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SEXUAL HEALTH, Jan Bridget, Angela Hodgson, Andy Mullen, Peter Smith

The main issues regarding LGB people and sexual health are:-

	There are significant differences between the genders and therefore a need to treat them separately.

Bisexuals are likely to have similar problems as both heterosexuals and homosexuals but are often ignored.
In Britain, HIV/AIDS is particularly found amongst men who have sex with men.
There has been a substantial amount of research conducted about HIV/AIDS and there are services for men who have sex with men in every health authority.  These began by concentrating on HIV/AIDS issues but many have expanded to include gay men's health in general.  Services for lesbians are non existent apart from in Glasgow and London.
Information about sexual health for lesbians is sparse and many lesbians and health care workers believe that lesbians do not need smear tests.
Teenage pregnancy among LGB young people is one major issue that is usually overlooked.

6.1  MEN

6.1.1  Overview

Research into HIV/AIDS and men who have sex with men is overwhelming.  There are several international journals dedicated to HIV/AIDS.  The following is an introduction to this issue. It is an adaptation of a section on HIV/AIDS within a wider paper considering the health concerns of LGBT people in the USA (Dean, et al, 2000).  

6.1.1.1  Background

It was in the early 1980's that there were signs of an HIV epidemic among gay men.  Early researchers examined recreational drug use, number of sexual partners and other factors to try and identify the cause.  It was discovered, however, that it was anal sex that proved to be the common means of transmission of the virus that caused AIDS.  In the USA, between 1981 and approximately 1998 there were more than 702,000 cases of AIDS, more than half (54%) are men who have sex with men.  Since 1998 African American and Latino men have made up the majority of AIDS cases among men who have sex with men. 

Between 1982 (when reporting began in the UK) and 1996 there have been 12,976 reports of people with AIDs in Britain, of whom 9,344 were gay or bisexual  men; there were 27,088 cases of HIV infection, of whom 16,542 were gay or bisexual men (Bains & Cross, 1997).  For comprehensive statistics see www.avert.org.

In Britain there has been an increase in the number of HIV infections transmitted through heterosexual sex:  in June 1999, the PHLS-CDSC said that heterosexuals outnumbered gay men in terms of new cases of HIV for the first time (Mullen, 1999).

6.1.1.2  Gay Identity

Not all men who have sex with men identify as gay; some identify as bisexual, others as heterosexual and others do not categorise themselves.  Conflicts between racial and sexual identity may contribute to the reluctance of black and minority ethnic men to identify as gay (Diaz, et al., 1996; Stokes & Peterson, 1998; Jonsen & Stryker, 1993; Icard, 1986).  

Many HIV/AIDS prevention materials have concentrated on gay and bisexual men as a single group (Heckman et al., 1995) which has had consequences specifically for black and minority ethnic men who often identify as bisexual.  Research into bisexual behaviour in men have found a correlation with 

·	lower intention to use condoms
·	knowing fewer people who are HIV+
·	weaker perceived norms for safer sex (Heckman et al., 1995)
·	higher rates of sex that is high-risk for HIV (Doll & Beeker, 1996).

Bisexual men are often less likely to tell their female partners about their bisexuality (Kalichman et.al., 1998b; Weatherburn et al., 1998) which puts heterosexual women at risk.  Because of biphobia within the gay community, some bisexual men may have difficulties in accessing support (Chapple et al., 1998; Jonsen & Stryker, 1993).

6.1.1.3  Risk Behaviours

Interventions to change risky sexual behaviours are currently the only effective means of slowing the spread of HIV infection.  In the USA community-based educational projects have shown success (Coates and Collins, 1998; Kalichman & Hospers, 1997; Jonsen & Stryker, 1993; Saddul, 1996).  Despite these attempts research suggests that one in three men who have sex with men have some level of unprotected anal sex (Hickson et al, 1996; Meyer & Dan, 1995).  Reasons include:

·	primarily with partners they believe to be the same, either HIV+ or HIV-
·	psychological factors including self-esteem, 
·	social supports or lack of, 
·	mood prior to sexual encounter, 
·	optimism, fatalism, 
·	age, 
·	education, 
·	alcohol or drug use (Hospers & Kok, 1995).

Findings strongly suggest the importance of going beyond merely providing information to support services and development of mental health.

6.1.1.4  Treatment for HIV-Related Illness

The effects of HIV on gay men are varied including life-threatening opportunistic infections and malignancies to mental health problems.  Deaths from AIDS have been reduced significantly by use of highly active antiretroviral treatments.  However, the long-term effects of using such drugs is unknown and there have been increased reports of high cholesterol, diabetes, and redistribution of body fat (Kaul et al, 1999).  

With the advance in treatments has come a drop in safe sex practice (Kelly et al., 1998) as well as reduction in funding for community-based projects.

6.1.1.5  Adolescents

Adolescents and young adults (aged 13-24 years) are the most likely group to get a sexually transmitted disease.  The rate of HIV infections is growing rapidly within this group with almost a third of newly reported infections by men who have sex with men, with some higher percentages among minority ethnic youth.  Some studies have shown younger men who have sex with men being significantly more likely to have unprotected sex than their older counterparts.

6.1.1.6  Other Infections

There are few differences between gay/bisexual men and other men regarding other sexual infections.  However, gay/bisexual men are at increased risk for viral hepatitis (McDonnell & Askari, 1997).  It is recommended that all gay/bisexual men should routinely have immunisation against hepatitis B virus and vaccination against hepatitis A virus. 

