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LESBIAN, GAY AND BISEXUAL PEOPLE AND HEALTH

This is part of a Literature Review to be used as the basis for developing a lesbian and gay health care plan for Calderdale.

For the purpose of this literature review searches were conducted regarding local, regional and British research as well as an international search on the data-base Medline, other sources included the Lesbian Information Service library.

Separate literature reviews have been conducted on:

·	homophobic hate crime
·	gay men's sexual health
·	cancers and heart disease
·	older lesbians and gays.

This part of the project includes literature reviews on:

·	lesbians, gays and mental health
·	lesbians, gays and alcohol/drug misuse
·	lesbian sexual health
·	provision of support services
·	lesbian, gay and bisexual young people

MALE/FEMALE

Searches were conducted on Medline using the term gay male/homosexual which came up with 1, 528 references (some male only, some mixed, the majority concerning HIV/AIDS); a second search using the term lesbian came up with 210 references (some of these also address gay men).  

Comparison between the current Medline search and earlier ones on lesbian issues (pre-1995) reveals that there is still an interest in etiology of lesbianism (24 abstracts), lesbian and gay parents (22), attitudes towards lesbian and gay people (17), youth (15), relationships (12), identity (11), alcohol (11), minority ethnic lesbians and gays (9), coming out (8), therapy (7), butch/fem (6), research (6), mental health (6), older lesbians and gays (5), suicide (5) as well as a few articles on carers (1), community (1), discrimination (2), eating disorders/body image (4), employment (1), housing (1), international (1), law (3), medicine (1), media (1), parents of lesbians and gays (4), politics (4), prisons (2), religion (4), rural (1), same-sex domestic violence (4), sexual abuse (4), sport (1), social work (1), transsexuals (1).  Thirty-five titles did not fit into any of these topics and did not appear to be specific to health concerns. Areas where there is an increase in interest include:  health care (19), health workers/training (24), sexual health (17), cancer (10), gynaecology (6), HIV (14), insemination (11).

Due to lack of time and having to keep within the main NHS priorities, some groups have not been included.  It important to acknowledge this and to ensure that their specific needs are addressed in the near future.  These include:

·	lesbian and gay parents
·	children of lesbian and gay parents
·	parents of lesbians and gays
·	disabled lesbians and gays
·	minority ethnic lesbians and gays
·	lesbians and gays who are just coming out (25+)

LESBIANS, GAY AND MENTAL HEALTH

There are three main aspects relating to LGB people and mental health:  1) the role that medicine, and in particular mental health, has played in developing and perpetuating homophobia, 2) the on-going effects of internalised homophobia on LGB people, and 3) lack of access to and inappropriate mental health services.  

The Role of Medicine in Creating and Perpetuating Homophobia

It is not within the scope of this paper to examine the role of medicine in the creation and perpetuation of homophobia; suffice it to say that until 1993 in Britain (1973 in the USA) homosexuality was the top of a list of mental illnesses in relation to sexuality in the Diagnostic and Statistical Manual (DSM) and until that date individuals in Britain were still being hospitalised for being homosexual.  In the past treatment has included:  lobotomy, electro-shock therapy, castration, cliterodectomy, pharmacologic and hormonal injections and aversion therapies.

There is still a large section of the medical profession who believe that homosexuality is a mental illness that can be cured through aversion therapy (including right-wing Christian therapists).  Indeed, it is only recently that the British Psychological Society has allowed a lesbian and gay section to be formed.  In 1994 when a group of lesbian psychologists wanted to set up a lesbian section, Dr Colin Newman, the executive secretary of the BPS said "By accepting a Section devoted to the study of lesbianism, the Society will be giving a public signal that it endorses behaviour which, by the biblical standards they personally seek to follow, is incompatible with their own standards of morality."  (The Guardian, 6.1.1994).

Ego-dystonic homosexuality is still included in the World Health Organisation’s DSM.  Basically this relates to those individuals who are not happy being homosexual and would like to change.  Whilst internalised homophobia (see below) is a problem for the majority of LGB people, inclusion of ego-dystonic homosexuality is giving some therapists permission to attempt to 'convert' lesbians and gays into heterosexuals. The American Psychological Association commissioned a review of literature in 1999 and came to the conclusion that there was no evidence to support the assertion that homosexuals can be converted to heterosexuality.  Some bisexuals may suppress their homosexuality and some homosexuals may suppress their homosexual desire but actual conversion is not possible.  Indeed, such treatment is highly dangerous:  one researcher suggests that "subjects who have undergone failed attempts at conversion therapy often report increased guilt, anxiety, and low self-esteem.  Some flee into heterosexual marriages that are doomed to problems inevitably involving spouses, and often children as well."

On-going Effects of Internalised Homophobia on LGB people.

Young Lesbians, Gays and Suicide

Because of homophobia, lesbian, gay and bisexual people, especially those who are young, are highly vulnerable to attempting suicide (see Appendix A for statistics) and other mental health problems.

There are consistently higher figures for attempted suicide among lesbians and gays.  Most suicide attempts are by adolescents and young adults (up to 25 years).  Up to 30% of completed youth suicides in the U.S.A. may be by lesbian and gay youth, (Gibson, 1989).  Lesbian and gay youth are 2 to 6 times more likely to attempt suicide than heterosexual youth (Harry, 1989). 

The highest rates are among young LGB people who are isolated from support and include those who: identify their 'difference' at an early age; are homeless; do not conform to gender stereotypes (tomboys/sissies).

Low self-esteem and self-hatred lead to other self-destructive behaviours such as unsafe sex - especially young gay men - and alcohol and drug abuse.  If these behaviours, which often end in early death, were to be considered 'long term' suicide then the statistics for lesbian and gay suicides would drastically increase.

Young lesbians are likely to use more lethal methods (the reverse of the usual trend where young men tend to use more lethal methods).  Most research has been conducted with young gay men yet several of the (rare) mixed studies suggest that there are more suicide attempts among young lesbians.  Young lesbians and gays who are multi-oppressed, i.e. black, minority ethnic, working class (and probably among lesbians and gays who are disabled) are likely to be more vulnerable.  There are more out young gay men than out young lesbians - many lesbians tend to come out later.  It is possible, therefore, that a significant proportion of young lesbians who attempt suicide are hidden within the numbers of young female attempters.  At the same time, with increasing visibility of lesbianism more and more lesbians are 'coming out' and the age of young lesbians identifying appears to be reducing.

Greater visibility and 'tolerance' of homosexuality means that lesbian and gay youth are more likely to become aware of their sexual orientation at a younger age.  Identification of sexual orientation at an early age has a strong correlation with suicide, not least because a) it means that they are likely to be isolated for a longer period but b) it is happening at a vulnerable time, when self-esteem is being developed/demolished, hence the effect of discrimination will be more severe.  It is also happening at a time when young homosexuals are dependent on parents.  

Greater visibility also means more harassment of homosexuals of all ages but this is particularly important for lesbian and gay youth:  evidence suggests that the level of abuse experienced at school is on the increase (Camden, 1991; D'Augelli, 1993; Mason and Palmer (Stonewall, 1996).  Add to this the hopelessness engendered in young gay men due to the AIDS epidemic and the likelihood is that suicide, and related emotional problems as well as alcohol/drug abuse, among lesbian and gay youth will be on the increase.  Savin-Williams (1994), D'Augelli (1993), D'Augelli & Hershberger (1993) and  Remafedi et al (1991). 

There has not been anywhere near the amount of research on LGB young people and suicide in Britain but that which has been done (see Appendix A) suggests that the problem is the same here.  Having said this, as Britain is about 20 years behind the U.S.A., in regard to provision, the figures here may well be worse.

Denial

There has been consistent denial of the higher levels of suicide ideation and attempts by LGB young people compared with heterosexual youth by mainstream suicidologists - both in the USA and in Britain.   For example, a whole supplement of the Journal  Suicide and Life-Threatening-Behaviour, Vol 25, supplement 64-71, 1995 was dedicated to criticising previous research on this.  Indeed, one paper, by Shaffer, Fisher, Hicks (1995), which conducted 'post-mortem examinations of 120 adolescents who had completed suicide, suggested that only 3 (2.5%) were apparently homosexual.  Information about sexual orientation of dead adolescents was usually obtained from a parent, adult member of household in which victim was living at time of death or from a sibling or friend nominated by parent or caretaker or at least one school teacher nominated by parent/caretaker or by school principal.  The Supplement concludes that there is no significantly higher rate of suicide among homosexual as compared to heterosexual youth. 

Similarly, Hawton  (1986), one of Britain's leading experts, only referred to homosexuality once in his book on adolescent suicide:  "None of the adolescents in the Oxford series expressed anxieties concerning homosexuality.  Presumably such fears occasionally lead to suicide attempts, especially among boys, although increasingly permissive attitudes toward homosexuality may have made this less likely."

A large, random, population-based survey of 83,000 young people in eight US high schools came up with findings consistent with the convenience samples, thus confirming that young LGB people are indeed significantly more at risk for suicide than heterosexual young people (see Appendix A).  
  
ACTION for Lesbian, Gay and Bisexual Young People in Calderdale (1999)

In-depth interviews were conducted with 15 young people aged 30 and below who either lived or grew up in Calderdale (8 young men, 7 young women).  Findings included:

·	87% had experienced long periods of depression
·	80% had had suicidal thoughts
·	67% had experienced periods of anxiety
·	13% had attempted suicide
·	27% had had an eating disorder
·	100% had had problems accepting their sexual orientation.

Comments included:

What caused your depression?

"Child abuse, then relationship issues."  (F)

"A mixture of sexuality, family and other things in my life."  (M)

"A relationship breakdown when I was 18."  (F)

"I got depressed from 14-15.  I am not too sure really what caused it.  Also at 18.  It was to do with my sexuality.  I blamed things and made things seem really bad and stayed in my room a lot. "  (M)

"I was 17.  Pressure with 'A' levels.  Nearly expelled from the 6th form.  Felt very isolated and worried about my sexuality.  Nearly tried to commit suicide.   Can't deal with stress well."  (M)

"When I got a bit poorly a few years back.  I don't know what happened but I tended to get a bit addicted to exercise.  Didn't eat that much and went a bit downhill with depression really.  Had a bit of a blood infection but they just kept saying, previously to that, 'Oh, it's your nerves, go on anti-depressants.'  I can't do with all that.  I was 22.  It could have been a bit to do with being a lesbian.  I was drinking and I could drink a lot of beer so because of my diet I went on wine and wine made me really ill and that.  I ended up taking time off work and all sorts."   (F)

"When I was 14 through to earlier this year.  I think my sexuality had a lot to do with it and because of my sexuality I didn't want people to find out, I shut myself off.  It was underlying."  (F)

"I was 17 at the time.  I just go like that from time to time."  (M)

"I was 22.  Caused by bulemia.  I felt a bit fat and when I was ill with flu once I lost weight.  It went on from there."  (F)

"At 22.  Not fitting in.  Wanting to blend in but I couldn't.  Panic about looking and sounding gay, panic attacks."(M)

"At 21, it was the end of a serious relationship."  (M)

"I get depresed now and again but I am up and down.  When My partner died."  (F)

"19; caused through my job, it was very difficult and it got to me."  (F)

"I get  little bit depressed about wanting a relationship with someone."  (M)

Anxiety and Fear

"Looking for work  in connection with my sexuality."  (M)

"Bad anxiety attacks at university, had treatment at the time."  (M)

"At school I felt anxiety and fear; in the common room, frightened of people finding out I was a lesbian."  (F)

"Sometimes I get anxious about how I am going to manage, being a single parent, as it is really hard and difficult.  I get stressed." (F)

"Suffer from panic attacks."  (F)

"When I was doing my GCSE's, parents splitting up and being gay." (M)

Suicidal thoughts

"[I had suicidal thoughts when I was] 16 and then again in my 20's.  This happened quite often.  Child abuse related issues that caused it.  I was out as a lesbian the second time around.  I got support at the time." (F)

"[I had suicidal thoughts when I was aged] 21-25, also when I was at school but it wasn't as bad.  At least 20 times; cutting my wrists with anything really, overdoses.  I ended up in hospital.  Also I have taken overdoses and have been really violently ill.  Have also tried tying things around my neck.  Looking for an easy option."  (G)

"When I5 and 18.  Feeling frustrated and lonely because I was a lesbian."  (F)

"Between 14-15.  Don't know cause."  (M)

"In the past but not now.  When I was 16 and 22.  Cause?  'A' levels, school - wasn't turning up.  My sexuality and not having support in my local area.  Trying to sort things out in my own mind.    Sat by the railway lines in Mytholmroyd."  (M)

"Between 14-17 I had suicidal thoughts.  I just felt alone, in a box."  (F)

"Overdosed once.  Went to hospital to have my stomach pumped.  They were a bit funny really.  They tried to make me see someone at the Laura Mitchell Clinic but I just thought 'No, I don't want to.'  I was 16 at the time." (M)

"Recently I have had suicidal thoughts.  The cause of it is stress.  I start giving up sometimes. I try to talk to my friends but I don't want to put things on them.  I get them feelings and then they will just go and I feel fine.  It is just at the time I find it difficult with my daughter at the moment.  She has a lot of anger.  I started getting bereavement counselling for her.  He is from Halifax and he is a child psychologist.  He said I should have counselling first to make me stronger.  Then he sent me a letter and I didn't ring back.  I keep putting it off but I need to ring back really.  My friends keep saying 'Sort it out.'  I find it really hard as it brings things up.  I would prefer it to be a woman really."  (F)

"When I was 12-15 I'd have suicidal thoughts due to my sexuality.  Not out as a lesbian.  No-one for support.  The support was there but I was very anti-social.  If we had information in schools then I don't think I would have got into that situation."  (F)

Other Mental Health Problems?

"At junior school, anxiety resulting in a social phobia because of my sexuality."  (M)

"Sometimes I have a fear of food.  An obsession that food was off.  I was really depressed for about 6 or 7 months.  Didn't get any help from my doctor.  If I knew then what I know now I should have changed doctors really.  All I got was nerves, nerves, and anti-depressants really.  I was having panic attacks and everything.  First it started on food and then it went on to drink and hangovers to meeting people, places and everything.  I just had to do it on my own and it was right hard really.  I just had to force myself to face my fears.  I decided to work behind a bar and ever since then it helped me.  I did get better in myself.  I think I was poorly but I did get depression on top of it."  (F)

Other self-abuse?

