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2.  MENTAL HEALTH INCLUDING SUICIDE, Jan Bridget

The main aspects relating to lesbian, gay and bisexual (LGB) people and mental health are: 

	the historical context,

a higher rate of mental health problems than heterosexuals,
suicide, self harm and other mental health problems,
why some LGB people are vulnerable,  
lack of access to appropriate services, and
why mental health services are inappropriate.

Historical Context

Overview

It is only 25 years since male homosexuality was legalised in Britain and only a year since the age of consent was equalised for gay men.  Lesbianism was never made illegal because M.P.s thought that by making it illegal more women would become aware of it. 

It is not quite 10 years since homosexuality was removed from the ICD (International Classification of Disease), the diagnostic manual used by the Mental Health Services in Britain. Before it was removed, homosexuality was the top of a list of mental illnesses which included bestiality and paedophilia.  

Attitudes, beliefs and practice do not change overnight.  It is crucial, therefore, when discussing lesbians, gays, bisexuals and mental health that the discussion is placed within an historical context.

At one time it was believed that individuals wilfully chose to pursue homosexual acts which were seen as sinful and illegal.  Indeed, as late as 1804 in London more death sentences were carried out for acts of sodomy than for murder.

In the 18th century sexuality became an increasing concern to the medical profession.  Medical ideas about sexual deviation came to enforce traditional religious concepts which were under attack.  For example, masturbation included everything that had previously been included in the 'sin against nature' by churchmen, namely all non-procreative sex. 

In the late 19th century the term homosexuality was introduced.  It was now believed that homosexuality was a part of a person's character/nature.  There were outpourings of theories by doctors, psychologists and sexologists in Europe and USA.  Many said that homosexuality was innate and therefore could not be a sin.  Instead, homosexuality was diagnosed as a sickness which could and should be cured.  Many theories were propounded about the causes of homosexuality, how to recognise and cure it.  Treatments included:

·	castration,
·	cliterodectomy, 
·	lobotomy, 
·	electroshock treatment, 
·	pharmacologic and hormonal injections, and 
·	aversion therapies.

(Browning, 1984; Bullough, 1974; ; Dekker & van de Pol, 1989; Gartrell, 1981; Jeffreys, 1990; Magee & Miller, 1992; Minton, 1986; Rofes, 1983;Terry, 1990.  For more information see www.lesbianinformationservice.org PUBLICATIONS: Health: Lesbians and Mental Health; TRAINING: Homophobia from a Multi-Oppression Perspective: Role of Medicine).

U.S.A.

Much of the early research which identified homosexuals as mentally ill was conducted with homosexuals who were in mental institutions or prisons.  At the same time other researchers, e.g. Davis, 1929, Kinsey, and Hooker, 1957, were conducting research with non-institutionalised homosexuals which contradicted previously held assumptions: they found that homosexuals were remarkably similar to heterosexuals with the exception of sexual preference.

These studies, along with the gay rights movement in the USA, led to the American Psychiatric Association voting to remove homosexuality from the Diagnostic and Statistical Manual in 1973. It did not happen without a battle and in order to achieve this it was replaced for a short time with the illness 'ego-dystonic homosexuality.'   This describes a person who is not happy with being homosexual and who seeks help to change.  

In 1974 the American Psychological Association recommended that psychologists "take the lead in removing the stigma of mental illness that has long been associated with homosexual orientations" and ego dystonic homosexuality was removed from the DSM.

Since then, in the U.S.A., there have been many lesbian and gay associations and organisations established, lots of gay-affirmative research and several journals specialising in lesbian and gay issues including health, e.g. Journal of Homosexuality (began in 1978), Journal of Lesbian and Gay Psychotherapy; Journal of Lesbian and Gay Social Services; Journal of Gay and Lesbian Medical Association. 

