI95%: 1.10-1.74, p 0.006); those who referred mental 

health problems (PR: 8.81, CI95%: 6.10-12.71, p < 0.001); and in those who felt they could 

not express their sexuality without fear (PR: 1.23, CI95%: 1.08-1.39, p 0.001).  

Conclusion: non-use of health care services by LGBTI Peruvian population was associated 

with living in the Central region of Peru, having mental health problems and not being able 

to express one’s sexuality without fear. 

 

Keywords: “Health Services Accessibility”; “Health Care Sector”; Insurance; Peru; “Sexual 

and Gender Minorities” (from: MeSH NLM). 
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1  INTRODUCTION 

 

Lesbian, gay, bisexual and transgender people (LGBT) is a broad term that refers to people 

who do not adhere to the traditional roles of male and female (1). Occasionally, this group 

may be referred to as LGBTI to include intersexual people, that is, individuals with sexual 

characteristics from both sexes. The LGBTI population is a historically outcast minority, 

discriminated against based on their sexual orientation, gender identity or gender expression. 

It has been described that this may result in a larger frequency of mental illnesses in this 

population, particularly depressive disorder, substance abuse and self-destructive behavior 

(2). In addition, it has been described that this group is exposed to multiple risk factors for 

different types of cancer, among them, anal, breast and cervical cancer (3). For instance, it 

has been demonstrated that LGBTI women usually seek cervix cancer preventive services 

with less frequency (4). Likewise, a larger prevalence of syphilis, hepatitis B and human 

papillomavirus (HPV) has been described among men who have sex with men (MSM) in 

comparison with those who do not (3). 

Currently, multiple barriers have been described in the access of the LGBTI population to 

health care services. Reports describe that heteronormativity (conceiving heterosexuality 

and behaving according to traditional gender roles as the only viable way of living sexuality) 

and stigma produce inequality in the access and use of health care services (5). This is 

attributed to the beliefs that access is conditioned to traditional gender role adherence and 

the perception that health care services staff will make differences in care based on their 

personal beliefs on the patients’ gender roles and sexual orientation (6). Furthermore, a study 

conducted in South Africa to describe the experience of homosexual men with health care 

services found two great obstacles: the health care staff prejudice and that of the other 

patients and the homophobic behaviours of the health care staff (7). As a result, the LGBTI 
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population usually seeks medical assistance in serious or more advanced disease scenarios 

than the non-LGBTI population (8).  

However, these disparities vary within the groups that make up the LGBTI population. An 

Australian study on LGBTI women describes that transgender women reported mental 

illness symptoms more frequently, but sought psychological assistance less frequently than 

the other LGBTI groups (9). Research conducted in the United States described that it was 

more likely for LGBTI adults to have their insurance not cover preventive services costs, 

delay the necessary medical care, and take less drugs than those prescribed. Transgender 

adults were more likely to be dissatisfied with the care received and perceive that they had 

been treated unfairly (10). Recently, some countries have designed strategies to facilitate the 

access of this population to health care services, although with some disparities. For instance, 

interventions in some countries, such as South Africa, are directly aimed at homosexual men 

and MSM (11,12) . 

Nowadays, it is estimated that approximately 1.7 million LGBTI people live in Peru, 

accounting for 8% of the population (13). However, literature on this group’s health is scarce 

and mainly focuses on infectious diseases. Recent students have described a high prevalence 

of sexually transmitted infections (STI) among transgender women in Peru (14). In the same 

way, the Peruvian LGBTI population has been described to be frequently victim of domestic 

and non-domestic violence (15). It has been identified that more research is required into the 

LGBTI population, particularly among transgender people in developing countries like Peru 

(16). The Peruvian health care system is fragmented and segmented due to the variety of 

health care providing institutions and financing regimes. The main health insurance fund 

administration institutions are the Ministry of Health (MOH) and social security (17,18). 

However, there are multiple small-scale providers at the local, regional and national level. 

This has resulted in access gaps to health care services, of which there is little information. 



8 

 

National health research priorities in Peru recognize the importance of better understanding 

these flaws, especially for vulnerable populations (19). Our objective is to identify the factors 

associated with the failure to seek medical care by LGBTI people in Perú. 
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2  MATERIALS AND METHODS  

 

2.1 Study design and population 

A secondary source, observational, analytic, cross-sectional study was conducted. Data of 

the First Online Survey for LGBTI People - 2017 was used. The sample framework of the 

survey was found to consist of the LGBTI people who live in Peru, a middle-income country 

in South America, where over 30% of the population live in Lima, which is the Capital and 

most populous city. However, since at the time there were no estimates of the number of 

LGBTI people living in Peru the sampling was non-probabilistic, by convenience and using 

snowball approach. Collaboration was sought from the main LGBTI organizations to 

conduct the study. It was carried out nationwide, between May 17 and August 17, 2017, in 

the urban and rural area of the 25 Peruvian regions (20). Our study, individuals included 

participants 18 years or older who reported any health problem during the last 12 months. 

 

2.2 Data collection and processing 

 

The First Online Survey for LGBTI People - 2017 consists of an on line questionnaire 

available in the web site of the National Institute of Statistics and Informatics (INEI, in 

Spanish) between May 17 and August 17, 2017. The open access database was obtained 

from the section “Microdatos” of the INEI web site (http://iinei.inei.gob.pe/microdatos/).  