6.1.2  Britain

For a list of research projects conducted in Britain see www.hda-online.org.uk/html/nhpis/RAPID/GAY/html.  There are several sexual health projects which conduct research and develop resources.  These include, for example, Project Sigma (London); Avert (West Sussex); Centre for Sexual Health (Sheffield). 

6.1.3  Calderdale
There has been no comprehensive research regarding the sexual health needs of men who have sex with men in Calderdale.  The Public Health Laboratories Service stated that in 1997 in the combined areas of Calderdale & Kirklees there were 62 recorded cases of HIV infection.  Of these 53 were men of whom 33 were gay.  There is also some limited data from The National Gay Men's Sex Survey (VITAL STATISTICS 2000).  This is an annual national survey and responses are broken down into areas.  There were 25 responses from the Calderdale/Kirklees area, the following are some of the findings:

·	number of male partners:  25% one partner; 20.8% 2, 3 or 4 partners; 25% 5 to 12 partners ; 29.2% 30+ partners;
·	HIV testing:  32% never tested; 68% last test negative (this was the highest negative rate amongst all of the other forty plus areas; this does not, however, indicate that Calderdale and Kirklees have the lowest number of gay men affected by HIV);
·	know anyone who is HIV positive:  44% no, 56% yes;
·	forced to have sex:  88% no, 12% yes; (the third highest after Birmingham and Dorset);
·	'I don't find it easy to say no to sex I don't want': 80% agree, 12% not sure, 8% disagree; 
·	have problems getting condoms:  20% agree, 4% not sure, 76% disagree (third joint highest with Blackburn after Birmingham and Liverpool);
·	men can have gonorrhoea without knowing it:  76% knew, 20% not sure, 4% didn't know;
·	avoided same sex affection in public:  16% no, 84% yes; (Calderdale/Kirklees came out the highest in this category.  This was significantly higher than the other areas, i.e. the next was Leicester with 67.4%).

In the ACTION for Lesbian, Gay and Bisexual Young People Bridget (1999) found,

·	50%(4) of the young gay men questioned said they practised safer sex all of the time; 
·	50% said they had attended a GUM clinic; 
·	two had provided sex in exchange for money;
·	several had had many same-sex partners, and
·	some had unsafe sex whilst drunk, as the following example shows:

[I had unsafe sex] once when I was drunk.  On another occasion I went out and got really drunk.  I remember going upstairs but don't remember anything else until I woke up.  I didn't have my trousers on and he was inside me.  I felt this pain and pushed him off.  He apologised and I wanted to go....I then suddenly felt very sober.  I was shaking and didn't know what to do.  I rang my friend and I got the bus to Halifax...I was worried about STD's because I knew he didn't use anything.  I phoned the national Aids Helpline.  They told me about the 'window period.'  I was very anxious and worried at the time....I was frightened that if I went to the authorities my parents would find out and all hell would break loose....I don't blame myself for what happened.  I felt cheap afterwards and angry towards him.

Another young man had also been raped:

I was raped in my teens...I had run away from home and I'd gone to my best friend's house.  We went to this ....[chap's] house and he had a load of booze and that.  I got drunk and I was out cold on the floor.  I woke up and he had raped me.  I felt dirty and horrible and I felt sick.  I contacted the police but when they interviewed me they were a bit off-hand and abrupt.

In their survey of incidents of nonconsensual sexual activity among 930 homosexually active men living in England and Wales, Hickson et al (1994) found that 27.6% said they had been sexually assaulted or had sex against their will at some point in their lives.  Of these one third had been forced into sexual activity (usually anal intercourse) by men with whom they were currently or had previously had consensual sexual activity.  

Reid et al (2000), in their analysis of HIV prevention needs and interventions among gay and bisexual men in the Leeds, Bradford, Wakefield & North Yorkshire areas found that 20.2% (74) had been sexually assaulted or forced to have sex against their will.  10.9% (40) of these had been assaulted during childhood only; 7.1% (26) had been assaulted only in adulthood; and 2.2% (8) indicated they had been assaulted before and since the age of 16 years.

Services

There are many hundreds of HIV/AIDs prevention centres that work specifically with men who have sex with men around the world.  Every health authority in Britain will have one.  In the major cities these can be large organisations with several full-time workers and different projects.   Yorkshire Mesmac, one of the oldest and largest, covers most of Yorkshire with centres based in Leeds, Bradford, Wakefield, York and Scarborough.  Yorkshire Mesmac does not cover Calderdale and Kirklees; here the services are provided by the MSM Project at the Brunswick Centre.

In their examination of data about HIV prevention needs and interventions among gay and bisexual men in the Leeds, Bradford, Wakefield and North Yorkshire areas, Reid et al (2000) identified groups who were vulnerable to HIV.  They acknowledge the data is extracted from only three annual surveys, nevertheless, they argue, it goes some way to identifying vulnerable groups.  They found:

·	generally younger men were more in need than older men;
·	men with lower educational attainment had more need in terms of knowledge, control over recreational drug use and expectation of partners disclosure over HIV status, men with higher education were more likely to express a desire for information on STD other than HIV.

There have been several research projects which investigate provision of sexual health services for gay men; some of these can be found on www.hda-online.org.uk/html/nhpis/RAPID/GAY/html.  Most of these projects assess services in specific areas.  For example, the Zorro Project looked at services in the Brighton and Hove area.  The aims of this project were:

	To identify the needs of gay men in Brighton and Hove in relation to HIV prevention. 