Researchers continue to develop knowledge about different aspects of homosexuality.  For example, it is likely that one's sexual orientation is present from early childhood and has a strong biological basis although environmental factors contribute to the development of sexual identity.  The origin of homosexuality remains unclear, however, most experts believe that sexual orientation is not a choice.  Negative experiences like sexual abuse or dysfunctioning parenting are not shown to influence sexual orientation.  (Nelson,1997; Ryan & Futterman,1998; Vargo,1998).

Britain

Britain are between fifteen to twenty years behind the USA.  For example,  homosexuality was not removed from the ICD (the World Health Organisation's equivalent to the American. D.S.M.) until 1993 and ego dystonic homosexuality is still included. 

Furnell (1986) conducted a survey of British writings and research on homosexuality over the period 1965-1985.  In his introduction he stated, "British psychology appears not to have moved beyond the position which characterized the psychological literature as a whole in the late 1960's and early 1970's."  Noting the proliferation of material from the U.S.A. Furnell concluded, "As yet, however, very little sophisticated psycholgical research has been undertaken in these areas in Britain."

In 1994, when a group of lesbian psychologists wanted to set up a lesbian section at the British Psychological Society (BPS), 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). 

In the same year Ellis (1994) published the findings of research which suggested that some British therapy training institutions would not accept openly lesbian and gay students whilst Young (1995) referred to difficulties in getting sexual orientation onto the institutional agendas of the British Association for Counselling and the BPS. 

There is now a Lesbian and Gay Section but it has taken several years to achieve.   However, there is still a large section of the medical profession (including right-wing Christian therapists) who still believe that homosexuality is a mental illness that can be cured through aversion therapy.  Religious therapy emphasises the wickedness of yielding to impulse and exaggerates the sufferer's sense of guilt and shame.  This leads to great misery and to desperate attempts to deny homosexual impulses.  The repression and mental conflict which this provokes may turn the individual into a worse state than before (West, 1955).  West was writing in 1955 yet there are in Britain today, as in the USA, religious organisations that continue to use similar techniques.

In 1999 the American Psychoanalytic Association financed a comprehensive review of scientific research on homosexuality.  It concluded, "there is no evidence that any form of therapy, including psychoanalysis and the Christian therapies, can change sexual orientation."  It also concluded, "homosexuality is not associated with psychopathology in any way."  

In his book entitled "Homosexuality" West (1955) identified several mental illnesses associated with people who were in conflict with their homosexuality from depression, anxiety, paranoia, schizophrenia, neurosis, suicidal tendencies, alcoholism or drug addiction, to strange forms of criminal behaviour.  West concludes:

This brief survey of psychiatric observations shows that conflict over homosexuality may enter into the genesis of all kinds of mental disorders, from drug addiction and anxiety neurosis to delusional insanity.  This is not altogether surprising, for latent homosexuality is such an exceedingly common source of conflict that one might expect to find it responsible for precipitating many breakdowns.  Some theorists, however, go further, and assert that particular abnormalities, such as alcoholism and paranoia, are merely disguised forms of homosexuality.  Such views seem a little exaggerated.  It is probable that homosexual conflict bears no direct relation to any particular mental illness but simply provokes breakdowns of one sort or another by setting up unbearable tensions.  The form the breakdown takes will depend upon the individual personality....those who remain in the dangerously unstable condition of partially repressed homosexuality are liable to develop all manner of disorders.

Modern research is coming up with similar findings, i.e. higher levels of mental illnesses and alcohol misuse among lesbians and gay men than among the heterosexual population (see below, 2.3 and 3).  There are significant differences, however, between current and earlier research: 

·	firstly it is conducted within a gay-affirmative framework whereas previous research was conducted within a religious and cultural philosophy which believed homosexuality to be a sin and a sickness; 
·	secondly, there is now greater understanding of homophobia and its effects on the development of positive identities and many of the mental illnesses experienced by some homosexuals; and 
·	thirdly, there is the AIDS epidemic which has had an enormous effect on the mental well being of men who have sex with men.