"Yes.  I used to cut myself."  (F)

"Yes, I've kicked something."  (M)

"Yes, banged my head against the wall, not until it bled."  (M)

"Yes, by kicking the bed."  (F)

"Tried scraping things across myself.  It was a bit stupid really but I used a gripper rod.  I was frustrated."  (M)

"Used to bite my knuckles and hit my arms occasionally when I was at school."  (M)

Further Data

One of the aims of GALYIC is to continue research into the needs and experiences of LGB young people in Calderdale.  The questionnaire used for the original research is utilised to interview new members of GALYIC (if they so choose).  The information can then be added to the original data; it is also extremely useful in identifying the specific needs of individual members and also acts as a structured method of 'counselling' which enables participants to share their homophobic experiences, often for the first time.  Due to staff shortages, however, only eight more interviews have been conducted, the data of which includes:

·	7 have experienced periods of depression (5 female, 2 male)
·	3 have experienced periods of anxiety (2 female, 1 male)
·	6 have had suicidal thoughts (4 female, 2 male)
·	4 have attempted suicide (3 female, 1 male)
·	3 have had other mental health problems (2 female, 1 male)
·	4 have had contact with mental health services (2 female, 2 male)

Only three of the interviews have been transcribed onto computer.  These include the following comments:

"Long period of depression, 17.  Falling out with boyfriend.  Family problems ...Suicide:  did have - sometimes, 18, not out, not turn to anyone.  Would have liked support from dad.  Someone there to help me.  Tried to drown myself.  Three times:  in bath; walk in front of a bus; hang myself.  Happened when I was in the hostel on my own.  18/19.  Got a bit of help, from place can't remember where and friends.  Didn't tell anyone I tried to kill myself.  I wanted help because I couldn't stand being in hostel. Nervous breakdown at 17; over my dad - mum dying.  He was never there for me.  He was always out at the pub.  If I ain't got a mum or a dad I might as well kill myself.  Got offered counselling but thought there was no point in me going.  They couldn't help me anyway, they'd only listen.  I can talk to my mates.  I think it's crap.  People knew that I needed help.  Rang Samaritans 3/4 times.  Quite helpful.  Feel comfortable with someone straight."  (Young working class lesbian)

"No long periods of depression.  Anxiety - yes: 24 years old - so much change in my life, not anything to do with sexuality particularly - new job, new car, load of responsibility - made me physically ill in the mornings, owing money, new job - pressure of my life at that time. Not had suicidal thoughts or tried. Never had mental health problems or counselling. Probably not feel comfortable talking to someone not lesbian about sexuality."  (Young middle class lesbian)

"Used to make myself sick. ....Depressed last year:  I fell out with most of my friends.  I felt really isolated.  But I managed to make friends with them again so it was alright.  One of my friends started having an affair with this girl who was already in a relationship.  I was friends with all of them.  They broke up and I started going out with this other girl.  It just caused a load of hassle.  Loads of people fell out with us.  Lost most of my lesbian friends at once.  Had a big argument and no-one was speaking to each other. ...No suicidal thoughts, not tried.  No other mental health problems, no counselling, not thought about it.  Probably feel okay talking to non-gay."  (Young middle class lesbian)

Several members of GALYIC have got mental health problems.  One member killed herself in July 2001.  Class seems to be a distinguishing feature in that it tends to be working class young people who have mental health problems.

Older LGBs & Suicide

Most research on LGBs and suicide concentrates on young LGBs.  Early US research (see Appendix A) identified significant numbers of suicide attempts among older LGB people whereas Sorensen & Roberts (1997), examining the findings of the 1987 Boston Lesbian Health Project which included 1,633 lesbians, say that suicide attempts decreased considerable after adolescence and coming out.  Given that we are twenty years behind the USA it could be that suicide among older LGB people is still a problem in Britain, especially in places like Calderdale where indigenous LGB people are less open about their sexuality and therefore more isolated. In a study with 499 lesbians, Jordan (1998) found that the more a woman disclosed her sexual orientation, the less anxiety, more positive affectivity and greater self-esteem she reported.  Similar research had been conducted years before with gay men.

Mediating Factors

Hunter et al (1998) discuss mediating factors which include a sense of connection to the LGB community.  However, given that there is limited LGB community in Calderdale (apart from the loosely termed lesbian community in the Upper Valley) there are few mediating factors in Calderdale.

Pisarski, A. Gallois, C. (1996) examined the extent to which a lesbian community in Australia can meet the needs of individual lesbians.  Success was dependent on what those needs are, the prevailing social climate, and the resulting degree of access by lesbians to the community.  The study examined lesbians' perceptions of their individual needs and the extent to which they looked to their community to meet those needs.  Overall, the results indicated that they had many unmet needs which, in many instances, cut across the demographic spectrum of age, politics, stage of identity development, religious beliefs, occupation, and educational achievements.  These can be broadly categorised as needs that related to the lesbian community itself and external needs that related to changes needed in heterosexual society.  The results indicated that characteristics of community do exist within the Brisbane lesbian subculture.  There were distinct, identifiable, interacting small groups and social networks in existence.  However, a common need was for an identifiable, accessible, lesbian community that could provide stable, long-term services and cultural and social activities.  In Brisbane lesbians also needed a focus that superceded the needs of individual lesbians and their small interacting social networks.  It is likely that the situation in the Upper Valley in Calderdale mirrors these findings and that the needs will be similar.

In Halifax and other parts of Calderdale there is no lesbian or gay community.  The only groups that exist are the Halifax Area Gay Group which has been running for twenty-five years and is a social group frequented primarily by older gay men; GALYIC, which was set up in August 1999 and a relatively new and not yet established lesbian support group which meets monthly at the Well Women Centre.  

This is a problem for LGB people in Calderdale with the possible exception of lesbians in the Upper Valley.  But even here a distinction needs to be made between the incoming, mainly visible, lesbians and the more hidden indigenous lesbians.  As a worker on lesbian and gay issues I personally know about six LGB people who have killed themselves in the past few years in the Calderdale area:  four of these were younger (i.e. aged 26 years or below).  I am also aware of many LGB people in Calderdale who have mental health problems.  If internalised homophobia has not been dealt with sufficiently then LGB people remain vulnerable, especially if harmful coping strategies have been developed such as alcohol/drug misuse; suppressed homosexuality; enforced heterosexuality; self-harm. It seems highly likely that other forms of mental ill-health may have developed as a result of internalised homophobia such as phobias, eating disorders, schizophrenia, etc.  It also seems likely that because of lack of awareness of the effects of internalised homophobia, some patients may be misdiagnosed as, e.g. schizophrenic.  We desperately need further research into these issues.  

Internalised Homophobia

Research in the US is significantly more advanced.  For example, Shidlo (1994) discusses internalised homophobia and its effects.  He suggests that it is so widespread that many writers consider it as a normative developmental event during which almost all lesbians and gay men adopt negative attitudes towards homosexuality in their early developmental history (Forstein, 1988; Gonsiorek, 1988; Loulan, 1984; Malyon, 1982; Pharr, 1987; Sophie, 1988).  

Malyon (1982) suggests that negative attitudes are incorporated into one's self-image causing fragmentation of sexual and affectional facets which interfere with the developmental process.  Various models of lesbian and gay identity development consider the process of coming out as including neutralisation of internalised homophobia with the consequent adoption of a positive and integrated lesbian or gay identity (Cass, 1979; Stein  Cohen, 1984; Troiden, 1979).

Shidlo (1994) notes that due to lack of research it is not known, a) what percentage of lesbian and gay teens hold internalised homophobia (but this is, in my experience, likely to be 100%), b) how prevalence rates change through the years as teens enter adulthood, c) how consistent levels of internalised homophobia are throughout adulthood in any given individual, d) what gender and ethnic differences might exist([and class, rural v urban), and e) what generational differences might exist as a result of the dramatic cultural and social changes that have occurred in the post-Stonewall era of the gay community (likewise in Britain in the post-section 28 era).  Shidlo adds other factors such as the level of homophobia held by parental figures and significant others (Nungesser, 1983) as well as personalogical variables such as special vulnerabilities, needs and defensive strategies of each individual (Malyon, 1982).  (These would include, for example, use of alcohol/drugs which would stop the user developing a positive lesbian/gay identity).

Malyon (1982) hypothesised that internalised homophobia causes depression, influences identity formation, self-esteem, the elaboration of defenses, patterns of cognition, psychological integrity, object relations, and superego functioning.  Pathogenic effects of internalised homophobia (usually temporary) are viewed as suppression of homosexual feelings, an elaboration of a heterosexual persona and an interruption of the process of identity formation.
Shidlo (1994) identifies other effects of internalised homophobia:  distrust and loneliness (Finnegan & Cook, 1984), difficulties in intimate/affectional relationships (Friedman, 1991; George & Behrendt, 1988), under- and over-achievement (Gonsiorek, 1988; Pharr, 1988), impaired sexual functioning (Brown, 1986; Reece, 1988), unsafe sex (Shidlo, 1992), domestic violence (Pharr, 1988), avoidant coping with AIDS in HIV seropositive gay men (Nicholson & Long, 1990), alcoholism (Finnegan & Cook, 1984), substance abuse (Glause, 1988), eating disorders (Brown, 1987), fragmentation and borderline-like features (Gonsiorek, 1982; Malyon, 1982), and suicide (Rofes, 1983).
Internalised homophobia can have a tremendous impact on self-esteem and cause significant psychological distress.  Gonsiorek and Rudolph (1991) describe disturbances ranging from mild self-doubt when confronted with prejudice to over self-hatred and self destructive behaviour (Hancock, 2000).
Shidlo (1994) emphases that as internalised homophobia may be an important determinant of psychopathological conditions in lesbians and gay men, psychotherapy with this population should routinely include the assessment and treatment of internalised homophobia (Gonsiorek, 1982; Malyon, 1982; Stein & Cohn, 1984).
There is also unconscious as well as conscious internalised homophobia (Brown, 1986; Friedman, 1991; Gonsiorek, 1988; Loulan, 1984; Malyon, 1982; Margolies, Becker & Jackson-Brewer, 1987).  Indeed, Margolies et al (1987) list a series of defence mechanisms that include: rationalisation, denial, projection and identification with the aggressor.  Other unconscious features include internalisation of distorted images of lesbian sexuality as deviant or as overidealised (Brown, 1986; Loulan, 1984); tolerance of discriminatory or abusive treatment from others; sabotaging of career goals by blaming external bigotry (Gonsiorek, 1988); a sensed lack of entitlement to give and receive love; irrational efforts to undermine intimate relationships; and the projection of the devalued self-image to one's partner (Friedman, 1991).
Discussing the need for psychotherapists to assess internalised homophobia, Hancock (2000) suggests manifestations range from the obvious such as total denial of one’s homosedual or bisexual orientation, contempt for more obvious LGB people, acting upon same-sex feelings but not taking responsibility for them, compartmentalisation of homoerotic feelings, fear and withdrawal from relatives and friends and suicide attempts to less obvious behaviours such as minimising contact with LGB people, efforts to try and ‘pass’ or not be mistaken for an LGB person in manner or appearance.

With appropriate support at the right time development of more severe mental health problems (including alcohol/drug misuse) can be reduced or avoided.  However, in an area like Calderdale where until recently there has been no support for LGB people, it is likely that there will be disproportionately higher numbers of LGB people with mental health problems, a high percentage of those who have killed themselves will be LGB and significant numbers of people with alcohol/drugs problems are likely to be LGB.   Calderdale has one of the highest suicide rates in England.  

Minority Stress

Hunter et al (1998) discuss lesbian, gay and bisexual people and mental health and refers to the work of Meyer (1995) who utilised three types of minority stressors in his research with 741 gay men:  internalised homophobia (negative attitudes from society directed at self); stigma (expectations of rejection and discrimination) and actual confrontations with discrimination and violence.  These stressors were significantly associated with various mental health measures (demoralisation, guilt, sex problems, suicide, distress related to HIV epidemic). 

Garnets et al (1992) described various mental health consequences from discrimination, assault and self-blame.  Discrimination:  feelings of sadness and anxiety (Dion, 186) and feelings that life is unfair and difficult (Birt & Dion, 1987).  
Assaults and other overt victimisation including threats of physical assaults and verbal abuse:  feelings of personal loss, rejection, humiliation and depression.  Self-blame: feeling justifiably punished for being gay (Bard & Sangrey, 1979) which may lead to depression and feelings of helplessness (Janoff-Bulmam, 1979). Garnets et al (1992) suggests that the consequences of verbal abuse can be as severe as those of physical abuse.  She says that victims may find it difficult to understand the emotional aftermath of a verbal assault and may tend to minimise the feelings they do experience.  Hunter et al (1998) describe other distress reactions including agitation, restlessness, sleep disturbances, headaches, diarrhea.  Bard & Sangre (1979), Frieze, Hymer & Greenberg (1984) also identify deterioration in personal relationships.  

Hancock (2000) points out that the response to victimisation is affected by the degree to which survivors have accepted their sexual orientation: those who are out, have friends and resources are more able to cope with it than those who are still closeted or in the early stages of coming out.

Garnets et al  (1992) suggest that hate crimes can cause psychological harm over and above that associated with non-bias crimes.  Psychological harm can occur when there are no direct assaults or violence but when LGBs witness prolonged anti-gay campaigns such as the one in the USA to reverse legislation providing legal protection for LGBs (Colorado’s Amendment 2).  This anti-gay campaign was directed by Christian right-wing organisations who successfully utilised the media in over-turning the legislation.  Russell (1995) found that many LGB people in Colorado were traumatised by the relentless and negative process and shock at the outcome (the amendment was successful).  It seems likely that there will have been similar reactions in Britain to the campaigns to reduce the age of consent for gay men, repeal section 28 of the local government act and other similar legislation.  This may be especially true in areas like Calderdale where there was a concerted effort by 29 right-wing Christian organisations in the local media to retain section 28.  This also happened in other areas (e.g. a similar letter to that printed in the Halifax Evening Courier which sparked off months of anti-gay letters was published in the Reading area – this was signed by 35 right-wing Christians).  These campaigns were managed by the Christian Institute, up-fronted by Baroness Young in the House of Lords. The campaign was also successful in Britain (although Section 28 has been removed in Scotland).  The effects of this sort of constant homophobia in the local media is very soul destroying.