To assess the adequacy of existing HIV prevention services in Brighton and Hove in relation to the needs of gay men. 
To make recommendations for improving existing services and developing new ones. 
To build expertise and confidence within the gay community in planning and developing effective HIV prevention.
Zorro's objectives were:
	To review the international HIV prevention literature and summarise essential programme elements, good practice and quality standards in HIV prevention work for gay men. 

To identify the range of key risk factors, situations and contexts in which HIV transmission between gay men is most likely to occur. 
To provide a basic mapping of the gay demography of Brighton and Hove, including community values, support structures and resources relevant to HIV prevention. 
To conduct an audit of all local HIV prevention services, assessing their quantity, quality and value for money. 
To identify who or what is responsible for any shortcomings in local HIV prevention work. 
To identify gay community organisations, networks, media, and other resources with an under-developed potential for HIV prevention. 
To provide an action plan with priorities for improving existing services, developing new ones, monitoring progress and continuing research. 
To alert influential gay men to any problems identified and encourage their involvement in finding solutions.

There has been no similar research in Calderdale.  The MSM Project (Sherwood and Harris, 1998) conducted a review of GUM services for gay and bisexual men in Calderdale and Kirklees.  Three hundred copies of the questionnaire were circulated throughout Calderdale and Kirklees of which 46 were returned completed; 56% of the respondents were aged under 35 years. 39% came from Calderdale:  10 from Halifax, 7 from Hebden Bridge, 1 from Todmorden. The research found:

·	67% had used local sexual health centres at some point;
·	67% no longer used these services;
·	When asked why they did not use local sexual health centres, respondents said:
¨	don't need to go (14)
¨	opening times (4)
¨	Bad experience of service (4)
¨	didn't know about it (3)
¨	might be recognised (2)
¨	staff attitude (2)
·	Those respondents who currently did not attend local sexual health centres were asked if they would attend one that was specifically aimed at gay men.  72% (33) said they would 19%, (9) said they wouldn't and 9% (4) did not respond.  When asked what facilities they would like to see at such provision they said:
¨	gay friendly staff (27)
¨	Hep. B vaccination (24)
¨	free condoms/lube (23)
¨	supportive environment (22)
¨	HIV counselling by gay men (20)
¨	gay literature/resources (19)
¨	free refreshments (11)
¨	weekend opening (10)
·	Those respondents who were currently attending local sexual health centres were asked what would make their visits easier and more appropriate to their needs.  Their responses included:
¨	Evening opening (23)
¨	Gay friendly staff (23)
¨	Free condoms/lube (23)
¨	Gay literature/resources (13)
¨	Weekend opening (11)
¨	Free refreshments (10)
¨	More privacy (7)
¨	Male/gay images (7)
¨	Support worker (2)

Recommendations from the survey included:

·	Specific sessions for gay men to be instigated at local Sexual Health Centres on a fortnightly basis.  These initially to operate for a trial period of 12 months - 2 hours per session.  Evenings 5-7 p.m.
·	A flexible appointment system in operation during this session to allow for self-referrals.
·	Training around gay men's issues/lifestyles for all clinic staff prior to commencement of sessions.
·	Launch event at the Greyhound Pub.
·	Informal presentations to local groups such as HAGG.
·	Gay male 'hosts' present at the sessions (provided by staff or volunteers from MSM/Brunswick Centre).
·	Local gay men to be encouraged to feedback their views of the sessions and to become actively involved in service provision and devleopment of gay men's sessions.
·	Advertising in  gay media and throughout appropriate venues.
·	Laminated cards advertising service to include other useful information such as national AIDS line and local switchboard.
·	On-going monitoring and evaluation.

As a result of this report the Rainbow Clinic was introduced at the Sexual Health Centre in Halifax but closed after a few months because there was insufficient numbers of gay men accessing the service.  It should be noted that setting up something like this in Calderdale is likely to take a long time and even then large numbers of gay men are unlikely to access it.  This does not mean to say that such a service should not exist.

The male participants in the ACTION survey (Bridget, 1999) were asked if they would use the MSM project.  Five of the eight young men said they would, although only one had used it.  He said he was happy with the response, another said he would not contact them but added "I think they do a good job providing condoms and lube."

During the Calderdale Partnership Project consultation with gay men (Bottomley, 2000), some of the comments referred to sexual health.  These included:

·	Responsibility for HIV/AIDS services get 'palmed off' onto MSM, there is therefore a degree of complacency about the quality of service.
·	People with HIV/AIDS living in isolated areas do not have easy access to services.
·	Need for a support network of family and friends around different issues including HIV/AIDS.

6.1.5  Feedback from Workshop

6.1.5.1  Presentation

Andy Mullen (worker with MESMAC, Bradford) opened the workshop by presenting the findings of the Time for More report (Hickson, et al 2001), the results of the National Gay Men’s Sex Survey for 2000. This covered the whole of England and Wales and highlighted differences between areas with large gay populations such as London and Manchester and other areas. Andy was aware of no Calderdale-specific data but had no reason to believe patterns of behaviour were significantly different from those for the Northern and Yorkshire region generally.