The tool consists of two modules. The first includes 10 questions, of which three allow 

identifying the geographical location of households and also the informants. The second 

consists of 61 questions. These are divided in the following six sections: socio-demographic 

characteristics: education, health, identity, body and sexuality, family environment, 

disability, employment, ethnicity (36 questions); discrimination and violence (11 questions); 

knowledge of LGBTI people’s rights (3 questions); citizen participation (2 questions); 
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perception of LGBTI people's conditions (4 questions); and household and home data (5 

questions). 

 

2.3 Power estimation 

 

Power was computed in a proportion comparison scenario where the independent variable 

was being a transgender person. We used the results described in a previous study conducted 

in the United States as a base (21). Two hundred six individuals participated in such study, 

and the ratio between those exposed and those non-exposed was 0.11 (21 to 183). Among 

those exposed (transgender people), 30% did not seek medical care and among those not 

exposed (non-transgender people) a 6.21% did not seek medical care. We used a confidence 

level of 95% and obtain a power of 95.44%. The computation was performed with the Open 

Epi online software (22). 

 

2.4 Variables 

 

The dependent variable was constructed based on the answers to two questions. First, those 

who answered “yes” to the question "In the last 12 months, have you had any health 

problems?” were considered. Those who answered they had not had health problems were 

excluded. Those who referred they had health problems in the last 12 months were instructed 

to answer the question “Where did you go for medical care in relation to this disease(s)? It 

was considered that those who answered “I did not seek medical care” were to be present in 

the outcome, while those who did seek care were to be absent in the outcome. 

Independent variables included participants’ personal and socio-demographic background 

characteristics. The following were included: age group (< 20, 20-24, 25-29, 30-34, 35-39, 

40-49, > 50), sex assigned at birth (male and female), department of residence (Lima and 

Callao, North, Center, South, East), department of birth (Lima and Callao, North, Center, 



11 

 

South, East), education level (elementary, high school, higher technical education, higher 

university education), ethnicity (Quechua, Aymara, Amazon Indian, Other Indian, Afro-

Peruvian, White, Mestizo, Other), sexual orientation (heterosexual, gay, lesbian, bisexual, 

pansexual, other), gender identity (trans woman, trans man, non-binary, non-transgender, 

other), disability (yes, no), couple situation (no partner, partner not living together, partner 

living together, multiple partners), having legally recognized children (yes, no, no children), 

type of health insurance (MOH, social security, private, other), type of health problems in 

the last 12 months (chronic diseases, infectious diseases, mental health, stomach diseases, 

other health problems), family response upon learning about the sexual orientation or 

identity (good, neutral, bad), being able to express their orientation or identity without fear 

(yes, no), having been discriminated against (yes, no), having done sexual work (yes, 

voluntarily; yes, coerced; no), and knowing (yes, no) or participating in institutions that 

advocate for the LGBTI population’s rights (yes, no). 

 

2.5 Data analysis 

 

Absolute and relative frequency tables were prepared. Categorical variables were expressed 

in percentages. The chi2 test was used to evaluate the association between predictor variables 

and the outcome. To control the potentially confusing effect of some variables, we use 

Poisson regression models with robust variances to estimate the raw and adjusted association 

between predictor variables and the outcome, as well as the prevalence ratio and confidence 

interval at 95%. Variables that had statistical significance (p < 0.05) were input in the 

regression analysis. For the final model, non-significant variables were eliminated 

successively via backward elimination, starting with those with greater p values until only 

those variables with p values less than 0.05 were included. The variables “department of 

birth” and “sex assigned at birth” were not included in the multivariate model since they 
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were considered collinear with the variables “department of response” and “sexual 

orientation,” respectively. Data analysis was conducted using the statistical package STATA 

15 (23). 

 

2.6 Ethical aspects 

 

The study was approved by the Research Ethics Committee of the Universidad Peruana de 

Ciencias Aplicadas (PI: 082-20). The database is of public domain, anonymous and contains 

no information that may allow for participant identification. 

  



13 

 

3 RESULTS 

 

The number of survey respondents was 12,026. From these, 13 did not answer the question 

“In the last 12 months did you have any health problem?”. From the 12,013 who did, 6,380 

had not experienced health problems. The number of participants whose data were finally 

analyzed was 5,646. Of them, 73.48% were younger than 30 years old; 55.13% of 

participants were assigned male sex at birth; 63% were born in Lima and Callao and 74.04% 

lived in Lima and Callao when responding the survey; 53.07% had high-school level and 

34.72% pursued higher university studies; and 29.84% did not have health insurance. From 

those who had it, 26.11% had private insurance, 25.40%, social security and 15.07%, MOH 

public health insurance. The most common health problem was mental health, referred by 

46.42%, 18.12% chronic disease related problems and 16.72% infectious disease related 

problems (Table 1a). 43.14% and 17.92% referred that their sexual orientation was gay and 

lesbian, respectively and 85.38% were non-transgender people; 87.66% did not have 

children; 47.35% referred having had a good response from their family after becoming open 

about their sexual orientation or gender identity, while 60.04% referred they could not 

express their sexual orientation or identity without fear; 77.64% referred having experienced 

discrimination and from these, the most common form were screams, insults, threats or 

mockery (32.76%); 94.10% did not report discrimination; 35.07% referred they knew some 

institution that advocates for LGBTI rights while 43.32% referred they participated in one 

(Table 1b). 