The psychological shock LGBs suffered in Colorado at discovering friends, work-mates and family members voting against equal rights resulted in increased self-reported depression, anxiety, symptoms of post-traumatic disorder, reinforced internalised oppression and increased fears for one’s safety.

Lack of Access to and Inappropriate Mental Health Services.

U.S.A.

Many American articles have referred to the lack of support and/or inappropriate support available to LGB youth (Hetrick & Martin, 1987; Sophie, 1987; Kourany, 1987; Slater, 1988; Bidwell, 1988; Gonsioreck, 1988; Rofes, 1989; Sandord, 1989; Vergara 1984; Fikar 1992).  A review of empirical studies revealed that significant numbers of healthcare professionals were uncomfortable providing healthcare to lesbian and gay clients (Stevens, 1992, cited in Walpin, 1997).  Blanco, 1995, (cited in Kreiss & Patterson, 1997) surveyed LGB youth in Washington State regarding access to health care.  The study found that 66% of the participants said that their health provider had never brought up issues of sexual orientation; many received inappropriate treatment based on the provider's assumption that they were heterosexual.

Gibson (1987) has strong words to say about professional help available to LGB youth:

Perhaps no risk factor is as insidious or unique to the suicidal behavior of gay and lesbian youth than receiving professional help.  The large number of gay youth who have had contact with mental health and social work services during their turbulent adolescent years would seem to be a positive indicator for improving their stabililty and future outlook.  This is sadly not often the case. Many helping professionals still refuse to recognize or accept a homosexual orientation in youth despite growing evidence that sexual orientation is formed by adolescence.  They refuse to support a homosexual orientation in youth despite the fact that homosexuality is no longer viewed as a mental disorder.  They continue to insist that homosexual feelings are just a passing 'phase,' while making the goal of treatment arresting or changing those feelings and experiences.

Hellman (1996) looks at issues in the inpatient and outpatient treatment of lesbian and gay people with chronic psychiatric problems.  He asserts that these patients are largely ignored and invisible in long-term psychiatric programmes and within the lesbian and gay community.  He points out that they are dependent on therapeutic communities, residences and families that are heterosexually acculturated and usually unaware of their needs.  Most of these patients have experienced anti-homosexual prejudice as well as the stigmatising effects of mental illness.

Garnets et al (1991) and Nystrom (1997) are two of several studies that document biased, inadequate and inappropriate psychotherapy with LGB clients.  

Britain

Mullen (1998) cites several examples of negative responses by British mental health professionals including:  Ellis (1994; cited in McFarlane, 1998) who found that some British therapy training institutions would not accept openly lesbian and gay students. Man (1994; cited in McFarlane, 1998) reported that half of the lesbian and gay people seeking counselling had met with negative reactions and lack of understanding about their sexual orientation. The Royal College of Nursing Lesbian and Gay Working Party's (1994; cited in Golding, 1997) survey of the experiences of LGB mental health service users came up with several recurring themes including:  fear and anxiety, lack of privacy, risks of disclosing sexuality, fear of discrimination and physical abuse, feeling vulnerable, ignored or disbelieved, being pressurised into treatment, sexuality being seen in purely sexual terms, inappropriate questioning, insensitive interviewing, inappropriate use of language, prejudiced staff attitudes, inappropriate psychiatric referrals.  Young (1995) referred to difficulties in getting sexual orientation onto the institutional agendas of the British Association for Counselling and the British Psychological Society.  Davis and Neal (1996) identified the lack of research into the experiences of LGB people in the mental health system and identified psychotherapists who attempted to 'cure' homosexuality utilising treatments akin to torture.  Golding's (1997) survey of 55 LGB mental health service users revealed that:

*  55% did not feel safe disclosing their sexuality; 40% of these feared discrimination and prejudicial treatment

*  44% feared pathologisation of their sexuality

*  78% feared disclosing to other service users

*  14% feared physical and verbal abuse

*  19% feared rejection

*  73% had experienced discrimination and harassment in the mental health system; in some cases physical assault (68% occurring in hospitals)

*  38% had met negative responses when they came out

*  26% had experienced physical and verbal abuse

*  10% had had their sexuality pathologised

*  only 5% felt able to challenge the discrimination 

*  22% experienced victimisation including violence, rape and sexual assault

*  50% had been encouraged to hide their sexuality

*  66% of those with partners said their partners were not treated on an equal basis with heterosexuals

*  51%  said their sexuality had been inappropriately used to explain the causes of their mental distress

*  70% of those who requested information about LGB support services were not given any

*  7% had been forced to have an HIV test

*  in 82% of the cases where people complained about the service they received there was no investigation, or an unsatisfactory one

*  all of those who reported discrimination felt they had experienced negative emotional feelings as a direct result.

Training

Whilst homosexuality is no longer classed as a mental illness, mental health workers receive little/no training with regard to the mental health problems LGB people face, in particularly the effects of internalised homophobia on the development of a positive identity nor the effects of heterosexism. 

In her review of psychotherapy training and practice Hancock (2000) cites the following:  Atkins & Townsend (1996), Buhrke (1989), Pilkington & Cantor (1996) have all identified inadequate education and training about LGB issues as the root of biased, inadequate and inappropriate services.  Indeed, Ashbrook (1997), Atkins & Townsend (1996), Murphy (1992), Pilkington and Cantor (1996)  found psychotherapy training and education to be outmoded, inaccurate and sometimes pathologising.

Townsend (1997) surveyed residency training directors in child and adolescent psychiatry programmes in the USA regarding homosexuality and care of LGB patients.  He compared his results with those of an earlier study of general psychiatry training directors and found that child and adolescent training directors were less likely to have a favourable view of disclosure of sexual orientation to patients, less likely to know LGB residents or faculty and less likely to report LGB residents as an asset to their departments.  He concluded that most of the child and adolescent training programmes did not reflect a heightened awareness of the vulnerability of LGB youth.

Simoni (2000) discusses heterosexism in the teaching of psychology in the USA.  She reviewed relevant literature and found a significant heterosexist bias which Brooks (1992) suggested was based on four assumptions:  1.  Lesbianism and homosexuality have to be explained, 2.  Adult sexual orientation is determined by early childhood experience 3.  Lesbianism and homosexuality are negative outcomes of childhood socialization, and 4. Lesbians are masculine and masculine women are pathological or gay men are effeminate and effeminate men are pathological.  Simoni also found that only one article addresses the issue of teaching about homosexuality in the journal Teaching of Psychology which was founded in 1974.  Simoni reviews 24 college-level textbooks published between 1991 and 1995 in the areas of introductory, social developmental and abnormal psychology and found only scant attention to psychological issues related to lesbians and gay men.  She concludes that most textbooks offer insufficient coverage of homosexuality for college psychology courses.  

Shelby (1999) puts forward a series of questions for GPs in Canada to answer:  A 14-year-old boy confides that he feels he does not fit in with the other boys and does not understand why.  Would you consider that he might be questioning his sexual orientation?  Would you be able to explore these feelings without bias?  Do you have an understanding of the developmental process for gays and lesbians?  Can you dispel myths and give accurate information?

Training in Britain

If that is the level of training in the USA and given that Britain is 20 years behind them in research, understanding and provision of services, then it is unlikely that the training of psychotherapists will be very progressive either.  Annersely (1995) surveyed 200 chartered clinical psychologists throughout the UK for her MSc dissertation.  She discovered:

	A typical psychologist in the present study was aged 41, heterosexual, a Labour voter and had worked 14 years as a Clinical Psychologist.  S/he had worked with between one and ten lesbian clients.
	Almost a third said they did not ask about a client's sexuality if the client did not refer to it.
	Working with lesbians on problems around sexual orientation such as coming out was common.
	Whereas most had worked with a lesbian client over half the sample had never discussed with a lesbian client what it was like to be a lesbian.
	When they had learned about lesbianism only 13% learned it was an acceptable alternative to heterosexuality
	Over one third had no exposure to lesbian themes in books, plays, films and journal articles.  The remainder had mainly minimal exposure.
	Many did not know of any helplines or support groups for lesbians and of those who did about half could not name them or gave groups that were not specifically for lesbians.
	10% either thought there were no differences between the lives of lesbian women and heterosexual women or said they did not know if there were.  9% thought a lesbian lifestyle was not stressful and 21% did not know

A small percentage say 'passing as heterosexual' is an effective coping mechanism and less stressful than being open.
	One quarter thought that specific skills were definitely not needed in working with lesbian clients.  
	One fifth did not feel they had all the skills to help a lesbian begin to be open about her sexual orientation
	96% had never received any training in working with lesbian clients.
7% agreed to some extent that lesbianism is an inferior form of sexuality.
	Exposure to lesbian lifestyles and religiosity were significant predictors of attitudes towards lesbianism.
	There was a positive correlation between attitudes to receiving training and attitudes towards lesbianism.

Smith, E.C. (2000) conducted a study of how aware counsellors are of heterosexism in the therapeutic relationship with particular focus on how their training has equipped them to work with non-heterosexual clients as part of an MA dissertation.  She distributed a questionnaire, for anonymous completion, to 55 practising counsellors and 30 were returned.  Distribution was via two counselling agencies and three counsellor training courses across West Yorkshire where contacts known to the researcher distributed the questionnaires with an explanatory letter.  Three counsellors took part in interviews to add narrative depth to the data.  Her findings revealed that only half the counsellors in the study believed that the gay, lesbian or bisexual client's sexual orientation always has significance in the counselling relationships and nearly a third did not recognise the oppression experienced by non-heterosexuals in society.  Significant differences of opinion were expressed in regard to various aspects of counselling gay clients and related issues.  During training at all levels input on gay issues was minimal and only twelve counsellors believe that their training had adequately equipped them to work with this client group. (It unlikely, however, that this is the case).

In a recent training session GALYIC conducted with 8 health workers at Northowram Hospital (6 of whom were currently mental health students), none had had any previous training on LGB issues. GALYIC organised a one-day conference on Lesbians, Gays and Mental Health at Northowram.  Over 30 mental health workers attended the day.  The conference papers and workshop recommendations are to be included in a Conference Report about to be distributed (see Appendix B for workshop comments).  However conference agreed the following:

Message from Conference to:  Calderdale Cabinet; Primary Care Group; Mental Health Services; Social Services; Health Authority and Trust Board:

We, delegates at the Lesbians, Gays and Mental Health Conference, ask you to recognise the mental health needs of lesbian, gay, bisexual and transgendered people and be committed to the development of appropriate services to meet the needs of this group of people with diverse needs.

ALL OF THE CONFERENCE AGREED TO THIS AND MOST SIGNED THE ORIGINAL COPY.

An LGB Mental Health Task Group is about to be set up: it is hoped that the workshop at Calderdale Pride will elicit LGB people interested in joining this group.

Comments from ACTION participants regarding support

What support would you have liked?

"I don't think psychiatrists give you help around sexuality.  I have seen the wrong sort of person in the past.  Should have seen a psychologist.  You are unsure of who to see.  Options are not available."  (G)

"Counselling.  Had trouble trusting someone."  (F)

"If somebody had talked to me without me asking.  I don't know actually, somebody I trusted."  (M)

"Would have liked someone to talk to about it, someone my age in the same situation.  Just to socialise."  (F)

"A gay youth group."  (M)

Counselling

"[I’ve seen a] CPN, psychiatrist and psychologist.  Psychiatrist was hopeless, just wants to give you medication.  CPN and psychologist actually talk through things with you.  This gave me a better insight into what is happening."  (M)

"At university with a counsellor, for depression, found it supportive."  (M)

"At the Laura Mitchell Clinic after trying to commit suicide.  Saw her for about an hour but just didn't go back.  I'm not really keen on those counsellor type people."  (M)

"I wish there had been something when I had the eating disorder.  Fortunately I was able to sort it out myself."  

Ever thought about counselling but have not gone?

"Yes.  Not being ready to face it."  (F)

"Yes.  I was asked to go by the head of my arts course.  I refused it, I didn't want to."  (M)

"I should have really thought about counselling but I didn't really like to be labelled.  The thought of that really scared me."  (F)

"I didn't go because there would have been too much pressure on my mum because her son was in a mental home and it wouldn't really help her daughter being in one too."  (F)

"I did go through a period of this but I thought 'No, I've got my mates."  (M)

Comfortable talking to a non-lesbian/gay person?

"No.  I think I would feel uncomfortable as I have a problem trusting people anyway.  Would feel more comfortable talking to someone who had insight into how I felt."  (F)

"No.  It is hard enough to talk about it as it is.  They wouldn't understand the physical side."  (F)

The young lesbian who was a member of GALYIC and who recently killed herself had made several suicide attempts.  She had a male CPN despite having asked specifically for a female.  I tried to encourage her to visit the female sexual health counsellor at the Laura Mitchell Centre but she said she didn’t want to go through it all again.

Recommendations

Ø	Immediate distribution of LGB Mental Health Conference Report

Ø	Immediate establishment of LGB Mental Health Task Group

Ø	Training for all mental health workers

Ø	Identification of counsellor to specifically work with LGB clients across Calderedale.  This person to have specialised training and support

Ø	Establishment of LGB Mental Health Support Group

Ø	Other relevant agencies take on board issues, e.g. schools

LESBIANS, GAYS, ALCOHOL AND DRUG ABUSE

USA

Early US research suggested that lesbians were at a significantly higher risk for alcohol misuse than heterosexual women.  For example, Saghir et al, (1970) found that 35% of the lesbian participants, compared with 30% of the gay male participants, were alcohol dependent; Weathers (1974); Fifield, DeCrenzo & Latham (1975) suggest that between 27-35% of lesbians have alcohol problems; and  Lewis, Saghir & Robins (1982) found that 33% of the lesbian participants were heavy drinkers or 'alcoholics' compared with only 7% of the heterosexual controls; and that 28% of the lesbians were 'alcoholics' compared with only 5% of the heterosexual controls. This early research seems to be supported by Gillow & Davis (1987) who, in their research on coping methods used by lesbians to deal with stress, discovered that 59% of their participants had previously used alcohol to cope.

Paul, Stall & Bloomfield (1991) have criticised this early research for using opportunistic sampling techniques (i.e. bar-patrons who are more likely to abuse alcohol).  Two more recent studies, Bloomfield  (1993) and McKirnan & Peterson (1993) both  suggest that lesbian alcohol abuse in the Chicago and San Francisco areas is no higher than that of heterosexual women. 