It has been suggested that whilst ego dystonic homosexuality must be removed from the diagnostic manual, it should be replaced with 'Internalised Homophobia.' (See 2.4.3).

Given the historical context it is hardly surprising that there is some resistance, not least from lesbian and gay people themselves, to acknowledging that there are higher levels of mental health problems amongst this population.  It could be seen as playing into the hands of those who still believe homosexuality in itself is a mental illness.  This is not what is being said:  what West (1955) described as the effects of conflict in latent homosexuals is now understood as the effects of internalised homophobia; it is this which causes LGB people to be more susceptible to mental health problems.  Until this is acknowledged, the high levels of mental ill-health among the LGB population will remain hidden and unchallenged.  

2.1.4  	Role of Psychiatrists

Psychiatrists have always known about homosexuals and mental ill-health and were among the first to make links between mental disorders and homosexuality (Allen, 1958; West, 1955).  This begs the question, why have they been silent since the removal of homosexuality from the ICD?  What is the current role of psychiatrists and psychiatry in Britain regarding homosexuality?   Could it be that the majority still believe that homosexuality is a mental illness and that it can be cured?  Certainly, retention of ego dystonic homosexuality in the ICD implies this.

In a paper entitled "Behavioural Approaches to the Management of Sexual Deviations" Hawton (1983) discusses techniques for psychiatrists to deal with patients who have a 'deviant' sexual behaviour, specifically homosexuality.  Only a small proportion of the paper deals with "Methods used to provide help in adjusting to deviant sexuality" i.e. helping homosexuals accept their sexual orientation.  Hawton recommends that practitioners give a thorough assessment of their patient to ascertain whether s/he wants deviant interests removed, heterosexual adjustment improved or adaptation to a deviant role.
This was written just ten years before the removal of homosexuality from the ICD.  Until this time, mental health workers were taught that homosexuality was a sickness.  Yet almost ten years later, Woods (1992) was conducting a study of lesbians and mental health in Manchester.  She interviewed a 'supportive' psychiatrist.  The following is an extract from the interview:

Psychiatrist:  They don't usually ask for help with their sexuality, not the ones I see.  Psychiatry isn't the place to discuss 'coming out'.  I wouldn't have thought that conventional orthodox medical services have much to offer.

Researcher:  Do you have any training in issues of lesbianism and homosexuality?

Psychiatrist:  I've got enough gay friends to know a bit about those sorts of problems without being trained, and no-one comes to me and says 'I want help with my sexual orientation.'

As part of the study Woods interviewed two young lesbians who had recently experienced psychiatric 'support':

'A' had suffered from the homophobia of some of the workers in the hospital - the psychiatric nurses, and her key workers:  "They think my gay life was part of my fuck up and that I should give it up.  They was telling me not to go back to my relationship.  They kept going on about my gay life."

One particular male nurse threatened her sexually:  "His attitude was because I was a lesbian.  We'd had a few arguments about it."  When she reacted against the nurses' attitudes and lost her temper, "My psychiatrist tried to get me under a section, basically for being outspoken.  My psychiatrist pushed my gay life as my problem."  

'A' saw other young lesbians being 'treated' at the same time as herself. These were women of 17 or 18:  "They were treating them like babies, literally, giving them dummies."

'B' was admitted as an overdose patient.  She had taken the overdose because of relationship problems connected with how the 'scene' operates for young lesbians, i.e. there is no escape from previous partners if you go out at all.  

"The doctors couldn't understand how desperate I was.  They were belittling everything that had happened to me.  They had no idea about being a lesbian.  Their questions were very stereotypical, like 'Are you happy as a lesbian?' and saying because of bad experiences with men, and my family background, I'm a lesbian."