The number of participants who did not seek medical care was 895 (15.85%). An older age 

was associated with a lower frequency of outcome (3.47% of those over 50 years old did not 

seek care, compared to 24.22% of those under 20 years old, p < 0.001). Individuals who 

were assigned female sex at birth showed a higher frequency of failing to seek medical care 

(19.74% compared to 12.80% for males, p < 0.001). Individuals living in the south of the 
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country failed to seek medical care more frequently than those living in Lima and Callao 

(24.41% compared to 14.14%, p < 0.001). Greater care seeking was observed as the level of 

education increased (11.32% did not seek care among individuals with higher university 

education compared to 16.51% among illiterate individuals or those with preschool or 

elementary education, p < 0.001). Individuals whose sexual orientation is pansexual showed 

a higher frequency of outcome than those in other groups (24.30% compared to 11.77% of 

gays did not seek medical care). Individuals with no insurance sought medical care less 

frequently than those with insurance (23.92% of the uninsured did not seek medical care 

compared to 11.94% of the privately insured and 11.99% of the insured with social security, 

p < 0.001). Those who experienced mental health problems showed a higher frequency of 

failing to seek care versus those with other health problems (29.80% compared to 3.13% of 

individuals with chronic diseases) (Table 2). 

In the final adjusted multivariate model, statistically significant associations were found with 

age group, department of residence, type of health insurance, type of illness, and expression 

of orientation or identity without fear. Compared to participants under 20 years old, those 

older than 25, were more likely to seek medical care. The strongest association was with 

those in the 40-49 age group, who failed to seek medical care 40% less frequently (PR: 0.60, 

CI95%: 0.40-0.90, p = 0.013). Additionally, compared to respondents living in Lima and 

Callao, those living in the North, South and Center have, respectively, 28%, 38% and 29% 

more frequency of failing to seek medical care. Individuals with MOH, social security, 

private or other types of insurance had, respectively, a 33% (PR: 0.67, CI95%: 0.56-0.81, p 

< 0.001), 24% (PR: 0.76, CI95%: 0.65-0.89, p = 0.001), 41% (PR: 0.59, CI95%: 0.50-0.69, 

p < 0.001) and 32% (PR: 0.68, CI95%: 0.48-0.95, p = 0.025) lower frequency of outcome 

than those who had no insurance. Individuals with mental health problems were eight times 

more likely to no seek medical care than those with chronic illnesses (PR: 8.81, CI95%: 
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6.10-12.71, p < 0.001). Finally, those who are unable to express their sexual orientation or 

gender identity without fear had a 23% higher frequency of outcome (PR: 1.23, CI95%: 

1.08-1.29, p = 0.001) (Table 3). 
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4 DISCUSSION 

 

This is one of the first studies that evaluates the accessibility of the LGBTI population to 

health services in Latin America. Our results showed that among LGBTI people who 

experienced some health problem in the last 12 months, 15.85% did not seek medical 

attention of any kind. The associated factors were the area of residence, age group, health 

insurance, type of health problem presented, and feeling of expressing sexual orientation or 

gender identity without fear. 

Previously, studies have described a prevalence of infrequent use of health care services 

among American LGBTI people of 80%. However, this study also evaluated the use of 

preventive services, while our study focused on curative services (24). A prevalence of non-

use of health care services in the general Peruvian population of 53.9% has been described. 

However, a more representative sample was used in this study, as well as a broader definition 

of the outcome (25). Another study conducted in Colombia and Brazil described frequencies 

of non-use of health care services of 33.2% and 25.7%, respectively (26). This low frequency 

of not seeking attention may be due to certain socio-demographic characteristics of the 

population in this study, where there is an overrepresentation of individuals with secondary 

or higher education and a high frequency of activists. 

It has been described that the use of health care services by LGBTI people can be influenced 

by fear of receiving differentiated attention because of their sexual orientation or non-

adherence to traditional gender roles, as well as other forms of discrimination by health care 

staff or other patients in the facility (6,9). A study in the United States described that 63% 

did not seek medical attention due to lack of money. Also, 53% of participants in the same 

study reported complete agreement with the statement "there are not enough adequately 

trained health care professionals to provide health care to LGBTI people” (24). A study in 

this population in Ethiopia identified that 42.6% of participants did not seek medical 
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attention because they had doubts about confidentiality, 35.2% were afraid of being 

stigmatized, and 18.5% feared a homophobic reaction (27). Similarly, our study reports that 

22.87% of participants did not seek attention due to a lack of money, while 21.97% did not 

trust health care staff. 

Our findings show a number of groups within the LGBTI population that participated in the 

study where lack of medical attention seeking is more frequent, including those who live in 

the North, Central or South regions; they suffer from a mental health problem and are unable 

to express their sexual orientation or gender identity without fear.  

Previous studies have described —in the general Peruvian population— that individuals who 

come from regions other than Lima use health care services less frequently (25,28). These 

results are consistent with ours, as we report lower health care service use in the north, center 

and south of the country compared to Lima and Callao. This association was not observed 

in the east, possibly due to the low number of observations. About 30% of Peruvians 

population live in rural areas, mainly in regions outside of Lima (29). It has been described 

that this population often faces geographical obstacles to accessing health care services (30). 

However, in our study, only 0.56% of participants reported distance to the health care centers 

as a reason for not seeking attention. Similarly, cultural barriers are common in rural areas. 

A systematic review of health-related behaviors among sexual minorities in rural areas 

identified a high prevalence of pre-stigmatization, as well as negative attitudes toward sexual 

minorities among those responsible for training health care professionals (31). 