Hefferman (1998) looked at the experiences of 263 lesbians and found neither high rates of drinking nor drug use.  Among those who did drink excessively, it was associated with avoidant coping.  Levels of stress, social support and coping style were not predictive of problematic substance use.  The most significant predictor of alcohol use was reliance on bars as a primary social setting.

Abbott (1998) conducted a literature review of research comparing alcohol consumption among lesbians and heterosexual women and found that papers reported higher levels of consumption by lesbians; that the rate of drinking did not decline with age as is true for the general population; and that even when levels of drinking were equivalent between lesbians and heterosexual women, lesbians reported greater difficulties related to alcohol consumption.  Abbott noted that differences in sampling techniques and in definitions of drinking made comparisons difficult.

Skinner and Otis (1996) compared the results of a study of lesbian and gay people living in and around two metropolitan areas with those data from the National Household Survey on Drug Abuse (NHSDA).  There were significantly higher prevalence rates for the past year in use of marijuana, inhalants and alcohol but not cocaine among the lesbian and gay sample.  While the lesbian and gay sample drank alcohol more frequently during the previous month than the NHSDA sample, few differences occurred between the two groups for heavy alcohol consumption.  

Hall (1999) examined the histories of twenty lesbians in recovery who had experienced sexual abuse in childhood.  The purpose of the paper was to focus on parental substance misuse as it affected the women when they were growing up.  Loss was the overarching core theme of each participants’ descriptions of parental substance misuse.  They incurred severe losses in the absence of basic necessities for healthy and safe passages through childhood.  They were not protected from violence, nor nurtured, guided or loved.  

Citing Morales & Graves (1983) and Hellman, Stanton, Lee, Tytun and Vachon (1989), O'Hanlan (1996) notes that the majority of detoxification and rehabilitation programmes were insensitive to issues of sexual orientation and did not, generally, encourage its disclosue.  She adds that homophobia  limits the success of recovery and treatment for lesbian substance abusers (Hall, 1990; de Monteflores, 1986) and that failure to acknowledge sexual orientation makes relapse more likely ((Cabaj, 1992).  O'Hanlan finally points out that, according to Morales & Graves (1983) and Hall (1986, 1990, 1992, 1993, 1994), lesbians were more likely to attend treatment services which address lesbian social issues and provide lesbian counsellors.

Jaffe, Clance, Nichols & Emshoff (2000) surveyed 87 lesbian and 89 heterosexual women and found that the lesbian subjects had a significantly higher prevalence of alcoholism than the matched cohort of heterosexual women (18% compared to 7%).

Cabaj (2000) states that there is no solid agreement about the amount of alcohol and other substances used or abused in the gay and lesbian population but concludes:  "no matter where the sample was taken - urban or rural, various socioeconomic settings, in the United States or other countries - the rates are strikingly uniform, though some variations are reported."

Elsewhere

The early US findings have been mirrored by studies outside of the USA.  For example, in Australia Barbeler (1992) found that 100% of the 200 young lesbian participants drank weekly compared with an earlier study which found that 41.4% of women in the same age group drank at all. Bergmark (1999) conducted research with Swedish lesbians and gay men and found there are few lesbian and gay abstainers; the level of consumption does not reduce according to age as in the general population; alcohol plays a substantial role at the core of the lesbian and gay community.  Bergmark also found elevated levels of drinking among lesbians but not among gay men; the consequences of drinking are more frequent among lesbians.

Welch, Howden-Chapman and Collings (1998) studied the prevalence of alcohol and drug use and attitudes towards alcohol in a group of 561 New Zealand lesbian women.  30.1% smoked cigarettes; 90.2% had drunk alcohol at some time in the past year; despite a comparatively low reported use of alcohol, 48.1% of respondents said that alcohol is used excessively in the lesbian community. 75.8% had used cannabis at least once; 30.8% had used recreational drugs other than cannabis and alcohol.

Britain

In Britain, Creith (1994) conducted a survey of 326 lesbians who were mainly from Manchester, Leeds, London and Sheffield.  She found that 8.5% labelled themselves as alcoholic or alcohol dependent; and that 37.3% drank over the recommended levels for women (15-26+ units) compared with 11% of women in the general population who drink over the recommended levels (Government statistics based on General Household Survey 1990).  In several small scale studies Bridget found similarly high levels:  43% of 14 lesbians in housing pilot study had alcohol problems (1988); 50% of 20 isolated lesbians had serious alcohol problems (1993).  Bloor (1995) studied 120 lesbians and found that  49% drank more than 14 units a week; one-third of these drank more than 22 units a week.  

John & Patrick (1999) surveyed 137 lesbians and gay men in Glasgow (69 female, 68 male) and found that 35% stated they had had an addiction either to alcohol or drugs (59% lesbians, 41% gay men).  Mullen (1999) surveyed 169 young LGBs (100 male, 69 female) aged 25 years and below in the Reading area and found that 22% consumed more than the recommended safe level (25% men, 26% women); 15% considered their alcohol consumption a problem.  Butler, Gerard, Muir-Mackenzie, Orm and Prentice (2000) conducted research with 59 women who have sex with women in the Plymouth area.  Of these, over 80% said they had been affected either by their own drug/alcohol use or that of someone close.  25% of those with problems delayed seeking help giving reasons ranging from fear of not being understood to fear of their sexuality being seen as all or part of the problem.  Those without a partner were nearly twice as likely to delay seeking help.

Calderdale

In her qualitative study of the 15 young lesbians and gay men (aged 30 and below) in Calderdale Bridget (2000), found that all of the participants used alcohol.  One third (5) believed that they drank too much alcohol (four female, one male); none of them were currently seeking help. Twelve said they got drunk; seven said they did not practice safer sex when drunk (or didn't know whether they did); of these, three were female and four male.

Conclusion

We are in danger of over-reacting to criticisms aimed at early research for its bias in using participants who frequented bars. Whilst this cannot be denied, it is also true that all research is biased: recent US research with lesbians can be criticised for its bias towards those who are white, middle-class and  live in cities where there are lesbian 'communities.' Bar-users are more likely to be working-class lesbians.  There has been an acknowledgement in the USA of the problem of drinking among gays and lesbians who live in 'communities' for several years now and hundreds of recovery programmes set up specifically aimed at them with clean and sober groups. 

It seems likely that alcohol/drug misuse will still be a problem amongst those lesbians and gays who are not out (significantly more women), who do not live in areas where there are lesbian/gay  'communities,' recovery programmes aimed at lesbians/gays, clean and sober groups and those who are multi-oppressed.  In Britain we are about twenty years behind the USA: We are only just beginning to acknowledge there is a problem.  There are only a handful of substance abuse treatment agencies who have programmes aimed specifically at lesbians/gay men (the nearest one to Calderdale is in Bradford) and a few lesbian/gay AA groups, the nearest one to Calderdale is in Manchester. 

Whilst there are good links between GALYIC and an out gay worker at Dashline (who attended the 'Homophobia from a Multi-Oppression Perspective' module run in Halifax), Dashline refuses to monitor for sexual orientation and does not include questions about sexual orientation as part of the assessment process.  This is despite requests to work together to improve the service for lesbians and gays in Calderdale.  It is worth noting that the young people's service is no longer run at Dashline but has been transferred to an agency in Kirklees.  Links with this agency have yet to be made.

Recommendations

Ø	Set up LGB Addictions Task Group to include both LGB individuals and workers from Dashline and Kirklees Agency

Ø	Dashline to work with Task Group to develop more gay-friendly services, including identifying and publicising the fact that they have out gay members of staff  and the possibility of an LGB support group.

LESBIAN SEXUAL HEALTH

USA

Johnson, Smith & Guenther (1987) USA study of 2000 lesbian and bisexual women found majority wanted to have children but access to fertility and artificial insemination or aid difficult for lesbians.

Turner et al (1995) studied reports of sexual behaviour in large population samples of adults in the U.S.A. during the period 1930 to 1990.  The findings suggest:  a strong trend for decline in age of first heterosexual intercourse and increase in numbers of heterosexual sexual partners; relatively stable prevalence of male same -sex contact but a substantial increase in the number of women reporting same-sex sexual contact.
Marrazzo et al, 1998, 2000, detected genital human papillomavirus and squamous intraepithelial lesions common among women who are sexually active with  women including those who have not had sex with men.

Saewyc et al (1999) examine Minnesota Adolescent Health Survey (1987) of 3,816 students.  Overall, bisexual or lesbian respondents were about as likely as heterosexual  women ever to have had intercourse (33% and 29% respectivey) but they had a significantly higher prevalence of pregnancy (12%) and physical or sexual abuse (19%-22%) than heterosexual or unsure adolescents.  Among sexually experienced respondents, bisexual or lesbian and heterosexual women reported greater use of ineffective contraceptives (12-15% of those who used a method) than unsure adolescents (9%); bisexual or lesbian respondents were the most likely to have frequent intercourse (22% compared with 15-17% of the other groups).  In the sample overall, among those who were sexually experienced and among those who had ever been pregnant, bisexual or lesbian women were the most likely to have engaged in prostitution during the previous year.  

A significant proportion of lesbians have had, and some continue to have, sexual intercourse with men.  For example, in a survey of 6935 self-identified lesbians from 50 states in the USA, 77.3% had one or more lifetime male sexual partners, 70.5% had a lifetime history of vaginal intercourse, 17.2% had a lifetime history of anal intercourse, and 17.2% had a lifetime history of sexually transmitted diseases  (Diamant,et al, 1999).  

Diamond, L.M.  (2000).  This two-year study with 80 lesbian, bisexual of 'unlabeled'  young women first interviewed between ages 16-23 years.  Half of participants changed sexual-minority identities more than once, and one third changed identities since the first interview.  Changes in sexual attractions were generally small but were larger among bisexual and unlabeled women.  Most women pursued sexual behaviour consistent with their attractions, but one fourth of lesbians had sexual contact with men between the two interviews.  These findings suggests that there is more fluidity in women's sexual identities and beviours than in their attractions.

Skinner et al (1996) identified an infection in 129 (65%) lesbians and 126 (62%) heterosexual women.  Ten percent of the lesbians practised exclusive same gender sexual contact.  Genital herpes and genital warts were more common in heterosexual women; gonorrhoea and chlamydia were infrequently diagnosed in both groups occurring in 4 lesbians (2%) and 14 (7%) heterosexuals.  Bacterial vaginosis occurred in 65 (33%) of the lesbians and 27 (13% of the heterosexuals).

Britain

Kellock & O’Mahoney (1996) found that a lesbian couple in a monogamous relationship who presented at Countess of Chester Hospital, NHS Trust with vaginal discharge contained Trichomonas Vaginalis.  The couple denied use of penetrative sex toys or recent male partners supporting the idea of transmission through mutual masturbation.

McCaffrey et al (1999) studied 91 lesbians attending a specialist genitourinary medicine service for lesbians at Imperial College School , London found bacterial vaginosis (BV) diagnosed in 51.6% of them.  Whilst most of the women had previously had sexual intercourse with men, the presence of BV was not associated with a male sexual partner in the previous twelve months.  Berger et al (1995) also found Bacterial vaginosis in a study of 103 lesbians suggesting sexual transmission between two women.

Bailey (1997) identified the following

·	Two London lesbian health clinics showed smear abnormalities in 10% of lesbians 

·	In first 9 months of Bernhard Women's Health Clinic, London, 31% of lesbians had abnormal cytological findings.

·	Bernhard Clinic found 80% of clients had had heterosexual sex 

·	Bernhard Clinic found no difference in number of genital infections diagnosed in both lesbian and heterosexual women, supporting need for genitourinary services for lesbians.

·	Significant differences in types of infections:  higher rates of bacterial vaginosis found amongst lesbians

Russell et al (1995) compared the differences between heterosexual and homosexual men and women at Charing Cross Hospital, London during a seven week period regarding Neisseria spp, beta-haemlytic streptococci, corynebacterium and yeasts.  They found that homosexual men had the highest carriage (23.8%) and heterosexual females the lowest (5.9%).  They also highlighted significant differences in carriage rates between homosexual and heterosexual men and lesbian and heterosexual women.

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 and their most common diagnosis was bacterial vaginosis (38%)

Bailey et al, 2000 conducted research with lesbians attending the Audre Lorde Clinic in London.  They found cervical smear abnormalities in a sample of 624 lesbians which included those who had never been sexually active with men. These included human papilloma virus (HPV) which were found in ‘exclusively lesbian’ groups.  Some lesbians believe that there is less need to have cervical smears (sometimes suggested by medical professionals). This, together with the poor uptake of cervical screening by a significant number of lesbians shows there is a need for education of lesbians and health service providers. Other research has found several forms of sexually transmitted infections between lesbians, 

HIV

It is commonly believed among lesbians and health workers that lesbians are at a low-no risk for HIV.  However, Kennedy et al (1996) examined surveys which had reported that some groups of women who have sex with women engage in high risk behaviours such as uprotected sex with men, unprotected sex or sharing of sex toys, injection drug use and use of unscreened semen from sources other than sperm banks.

Shotsky (1996) found in a study of 27,370 women, 3.7% reported sexual activity exclusively with women, 5.3% with both women and men while 90.1% reported sexual activity solely with men.  HIV seroprevalence was calculated as follows:  3.0%-4.8% for women who are sexually exclusive with women and women who have sex with both women and men; 2.9% for women sexually active with men only.  The self-reporting data suggests that injecting drug use is, by far, the predominant risk factor for seropositive women who have sex with women.

Perry (1995) examined 152 self-identified lesbian and bisexual women regarding sexual health and high-risk sexual behaviours in connection with alcohol and marijuana use. The women in the sample were engaging in high-risk sexual activities suggesting the need for safer-sex education among lesbians.

Macaulay et al conducted research in Glasgow with 20 women (14 lesbians, one bisexual and five heterosexual women) regarding self-insemination.  The study suggested that whilst most of the women were aware of the risks of HIV, largely due to their contact with gay men, nevertheless they took some risks which related to scarcity of suitable sperm donors and the women’s own feelings of gratitude and loyalty to their donors which mitigated against their requesting that their donor take an HIV test.

Lemp et qal (1995) surveyed 498 lesbian and bisexual women who attended public venues in San Francisco and Berkeley, California during 1993.  Overall the HIV seroprevelence rate was 1.2%.  Ten percent of the participants acknowledged injecting drugs since 1978; 40% reported unprotected vaginal or anal sex with men during the past 3 years which included unprotected sex with gay and bisexual men and male injection drug users.  

