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Background
The Convention on the Elimination of All Forms of Discrimination against Women (CEDAW), adopted in 1979 by the UN General Assembly, defines what constitutes discrimination against women and sets up an agenda for national action to end such discrimination. The Convention defines discrimination against women as "...any distinction, exclusion or restriction made on the basis of sex which has the effect or purpose of impairing or nullifying the recognition, enjoyment or exercise by women, irrespective of their marital status, on a basis of equality of men and women, of human rights and fundamental freedoms in the political, economic, social, cultural, civil or any other field."

In relation to health Article 10, Article 11, Article 12, Article 14 specifically emphasize equitable health access to all women and that appropriate measures be instituted to ensure provisions are put in place to create equitable service delivery. 

Since 2017, Positive Vibes with local Namibian LGBT and feminist organisations have been implementing community led monitoring prosses, processes that detail the experience of LGBTQ+ persons on specific health facilities. Through the engagements, one fact is resoundingly clear:
lesbian, bisexual and queer women – and female-bodied trans-diverse persons, specifically transmen, are routinely the silent victims of a health system built on heteronormative, cisgender and patriarchal assumptions: that sexual and reproductive health considerations apply to people who either have a penis or have sex with a penis.


When not a function of men, when not linked directly in service of a penis, in service of maintaining heteronormativity, that the urgency of SRH-R services prioritises men who have sex with men, and heterosexual, cisgender women.
These priorities invisibilise lesbian, bisexual and other queer women who have sex with women, and female-bodied trans men, in compound ways that increase their exclusion, vulnerability and marginalisation.
Invisibilisation occurs across the following domains: 	
Access to differentiated services for queer women and transmen; subjugation within the KP response; Lack of representative data; Lack of prioritisation within policy; lack of available and access to SRH-R related information for queer women and transmen; and, lack of preventative commodities. 
Access to differentiated services for queer women and transmen
Women who have sex with women – or who identify as lesbian, bisexual or queer – and female-bodied transmen, are routinely the silent victims of a health system built on heteronormative and patriarchal assumptions: that sexual and reproductive health considerations apply to people who either have a penis, or have sex with a penis. These assumptions apply to prevention and protection from HIV; They apply to access to family planning, they apply to experiences of intimate partner violence, or broader sexual and gender-violence; they apply to information on sexually transmitted infections; they apply to counselling and mental health support.

Whilst many sexual and reproductive health services are available to women, in general these services assume that women are cisgender and heterosexual. Very few services (including information and counselling) are specifically available to women who identify as lesbian, or who have partners who are – either exclusively or occasionally – women. This applies even more so for transmen, who remain largely foreign, exotic to our health systems. Trans men require access to comprehensive sexual and reproductive health, but may not present in settings that are unwelcoming, inhospitable or hostile. SRH-R services include comprehensive family planning services, breast examinations, menstrual hygiene, HIV prevention and treatment.   
Subjugation within the KP response
Key populations and LGBT+ is language used within our health response, and within community to mean the same thing. Technically speaking, however, “Key Populations” is not a language of identity, regardless of how that terminology has been appropriated and reclaimed by LGBTIQ people and sex workers to self-reference. The language is epidemiological, a public health framing through which to understand, manage, control and ultimately eliminate the threats that are HIV and AIDS, through targeted health interventions amongst those deemed to be disproportionately vulnerable to infection. 
For LBQ women and transmen, this is an important consideration: Epidemiologically, whilst heterosexual women are seen to be highly vulnerable to HIV – through transmission by their male partners – LBQ women and transmen are perceived to be at negligible risk. Priority in programming is given to gay, bisexual and other men who have sex with men; to sex workers; to heterosexual women. 
While many facilities included LBQ women & Transmen when referencing Key Populations groups worked with, services, products, commodities, prevention methods and information that meet their unique sexual, reproductive and mental health needs were not available. While existing in theory, and often on the frontlines working as KP-mobilisers, peer counsellors, case workers, unless engaged in Sex work, or AGYW, LBQ women & Transmen unique vulnerabilities (and contributions towards strengthening the health response) is unacknowledged within our “KP” response and this groups remains an under-served population. 
Lack of representative data; 
LBQ women and transmen data are subsumed within data sets that make heteronormative assumptions on what constitutes womanhood. Unless the purpose of a study is specifically to explore the vulnerabilities, needs, and context of LBQ women and Transmen, most studies revert to heteronormative assumptions relating to the types of sex wo0men have, the types of reproductive and sexual needs women have, the types of relationships engaged in, which in turn influence the kinds of questions we ask. 
For instance, DHS information on intimate partner violence and GBV focus on ‘never-married’ women, ‘ever-married’ women, divorced, separated, or widowed women, age 15- 49, on violence committed by their current and former spouses, and by others. This line of questioning is rooted in heteronormative assumptions about relationships and intimate partner violence – assumptions which are likely to constrain respondents’ from talking about same sex relationships. These assumptions then translate into policy and strategy. 