An important finding in this study is that LGBTI people who experienced mental health 

problems in the last 12 months were almost eight times more likely not to use health care 

services compared to individuals with health problems due to chronic illness. The population 

with mental health problems experiences a number of additional obstacles when trying to 

access health care services. Important structural obstacles to accessing mental health care 
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services have been described, including poor funding, lack of legislation, insufficient 

training of human resources, and lack of community support networks (32). In the Peruvian 

scenario, this means that only 19.1% of individuals with mental health problems in the 

previous 12 months received timely care and treatment (33). A study conducted in Colombia 

described that among the main obstacles young individuals face in accessing mental health 

care services are low awareness of illness, fear of the side-effects of treatment, the stigma 

associated with having a mental illness, and difficulty getting an appointment at mental 

health care services (34). The stigma that accompanies the LGBTI population often only 

exacerbates the effect these determinants have on health. In this sense, the fact that LGBTI 

people with mental health problems are so prevalent in not seeking medical help is a health 

inequity that must be addressed.  

We observe that LGBTI people who feel that they cannot express their sexual orientation or 

gender identity without fear experience increased the frequency of the outcome. A study of 

LGBTI adolescents from rural areas in the United States describes that those who shared 

their sexual orientation or gender identity openly with others as making more frequent use 

of health care services (35). Similarly, a study of transgender youth describes that those who 

met their need for gender affirmation in the setting of health care services were 73% less 

likely to delay or avoid using health care services (36). 

We also describe that, after age 25, the frequency of failing to seek medical care decreases. 

These results coincide with what was previously reported, where an older age was associated 

with a lower frequency of failing to seek medical care in the general population (25) and in 

vulnerable minorities (37) in Peru. However, in our study, this association is lost among 

individuals over 50 years old, probably due to a low number of observations. In that regard, 

a study in China compared the probabilities of seeking care for a number of common health 
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problems in individuals over and under 50 years old. It was described that individuals over 

50 years old are more likely to seek care than those under 50 years old (38). 

Of the participants, 29.84% reported not having health insurance. Individuals with MOH, 

social security and private insurance showed a 33%, 24% and 41% lower frequency of 

outcome, respectively, than those not insured. Similar studies have described the association 

between being uninsured and not having timely access to health care in the Peruvian 

population (25). Two studies conducted in the United States reported that between 9% and 

13% of LGBTI people do not have health insurance and perceived this as an obstacle to 

accessing health care services (10,24). Furthermore, they found that LGBTI adults are more 

likely to have insurance that does not meet their health care needs (10). As such, insurance 

alone does not guarantee equal access to health care services. We recommend that this effect 

be researched. It is important to note that since the survey was conducted, Peruvian 

legislation has been modified so that all previously uninsured individuals have universal 

insurance (39). The impact this may have on the use of health care services by LGBTI people 

should be researched. Universal insurance has been described as having the potential to 

increase the use of health care services (40). 

 

Our study identified that failing to seek medical care is 54% more frequent among women 

than men, but the association is lost when adjusting the model for other variables. This result 

contrasts with the literature, since in Colombia and Brazil it has been described that women 

are 33% and 11% more likely to seek medical care than men, respectively (26). Also, in 

Peru, the prevalence of failure to seek medical care among men was described as 12% higher 

than among women in the general population (25). This difference, if it exists, could be 

attributed to less stigmatization of LGBTI men than LGBTI women. Similarly, our study 

identified no association between educational level and failing to seek medical care. 
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However, this association has been described in the Peruvian population in such a way that 

individuals with no higher education seek care 5% to 23% less frequently than those with 

higher education (25). 

Our literature review found no previous similar studies done in Peru in this population. Thus, 

this study represents the first step in describing this problem in the country at a time when 

the LGBTI population and their health care needs are becoming more visible. Such needs 

require a particular approach that must respond to the specific demands of the population, 

for which clinical practice guidelines must be designed and implemented with a focus on the 

health of LGBTI patients (41,42). A first step in this process is to sensitize the training of 

health care professionals towards sexual minorities (43,44). Finally, the results of this study 

can serve as a foundation for the design of health policies that offer quality and accessible 

medical care to the most vulnerable groups within this population. 

One of the limitations of this study is that it does not allow the evaluation of causality. 

However, the objective of the study is to estimate the frequency and its associated factors, 

which is in line with the design of a cross-sectional study. Second, the survey was designed 

before the research protocol, so certain potentially associated variables of interest could not 

be included in the analysis. For example, income level, or coming from an urban or rural 

setting. Third, the design of the dependent variable determines that the use of preventive 

health care services cannot be evaluated, only curative ones. On the other hand, since these 

are self-reporting questions, an information bias may be possible, as the interpretation of the 

question may vary according to the participant. Similarly, there is a selection bias. Given 

that it is an online survey, it can only be answered by literate individuals with Internet access 

and who know how to use a computer. This limits the external validity of our conclusions, 

as they could not be extrapolated to the entire LGBTI population, but to a group defined by 

their level of education and access to information technologies. Finally, certain variables of 
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interest, related to the context in which the discrimination occurred (occurring in a health 

care center, being forced to take an HIV test) could not be included in the final adjusted 

model, as the discrimination variable is excluding. 

Interventions aimed at improving access for the subgroups most often failing to seek medical 

care are certainly needed. Qualitative research should also be designed and carried out to 

better understand the phenomenon of failing to seek medical care, and that future research 

take into account variables that could not be included, such as household income and urban 

or rural environment, as well as the impact of certain types of discrimination (e.g. being 

forced to take an HIV test or having experienced discrimination in a health care center). 