Andy began by outlining the latest trends in HIV infection. Workers in the field were encouraged that the level of testing for HIV and the proportion of positive results had remained broadly constant over the past five years. Northern and Yorkshire region had much lower indications of HIV infection rates than London, the South East or the North West (of the relevant populations the proportions tested and found positive were 3.8%, 9.6%, 6.2% and 6.2 % respectively). There was concern, however, at the rising numbers of HIV diagnoses among men in their 20s and 30s. He wondered if the rising generation, not touched directly by the loss of close friends as people now in their thirties and above had been, were becoming apathetic about the need for safer sex. The survey had shown that rates of unprotected anal intercourse were highest among those in their teens and twenties and declined with each higher age band. That over 50% of men in their 20s reported having unprotected anal intercourse in the past year was a matter of real concern.

Andy reminded the workshop that although they were treatable and therefore less serious it was important not to neglect other sexually transmitted infections (STIs). He referred to the high levels of gonorrhea and NSU among gay men in all areas of the country particularly among those with many sexual partners. Men with HIV infection, even those with few sexual partners were more susceptible to gonorrhea and research (Bonnell et al, 2000) had pointed to the possibility that this common, specific, bacterial infection facilitates HIV transmission.

Andy referred to the findings of the report that among users of condoms 15% fewer had experienced failure in 2000 than in 1999. Nevertheless, condom failure for more than 10% of users, he felt, underlined the importance of education in using condoms.

Andy reminded his audience that issues of personal safety were being covered more generally in another workshop but wanted to highlight in the Sexual Health and Relationships Workshop the problem of men being forced to have sex. Associated with this were real problems for these men of finding safe environments in which to talk about their experiences. The 2000 survey had found that 5.8% of respondents reported being forced to have sex one or more times in the past year, a worryingly high figure.  (see, also, 3.7 - levels of domestic violence).

Andy concluded his presentation by presenting the findings of the report on the problem of loneliness among gay men, declining between 1999 and 2000 but still an issue for more than half of those responding, and two thirds of those under 20. 

6.1.5.2  Discussion

The first area of discussion was on access to sexual health information and services. Most of those present admitted their knowledge of how to access local services was limited or non-existent. One person said he had never felt a need for such services. He agreed that he saw them in terms of treating manifest sexual health problems, not in terms of education, thorough sexual health assessment or STI prevention. He said he thought that if the existence and work of specialist sexual health clinics were better publicised they would be more widely and intensively used. The lack of gay-friendly venues in Calderdale made targeted publicity difficult. Another person referred to difficulties in using mainstream communication channels, such as local newspapers, for information aimed at a gay audience. He felt local prejudice might make life difficult for the publiciser of the information.

Another person said he felt the student health service at his college was quite good on sexual health issues. It was a good source of information. The problem, he felt, was that there was a lot of stigma attached to being gay in Calderdale. It was therefore something not openly discussed. This made it difficult to be frank with mainstream health workers. Several people said that they tended to go outside the district, to Huddersfield, Bury, Burnley or Leeds, to access services or even to be openly gay and talk honestly with other people about sexual health matters. The lack of well-publicised meeting places for gay people in Calderdale underlined the sense of isolation. An ideal solution, one person commented, might be for there to be some kind of drop-in centre with perhaps an outreach worker based at the centre.

One person felt that the problems being aired were not peculiar to Calderdale but applied to rural areas generally. It was hard for gay and bisexual men to use sexual health services in small towns in close-knit communities. They would need some persuading that the local service was truly confidential, approachable and accessible long-term. That confidence took time to develop. It could not be created overnight. Even then it was likely that only part of the target population would use the service. The national picture discussed by Andy at the beginning had highlighted the problem of apathy. If people did not see sexual health problems as relevant to them they would ignore publicity about related services.

The audience was asked whether they would feel comfortable discussing gay sexual health issues with their GP. “Useless!” was one comment. Another said he could not be open with his previous GP and at his current practice patients did not see the same doctor each time. This added to the problem of being open about sexual problems and made building a trusting relationship difficult.

On safer sex supplies – condoms and lubricants – people said they tended to purchase them from local supermarkets or to pick them up in the gay bars in Huddersfield or Leeds. One person had heard of the Brunswick Centre but most had no idea what it was or did and none used it for sexual health information or supplies.

Asked what services were most needed for gay men in Calderdale people referred to the problem of isolation and the lack of gay-friendly support services for people with different needs, e.g. as a result of disabilities. One person said he thought social services should have specialist support and information available. Another felt it should not need to be a specialist service but rather something that every social services worker should be comfortable about sexual health matters and able to provide basic information. He felt necessary information was simply not available from social services at the moment. Someone said it was important for social services staff to be sensitised to the importance of clients controlling their coming out process. He had faced real problems in his family when a social worker had said far more to other members of his family than he had sanctioned.

The workshop concluded with people being asked what message they would want to give to health and social services workers in Calderdale. “We want to be treated the same as everyone else” said one. Another felt there was a need for greater understanding of gay and bisexual people’s situation by professional workers, especially GPs.

There was general support for the suggestion of ‘gay-friendly’ symbol that service providers could display to show clients that all their staff, front of house as well as ‘clinicians’, had received sensitivity and confidentiality training and that service users should not feel embarrassed to indicate their homosexuality or bisexuality in consultations. One person cautioned that in parts of the district people had no real choice of service provider. There was little they could do if the local service provider chose not to show they were ‘gay-friendly’.

6.1.6  Recommendations 

The workshop made the following recommendations:

·	Sexual health and information services within Calderdale for gay and bisexual men need to be better publicised, though some people would still prefer to use services away from their local area.
·	Some people felt there was a need for a centre in Calderdale where local gay and bisexual men could access information and other gay and bisexual-friendly services. The centre could also serve as a base for outreach work in the district.
·	A scheme for the accreditation of local services as gay and bisexual- friendly would encourage service providers to undertake awareness training of staff and would help gay and bisexual clients of the services to be more willing to disclose personal details 

Other recommendations based on the above:

·	That a comprehensive survey, with similar aims and objectives as the Zorro Project in Brighton and Hove, be conducted in Calderdale.