Lack of prioritisation within SRH-R related policy and strategy. 
Country and regional policy, unless specifically designed to cater to specific populations, are often heteronormative, and assumes a homogeneity amongst population groups. For instance, The SADC SRHR strategy makes no mention of LBQ women and transmen, and for the purposes of this Strategy, include under key populations: 1) men who have sex with men, 2) people in prisons, 3) people who use drugs, 4) sex workers and 5) transgender people. With transgender people, this often refers to only transwomen in operationalisation of policy and strategy at country level. 
Policies and strategies integrating gender considerations, addressing intimate partner violence, or broader sexual and gender-violence, Gender considerations almost always assumes women who are cisgender and heterosexual. Women, and their sexuality, their bodies, are functions of men; unless they are having sex with a man, they are not considered as a candidate for policy and or strategic address. This lack of acknowledgement fuels the never-ending cycle of limited national budgeting for LBQ and TM populations, lack of focused interventions, procurement of SRH-R related commodities and development of IEC specific to this group. 
Lack of available and access to SRH-R related information for LBQ women and transmen; 
A consequence of deprioritisation and lack of acknowledgement across the SRH-R policy and intervention domains, is the lack of differentiated information. This task - providing tailored information to LBQ women and transmen - is largely left to civil society that focus on these particular groups. With funding opportunities already limited and resources stretched, the development and distribution of such, remains an under sourced area. For instance, no information is available to LBQ women and Transmen on HIV and STIs, and their potential risks (or options for risk reduction) of contracting or transmitting these infections. No information exists on barrier methods suited to women who have sex with women are available for their protection, or for the protection of their partners. No focus exists on promoting sexual pleasure – a human right – for women that seems significant to an understanding of acceptable, appropriate, beneficial and attractive health programme design. Health staff are also often unfamiliar on the specific information requirements for this group. Breast binding, information on family planning, menstrual health, IPV, STIs, dental dams and finger condoms are subjects uncomfortably, moralistically and insubstantially addressed when requested or when they arise. 
Lack of preventative commodities.
As with the lack of information, access to dental dams, finger condoms, PEP and PREP is under sourced for LBQ women and transmen. Health facilities often do not know what dental dams, finger condoms are, or why these specific commodities would be required by LBQ women or transmen, even when presenting significant risk to HIV and STI acquisition and transmission. 
Recommendations
· Advocacy around the recognition and inclusion of LBQ women and trans-diverse people whose specific needs are underserved even in the public sector, primary health environment, let alone in the “special/KP” environment.
· Design, plan for and implement research in some form to generate strategic intelligence on the health and service needs of LBQ women and transmen
· Content-development, dissemination and socialisation of information and clinical resource material appropriate for quality sexual and reproductive health care – and affirming of the sexual and reproductive rights – of lesbian, bisexual and queer women. Content could be modified and customised to be suitable to at least two audiences: LBQ women themselves, to provide them access to unique and specific SRH-information; and clinicians, many of whom are presently unable to answer questions that may be directed to them by LBQ clients, related to risk, protection, safety, social issues, same-sex partnerships, violence and sexual pleasure.
· Procurement and distribution of preventative commodities. 
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