Bevier et al (1995) looked at 1,518 women, 9% of whom reported same-sex contact.  The authors conclude bisexual women were more often HIV seropositive than heterosexual women.  Among the bisexual women, heterosexual contact and injection drug use were the most likely sources of HIV.  There was no evidence of female-to-female transmission.

Donovan & McEwan (1995) of the University of Newcastle conducted a literature review regarding the relationship between alcohol use and HIV-related sexual risk-taking in young people.  They concluded that methodological problems made establishing any link difficult; that the context in which sex takes place should be acknowledged rather than defining risk only in terms of sexual acts and that the differences between heterosexuals and homosexuals (of both genders) with regard to the influence of alcohol on sexual behaviour are different and to make generalisations about one population inappropriate for the other.

Maguen, Armistead and Kalichman (2000) looked at factors relating to HIV antibody testing among lesbian, gay and bisexual youth.  Of the 117 participants one third reported engaging in anal and vaginal sex without a condom; one in four reported at least one other HIV risk factor.  Of those engaging in sexual risk behaviours one third had not been tested for HIV antibodies.  Sixty-one percent reported some type of drug use and only 57% of these had been tested.  The authors conclude that gay, lesbian and bisexual youth are at high risk for HIV infection and are often not tested for HIV antibodies.

Kral et al (1997) conducted a survey to identify HIV risk profiles of drug-using women who have sex with women.  3,856  women recruited from street settings in 19 US cities.  231 reported female sex partners.  The authors conclude that there is a high prevalence of risky sex and drug behaviours among drug-using women who have sex with women.

Rotheram-Borus,Mann & Chabon (1999) examined a group of youths living with HIV and amphetamine use.  They discovered that compared with non-users, users initiated other drug use at younger ages, used more types of drugs, reported more emotional distress and employed escape coping significantly more often.  Whilst they did not differ on physical symptoms or diagnosis of AIDS, users of amphetamines report significantly higher T cell counts than never-users.  Prevention interventions must, therefore, target specific drugs used by youth living with HIV.

Another study which looked at lesbian, gay and bisexual young people and sexual risk behaviour (Rosario et al, 1999) identified seven reasons why this group are at risk for HIV and other STDs:  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; and the youths engaged in unprotected sexual behaviours during the past three months.  Significant gender differences emerged, the male youths reporting more lifetime same-sex partners than the female youths while the female youths reported more lifetime other-sex partners than the male youths.  Recent sexual risk behaviours were related to the youth’s average degree of emotional involvement in or average duration of intimate relationships.

Two of the abstracts describe prevention projects.  Stevens (1998) details a grassroots project aimed at reducing HIV status among lesbian and bisexual women.  The two-year project included collective consciousness-raising, qualitative field interviewing, and individualised HIV prevention education in community sites.  Process evaluation suggests that the combined individual and grup approach and continuity over time were effective.  Project outcomes included:  positive effect on participants’ intent to change risk behaviours; support for incremental changes to reduce risk; assisted participants with interpersonal partner negotiations; and began to change community conventions about sexual expectations and practices.  

Having identified gay, lesbian and bisexual young people as at increased risk of acquiring HIV due to the stigmatisation they experience as a result of their sexual orientation, the Indiana Department of Health and Indiana University supported the development of the Indiana Youth Access Project alongside the lesbian, gay and bisexual youth group.  Wright et al (1998) describes the project:  Over a period of three years the programme served 418 young people, nine of whom were HIV infected.  The project targeted the specific needs of this special population by confronting institutional barriers which limited their access to HIV care services, assisting them in building stronger peer support networks and providing them with professional case management and related services.  The model built on the successful peer-support programme already established at the youth group by incorporating a unique set of health, mental health, and social case-management services provided  by trained professionals.  The programme also incorporated an extensive peer-counsellor training and outreach which targeted street youth and other at-risk youth.  The project further provided education and training workshops on the special needs of lesbian, gay and bisexual young people to thousands of health care, education, and social service professionals both in central Indiana and around the USA.

Shady (1996) found there was little information available to lesbians about HIV/AIDS, safer sex.
Like heterosexual women, lesbians are at risk for Stis.  However, there is a belief among both lesbians and health care workers that there is little risk to lesbians.  Furthermore, there is little up-take of screening facilities by lesbians.  Education of both lesbians and health care workers is needed.  It is also likely that, as has been found in other areas of Britain where specific clinics for lesbians have been set up, that greater numbers of lesbians attend screening. 

Recommendations:

Ø	Acquisition of leaflet on lesbian sexual health (an excellent one has been produced in Sheffield), adaptation and distribution among lesbians/bisexual women in Calderdale.

Ø	A regular lesbian clinic, say once a month, is held in the Upper Valley; this could offer a range of services (see recommendations below).

Ø	Awareness training for health care workers

Ø	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.

PROVISION OF SUPPORT SERVICES

Numbers

Sell, Wells and Wypij (1995) looked at prevalence of homosexuality in nationally representative samples.  They suggest these focus too much on behaviour and compare surveys in USA, UK and France using the Project HOPE International Survey of AIDS-Risk Behaviours.  They found that 8.7, 7.9 and 8.5% of males and 11.1, 8.6, and 11.7% of females in the US, UK and France respectively report some homosexual attraction but no homosexual behaviour since age 15.  Considering homosexual behaviour and homosexual attraction as different but overlapping dimensions of homosexuality, 20.8, 16.3, and 18.5% of males and 17.8, 18.6 and 18.5% of females in the US, UK and France report either homosexual behaviour or homosexual attraction since age 15.  For homosexual behaviour only the figures go down to:  6.2, 4.5 and 10.7% of males and 3.6, 2.1 and 3.3% of females in the US, UK and France respectively having had sexual contact with someone of the same sex in the previous 5 years.  Their study highlights the importance of using more than just homosexual behaviour to examine prevalence of homosexuality. and suggests the often quoted figure of 10% of the population as being lesbian, gay or bisexual is rather conservative.

If we were to accept the estimation of 10% then this would mean that there are 19,300 lesbian, gay and bisexual people in Calderdale. The majority of these will not be out; indeed, many will probably not even identify as lesbian, gay or bisexual.  Even if we were to use a very conservative figure of 5% this still means that lesbian, gay and bisexual people are a considerable minority group within Calderdale (just under 10,000).  Of course, many lesbian, gay and bisexual people leave areas like Calderdale where there has been no support (social or otherwise) and move to places like Manchester, Leeds and London where there is a gay-scene and better service provision.  However, this is likely to be offset by the influx of lesbians in the Upper Valley from areas like Bradford, Leeds, Manchester and London.  

Given the size of the lesbian, gay and bisexual population in Calderdale it would be interesting to compare services that are provided to other minority groups such as those who are disabled, minority ethnic people, old people, young people.  There are many voluntary and statutory services aimed at meeting the needs of these groups of people yet there is virtually nothing - apart from HIV/AIDS prevention and more recently GALYIC (and this is funded by Comic Relief with minimal support from Calderdale Youth Service) - aimed at supporting lesbian, gay and bisexual people.

U.S.A.

Many American articles have referred to the lack of support and/or inappropriate support available to LGB youth (Hetrick & Martin, 1987; Sophie, 1987; Kourany, 1987; Slater, 1988; Bidwell, 1988; Gonsioreck, 1988; Rofes, 1989; Sandord, 1989; Vergara 1984; Fikar 1992). A review of empirical studies revealed that significant numbers of healthcare professionals were uncomfortable providing healthcare to lesbian and gay clients (Stevens, 1992, cited in Walpin, 1997). Blanco, 1995, (cited in Kreiss & Patterson, 1997) surveyed LGB youth in Washington State regarding access to health care. The study found that 66% of the participants said that their health provider had never brought up issues of sexual orientation; many received inappropriate treatment based on the provider's assumption that they were heterosexual.

Gibson (1987) has strong words to say about professional help available to LGB youth:

Perhaps no risk factor is as insidious or unique to the suicidal behavior of gay and lesbian youth than receiving professional help. The large number of gay youth who have had contact with mental health and social work services during their turbulent adolescent years would seem to be a positive indicator for improving their stabililty and future outlook. This is sadly not often the case. Many helping professionals still refuse to recognize or accept a homosexual orientation in youth despite growing evidence that sexual orientation is formed by adolescence. They refuse to support a homosexual orientation in youth despite the fact that homosexuality is no longer viewed as a mental disorder. They continue to insist that homosexual feelings are just a passing 'phase,' while making the goal of treatment arresting or changing those feelings and experiences.

Recent data-search regarding lesbians, gays and health provision identified the following papers:

Risdon, C, Cook, D. Willms, D (2000) surveyed 29 gay and lesbian medical students and residents in 4 Candian cities found:  Respondent's assessment of professional and personal risk was influenced by the presence of identifiable supports, curricula inclusive of gay and lesbian sexuality and health issues and effective policies censuring discrimination based on sexual orientation.  The need for training programmes to be proactive in acknowledging and supporting diversity was identified.  

Jackson, (2000), article discusses how non-inclusive occupational therapy environments are developed and maintained in the USA.  The data explores the experiences of ten lesbian/bisexual therapists working in a health care system.  The findings suggest that heterosexism is maintained through four processes: heterosexual discourse, homophobic comments, assumed heterosexuality, and perceived stereotypes.  It is suggested that this may impede the professional growth of the therapists.

White, J.C. & Dull, V.T. (1997) received 324 responses to a state-wide self-administered survey of members of a lesbian community organisation.  Results included:  difficulty obtaining health care, difficulty communicating with the primary care provider, discomfort in discussing depression, and degree of comfort in discussing menopause were all associated with a delay in seeking health care.  Sensitive communication with lesbians and further identification of lesbians' specific barriers to care may improve health-seeking  behaviour and provide more opportunities for screening and risk factor counseling in this population.

Mathieson, C.M. (1998) 98 self-identified lesbians in Nova Scotia, both urban and rural - snowball sampling.  Conclusions:  family physicians are in a pivotal position to ensure supportive care for lesbian and bisexual women.  Physicians need to recognise barriers to care and to use gay-positive strategies, paying attention to self-education, health history, and clinic environment.

Lehmann, J.B., Lehmann, C.U. & Kelly P.J. (1998)  anonymous, self-administered questionnaires were distributed through a campus lesbian organisation.  53 women (median age 23 years) completed it.  60% had disclosed their sexual orientation to their parents, only 31% had come out to their health care provider.  Of those who had disclosed to a provider, 27% reported a negative effect on their health care, 57% who never had penile intercourse had annual Pap smears, 16% felt pressured in the past to accept birth control from a physician.  Lesbian sexuality was associated with several risk factors such as childhood abuse (20%), alcohol or drug problems (39%), suicide attempts (27%), depression (49%), and physical or verbal abuse at school (34%).  Average age of awareness of sexual orientation was 15 years and average age of first homosexual activity was 17 years.  Although most would like to confide in their physician, few do because of fears of negative reactions.  

Koh, A.S. (2000) 524 lesbians, 143 bisexual women, 637 heterosexual women surveyed regarding preventive health measures.  Found bisexual women less likely that heterosexual women to have had appropiriate cholesterol screening or appropriate mammography.  HIV testing was more common in lesbians and bisexual women than in heterosexual women.  Illicit drug use was higher in lesbians and bisexual women than in heterosexual women.  Lesbians were more likely than heterosexual women to practice safer sex and less likely to have ever been infected with human papillomavirus.  Conclusion:  important differences in preventive health measures; all patients should receive standard health tests regardless of sexual orientation. 

Townsend, M.H., Wallick M.M. Cambre K.M. (1996) surveyed 320 members of Lesbian, Gay and Bisexual People in Medicine, a standing committee of the American Medical Student Association.  185 students at 92 medical schools responded. Students who had access to school or community support groups were significantly more likely to disclose their sexual orientation and to know faculty with whom to discuss LGB issues.  Nonwhite students were significantly less likely to know faculty with whom to discuss gay-related concerns, to disclose their orientation, and to know of support services.  No difference between the academic experiences of lesbians and gay men was reported.  115 students reported exposure to anti-gay comments and 28 indicated they would not choose to enter the medical field if they were in college today.  Concludes that whilst LGB medical students appear to be receiving increased attention (varying from school to school) the survey results suggest that more student-faculty liaisons and more support groups are needed, that LGB patient care should be taught more widely, and that all medical students have too little exposure to non-pejorative descriptions of LGB patients.

Robb, N. (1996)  Refers to recent survey of US-based Gay and Lesbian Medical Association which found that 59% of gay and lesbian physician and medical student respondents had experienced job-related discrimination because of their sexuality.

Pisarski, A. Gallois, C. (1996).  Examined extent to which a lesbian community in Australia can meet the needs of individual lesbians.  Success dependent on what those needs are, the prevailing social climate, and the resulting degree of access by lesbians to the community.  The study examined lesbians' perceptions of their individual needs and the extent to which they looked to their community to meet those needs.  Overall, the results indicated that they had many unmet needs which, in many instances, cut across the demographic spectrum of age, politics, stage of identity development, religious beliefs, occupation, and educational achievements.  These can be broadly categorised as needs that related to the lesbian community itself and external needs that related to changes needed in heterosexual society.  The results indicated that characteristics of community do exist within the Brisbane lesbian subculture.  There were distinct, identifiable, interacting small groups and social networks in existence.  However, a common need was for an identifiable, accessible, lesbian community that could provide stable, long-term services and cultural and social activities.  In Brisbane lesbians also needed a focus that supercedced the needs of individual lesbians and their small interacting social networks.  

Harrison, K.A. (1996) Suggests physicians receive little formal training about homosexuality and that the unique health care needs of these patients are often ignored.  Gay men and women may have higher rates of depression, suicide, alcoholism, certain cancers, and cardiovascular disease than their heterosexual counterparts.  In addition, they are at risk of being victims of violence because of their sexual orientation.  Due to fear of stigmatisation by the medical community, the most significant health risk for lesbians, gays and bisexuals may be that they avoid routine health care.  Gay youth are particularly vulnerable to internal and external pressures, resulting in higher rates of substance abuse, suicide, and homelessness.  Older gay men and women, who generally view themselves positively, may be troubled by declining health and loneliness.  Physicians can improve the health care of gay and bisexual men and women and their families by maintaining a non-homophobic attitude toward these patients, distinguishing sexual behaviour from sexual identity, communicating with gender-neutral terms, and maintaining awareness of how their own attitudes affect clinical judgement.  Medical educators should avoid making assumptions about the sexuality of their residents and students.  Institutions need to realise that the presence of supportive heterosexual and openly gay faculty will help create an environment that fosters learning for all students.  Scant research exists about the best ways to teach about the special challenges gay men and lesbians face.  However, the majority of surveyed medical students prefer that issues regarding gays and lesbians be integrated throughout the entire medical school curriculum.