Future research in this area use should use more specific definitions of the specific health 

problems faced by LGBTI population, in particular reproductive health issues, which have 

been little explored in this survey. 
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5 CONCLUSION 

 

In conclusion, 15.85% of LGBTI people who experienced a health problem did not seek 

medical care. This outcome is more frequent among individuals living in the North, Central 

and South regions; among those who experienced a mental health problem; and among those 

who perceive that they cannot express their sexual orientation or gender identity without 

fear. In contrast, it was less frequent among those over 25 years old and among individuals 

with insurance. There is a need to develop health promotion policies that will remove the 

obstacles experienced by the most vulnerable groups of the LGBTI population. 
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7  TABLES 

Table 1a. Sociodemographic characteristics of the participants in the First Peruvian Online 

Survey for LGBTI People, 2017 who referred health problems in the last 12 months. 

  n 

(N = 5646) 

% 

Age group 

 < 20 680 12.32 

 20-24 1973 35.74 

 25-29 1404 25.43 

 30-34 695 12.59 

 35-39 384 6.96 

 40-49 277 5.02 

 > 50 108 1.96 

Sex assigned at birth 

 Male 3044 55.13 

 Female 2477 44.87 

Region of current residence¶ 

 Lima or Callao 4190 74.04 

 North 472 8.34 

 Centre 280 4.95 

 South 549 9.70 

 Oriental 168 2.97 

Region of birth¶ 

 Lima or Callao 3252 63.00 
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 North 588 11.39 

 Centre 460 8.91 

 South 607 11.76 

 Oriental 255 4.94 

Education 

 Illiterate or elementary 109 1.94 

 Highschool 2987 53.07 

 Superior non-universitary 578 10.27 

 Superior universitary 1954 34.72 

Ethnicity 

 Quechua 380 3.46 

 Aymara 27 0.52 

 Amazon native 63 1.21 

 Other indigenous peoples 62 1.19 

 Afroperuvian 244 4.69 

 White 851 16.35 

 Mestizo 3636 69.87 

 Other 141 2.71 

Disability 

 Yes 287 5.28 

 No 5150 94.72 

Health insurance 

 Uninsured 1685 29.84 

 MOH 851 15.07 
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 Social security 1434 25.40 

 Private 1474 26.11 

 Other 202 3.58 

Health problems in the last 12 months 

 Chronic diseases 1023 18.12 

 Infectious diseases 944 16.72 

 Mental health problems 2621 46.42 

 Gastrointestinal diseases 524 9.28 

 Other 534 9.46 

Where was attention seeked 

 Did not seek attention 895 15.85 

 MOH health care centre 781 13.83 

 Social security health care centre 714 12.65 

 Military or police health care centre 38 0.67 

 Hospital de la Solidaridad 231 4.09 

 Private practitioner’s consult 825 14.61 

 Private health care centre 1560 27.63 

 Drugstore or pharmacy 386 6.84 

 University students’ healt hcare 37 0.66 

 Non-governmental organizations 127 2.25 

 Other 52 0.92 

Reason to fail to seek attention 

 No money 204 22.87 

 Distance  5 0.56 
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 Getting assistance takes too long 92 10.31 

 Not trusting health care personnel 196 21.97 

 Home remedies 68 7.62 

 Self-medication 149 16.70 

 Other 178 19.95 

Sex work 

 Yes, by my own will 427 8.17 

 Yes, not by own will 102 1.95 

 No 4696 89.88 

¶ North: Cajamarca, La Libertad, Lambayeque, Piura, Tumbes; Centre: Ancash, 

Huancavelica, Huánuco, Ica, Junín, Pasco; South: Arequipa, Apurímac, Ayacucho, 

Cusco, Moquegua, Puno, Tacna; Oriental: Amazonas, Loreto, Madre De Dios, San 

Martín, Ucayali. 

 MOH: Ministry of Health insurance 
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Table21b. Sexual orientation, gender identity and associated characteristics of the 

participants in the First Peruvian Online Survey for LGBTI People, 2017 who referred health 

problems in the last 12 months. 

  n 

(N = 5646) 

% 

Sexual orientation 

 Gay 2381 43.14 

 Lesbian 989 17.92 

 Bisexual 1367 24.77 

 Pansexual 359 6.50 

 Heterosexual 250 4.53 

 Other 173 3.13 

Gender identity 

 Trans female 154 2.81 

 Trans male 162 2.96 

 Non-binary 475 8.68 

 Cisgender 4671 85.38 

 Other 9 0.16 

Partner 

 Single 2846 52.34 

 Partner, no convivence 1697 31.21 

 Partner with convivence 788 14.49 

 More than one partner 107 1.97 

Legally recognized children 
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 Yes 238 4.38 