The American Charles Socarides, who has propounded the theory that homosexuals are 'disordered' for over thirty years, was invited to Britain to give a lecture by the Association for Psychoanalytic Psychotherapy (APP).  His lecture was cancelled due to demonstrations but the chairman of APP, Rob Hale, planned to invite Socarides for a series of private meetings (Capital Gay, 28th April 1995).

In 2001 the Royal College of Psychiatrists (RCP) set up a Gay and Lesbian Mental Health Special Interest Group.  At their symposium in June 2002 there were three presentations on mental health issues in gay and lesbian people.  The group are currently developing a training package on lesbian and gay awareness for professionals in the NHS which will focus on how staff relate to gay and lesbian health service users and their families and to each other. 

The RCP website refers to recent research, published in the December issue of the British Journal of Psychiatry, which asserts that there has been no systematic study in the UK of the views of psychoanalysts and psychotherapists on gay and lesbian identity.  A random sample of practitioners listed as working with adults in the British Confederation of Psychotherapists' register were surveyed.  There was a response rate of 69% from the 395 questionnaires distributed and only one of these identified as homosexual.  62% were women, 34% men, with an average age of 57 years.  The findings included:

·	one third of the respondents said lesbian and gay patients had a right to a lesbian or gay therapist
·	82% had worked with lesbian or gay clients and in the majority of cases (64%) claimed that the client's sexual orientation was central to their difficulties.  However, in 25% of cases, sexual orientation was not raised by the client as an issue and in 16% of cases the client definitely did not want to address it in therapy
·	in 27 cases the therapists claimed that there was a change of sexual orientation towards heterosexuality or heterosexuality was attained.

The findings suggest that clients may encounter overt or covert bias including 'pathologisation' of homosexuality.  The report concludes by identifying clinical implications, as follows:

1.	Practitioners should obtain informed consent from prospective gay and lesbian clients by explaining their theoretical approach to homosexuality before the start of psychodynamic work.
2.	The NHS has a responsibility, stated by government, to provide a non-discriminatory service meeting the needs of all sections of society.  Psychotherapy departments should review practice and establish the extent to which this is true in relation to gay and lesbian clients.
3.	In line with policy on equal opportunities, NHS psychotherapy departments should scrutinise the training and experience of applicants for posts to ensure that they are equipped to meet the needs of a wide cross-section of the community, including gay and lesbian clients. 

New Mental Health Rights

In October 2002 the High Court decided that lesbian and gay partners can be named as 'nearest relatives' if they have cohabited for six months.  This gives them the same rights as heterosexual spouses, cohabiting heterosexual couples and relatives of patients.  It means that partners can now take steps to discharge a patient who has been detained under the Mental Health Act and apply for their admission for assessment.  They must be consulted by social workers before an application is made to admit the patient for hospital treatment and must be told of admissions for assessment.

The decision came when a lesbian, who has paranoid schizophrenia and depression, brought a case against the Department of Health and her local health authority after being informed that her partner could not act as her nearest relative.  She drew up a declaration out of court; to which the health department and Liverpool city council agreed.  Her representative, Stephen Simblet, said that not giving homosexual partners equal rights was a breach of the European Convention of Human Rights.

Patients have been allowed to object to the choice of nearest relative since a settlement between an applicant and the Government in March 2000, before a case at the European Court of Human Rights.  (news.telegraph.co.uk, 23.10.2002)

2.2  Higher Rate of Mental Health Problems

In their overview of research regarding LGB people, mental health and mental disorders in the U.S.A. Dean et al (2000) identify several studies that have utilised criteria-based case diagnoses to look at mental illness among gay men and used a comparison group to assess differences with heterosexual men.  These include: 

·	Pillard (1988) who found higher rates of bipolar disorders among gay men than heterosexual men;
·	Atkinson et al (1988) found higher rates for most mental disorders among gay men than heterosexual men;
·	Cochran and Mays (2000) found gay men had higher rates of major depression disorder than heterosexual men.