Moran, N (1996) 195 members of a Toronto lesbian softball league completed a survey concerning health.  The results are compared with the results of the 1991 Canadian General Health Survey and the 1986 Health Promotion Survey).  Lesbians were young, white and middle class.  They visited the same health care professionals as other Canadian women but for different reasons.  They smoked, drank alcohol, used caffeine, and exercised somewhat more than other women but they were not very knowledgeable about healthy diets.  The lesbians got Pap smears less often than other Canadian women, even if they were at high risk.  They examined their breasts less frequently, but got their blood pressure checked with comparable frequency.  Lesbians had a high incidence of mental health problems and often had non-traditional support systems.  Lesbians were less prone to gynaecologic complaints, especially infectious diseases, but had about the same incidence of common chronic illnesses.  

White, J.C. and Levinson, W (1995) Suggests lesbians and women who are sexually active with women have unique medical and psycho-social needs that all physicians must consider.  These include care areas such as sexually transmitted diseases, risk of HIV infection, counselling, cancer risk, screening, parenting, depression, alcohol use and violence.  The authors review an approach to taking a history with  all women that facilitates open, comfortable communication with lesbians.  They also review specific medical and psycho-social areas of primary care in which caring for lesbians is different from caring for other women.  

Fredriksen (1999), studied family care responsibilities among lesbians and gay men, including caring for children and adults with illness or disability.  32% of the lesbians/gay men in the study were providing some type of care giving assistance.  Lesbians, compared with gay men, were significantly more likely to be caring for children and elderly people whereas gay men were more likely to be assisting working-age adults with an illness or disability.  Having child care responsibilities was a significant predictor of not being openly identified as gay or lesbian, but child care and adult care responsibilities were not significant predictors of degree of support received from biological family members or of harassment experienced.  

Britain

Mental Health Care

Mullen (1998) cites several examples of negative responses by British mental health professionals including: Ellis (1994; cited in McFarlane, 1998) who found that some British therapy training institutions would not accept openly lesbian and gay students. Man (1994; cited in McFarlane, 1998) reported that half of the lesbian and gay people seeking counselling had met with negative reactions and lack of understanding about their sexual orientation. The Royal College of Nursing Lesbian and Gay Working Party's (1994; cited in Golding, 1997) survey of the experiences of LGB mental health service users came up with several recurring themes including: fear and anxiety, lack of privacy, risks of disclosing sexuality, fear of discrimination and physical abuse, feeling vulnerable, ignored or disbelieved, being pressurised into treatment, sexuality being seen in purely sexual terms, inappropriate questioning, insensitive interviewing, inappropriate use of language, prejudiced staff attitudes, inappropriate psychiatric referrals. Young (1995) referred to difficulties in getting sexual orientation onto the institutional agendas of the British Association for Counselling and the British Psychological Society. Davis and Neal (1996) identified the lack of research into the experiences of LGB people in the mental health system and identified psychotherapists who attempted to 'cure' homosexuality utilising treatments akin to torture. Golding's (1997) survey of 55 LGB mental health service users revealed that:

·	55% did not feel safe disclosing their sexuality; 40% of these feared discrimination and prejudicial treatment
·	44% feared pathologisation of their sexuality
·	78% feared disclosing to other service users
·	14% feared physical and verbal abuse
·	19% feared rejection
·	73% had experienced discrimination and harassment in the mental health system; in some cases physical assault (68% occurring in hospitals)
·	38% had met negative responses when they came out
·	26% had experienced physical and verbal abuse
·	10% had had their sexuality pathologised
·	only 5% felt able to challenge the discrimination 
·	22% experienced victimisation including violence, rape and sexual assault
·	50% had been encouraged to hide their sexuality
·	66% of those with partners said their partners were not treated on an equal basis with heterosexuals
·	51% said their sexuality had been inappropriately used to explain the causes of their mental distress
·	70% of those who requested information about LGB support services were not given any
·	7% had been forced to have an HIV test
·	in 82% of the cases where people complained about the service they received there was no investigation, or an unsatisfactory one
·	all of those who reported discrimination felt they had experienced negative emotional feelings as a direct result.

General Health

Mullen (1998) identifies several projects related to general health, including, Bhugra (1988) who found that 10% of GPs believed that lesbian and gay patients should be 'returned to normality' by therapy and two-thirds felt uncomfortable having gay and lesbian patients (cited in McFarlane, 1998).

Taylor and Robertson (1994) examined American and British surveys of the attitudes of nurses and found 40% in one sample did not condone homosexuality; a minority felt they had the right not to treat lesbian and gay patients and some felt that AIDS was a divine punishment (cited in Sayce, 1995).

Sexual Health

Carr et al (1999) conducted a needs assessment in Glasgow with 200 lesbians.  More than 40% said they were unable to disclose their sexual orientation to their GP and were unable to discuss sexual health issues with them.  81% said there was a need for a lesbian sexual health service and 71% said they would use such a service if it existed.  Pilot scheme set up and found that gynaecology and fertility issues were the most common presenting condition (52%), followed by psychosocial issues (26%).  Genitourinary problems, such as vaginal discharge, constituted 20% of presentations.  Client satisfaction with the clinic was high.  The pilot service showed that areas of sexual health care, such as the need for inclusion in cervical smear programmes and equality of access to assisted conception, are issues which are important to this minority group which need to be addressed.  The clinic is now ongoing as a result of the pilot scheme and is the only family planning based lesbian health service in the UK.

Alcohol Treatment Agencies

Bridget (1994) surveyed workers in 38 Alcohol Services in the North West of England for details about their knowledge, training and attitudes towards the treatment of lesbian clients. More than half of the 121 respondents never discussed sexual orientation with their clients, only a handful had had training and supervision in relation to lesbian clients, whilst the majority had little knowledge about the treatment and evaluation of lesbian alcohol misusers yet 84% felt able to treat lesbian clients. Sixty-seven percent of the respondents said they would like training on these issues. Bridget concluded: 

there appeared to be no special provision for lesbians within mainstream services in the North West. The general belief seems to be that lesbians are the same as everyone else and should be treated the same. 

In the 1991-92 Alcohol Directory (Alcohol Concern), 120 agencies said they welcomed LGB people (this response was based on equal opportunities policy statements). In the 1998/99 Alcohol Directory 17 agencies state that they make specific provision for LGB people; this reflects a more realistic picture in response to a revised criteria under which agencies were asked about specific provision. Some agencies, for example, Alcohol East, London, have projects specifically for LGB young people.

Secondary Schools

Nayak and Kehily (1996) discovered that homophobic practices were regarded by teachers and pupils as routine and natural activities in the developing lives of young gay men (cited in Douglas, et al, 1997).

Mullen (1998) outlines research conducted by Douglas et al (1997): of 307 secondary schools in England and Wales, 82% of teachers knew about homophobic verbal bullying while 26% were aware of homophobic physical bullying in their schools; 99% of the same schools had a bullying policy but only 6% made reference to LGB pupils; 98% had equal opportunities and confidentiality policies but only 25% included LGB youth. Sixty-one percent were aware of LGB pupils in their schools and 42% had been approached by these pupils for support and advice. The most often cited factors that hinder the efforts of teachers and schools in addressing issues of homophobia were: worries about parental disapproval (22%), lack of experienced staff (15%) and lack of policies (14%).

With regard to sex education, Mullen identifies a Health Education Authority (1990; cited in Black, 1994) survey of 4,400 adolescents aged 16-19 which found that 18% had received information on gay male sexuality and 14% on lesbianism. The National Children's Bureau's (1992) report on sex education suggested there was anxiety, confusion and inconsistency in schools with regard to sex education and Section 28. Another Health Education Authority (1994; cited in Douglas et al 1997) survey of 1,462 parents discovered that 94% thought schools should play a role in teaching pupils about sexuality, 56% about sexual orientation and 80% about HIV.

Douglas et al (1997) found that 98% of the 307 secondary schools surveyed had sex education policies but only 51% dealt with LGB issues; 62% of the teachers thought schools were appropriate settings to deal with sexuality; 61% thought that sexuality should be part of the curriculum; 75% were aware of Section 28; 8% thought it made discussion of homosexuality illegal; 20% did not know. Forty-eight per cent of teachers had experienced problems in addressing the needs of LGB pupils because of Section 28. Ninety-five per cent of the schools covered HIV in sex education with 10% having a policy of supporting pupils and families with or affected by HIV and AIDS, however, 72% of teachers had not received any training regarding HIV-related issues.

Manchester City Council (1995) conducted an audit of services for lesbians concentrating on Social Services, Housing and Education. One of the services that exists regarding schools is the Sexuality Steering Group which was established in 1991 by a group of employees drawn from schools and the LEA's support services along with members of governing bodies. The aims of this group are to:

·	provide objective and impartial information on lesbian and gay lifestyles
·	raise awareness about homophobia and heterosexism and the ways these inhibit the personal growth and development of young people
·	look at the ways teachers, parents and governors can support young lesbian and gay pupils in their own personal development
·	look at ways in which discrimination against all lesbians and gays, whether they be educational staff, parents, youth workers, governors or pupils can be reduced.

The Governors' Training Unit often organise training courses for governors on issues relating to sexuality and equal opportunities and the Sexuality Steering Group have produced training packs for schools such as: Challenging Heterosexism; Recognising and Reducing Homophobia; Positive Images, Homophobia and Bullying; Equal Access to Equal Treatment. Other resources include books and leaflets for teachers, helpline posters for schools and recommended fiction for National Curriculum Key Stages 3 and 4.

Mullen (1999) distributed questionnaires to 20 secondary schools in the greater Reading area, of which 10 were returned. Mullen found:

·	four heads were aware of pupils/staff who are out as bisexual, gay or lesbian, six were not
·	five heads considered their schools to be a safe environment for staff to be out, four did not
·	five heads considered their school to be a safe environment for pupils to be out, four did not
·	four heads had dealt with homophobic incidents in the past year, the other six had not
·	all schools had an equal opportunities policy, but in only four schools did the policy include sexuality, in the other six it did not
·	all schools had a bullying policy, but in only two schools did the policy include sexuality, in the other eight it did not
·	all schools had a sex education policy and all ten schools covered issues around HIV and sexual health in their curricula
·	seven schools covered issues of sexuality in their sex education curricula, three did not
·	five heads were aware of Section 28, five were not aware
·	two heads felt that Section 28 affected their work and school, three did not
·	three heads felt that Section 28 should be repealed, two heads had no opinion
·	only one school had provided any training for its governors and staff around issues of sexuality, eight had not
·	nine schools provided information on sources of advice and support for young people, only one did not
·	four schools provided information on local gay supporting agencies, five did not.

Housing Authorities

Bridget (1988) conducted a study regarding lesbians and housing in Leicester and discovered homophobic attitudes of residents and staff in young people's hostels.
Mullen (1998) cites Brown (1987, cited in Hubbar & Rossington, 1995) who examined local authority housing policies in London boroughs and discovered widespread discriminatory practices: 55% of boroughs granted gay and lesbian partners the same rights of succession to council housing as heterosexuals. CHAR (1989) identified areas of discrimination that limited the housing options of LGB people:

·	lack of legal recognition and Section 28 which encouraged and legitimised discrimination
·	with regard to council housing, LGB people were less likely to be in priority categories
·	in terms of home ownership, there was discrimination among insurance companies and mortgage brokers as well as in tax law and tax relief
·	few housing associations had equal opportunities policies or practice.

Shelter (1992) discovered that many housing associations and local authorities disciminated against LGB people in the areas of joint tenancies and rights of succession. Section 28 had stopped local authorities from pursuing equal opportunity policies that included sexual orientation. Within the private rented sector, LGB people risked harassment from landlords and other tenants, threats of eviction and short-hold tenancies increased the power of homophobic landlords. Insurance companies often insisted on gay men applying for mortgages to have HIV tests and, if negative, to pay higher premiums. With regard to housing rights, Shelter said that same-sex relationships were not recognised and thus had no statutory right to housing.

The National Federation of Housing Associations (1994) study of 155 housing associations' equal opportunities policies found that 44 mentioned lesbians and gays in their policies. The same study said that local authority housing departments did not monitor LGB clients or their needs. 

Social Services

Ezelle (1996) conducted research concerning teaching and learning experience in relation to sexual orientation for the Diploma in Social Work at Anglia Polytechnic/University. Ezelle refers to the Central Council for Education and Training in Social Work (CCETSW) document (1991) which states that their definitions of 'anti-discriminatory' and 'anti-oppressive' includes individuals and communities at risk of discrimination because of their sexual orientation. Ezelle refers to Brown (1992) who suggested that there were two ways that LGB people were treated by Social Services: either their sexual orientation is completely ignored or, if known, it becomes the central focus that informs all aspects of service provision. Thus, Ezelle concludes 

social workers need an in-depth understanding of lesbian, gay and bisexual isssues, including an awareness of their own personal values and attitudes (Hall, 1981). Failure to recognise people's diverse experiences and differing individual needs, may result in inappropriate and inadequate services.

Hardman (1996) conducted research into the attitudes of social workers towards lesbian clients and concluded:

American Social Work theorist Newman (1989) argues that without specific preparation for working with lesbians, social workers are likely to provide services that are at best inappropriate or at worst ineffective. In the absence of a model of good practice for working with lesbians, this study discovered that social workers' attitudes and practice are largely informed by Liberal Humanist thought. This leads to lesbians being treated 'just like any other client.' That highlights the need for research aimed at developing a British Social Work model of good practice for working with lesbian clients which will begin to address the unique context of lesbianism.

A report of Liverpool Social Services Department Working Party on Lesbian and Gay Rights (1991) found a lack of training and information about LGB issues within the department and recommended the following:

·	Positive initiatives will be needed to overcome the prejudice and disadvantage currently faced by lesbians and gay men
·	The overall policy and specific recommendations to be well publicised throughout the department
·	Appropriate staff training to be given to ensure the recommendations are put into practice
·	An effective complaints procedure is set up for staff and service users which allows for representation by lesbians and gay men
·	Disciplinary action is taken against those who infringe the policy statement
·	The department ensures that there is continual consultation with and representation of lesbians and gay men
·	Arrangements are made to regularly review and monitor the implementation of this policy and practice document recommendations.