 No 433 7.96 

 Does not have children 4767 87.66 

Family’s response§ 

 Good 1995 47.35 

 Neutral 1475 35.01 

 Bad 743 17.64 

Expresses one’s gender or identity fearlessly   

 Yes 2205 39.96 

 No 3313 60.04 

Has ever experienced discrimination 

 Yes 3958 77.64 

 No 1140 22.36 

Discrimination 

 Verbal abuse 1294 32.76 

 Forced to undergo physical changes 292 7.39 

 Forced to take HVI or STI tests 76 1.92 

 Called by a different gender 166 4.20 

 Ridiculed by being called the name in 

their ID card rather than the preferred one 

158 4.00 

 Entry denied to an establishment 337 8.53 

 Not allowed to donate blood 351 8.89 

 Not allowed to vote 10 0.25 
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 Note allowed to register one’s desired 

gender 

34 0.86 

 Sexual violence 723 18.30 

 Involuntarily intoxicated 401 10.15 

 Other 108 2.73 

Consequences of discrimination 

 Feelings of guilt or worthlessness 270 6.82 

 Feelings of loneliness and exclussion 455 11.49 

 Fatigue or loss of energy 312 7.88 

 Diminished ability to think or concentrate 187 4.72 

 Changes in sleep 196 4.95 

 Suicidal ideation  498 12.58 

 Changes in apetite 1139 28.77 

 Dependance on medication 477 11.29 

 Other problems 137 3.46 

 None of the above 318 8.03 

Attitude towards symptoms 

 Seeked a psychologist 889 24.44 

 Seeked a support group 643 17.67 

 Used drugs or alcohol 950 26.11 

 Did not do anything 627 17.23 

 Other actions 529 14.54 

Denounced discrimination   

 Yes 209 5.90 
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 No 3333 94.10 

Knows of an institution that defends LGBTI rights 

 Yes 1780 35.07 

 No 3296 64.93 

Participates in an institution that defends LGBTI rights 

 Yes 2184 43.32 

 No 2858 56.68 

§Familiy’s response when they found out about one’s gender identity or sexual 

orientation. Good: respect, acceptance and integration; they identified with the 

defense of LGBTI rights. Neutral: acceptance, but denial of one’s orientation or 

identity; they don’t support. Bad: forced to go to conversión therapy, given hormonal 

treatment, sexual violence. 
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Table32. Factors Associated with the Failure to Seek Medical Care among participants in 

the First Peruvian Online Survey for LGBTI People – 2017. Bivariate analysis. 

  Seeked medical care 

(n = 4751) 

Did not seek medical 

care (n = 895) 

p value 

Age group 

 < 20 513 (75.78%) 164 (24.22%) 

<0.001 

 20-24 1585 (80.33%) 388 (19.67%) 

 25-29 1230 (87.61%) 174 (12.39%) 

 30-34 620 (89.21%) 75 (10.79%) 

 35-39 346 (90.10%) 38 (9.90%) 

 40-49 255 (92.73%) 20 (7.27%) 

 > 50 103 (96.26%) 4 (3.74%) 

Sex assigned at birth 

 Male 2649 (87.20%) 389 (12.80%) 

<0.001 

 Female 1988 (80.26%) 489 (19.74%) 

Region of current residence¶ 

 Lima or Callao 3589 (85.86%) 591 (14.14%) 

<0.001 

 North 379 (80.30%) 93 (19.70%) 

 Centre 224 (80.58%)  54 (19.42%) 

 South 415 (75.59%) 134 (24.41%) 

 Oriental 144 (86.23%) 23 (13.77%) 

Region of birth¶ 

 Lima or Callao 2777 (85.45%) 473 (14.55%) 

<0.001 

 North 491 (83.50%) 97 (16.50%) 
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 Centre 384 (83.66%) 75 (16.34%) 

 South 475 (78.38%) 131 (21.62%) 

 Oriental 224 (87.84%) 31 (12.16%) 

Education 

 Illiterate or elementary 91 (83.59%) 18 (16.51%) 

<0.001 

 Highschool 2400 (80.54%) 580(19.46%) 

 Superior non-universitary 503 (87.18%) 74 (12.82%) 

 Superior universitary 1731 (88.68%) 221 (11.32%) 

Ethnicity 

 Quechua  143 (79.44%) 37 (20.56%) 

0.410 

 Aymara 21 (77.78%) 6 (22.22%) 

 Amazon native 54 (85.71%) 9 (14.29%) 

 Other indigenous peoples 50 (80.65%) 12 (19.35%) 

 Afroperuvian 199 (81.56%) 45 (18.44%) 

 White 729 (85.76%) 121 (14.24%) 

 Mestizo 3045 (83.79%) 589 (16.21%) 

 Other 118 (83.69%) 23 (16.31%) 

Sexual orientation 

 Gay 2099 (88.23%) 280 (11.77%) 

< 0.001 

 Lesbian 833 (84.23%) 156 (15.77%) 

 Bisexual 1084 (79.36%) 282 (20.64%) 

 Pansexual 271 (75.70%) 87 (24.30%) 

 Heterosexual 212 (85.14%) 37 (14.86%) 

 Other 136 (79.07%) 36 (20.93%) 
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Gender identity 

 Trans female 126 (81.82%) 28 (18.18%) 

0.083 

 Trans male 136 (83.95%) 26 (16.05%) 

 Non-binary 378 (79.95%) 96 (20.25%) 

 Cisgender 3948 (84.58%) 720 (15.42%) 

 Other 8 (88.89%) 1 (11.11%) 

Disability 

 Yes 244 (85.02%) 43 (14.98%) 

0.661 

 No 4325 (84.05%) 821 (15.95%) 

Partner 

 Single 2347 (82.55%) 496 (17.45%) 

<0.001 

 Partner, not living together 1426 (84.08%) 270 (15.92%) 

 Partner, living together 702 (80.09%) 86 (10.91%) 

 More than one partner 95 (88.79%) 12 (11.21%) 