Some researchers compared gay studies with estimates of U.S. rates, including:

·	Williams et al (1991) who found higher lifetime prevalence of affective disorders but not current disorders;
·	Tross et al (1987) found slightly higher prevalence for current major depressive disorders.

Dean et al (2000) note that similar studies regarding lesbians have not taken place, apart from Bradford & Ryan (1994) who sampled a large but relatively privileged group of lesbians (1,925) and found depressive symptoms similar to those in heterosexual women's studies. 

Other, more recent studies from outside of the USA, suggest that both lesbians and gay men have higher levels of mental health problems than heterosexual women and men. For example, 

·	Fergusson et al (1999) found LGB people in New Zealand had higher rates of major depression disorder, generalised anxiety disorder, and conduct disorders than heterosexuals;  
·	Hegna et al (1999), in a study of 2,987 GLB individuals in Norway, found a much higher risk of psychological afflictions among lesbians and gays than in the general population, especially with regard to nervousness, tension, melancholia and depression; these were found particularly among young lesbians and gays.  Lesbians and gays were 6-7 times more likely to have thought about suicide during the past 14 days than heterosexuals with 16% of the men and 20% of the women having attempted suicide at least once in their life.  One in four of the lesbian and gay participants aged under 25 reported at least one suicide attempt;
·	in a large study in the Netherlands, Sandfort et al (2001) found that people with same-sex sexual behaviour were at greater risk for psychiatric disorders than people with opposite-sex sexual behaviour;
·	in a study in Plymouth, England, Butler et al (2001) found that lesbians were four times more likely to report mental distress than heterosexual women;
·	the Centre for Mental Health Research in Australia, as identified in their annual report 2001, investigated participants from the PATH Through Life survey comparing homosexual and bisexual participants with heterosexuals.  The bisexual group had the worst mental health on measures  of anxiety, depression and suicidality, with the homosexual group falling between the other two groups.  Bisexuals also had more current adverse  life events, greater childhood adversity, less positive support from family, and more negative support from friends.  Homosexuals reported greater childhood adversity and less positive support from family.  (Jorn, Korten, Rodgers, Jacomb, Christensen; 2002), taken from CMHR website).

It would seem, therefore, that there are higher levels of mental ill-health among the LGB population than the heterosexual population.

2.3  Suicide, Self-Harm and Other Mental Health Problems

There has been significantly more research concerning attempted suicide among the LGB population, especially LGB youth, than other mental health problems.

2.3.1  U.S.A.

Extensive research in the USA has consistently shown higher figures for attempted suicide among young lesbians and gays (for a comprehensive list see www.lesbianinformationservice.org :  RESEARCH: Statistics:  Suicide).  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). 

Much of the research on LGB young people and suicide has been criticised by mainstream suicidologists (Shaffer, Fisher, Hicks, Parides, Gould, 1996) for lack of control groups, non-representative 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 comes up with similar findings, i.e. that LGB young people are significantly more at risk for suicide attempts and ideation than heterosexual young people.

A large, random, population-based survey of 83,000 young people (see 4, Young People) came up with findings consistent with the earlier research.  Utilising these studies (Garofalo et al, 1999) concluded that LGB young people, and those not sure about their sexual orientation, are at a significantly increased frequency of suicide attempts than heterosexual youth.  Other research, which meets the criticisms of Shaffer et. al.  has also found higher levels of attempted suicide among LGB people (Herrell et al, 1999).