Colleges/Universities, Training

While it is likely that surveys have been conducted at different colleges, universities and training establishments, the data-search did not uncover any, nor is there any information available in the extensive library of the Lesbian Information Service.

Youth Service 

Whilst conducting a survey of local services in East Lancashire, Bridget (1991) found that most of the 40+ agencies surveyed did not have policies in support of young lesbians; furthermore, many were blatantly homophobic, including Lancashire Youth and Community Service (the funders of the research). The project was attacked in the local media for several weeks and, rather than offering support, Lancashire County Council Youth and Community Service further under-mined the project with homophobic responses.

Nauwelearts (1992) conducted research regarding Bradford Youth Service's response to lesbian and gay issues. She refers to the National Advisory Council for the Youth Service position paper "Directions for the youth service" which includes young women, young Afro-Caribbeans and Asians, young people with disabilities and housing issues but does not mention lesbian and gay young people. Nauwelearts found, at the time of the study, that the local authority lesbian and gay youth group was closed. She surveyed 66 youth workers and concluded that the findings "show overwhelmingly that youth workers feel that lesbian and gay issues are an issue for Bradford youth service." Her findings included:

·	51 felt that work with lesbian and gay youth was an issue
·	42 did not have any training around lesbian and gay issues
·	the majority of those youth workers who had received training on these issues had experienced it outside of Bradford
·	52 felt they needed training on lesbian and gay issues.

Most large towns and cities now have LGB youth groups, these tend to be voluntary with the local statutory youth service providing one or two part-time sessions per week. There are only a few, 'larger' projects which cater specifically for LGB young people and these are to be found in the major cities. For example, in Manchester the Albert Kennedy Trust (housing support) and the LGBY Peer Support Project; there are youth groups in most London boroughs, some having existed for over twenty years, one of the largest projects is the North London Line; there is also the Stonewall Housing Association which provides housing support for LGB young people as well as Project LSD, an alcohol and drugs project aimed at young LGBs.

Reachout, Reading

Mullen (1999) conducted a survey of front line workers and distributed 162 surveys to counsellors (22), GPs/health visitors/nurses (37), education officers (6), housing (2), mental health service workers (90) and probation workers (5) in the Reading area. Thirty-one surveys were returned from counsellors (6), GPs/health visitors/nurses (10), education officers (6), housing (2), mental health service workers (9), probation workers (4). Thirty-one completed forms were returned. The results included the following:

·	25 people worked in agencies where there was an equal opportunities policy; three did not
·	of those agencies with an equal opportunities policy, 16 included sexuality while seven did not
·	only eight workers had experienced training on sexuality-related issues, 17 had not
·	17 workers felt it was safe to be out at work, seven did not
·	17 workers felt it was safe for service users to be out, six did not
·	13 people had worked with young service users around issues of sexuality, 15 had not
·	of those who had, seven felt they needed support
·	seven workers knew about Section 28, 17 did not and six were not sure
·	seven workers felt Section 28 affected their work
·	seven felt that Section 28 should be repealed.

Mullen (1999) also conducted a survey of local agencies and distributed questionnaires to 106 agencies including: Asian and Black services (18), health (10), housing (16), Social Services (23), University (3), Youth (9). Forty agency responses came from Asian and Black services (1), health (4), housing (8), Social Services (10), University (2), Youth (3), they included the following findings:

·	only two agencies monitored service users' sexuality, three sometimes monitored and 34 did not
·	38 agencies had an equal opportunites policy, only one did not
·	33 of those agencies with equal opportunties policies included sexuality, four did not
·	20 agencies had provided staff training around issues of sexuality, 18 had not
·	30 agencies considered themselves safe environments for staff to be out, three did not
·	25 agencies considered themselves safe environments for service users to be out, four did not.
·	20 agencies knew what Section 28 was, five did not and 13 were not sure
·	six agencies felt that Section 28 affected their work, 16 said it did not and 12 were not sure
·	20 agencies felt Section 28 should be repealed but one agency did not think it should be repealed.

Bolton Lesbian Health Study

Not offering appropriate health care to lesbians, at worst operating services which lesbians found to be offensive and inaccessible. 

Written information excludes women who have sex with women; even when information exists it is difficult to access it since doctors' surgeries often reluctant to display them (Shady, 1996, Sheffield Lesbian Health Needs Assessment, 1996)

HEA Health Update - Sexual Health 1997 - included information on male homosexuality but only one sentence on lesbians stating women-to-women transmission of HIV rare and no other information on lesbian sexual health needs (HEA 1997)

Glasgow lesbians requested lesbian health clinic where they could access health care in setting which would be supportive (Illet, Campbell, Tait, 1996)

Two lesbian sexual health clinics in London have been successful (Bailey, 1997)

Voluntary Organisations

Most of the larger voluntary organisations (e.g. the Samaritans, Mind, CAB, Relate) have national headquarters which develop policies, provide training and hold conferences, etc; these are usually staffed by paid workers. Local branches, however, are usually staffed by volunteers, sometimes with one or two paid workers (usually management). With limited funding and staffing, independent branches do not always pursue policies or training set up by their national/regional headquarters.

In the past LIS has been involved in campaigns to raise the level of awareness regarding LGB young people, especially around mental health issues and suicide. For example, with the Samaritans, MIND, the National Youth Agency, the Trust for the Study of Adolescents. Some of these agencies are now starting to acknowledge that LGB young people are an especially vulnerable group and are developing services accordingly. For example, a working group of LGB volunteers for the Samaritans has successfully produced reports and there is now a full-time outreach worker to work on issues around LGB young people and attempted suicide. The Samaritans, and MIND, have successfully raised the profile of the needs of LGB users and many MIND local branches have set up support groups for LGB people with mental health problems. The National Association of Citizens Advice Bureaux have an excellent policy which most local branches sign up to; there is also a local CAB branch, in the south of England, which caters for LGB users. At this point in time, whilst there may well have been research projects concerning the voluntary sector, without making further enquiries, LIS are not aware of any.

With funding from Calderdale Community Foundation, in 1997 LIS conducted homophobia awareness training with: the Education Service (this was the worst attended session); Dashline; Samaritans; Citizens Advice Bureaux; Mental Health Service (Northowram). Other agencies who have also received training from LIS include the Youth Service, MIND and CKHAL and related projects. There was insufficient interest, at that time, for LIS to run a module on supporting LGB young people.

Attitudes of Health Care Workers

International

27% overt hostility on disclosure of sexual orientation (Dardick & Graxy, 1980) - USA

72% negative reactions to disclosure including 'ostracism, shock, pity, fear, derogatroy comments and pathological assumptions' (Stevens & Hall, 1988, 1990, ref Stevens 1992)

In some cases lesbians refused health care because they were lesbian (Harvey, Carr & Bernheine, 1989, ref Stevens, 1992).

50% of lesbians in one study said they delayed health care because of fears of mistreatment (Zeidenstein, 1990, ref Stevens 1992).

80% of survey of older lesbians, experienced discrimination in health care because of lesbianism (Deevey, 1990, ref Stevens 1992)

Consequences of not disclosing inaccurate health information and misdiagnosis (Zeidenstein, 1990, ref Stevens 1992)

Britain

73% of lesbians and gays studied by MIND had experienced some form of prejudice or discrimination in connection with sexuality within mainstream mental health services (Golding, 1997)

Golding summarised: 'It is clear that mainstream mental health services are often alienating, isolating and inaccessible to lesbian, gay and bisexual people.'

Calderdale Agency Survey

Questionnaires were distributed to 43 agencies including schools, Education, Health, Library, Youth, Leisure and Social Services, voluntary organisations and the police.  Twenty-five responses were received.  The Agency Survey found that all of those agencies who responded had equal opportunities policies, grievance/complaints policies; most provided awareness training, resources for work with minority groups, aimed publicity at, and made links with, minority groups; many made specific 
provision for minority groups and the majority monitored their services.  However, not all included sexual orientation within their policies and practices.  Even though sexual orientation was included in some policies, there is little provision by either voluntary or statutory services aimed at LGB young people in Calderdale.  Provision that exists includes the MSM Project (HIV prevention for gay men); Rainbow Clinic at the Sexual Health Centre; and Gay Men's worker at Calderdale and Kirklees HIV/AIDS Link.  There appears to be nothing specifically for lesbians.  The most homophobic responses came from schools.  

The Rainbow Clinic has since closed.

See Lesbian, Gay and Bisexual Young People for recommendations.

LESBIAN, GAY AND BISEXUAL YOUNG PEOPLE

U.S.A.
There are similar issues which face most LGB youth who are growing up in a society which fears and hates homosexuals (homophobia) and whose institutions perpetuate heterosexuality and suppress and stigmatise homosexuality (heterosexism); a society which denies the existence of LGB youth, these include:

-	low self-esteem, self hate, depression, anxiety, suicide and other emotional health issues - lesbian and gay youth are 2 to 6 times more likely to attempt suicide than heterosexual youth and may comprise up to 30% of completed youth suicides (Barbeler, 1992; Bell & Weinberg, 1978; Bradford & Ryan, 1988; Carmen & Blaine, 1970; D'Augelli & Hershberger, 1993; Gibson, 1989; Hammelman, 1993; Harry, 1989; Hunter, 1990; Jay & Young, 1979; Kourany, 1987; Kremer & Rifkin, 1969; Kruks, 1991; Maltsberger, 1993; Martin & Lyon, 1972; Remafedi, Farrow & Deisher, 1991; Roesler & Deisher, 1972; Saghir & Robins, 1973; Saghir, Robins Walbran & Gentry, 1970; Savin-Williams, 1994; Schneider, Farberow & Kruks, 1989; Steiner, 1999; Uribe & Harbeck, 1991); Waldo, Hesson-McInnis, DiAugelli, 1998); 

-	alcohol and drug misuse - a third of lesbians and gays seriously misuse alcohol, this usually begins in adolescence (Diamond & Wilsnack, 1978; Grossman, 1994; Hammelman, 1993; Remafedi, 1991; Rich et al, 1986; Rofes, 1983; Saghir & Robins, 1973; Saunders & Valente, 1987; Sears, 1987; Uribe & Harbeck, 1991);

-	isolation from society, family, friends and other homosexuals, especially peers (Gibson, 1989; Kourany, 1987; Morrow, 1993; Uribe & Harbeck, 1992); 

LaSala, MC (2000)  examined parents responses to children coming out.  They tended to react with shock, disappointment and shame.  Disclosure often precipitated a painful family crisis sometimes leading to cutoffs between members.  Article describes have family therapy theories can help therapists guide families through initial stages of coming-out crisis.  They are advised to acknowledge and address the distinct emotional needs of coming-out individuals and their families.  Parents must grieve and obtain accurate information about gay lifestyles.  Lesbians and gay men need support as they struggle to cope with their parents' negative reactions.  Family members should be coached to maintain non-combative communication following the disclosure, even if contacts are initially brief and superficial.  

-	pressure to conform, rejection from family and friends (D'Augelli & Hershberger, 1993; Hunter, 1990; Hunter & Schaecher, 1987; Kourany, 1987; Savin-Williams, 1994; Schneider et al 1989); 

-	difficulties in coming to terms with sexual orientation (Gibson, 1989; D'Augelli & Hershberger, 1993; Kourany, 1987; Remafedi, 1987a; Remafedi et al, 1991; Roesler & Deisher, 1972); 

-	violence and harassment - victimisation rates are four times greater for homosexual than for other youth (Boxer et al, 1992; D'Augelli, 1992; Hunter, 1990; James, 1999; Martin & Hetrick, 1988; Savin-Williams, 1994); 

-	isolation and problems at school, truancy and drop out from school (Berrill, 1990, Comstock, 1991; Gibson, 1989; Hunter & Schaecher, 1987; Remafedi, 1987b; Remafedi et al, 1991; Savin-Williams, 1994; Uribe & Harbeck, 1992);

-	homelessness and the risk of prostitution (Gibson, 1989; Remafedi, 1987; Remafedi et al, 1991; Rofes, 1989);

-	HIV/STD, promiscuity, unwanted pregnancies (Erwin, 1993; Gibson, 1989; Harry, 1989; Maguen, Armistead, Kalichman, 2000; Rofes, 1989; Rosario, Meyer-Bahlburg, Hunter, Gwadz, 1999); Rotheram-Borus, Mann, Chabon, 1999; Steiner, 1999); 

-	relationship problems (Bell & Weinberg, 1978; D'Augelli & Hershberger, 1993; Kourany, 1987; Rich et al, 1986); 

-	lack of support/inappropriate support from professionals (Hetrick & Martin, 1987; Gibson, 1989); 

-	poorer general health maintenance than heterosexual peers (Steiner, 1999).

Much of the research on LGB young people - especially that related to mental health and suicide - has been criticised by mainstream suicidologists (Muehrer, 1995; Shaffer, Fisher, Hicks, Parides, Gould, 1996) for lack of control groups, nonrepresentative samples, lack of consensus on key terms (suicide attempt, sexual orientation).  Indeed, a whole supplement of the journal Suicide & Life-Threatening Behaviour, 1995, 25, was devoted to this task.  However, research that has addressed these criticisms still come up with similar findings, i.e. that LGB young people are more at risk for suicide attempts and ideation than heterosexual young people.
There has been on-going research with eight high-schools in the USA incorporating some 83,000 young people.  Sexual orientation is included within five of these projects. These studies stand up to the criticisms of Muehrer et al and confirm all of the other research studies (a significant amount) which identify LGB young people as particularly vulnerable.  The surveys also support other findings, e.g.