Legally recognized children 

 Yes 202 (84.87%) 36 (15.13%) 

0.207  No 375 (87.01%) 56 (12.99%) 

 Does not have children 3993 (83.80%) 772 (16.20%) 

Health insurance 

 Uninsured 1282 (76.08%) 403 (23.92%) 

<0.001 

 MOH 736 (86.49%) 115 (13.51%) 

 Social security 1262 (88.01%) 172 (11.99%) 

 Private 1298 (88.06%) 176 (11.94%) 

 Other 273 (84.15%) 29 (14.36%) 
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Health problems in the last 12 months 

 Chronic diseases 991 (96.87%) 32 (3.13%) 

<0.001 

 Infectious diseases 918 (97.25%) 26 (2.75%) 

 Mental health diseases 1840 (70.20%) 781 (29.80%) 

 Gastrointestinal diseases 495 (94.47%) 29 (5.53%) 

 Other 507 (94.94%) 27 (5.06%) 

Familiy’s response§ 

 Good 1769 (88.76%) 224 (11.24%) 

<0.001  Neutral 1238 (83.93%) 237 (16.07%) 

 Bad 636 (85.60%) 107 (14.40%) 

Expresses one’s gender or identity fearlessly 

 Yes 1922 (87.21%) 282 (12.79%) 

<0.001 

 No 2712 (81.98%) 596 (18.02%) 

Has ever experienced discrimination  

 No 962 (84.76%) 173 (15.24%) 

0.341 

 Yes 3308 (83.58%) 650 (16.42%) 

Has ever been discriminated in one’s workplace 

 No 2548 (87.32%) 370 (12.68%) 

0.005 

 Yes 465 (82.89%) 96 (17.11%) 

Has ever been discriminated in a healthcare centre 

 No 4194 (83.68%) 818 (16.32%) 

0.014 

 Yes 76 (93.83%) 5 (6.17%) 

Has ever been discriminated by healthcare personnel 

 No 2689 (83.07%) 548 (16.93%) 0.080 
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 Si 614 (614%) 102 (14.25%) 

Forced to take an HIV test 

 No 3229 (83.35%) 645(16.65%) 

0.019 

 Yes 71 (93.42%) 5 (6.58%) 

Depression symptoms 

 No 292 (91.82%) 26 (8.18%) 

<0.001 

 Yes 3017 (82.86%) 624 (17.14%) 

Attitude towards discrimination 

 Seeked a psychologist 808 (90.89%) 81 (9.11%) 

<0.001 

 Seeked a support group 561(87.25%) 82 (12.75%) 

 Used drugs or alcohol 733 (77.16%) 217 (22.84%) 

 Did not do anything 473 (75.44%) 154 (24.56%) 

 Other 439 (82.99%) 90 (17.01%) 

Denounced discrimination 

 Yes 188 (89.95%) 21 (10.05%) 

0.005 

 No 2744 (82.33%) 589 (17.67%) 

Sex work 

 No 3921 (83.53%) 773 (16.47%) 

0.007  Yes, by my own will 378 (88.73%) 48 (11.27%) 

 Yes, not by my own will 80 (78.43%) 22 (21.57%) 

Knows of an institution that defends LGBTI rights 

 Yes 1517 (85.27%) 262 (14.73%) 

0.051 

 No 2737 (83.17%) 554 (16.83%) 

Participates in an institution that defends LGBTI rights 
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 Yes 1846 (84.68%) 334 (15.32%) 

0.200 

 No 2381 (83.34%) 476 (16.66%) 

¶ North: Cajamarca, La Libertad, Lambayeque, Piura, Tumbes; Centre: Ancash, 

Huancavelica, Huánuco, Ica, Junín, Pasco; South: Arequipa, Apurímac, Ayacucho, 

Cusco, Moquegua, Puno, Tacna; Oriental: Amazonas, Loreto, Madre De Dios, San 

Martín, Ucayali. 

 MOH: Ministry of Health.  

§Familiy’s response when they found out about one’s gender identity or sexual 

orientation. Good: respect, acceptance and integration; they identified with the defense 

of LGBTI rights. Neutral: acceptance, but denial of one’s orientation or identity; they 

don’t support. Bad: forced to go to conversion therapy, given hormonal treatment, sexual 

violence. 
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Table43. Factors Associated with the Failure to Seek Medical Care among participants in the the First Peruvian Online Survey for LGBTI 

People – 2017. Multivariate analysis. 

  Crude model Initial adjusted model+ Final adjusted model++ 

  cPR* CI95% p aPR** CI95% p aPR** CI95% p 

Age group 

 < 20 Ref. Ref.  Ref. Ref.  Ref. Ref.  

 20-24 0.81 0.69-0.95 0.011 0.84 0.69-1.02 0.076 0.91 0.79-1.05 0.211 

 25-29 0.51 0.42-0.62 <0.001 0.63 0.48-0.82 < 0.001 0.70 0.58-0.84 <0.001 

 30-34 0.45 0.35-0.57 <0.001 0.68 0.49-0.94 0.019 0.73 0.57-0.92 0.008 

 35-39 0.41 0.29-0.57 <0.001 0.68 0.45-1.04 0.073 0.70 0.52-0.96 0.027 

 40-49 0.30 0.19-0.47 <0.001 0.44 0.23-0.83 0.011 0.60 0.40-0.90 0.013 

 > 50 0.15 0.06-0.41 <0.001 0.47 0.16-1.37 0.166 0.40 0.15-1.03 0.059 

Sex assigned at birth 

 Male Ref. Ref.  