 WOMEN

6.2.1  Sexually Transmitted Infections

It is often believed, by both health professionals and by lesbians themselves, that lesbians are not at risk for sexually transmitted infections including HIV.  An examination of current research (Bailey, 1997; Bailey et al, 2000; Berger et al, 1995; Kellock & O'Mahoney, 1996; Marrazzo et al, 1998, 2000; McCaffrey et al, 1999; Skinner et al, 1996) suggests that lesbians and bisexual women are vulnerable to sexually transmitted infections including:

·	Bacterial Vaginosis
·	Genital Human Papillomavirus
·	Trichomonas Vaginalis
·	Genital herpes and genital warts

Smear abnormalities, abnormal cytological findings and squamous intraepithelial lesions have also been found among lesbian and bisexual women. 

HIV

US research (Kennedy et al, 1996; Kral et al, 1997; Lemp et al, 1995; Perry, 1995; Shotsky, 1996) has identified lesbian and bisexual women who engage in high-risk sexual activities making them vulnerable to HIV infection.  These include:

·	injecting drugs, 
·	unprotected vaginal or anal sex with men, 
·	unprotected sex with gay and bisexual men and male injection drug users, 
·	sharing of sex toys, 
·	use of unscreened semen from sources other than sperm banks,
·	alcohol and marijuana use.

One study (Bevier et al, 1995) found higher rates of HIV seroprevalence among women who were sexually exclusive with women and women who were sexually active with both men and women than amongst women who were sexually active with men only.

Several studies (Maguen, Armistead and Kalichman, 2000; Rosario, et al, 1999) found that young lesbians, gays and bisexuals have been specifically identified as at-risk for HIV because:

·	they initiated sex during early adolescence
·	their first sexual partners were older than they were
·	HIV  barrier methods (e.g. condoms) were initiated subsequent to sexual debut
·	many lifetime sexual partners and encounters were reported
·	some youths exchanged sex for goods
·	many youths reported having had at least one partner at risk for HIV
·	youths engaged in unprotected sexual behaviours
·	many at risk LGB young people are not being tested for HIV and not accessing service.

Henderson et al (2002) conducted two surveys with lesbian and bisexual women:  participants from survey 1 (497) came from community groups identified in Diva and Gay Times, mailing lists from the Lesbian and Gay Foundation and the Lesbian Community Project in Manchester, women's bars and bookshops in London; respondents to survey 2 came from Leeds HydeOut 2000 (412), Brighton Pride 2000 (411) and London Mardi Gras (1088).  Few of the participants were aged below 20 years, class background was not specified.  Majority were aged between 20 and 44 and were white British - 7.6 identified as minority ethnic including black, black British, Asian, Asian British, Chinese, mixed ethnicity and other groups.  The findings included:

·	Very few women had large numbers of sexual partners.  The average number in the last year was one (both for female and male partners); this contrasts with gay men.
·	Among those with a current, regular partner, most had known their partner for some time prior to their first having sex, this contrasts sharply with gay men.
·	Open relationships tend to be the norm for gay men whereas 80% of the participants were in monogamous relationships; extra-relational sex became more common with increasing length of relationships.
·	Sexual health featured strongly in the respondent's health concerns, in particular cancer and STI's.  
·	1 in 25 women had been forced to have sex they did not want in the last year (presumably with other women).
·	Half of the participants avoided same sex affection in public.
·	Many of the women surveyed found it difficult to access appropriate sexual health information and services because of their sexuality.  Almost 60% said it was hard to find information and over half were unaware of the location of their nearest sexual health clinic.
·	Women most commonly wanted information on breast and cervical cancer services, information about relationship counselling services and about fertility and insemination services.
·	Half had never sought advice or help about their sex lives or sexual health.
·	Of the other half, help was sought from GUM/sexual health clinics, GPs, and charitable agencies or private clinic or doctor.
·	Among those who had sought sexual health advice or help, over half had not been asked about their sexuality or their sexual practice.  GPs were the least likely to ask about sexuality.
·	Of those who had sought a service, 40% did not feel safe enough to discuss their sexuality; 19% thought that staff listened carefully to what they had to say; and 16% felt they were treated with courtesy and respect.  Overall, a quarter of women would not recommend the service they had used to another woman.

6.2.3  Other, Relevant, Issues 

Several other important issues which have implications for sexual health were identified during the course of the literature search.  These included the following:

·	It seems likely that there has been a substantial increase in the number of women who are having sex with other women (Turner et al, 1995).

·	Whilst many lesbians would like to have children, access to fertility and artificial insemination services are difficult for lesbians (Johnson, Smith & Guenther, 1987) and because of this, lesbians were more likely to risk using unscreened sperm.

·	A significant proportion of lesbians have had sexual intercourse with men (Bailey, 1997; Diamant et al, 1999; Johnson, Smith & Guenther, 1987; Saewyc et al 1999; Skinner et al, 1996); 71% of the female participants in the ACTION survey had had sex with men.  Lesbians are therefore vulnerable to the same sexually transmitted infections as heterosexual women.

·	Young lesbians (and gays) experience higher rates of physical and sexual abuse than heterosexual youth (Saewyc et al, 1999).  In the ACTION research, two of the young women had experienced physical abuse whilst growing up; one had experienced sexual abuse whilst growing up; and two had been raped.  