Safety

Massachusetts (1997):  sexual minority youth were 

§	60% more likely than their peers to report having their property stolen or deliberately damaged at school 
§	4 times as likely to report having skipped whole days of school in the past month out of fear

Seattle (1995): Sexual minority youth were more likely to report
§	Having been threatened with or injured by a weapon at school in the past 12 months
§	Feeling unsafe or afraid at school some, most or all of the time
§	Having skipped at lest one day of school in the past 30 days because they felt unsafe
§	Being unable to think of any adults who really care about them

Vermont (1997):  sexual minority youth were more likely than students who had only opposite-gender experience and much more likely than students who had not had sex at all to report:
§	having been threatened with or injured by a weapon at school in the past 12 months
§	having skipped at least one day of school in the past 30 days because they felt unsafe

Minnesota (1987):  respondents were not asked about safety matters in school but were asked if they had experienced sexual or physical abuse (presumably mostly at home).  Sexual minority youth were more likely than their peers to report:

§	having been sexually abused
§	having been physically abused

Self Endangerment

Massachusetts:  sexual minorith youth were
·	5 times as likely to have ever used cocaine
·	2 times as likely to have been/gotten someone pregnant
·	11 times as likely to have vomited or taken laxatives to lose weight
·	6 times as likely to have made a suicide attempt in the past year that was treated by a doctor or nurse

Seattle: sexual minority youth were
·	3 times as likely to have vomited or taken laxatives to lose weight in the past 30 days
·	2 times as likely to be a teen parent
·	half again as likely to engage in heavy or high risk drug use
·	4 times as likely to have made a suicide attempt that resulted in treatment by a doctor or nurse in the past 12 months

Vermont:  sexual minority youth were more likely to report:
·	having vomited or taken laxatives to lose weight in the past 30 days
·	having ever injected a drug
·	having made a suicide attempt that resulted in treatment by a doctor or nurse in the past 12 months.

Minnesota:
·	about one third of sexual minority students reported having engaged in heavy drinking
·	about one third said they had ever attempted suicide
·	lesbian and bisexual young women were twice as likely as their heterosexual peers to report having ever been pregnant..

Britain
It is generally accepted that research in Britain is about twenty years behind the U.S.A. There has been little research concerning LGB youth conducted in England. That which exists includes the London Gay Teenage Group (Trenchard & Warren, 1984) and Bye (1984). More recently, Bridget (1994) conducted in-depth interviews with 20 lesbians, 17 aged 25 years and below, to ascertain their needs and experiences; GALOP (1998) conducted a survey regarding homophobic attacks on LGB young people, Geraghty (1998) examined the mental health issues facing young lesbians, McColl (1994) surveyed youth group leaders regarding suicide attempts by lesbian and gay young people, Prajapati (1997) studied drug use and knowledge among 96 lesbian, gay and bisexual people, 50 of whom were aged under 25 years of age, Roberts (1996) conducted research with 39 gay and bisexual men under 25 years of age in Hertfordshire regarding health and Palmer (1989) conducted research about the age of consent and sex education.  Mullen (1999) conducted a quantitative survey with 15-25 year olds in Reading, a large university town in the south of England where the LGB youth group has existed since 1995 and there is other support available via an LGB Switchboard; there are also several gay venues. He received 169 completed questionnaires of which fifty-nine percent were male, 41% female; 73% came from Reading. Ten percent identified as bisexual, 50% as gay, 24% as lesbian, 7% were unsure. Eighty percent identified as white British, 2.4% as Asian, 1.8% as Black and 4% as Irish. Fifty-three percent were working, 33% were at university, 10% at school or college and 3.6% were unemployed. The findings included the following:

§	68% were aware of their sexuality/sexual 'difference' before the age of 16
§	15% felt that alcohol was a problem
§	50% had used drugs
§	16% had sold sex for money
§	20% had experienced unwanted violence from lovers/partners
§	12% had had an eating disorder
§	43% were not happy with their body
§	15% had had a mental health problem
§	55% had thought about committing suicide
§	22% had attempted suicide
§	33% had deliberately harmed themselves
§	44% said their sex education had been poor or very poor
§	75% said their sex education hadn't covered bisexual, gay or lesbian issues
§	30% mostly practised safer sex (47% always did)
§	27% said meeting their housing cost was, or was sometimes, a problem
§	13% had been homeless (4% thrown out after coming out).

There have been other research projects conducted by local authoritites; for example a recent health care study regarding lesbians in Bolton and Wigan (Mugglestone, 1999) but none specifically regarding young LGBs; McFarlane (1998) has looked at the experiences of LGBs and the mental health system which included young people. 

Calderdale
ACTION for Lesbian, Gay and Bisexual Youth in Calderdale is an Inter-Agency Group including representatives from Lesbian Information Service, Calderdale Health Promotion Centre and Community Education Service.  ACTION was set up in 1997 with the purpose of facilitating research into the needs and experiences of lesbian, gay and bisexual (LGB) young people in Calderdale.  The findings of the project were disseminated through a 140-page report and a one-day seminar held in Halifax in March 1999.

An extensive questionnaire was used to conduct in-depth interviews.  The purpose of the first part of the questionnaire was to find out what the participants' experiences were while growing up, including school, college, use of services - voluntary and statutory, whether there was any support for their sexual orientation; homophobic verbal and physical abuse.  The second part was more personal and aimed at identifying coming out experiences, what participants had heard about homosexuality, sexual activity, relationships, sexual and physical abuse, friends, community involvement, mental health, eating problems, safer sex, male and female health.  
Making contact with LGB young people in an area like Calderdale is extremely difficult.  Most of the contacts were made via a local social group for gay men and previous contact with young lesbians (via the Lesbian Youth Support Information Service), plus outreach, snowball technique and distribution of a flyer.  On average the interviews lasted two-and-a-half hours.  All of the participants were positive about the interview.

Interviews were conducted with 15 young people:  seven lesbians and eight gay men.  Apart from four who were aged between 26 and 30 years, the remainder were aged 25 years or below.  All identified as white and English and either grew up or now live in Calderdale.  Ten are working class, four middle class, one refused to be categorised.  Five identified as being or having been fat.  Four had hidden disabilities.  Three were brought up with a religion (Church of England and Catholic).  Six were working, five unemployed, four students.  

As a piece of qualitative research, the findings are best described by the words of the participants.  The following statistical data is based on 15 interviews and cannot, therefore, be generalised to all LGB young people in Calderdale.  They do, however, give a snap-shot of the experiences of some young LGBs who are out at some level and in contact with support, be it mainly through friends.  Those not out are likely to be more isolated and vulnerable.  The findings included: 

·	100% of the participants believed they were born lesbian/gay;
·	86% were aware of their sexual orientation whilst at school;
·	67% experienced verbal abuse at school because of their sexual orientation;
·	60% had experienced harassment due to their sexual orientation; three experiencing physical violence;
·	87% had experienced long periods of depression;
·	80% had had suicidal thoughts;
·	67% had experienced periods of anxiety;
·	13% had attempted suicide;
·	school-days were the most oppressive, most isolating and most lonely with no information available at a time when the majority of the participants felt suicidal;
·	33% felt they drank too much;
·	33% had used drugs;
·	27% had had an eating disorder;
·	33% had experienced violence within same-sex relationships;
·	60% had experienced opposite-sex sexual relations;
·	33% had experienced promiscuous sexual behaviour;
·	13% had exchanged sex for money;
·	73% said they practised safer sex but only 40% said they practised it all of the time;
·	13% had had sexually transmitted infections but no known cases of HIV;
·	all but one had experienced same-sex sexual relations;
·	all but one had had relationships with members of the same-sex;
·	majority had experienced problems within their same-sex relationships but with no-one to turn to for support;
·	most, especially the young lesbians, had experienced great difficulties in meeting other young lesbians for friendships or relationships;
·	27% had experienced homelessness;
·	53% were out to their GPs;
·	93% were out to their parents; 13% were forced to leave home;
·	27% had experienced physical violence whilst growing up;
·	20%  had experienced sexual abuse whilst growing up;
·	27% had been raped;
·	all felt it was difficult being young, lesbian and gay;
·	all had problems accepting their sexual orientation;
·	most felt particularly isolated living in an area like Calderdale where there is virtually no support and few social outlets;
·	apart from those who received support from LYSIS, few had experienced positive support for their sexual orientation from agencies and those who did came across it outside of Calderdale;
·	some had experienced wrong and dangerous advice from professionals.

Discussion
Gender Differences

A brief overview of the different experiences of LGB young people suggests that young lesbians are likely to be at higher risk of attempting suicide and other mental health problems than young gay men. For example, young lesbians are more isolated (Gibson, 1989), more closetted (Bell & Weinberg, 1978), have fewer role models (D'Augelli, 1989b), experience greater pressure to conform to heterosexuality (Muller, 1988; Trenchard & Warren, 1984; Uribe & Harbeck, 1992), have less support (Trenchard & Warren, 1984), are more likely to abuse alcohol (Saghir & Robins, 1973), are more likely to be sexually abused (Brand, Rothblum & Solomon, 1992) although a significant number of young gay men have also been sexually abused (Hickson, et al, 1994), are more likely to be suppressing their sexual orientation (Bell & Weinberg, 1978, Trenchard & Warren, 1984), have fewer lesbian friends and, because of the greater dependence on their partners combined with isolation, are likely to have greater problems when a relationship ends (Bell & Weinberg, 1978; Tuller, 1978). 

There are more young gay and bisexual men, on the other hand, who are aware of their sexual orientation at an earlier age (Camden, 1991; Bell & Weinberg, 1978, Trenchard & Warren, 1984) which has been identified as a high risk for suicide (D'Augelli & Hershberger, 1993), young gay men experience greater violence and harassment in the streets (Trenchard & Warren, 1984). Having said this, GALOP (1998) found that young lesbian and bisexual women experience just as much violence but this tends to happen in their homes. Young gay/bisexual men are highly vulnerable to HIV/AIDS (Nelson, 1997, Sullivan, 1996),

The AIDS epidemic is a more recent issue which is further affecting the invisibility of young lesbians, i.e. greater emphasis is being placed on the needs of young gay men; there has been a significant rise in research about young gay men and HIV and there has been an accompanying rise in levels of support through HIV projects and health promotion work. 

Tentative differences between the female/male participants in the Calderdale study include:  young lesbians are far more isolated; have fewer same-sex, same sexual orientation friends; are more likely to identify as bisexual before coming out as a lesbian (none of the young gay men identified as bisexual); experience greater pressure to conform to heterosexuality from parents; are more likely to have relationships with heterosexual/bisexual women (none of the young gay men appeared to have relationships with men who identified as heterosexual or bisexual); are more likely to have opposite-sex sexual relations; are more likely to have alcohol problems and eating disorders, are more likely to smoke.  Young gay men, on the other hand, are more vulnerable to HIV; are more likely to get an extreme response from parents; are likely to have more same-sex sexual relations; are more likely to experience violence within same-sex relationships; are more likely to attempt suicide (the author questions this finding); are more likely to experience homophobic violence; have more support available in connection with HIV/AIDS.

Most at Risk
Not all young lesbians and gays experience all of these problems but the majority experience some. It is lesbian and gay youth who are more isolated who are most at risk. These include: 

q	those who have not yet come out and made contact with lesbian and gay groups; 
q	those who are aware of their 'difference' at an early age (D'Augelli & Hershberbger, 1993); 
q	those who do not conform to gender stereotypes (Harry, 1983, 1986; Remafedi, et al, 1991); 
q	those who grow up in rural areas and small towns where there is no lesbian or gay visibility and support (Gibson, 1989; Rothblum, 1990); 
q	those who belong to other marginalised groups, who are black or minority ethnic, working class or disabled (Bradford & Ryan, 1989; Hunter, 1990; Schneider, Farberow, Kruks, 1989); and
q	young lesbians who are more invisible and isolated.

Lesbian, gay and bisexual youth who have been sexually abused - the effects of sexual abuse are similar to the effects of homophobia (see Hendessi, 1992) - are also highly vulnerable.

Calderdale
Young LGB people growing up in areas like Calderdale face greater isolation; it is possible that they experience worse alcohol problems; identify as different earlier; have relationships with same-sex partners of wider age gaps; experience more violence within their relationships; have more eating disorders; and are more likely to have contemplated suicide.  On the other hand, because they have poor access to the gay scene, they may experience less pressure to use drugs and less pressure to be sexually active.  

The ACTION findings support previous research findings but also flag up a new area:  possibly a disproportionate number of phobias.

Recommendations

·	Conduct further research:   

§	review schools for levels of support available to young LGBs; 
§	identify number of LGB young people within youth populations who experience mental health problems, alcohol/drugs problems, homelessness; 
§	identify lesbians within female populations with mental health and alcohol problems; 
§	ascertain attitudes of front-line workers with regard to young LGBs  including religiosity and levels of homophobia; 
§	on-going assessment of the needs of LGB young people in Calderdale.  

·	Establish an Inter-Agency Group to encourage provision of services for LGB young people. (DONE)

·	Youth Support Group: (DONE)  In an area like Calderdale it would be impossible to set up several support groups for LGB young people around specific issues e.g. alcohol, mental health, etc.  It is therefore crucial to establish one main support group which meets regularly and has strong links with all other services for referrals but which can also provide specific areas of expertise. This would include:
§	social aspects 
§	counselling, 
§	advocacy, 
§	courses on, e.g. alcohol and drug misuse and links with homophobia, developing a positive identity, relationship skills, assertiveness, coming out, sexual health.  
§	Provision should take account of the different needs regarding gender with outreach to multi-oppressed young LGBs.

·	Information: 
§	develop a booklet aimed at all front-line workers regarding  issues facing LGB young people; (DONE - waiting for second print run from W Yorks Police to complete distribution)
§	all services to provide information which is accessible to, and includes relevant data for, LGB young people and publicises youth group;  
§	Library Services to develop resources for LGB people including visible and anonymous access; 
§	Develop an LGB Helpline (PROVIDE THIS SERVICE ON WEDS EVENINGS FOR GALYIC)

·	All relevant services to become accessible to LGB young people; this would include:  
§	assessment of knowledge, attitudes of staff; review of policies and procedures; 
§	providing awareness training for all staff and management; 
§	developing resources; 
§	developing a generic approach to supporting LGB young people; 
§	identifying/employing specific members of staff to develop specialist skills and knowledge; 
§	providing training for specialists; 
§	making specific provision aimed at the needs of LGB young people; 
§	publicising services.

Priority should be given to the following services:

Ø	Schools 
§	School's bullying policies to include homophobic violence; 
§	As an interim measure, all school nurses to be circulated with a relevant article on issues facing LGB young people;  
§	employ a member of staff to develop training, resources, support LGB pupils and parents, governor training, curriculum development including awareness training and positive images of LGB people. 
 
Ø	G.P.s  
§	Relevant article on the health issues facing LGB young people should be circulated to all G.P.s in Calderdale. (DONE)
§	Ultimately all G.P.s undergo training on LGB health issues.  

Ø	Mental Health/Alcohol Services  
§	Urgent interim measure to identify appropriate member of staff to be trained on issues.

Training has been conducted with the entire Youth Service in Calderdale.
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