- - 

 Female 1.54 1.35-1.74 <0.001 
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Region of current residence¶ 

 Lima or Callao Ref. Ref.  Ref. Ref.  Ref. Ref.  

 North 1.39 1.14-1.70 0.001 1.18 0.91-1.54 0.210 1.28 1.07-1.54 0.008 

 Centre 1.37 1.06-1.77 0.013 1.30 0.93-1.81 0.123 1.38 1.10-1.74 0.006 

 South 1.72 1.46-2.03 <0.001 1.26 1.02-1.57 0.036 1.29 1.10-1.51 0.002 

 Oriental 0.97 0.66-1.43 0.894 1.42 0.98-2.06 0.067 1.11 0.79-1.54 0.549 

Education 

 Illiterate or 

elementary 

Ref. Ref.  Ref. Ref.  

- 

 Highschool 1.18 0.77-1.81 0.452 0.89 0.50-1.58 0.696 

 Superior non-

universitary 

0.78 0.48-1.25 0.295 0.86 0.46-1.61 0.639 

 Superior universitary 0.68 0.44-1.06 0.093 0.84 0.46-1.53 0.577 

Sexual orientation 

 Gay Ref. Ref.  Ref. Ref.  - 
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 Lesbian 1.34 1.12-1.61 0.002 1.07 0.87-1.32 0.494 

 Bisexual 1.75 1.50-2.04 < 0.001 1.00 0.82-1.22 0.969 

 Pansexual 2.06 1.67-2.56 < 0.001 1.19 0.92-1.55 0.188 

 Heterosexual 1.26 0.91-1.73 0.150 1.02 0.62-1.65 0.952 

 Other 1.78 1.30-2.43 < 0.001 0.91 0.57-1.46 0.693 

Partner 

 Single Ref. Ref.  Ref. Ref.  

- 

 Partner, no 

convicence 

0.91 0.80-1.04 0.185 0.96 0.81-1.13 0.606 

 Partner with 

convivence 

0.63 0.50-0.78 <0.001 0.99 0.78-1.27 0.965 

 More than one partner 0.64 0.37-1.10 0.108 0.82 0.36-1.82 0.621 

Health insurance 

 Uninsured Ref. Ref.  Ref. Ref.  Ref. Ref. Ref. 

 MOH 0.57 0.47-0.68 <0.001 0.66 0.52-0.84 0.001 0.67 0.56-0.81 <0.001 
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 Social Security 0.50 0.43-0.59 <0.001 0.82 0.67-0.99 0.048 0.76 0.65-0.89 0.001 

 Private 0.50 0.42-0.59 <0.001 0.60 0.48-0.73 <0.001 0.59 0.50-0.69 <0.001 

 Other 0.60 0.42-0.90 0.004 0.70 0.44-1.09 0.120 0.68 0.48-0.95 0.025 

Health problems in the last 12 months 

 Chronic diseases Ref. Ref.  Ref. Ref.  Ref. Ref.  

 Infectious diseases 0.88 0.53-1.47 0.625 0.88 0.42-1.85 0.736 0.84 0.48-1.44 0.518 

 Mental health 

problems 

9.52 6.74-13.46 <0.001 10.83 6.49-18.08 <0.001 8.81 6.10-12.71 <0.001 

 Gastrointestinal 

diseases 

1.77 1.08-2.90 0.023 2.19 1.12-4.29 0.022 1.61 0.96-2.71 0.069 

 Others 1.62 0.98-2.67 0.061 2.06 1.05-4.05 0.036 1.67 1.00-2.79 0.050 

Family’s response§ 

 Good Ref. Ref.  Ref. Ref.  

-  Neutral 1.43 1.21-1.69 <0.001 1.14 0.97-1.35 0.114 

 Bad 1.28 1.03-1.59 0.023 1.03 0.84-1.26 0.796 
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Expresses one’s gender or identity fearlessly 

 Yes Ref. Ref.  Ref. Ref.  Ref. Ref.  

 No 1.41 1.24-1.61 <0.001 1.14 0.97-1.33 0.103 1.23 1.08-1.39 0.001 

Sex work 

 No Ref. Ref.  Ref. Ref.  

- 

 Yes, by my own will 0.68 0.52-0.90 0.007 0.87 0.62-1.23 0.433 

 Yes, not by my own 

will 

1.31 0.90-1.90 0.159 1.29 0.84-1.96 0.245 

* Crude prevalence ratio 

** Adjusted prevalence ratio 

+ Includes variables with statistically significant association (p <0.05) in bivariate analysis. 

++ Includes variables with statistically significant association (p < 0.05) after backward elimination. 

¶ North: Cajamarca, La Libertad, Lambayeque, Piura, Tumbes; Centre: Ancash, Huancavelica, Huánuco, Ica, Junín, Pasco; South: 

Arequipa, Apurímac, Ayacucho, Cusco, Moquegua, Puno, Tacna; Oriental: Amazonas, Loreto, Madre De Dios, San Martín, 

Ucayali. 
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 MOH: Ministry of Health.  

§ Familiy’s response when they found out about one’s gender identity or sexual orientation. Good: respect, acceptance and 

integration; they identified with the defense of LGBTI rights. Neutral: acceptance, but denial of one’s orientation or identity; they 

don’t support. Bad: forced to go to conversion therapy, given hormonal treatment, sexual violence. 

 

 