·	A significant number of lesbian and bisexual women, especially those who are young, have engaged in prostitution (Saewyc et al, 1999) making them a high risk group for sexually transmitted infections.

·	Young lesbians and bisexual women are likely to change their sexual identity (Diamond, 2000).  This was reflected in the ACTION survey where more young women than young men identified as bisexual before identifying as homosexual.

·	A significant number of LGB people experience violence within their relationships.  Atherill (2000) found that 35% of women (11 out of 31 respondents) and 19% of men (3 out of 16) had experienced domestic violence.  All 3 males and 8 of the females experienced domestic violence within same-sex relationships; 2 of the females experienced it within opposite sex relationships and one woman experienced it within both opposite- and same-sex relationships.  

6.2.4  Services

There are very few sexual health services aimed specifically at lesbian and bisexual women.  Those that do exist are in the main cities such as London, Glasgow.  The data search identified several issues concerning provision of services for lesbians, these included:

·	Develop services that facilitate open, comfortable communication with lesbians (White & Levinson, 1995)
·	Bisexual women are less likely than heterosexual women to have appropriate cholesterol screening or appropriate mammography (Koh, 2000)
·	There is little information available to lesbians about HIV/AIDS and safer sex (Shady, 1996; Bridget, 1999).  However, the Sheffield Centre for Sexual Health and Bolton NHS Primary Care Trust have both produced excellent leaflets for lesbian and bisexual women, the latter producing a leaflet for sexual health services also.
·	A high percentage of lesbians are unable to disclose their sexual orientation to GPs (Carr et al, 1999)
·	Lesbians are unable to discuss sexual health issues with GPs (Carr et al, 1999)
·	Many lesbians want a lesbian sexual health service (Carr et al, 1999)
·	Reducing HIV status among lesbian and bisexual women (Stevens, 1998) could include:  
¨	consciousness-raising, 
¨	qualitative field interviewing, 
¨	individualised HIV prevention education in community sites.
·	HIV reduction aimed at 'at risk' young LGB people (Wright et al, 1998) could include:  
¨	confronting institutional barriers which limited access to HIV care services;
¨	assisting them in building stronger peer support network; 
¨	providing them with professional case management and related service; 
¨	access to health, mental health and social case-management services provided by trained professionals; 
¨	peer-counsellor training;
¨	outreach targeted at street youth and other at-risk youth; 
¨	education and training workshops on special needs of LGB young people to health care, education and social service professionals.

6.2.5  	Calderdale

There are no sexual health services in Calderdale aimed specifically at lesbian/bisexual women.  The Sexual Health Centre is aimed at everyone.  GALYIC works closely with the Sexual Health Counsellor at the Centre and regularly refers young people to them.

During the ACTION survey participants were asked where they would go for information on safer sex.  One participant said she would go to her GP another said she would go to the sexual health clinic whilst a third said she didn't know where to go.  

When asked what sort of information they would like about safer sex, one respondent said she had "...never thought about it really," another said, "I don't think I really need any," and a third said, "More information specifically aimed at lesbians." 

6.2.6	Results of Sexual Health Survey

During Calderdale Pride, 30th September 2001, Angela Hodgson, Sexual Health Counsellor, Sexual Health Centre, conducted a sexual health survey.  Thirty-four women responded to the questionnaire:  WHAT ARE YOUR SEXUAL HEALTH CONCERNS?  They were asked to rate in importance specific sexual health issues.  The findings are listed in Table 4:  Results of Sexual Health Concern Survey.

Table 4:  Results of Sexual Health Concern Survey.

Order
of
Concern


Concern


No's


Broader description of Concern
1
Dealing with doctors, nurses and 
other healthcare professionals

16
Being open and honest with GPs.  Feeling able to discuss real situations concerning sexuality and sexual health - choices and decisions about this, consequences - both experienced and feared, previous treatment. Assumptions and attitudes of healthcare professionals.
2
Cancers - Gynaecological
14
Cervical screening, cervical, ovarian, uterine & vaginal cancer
3
Breast Awareness - Cancer and other Problems
12
Breast pain, breast checks - self examination, mammograms, breast cancer, mastectomy.
4
Menstrual/Gynaecological Problems
10
Period pain/problems, thrush, BV, bladder problems.
5
Sexuality and/or gender identity concerns
9
Heterosexual, bisexual, lesbian.  Identification, confusion, changes.  Prejudice.  Gender identity concerns.
6
Rape & Sexual Assault
8
Non-consenting sex, sexual violence, rape (current and in past)
7
Negotiating the sort of sex you would like
7
Being able to express your needs and preferences in a  sexual relationship
8
Menopause & HRT
7
Menopausal symptoms, decisions about HRT
9
Sexually Transmitted Diseases
6
Chlamydia, genital warts, herpes, syphilis, gonorrhoea, crabs, TV, etc
10
Safer Sex & Risk Reduction
5
Preventing/reducing sexually transmitted infections, alcohol and/or drug use.  Increasing risk of negative effects of sex.  Hepatitis C.  What is safer sexual practice?  Barrier methods. Exploring 'promiscuity.' Sex for money - reducing the risks.
11
Violence within Relationships
5
Violence by/towards a partner.
12
Sexual Problems and Practice
4
Pain or discomfort during sex, loss of sexual feeling, vaginismus, inability to orgasm.
13
Mothering/Parenting
3
Co-parenting - problems of being a parent
14
Pregnancy and Childbirth
2
Experience of childbirth, birth complications, affects on future health, physical consequences, ante-natal tests, check-ups following birth, post-natal depression.
15
Fertility, Infertility, Artificial Insemination by Donor
1
Decisions about seeking treatment, donor insemination, etc.
16
Unwanted and Unplanned Pregnancy
1
Burden of unplanned pregnancy/child, contraception.
17
Abortion/Termination
0
Considering abortion, concerns about past termination