2.3.2  Elsewhere

While much of the research on suicide and attempted suicide, especially among young gay men, has been done in the U.S.A., there are some studies from elsewhere with adequate numbers of participants which show similar trends and include young lesbians and bisexuals.  For example,

·	in Norway, Hegna et al (1999) found that 16% of gay and bisexual men and 20% of lesbian and bisexual women had attempted suicide at least once.  They gave four principal reasons, feeling alone and isolated, wanting to find an escape from an unbearable life, not being able to imagine a future, and the difficulty of accepting that they are gay or lesbian;
·	Vincke and van Heeringen (1998) in a study of 404 young people in Belgium aged between 15 and 27 found that lesbian and bisexual women had a far greater likelihood of having attempted suicide.  34% of their sample were gay or bisexual men and 20% were lesbian or bisexual women.  5.9% of the heterosexual men stated that they had attempted suicide, compared to 12.4% of gay and bisexual men. 5.4% of heterosexual women compared to 45% of lesbian or bisexual women;
·	Fergusson et al (1999), in New Zealand, found 6.2 times the chance of attempting suicide in the LGB young people in their sample at the age of 21 (confidence interval 2.7 to 14.3), and they had 5.9 times the probability of experiencing 2 psychological problems (CI 2.4 to 14.8).  The probability of attempting suicide at least once was 7% for heterosexuals and 32.1% for those who identified themselves as gay, lesbian or bisexual.  LGB young people were four times more likely to experience profound depression, 2.8 times more likely to experience anxiety, and 3.8 times more likely to have behavioural problems.

2.3.3  Britain

Research in Britain has also found high levels of attempted suicide among LGB young people, as Table 1:  British Studies which include Attempted Suicide among LGB People, demonstrates. 

Table 1:  British Studies which include Attempted Suicide among LGB People

Lesbians                                              Gay Men
Number
Percentage
Number
Percentage
Source
136
19%
279
19%
Trenchard & Warren, 1984 
40
40%
55
40%
Bye cited in Plummer, 1989 
16
43%
-
-
Bridget, 1988* 
38
21%
-
-
Woods, 1992*
20
70%
-
-
Bridget, 1994 
?
26%
?
26%
YGLIB 1994 
?
20%
?
20%
McColl, 1995 

46%

46%
Rivers, 1996* **
-
-
39
50%+
Roberts, 1996
117
33%
-
-
Geraghty, 1998
100
22%
69
22%
Mullen, 1999
69
59%
68
41%
John & Patrick, 1999*
59
18%
-
-
Butler et al, 2000*
249
35%
551
38%
Count me In, 2001*

*Mixed ages, rest 25 years and below
** 85 participants of both genders.

These and other studies also reveal high levels of depression, stress, anxiety, self-harm, eating disorders and other mental health problems. For example,

·	Woods (1992) conducted a survey of older (34) and younger (38) lesbians in Manchester.  Her findings included:  

¨	extreme stress:  older lesbians 57% younger 68%; 
¨	periods of depression:  older 47% younger 45%; 
¨	deliberate self harm:  older 37% younger 43%; 
¨	thought about suicide:  older 23% younger 40%; 
¨	attempted suicide:  older 7% younger 21%.

·	Bridget (1994b)  conducted in-depth interviews with 20 lesbians who grew up in mainly isolated areas.  Most were aged 25 years and below.  Her findings included: 

¨	85% experienced long periods of depression; 
¨	40% experienced periods of anxiety; 
¨	of the 70% who attempted suicide, 40% were hospitalised after their suicide attempts; 
¨	at least 3 made further, serious, attempts and had been hospitalised as a result.  
¨	attempters were twice as likely to be masculine (butch); 
¨	50% had seen a psychiatrist; 
¨	50% abused themselves in other ways, e.g. cutting up with razor blades, banging fist against the wall/putting through window; biting chunks out of self; throwing self against wall/down stairs; 
¨	55%  had bad eating patterns or disorders - over-eating, under-eating, anorexia, bulimia.

·	Leeds - Women's Health Matters (1998):  35 lesbians were asked to identify five issues of major concern to lesbians, they said  

¨	stress (28), 
¨	assumptions and attitudes of health professionals (24); 
¨	mental health (19); 
¨	inaccessible NHS services (15); 
¨	fertility (6).  

·	Mugglestone (1999) found in her Bolton and Wigan survey of 14 lesbians:

¨	10 had experienced some kind of mental health difficulty; 
¨	2 had been suicidal and 1 had self-harmed; 
¨	6 had experienced depression.