Recommendations

The above findings were discussed at the workshop and recommendations made; these have been incorporated below:
 
·	Awareness training and provision of information for all health care workers
·	Develop mainstream services (especially GP's) that facilitate open, confidential, communication with lesbians
·	Target LGB young people for HIV prevention
·	Ensure LGB young people included in teenage pregnancy reduction schemes
·	Ensure sexual orientation included in sex education in schools
·	Series of workshops on specific health issues e.g. cancers, sexual health, relationships, mental health, menopause, etc (see list from Pride survey)
·	Ensure lesbians and bisexual women included in information regarding cholesterol screening or appropriate mammography.
·	A regular lesbian clinic, say once a month, to be held in the Upper Valley; this could offer a range of services like a one-stop shop (sexual health, mental health, general health - as per list identified in Pride survey)
·	Awareness raising about STI's and HIV for lesbian & bisexual women including information leaflet. 
·	Need to provide information for women seeking self-insemination and removal of restrictions on access to fertility clinics in order to reduce risk of HIV infection and subsequent vertical transmission.

  TEENAGE PREGNANCY

6.3.1  U.S.A.

Research in the U.S.A. suggests that the majority of adult lesbian and bisexual women have had heterosexual intercourse at some point in their lives (Bell & Wenberg, 1978; Diamant, et al, 2000; Johnson et al 1987; Saghir & Robins, 1980).  At least 30% of adult lesbian and bisexual women have been pregnant (Ryan & Bradford, 1988).

Large scale population-based surveys are regularly conducted with eight high schools which includes 83,000 young people.  Sexual orientation is included in four of the eight studies (Massachusetts, Seattle, Vermont and Minnesota).  The findings provide comparisons between lesbian, gay and bisexual (LGB) and heterosexual young people on various issues, including for example, at risk behaviours such as use of alcohol and drugs, attempting suicide, use of laxatives, safety at school, getting pregnant. Sexual minority youth were more at risk than heterosexual youth for all of these behaviours. The following are the statistics with regard to pregnancy.

·	Massachusetts 1997 Youth Risk Behavior Survey: LGB youth were 2 times as likely as their peers to have been/gotten someone pregnant (24% v. 12%)
·	Seattle 1995 Teen Health Risk Survey:  LGB youth were 2 times as likely to be a teen parent (6.7% v. 3.5%)
·	Minnesota 1987 Adolescent Health Survey:  lesbian and bisexual young women were twice as likely as their heterosexual peers to report having ever been pregnant.  (Only data for girls available (12.3% v. 6.1%)
·	Vermont 1997 Youth Risk Behavior Survey: LGB youth were two or more times likely to have been pregnant or gotten someone pregnant (15% v. 2%).

These results are consistent.  The studies are repeated and it is likely that more recent findings will have similar results.  Not all of the studies have been examined in-depth comparing heterosexual and unsure youth with LGB youth but the 1987 Minnesota study was.  Saewyc et al (1999) found:

·	Overall, bisexual or lesbian respondents were as likely as heterosexual students to ever have had intercourse (33% v. 29%).
·	Recent prostitution was five times as common among bisexual and lesbian adolescents as among their heterosexual peers (10% v. 2%).
·	Among respondents who reported at least one pregnancy, group differences for recent involvement in prostitution were startling:  44% of bisexual or lesbian young women had engaged in prostitution in the past 12 months compared with only 5-6% of unsure and heterosexual adolescents.
·	Among respondents who had ever had intercourse, 62% of bisexual and lesbian young women said they had done so before age 14 compared with 45-46% of the other groups.  When history of sexual abuse was used as a control this difference was no longer statistically significant.
·	Bisexual and lesbian respondents were more likely to engage in intercourse daily or several times a week than their heterosexual or unsure counterparts (22% v. 15-17%).
·	24% of the bisexual and lesbian respondents who had ever been pregnant reported multiple pregnancies compared to 10% heterosexual and 15% of the unsure respondents.
·	5 of the 17 bisexual or lesbian respondents who had been pregnant reported their most recent pregnancy had ended in miscarriage or the birth of a baby who died compared with 15 of the 76 heterosexual respondents and eight of the 67 unsure respondents.

Saewyc et al (1999) suggest the following as possible reasons to explain why lesbian and bisexual teenagers might have had heterosexual experience:

1.	 Forced sexual contact as sexual abuse, incest and rape are more prevalent among lesbian and bisexual young women than heterosexual young women (Grundlach & Reiss, 1967; Simari & Baskin, 1982).
2.	Many may have heterosexual sexual relationships before identifying as lesbian (Henderson, 1984; Sanford, 1989).
3.	It may be a strategy employed during identity confusion stage of development.  Troiden (1988) notes:  "Some adolescents establish heterosexual involvement in hopes of 'curing' themselves of their homosexual interest....In some cases, an adolescent girl may purposely become pregnant to prove that she isn't lesbian.  Researchers have also made this proposition based on their clinical experience and investigations (Rotheram-Borus & Fernandez, 1995).
4.	Involvement in prostitution as a result of being made homeless due to family rejection on the grounds of their sexual orientation (Bidwell & Deisher, 1991).

Britain
 
There are no population-based surveys with adolescents in the U.K. that include sexual orientation.  However, it is suggested that the findings would probably be similar to those in the U.S.A.  There has been research which shows that the majority of lesbians have had heterosexual sexual relationships, as the following highlight:

·	Trenchard & Warren (1984) survey of 315 young LGB people found that 89% of their survey population had had sex with another person and that 61% of the women and 25% of the men had their first sexual experiences with the opposite sex.

·	Bridget (1993) surveyed 20 lesbian and gay women from the north of England (17 aged 25 years and below) and found that 75% had had heterosexual sex; 25% had been raped; and 35% had experienced incest.  One had been a prostitute.  Some of the comments included:

"Had sexual intercourse at 16 and half.  Had bottle of wine, went too far.  Curious to see what it was like.  Not had sex with a man since coming out.  Not consider it in future."

"Had sex at 16 'cos all my friends did.  Friends said sex was great.  Paul asked me back to his place - I was wondering what sex was like anyway.  I was drunk but not legless.  He never plied me with drinks.  I was half-pissed before I saw him.  He asked me if I wanted a drink.  I thought I'd spend his money rather than my own.  I slept with him and got pregnant.  Had sex since coming out, not because I wanted to, I was prostituting.  Would not consider having sex with a man in the future."

"The first time I had sexual intercourse with a man was when I was 23/24.  I was married.  I have had sex with a man since coming out as a lesbian but I wouldn't again."

"Had sex with a man when I was 14 and again when I was 16.  I was engaged for two years.  I thought I loved him.  I wouldn't have sex again with a man because I wanted to but if I want to have a child it is the only way I can get a child - I wouldn't enjoy it."

"Had sex with a man when I was 14, don't know why.  Also had sex since coming out as a lesbian.  At moment wouldn't consider having sex with a man."

"I was 21 when I first had sexual intercourse with a man.  I did it because I was trying to make myself straight."

·	Lesbewell's (1995) survey of 120 women (105 lesbian, 11 bisexual) found:
·	17% had children
·	77% had had sex with men in the past
·	5% had sex regularly with men
·	7% did occasionally.

·	Bailey (1997) says the Bernhard Clinic in London found that 80% of lesbian clients had had heterosexual sex. 

·	Evans et al (1998) conducted research with women attending the Department of Genitourinary Medicine at Charing Cross Hospital in 1992.  1.7% of the 948 women were lesbian.  Previous heterosexual intercourse was reported by 69% of the lesbian women. 

·	McCaffrey et al (1999) studied 91 lesbians attending a specialist genitourinary medicine service for lesbians at Imperial College School, London, most of the women had previously had sexual intercourse with men. 

Calderdale

Bridget (2000) found in her study of 15 young LGBs in Calderdale that 71% of the female participants and 50% of the male participants had had sex with the opposite sex.  She also found:
·	The ages at which the five young women had heterosexual sex were: two at 13 years, one at 15 years and two at 17 years; 
·	one had been with 15 men and another with 17 men; 
·	one had a child;
·	the ages at which the men had heterosexual sex were:  two at 15 years, one at 16 years and one at 18 years;
·	three had experienced sexual abuse whilst growing up (two female, one male);
·	four had been raped (two female, two male).

Some of the comments included:

"I was 13.  I did it because I got bored of saying no, basically.  I wanted to see what it was like."

"I was 14 when I had sex with the opposite sex.  I was pressurised into it from the person I did it with.  Not done it since coming out.  Not consider it in future."

"I was 15 when I had intercourse with a man.  I did it because a straight friend of mine told me to.  Not had it since coming out.  Not consider it in future.  Had sex with about ten boys."

"I was 15 when I had sex with a girl.  To a certain extent I did it because it was the expected thing.  It was all over and done with and I didn't think it was very good.  I much preferred her brother."

"Had sex with the opposite sex from being 12 to 18.  Did it because I wanted a baby.  Had sex with the opposite sex since coming out once.  I felt sick.  I wanted a baby."

"I was 17 when I had sex with the opposite sex for the first time.  I was assuming heterosexuality.  I liked him."

"I was 15 when I first had sex with a man.  I did it because of pressure from my friends and maybe to prove to myself and other people that I wasn't a lesbian."

"I was 17 when I first had sex with a man.  I did it because of pressure as everyone else was doing it at school."

Recommendations

The following recommendations are made with regard to teenage pregnancy:

·	Ensure sexual orientation is included in population-based studies; 

·	Conduct specific research with lesbian and bisexual women as well as young gay men, regarding heterosexual sex, pregnancy, age of heterosexual sex, purpose in having heterosexual sex;

·	Repeal section 28;

·	Ensure issues of sexual orientation are included (in sufficient depth) in sex and relationships education;

·	Inclusion of LGB young people in pregnancy reduction strategies;

·	Ensure schools tackle homophobic attitudes and bullying (make this a legal requirement);

·	Stop the media promoting homophobia (legal requirement);

·	Stop families homophobically abusing their children on a psychological level (legislation, policies and procedures similar to incest/sexual abuse);

·	Development of school-based projects to support LGB youth - similar to projects in the U.S.A.; 

·	Acceptance and greater support for LGB young people: youth groups, mental health services, GPs, social services, etc;

·	Stop religious right-wing organisations from promoting homophobia.
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