·	John & Patrick (1999): 137 LGB people living in Glasgow responded to a questionnaire.  Half were female, half male, they found:

¨	66% had experienced depression of whom 71% said it was connected to their own or others feelings towards their sexuality; 
¨	47% directly connected their anxiety to their own or others feelings towards their sexuality; 
¨	27% directly connected their self-harming to their own or others feelings about their sexuality.

·	Mullen (1999) found that of the 169 completed questionnaires from young LGB people aged 15-25 in and around Reading, 

¨	12% had had an eating disorder, 
¨	43% were not happy with their body; 
¨	15% had had a mental health problem (29% of men and 35% of women: 
¨	agoraphobia, men: 0 women: 1
¨	anxiety, men:1 women: 1
¨	bulimia, men: 0 women: 1
¨	depression, men: 10 women: 6
¨	epilepsy, men: 1 women: 0
¨	gender dysphoria, men: 2 women: 0
¨	manic depression, men: 0 women: 1
¨	panic attacks, men: 2 women: 0
¨	paranoid schizophrenia, men: 0 women: 1
¨	pre-menstrual tension, women 1
¨	schizophrenia, men: 0 women: 2
¨	stress, men: 0 women: 1
¨	55% had thought about committing suicide; 
¨	33% had deliberately harmed themselves.

·	Butler, Garrard, Muir-Mackenzie, Orme, Prentice (2000): surveyed 59 lesbians in Plymouth and found: 

¨	more than 80% described themselves as having had mental health distress (compared with 15-20% of whole population, Johnson & Buszewicz, 1996) with 
§	emotional distress/confusion (31), 
§	anxiety/depression (36), 
§	self-harm (including eating disorders - 18) and 
§	attempted suicide (11) being rated as the most common.  
¨	other types of mental distress include:  
§	phobias (7); 
§	hearing voices (7); 
§	episodes of psychosis (5); 
§	delusions (2).  
¨	women without partners reported consistently far greater mental distress than those with partners, with the exception of episodes of psychosis.
¨	women without children were twice as likely to self-harm than those with, and 
¨	those with children were 50% more likely to attempt suicide and slightly more likely to be depressed than those without.  
¨	over 50% delayed seeking help and those without partners were more likely to delay seeking help.  Main reasons for delay:  
§	fear of not being understood, 
§	expectations of being offered unwanted treatments and 
§	fear that their sexuality would be seen as all or part of the problem.  
¨	of respondents aged 21-25, 33% reported they had both attempted suicide and self-harmed in other ways.

·	Count Me In (2001) Brighton:  surveyed over 1100 lesbians, gay men, bisexuals and transgendered people; (62% gay men, 28% lesbians, 7% bisexuals, 2% straight) found that 60% of women and 58% of men had suffered from depression.

·	Bennett (2001) surveyed 40 lesbian and bisexual women from Glasgow and Edinburgh: 7 were self-harming at the time of the interview, 8 had self-harmed in the past and 25 had never self-harmed.  Bennett found

·	those currently self-harming and those self-harming in the past experienced more crime, harassment and discrimination (an average of 11 incidences) in comparison to those never self-harming (average 5 incidences);
·	those currently self-harming had the highest levels of depression, anxiety and hopelessness.  Those never self-harming experienced these at far lower levels whilst those with a history of self-harm had moderate levels of these indices of psychological well-being;
·	those ever self-harming reported higher levels of internalised homophobia than did those never self-harming. 

·	Edinburgh LGBT Healthy Living Centre consultation (2001) with 110 LGBT people found that 50% reported their mental health had been adversely affected because of homophobic discrimination.

·	Over 20% of the 248 young people who have registered with the local LGB youth project, Breakout, in Southampton have attempted (3 successfully) suicide. Other issues identified include eating disorders and schizophrenia. (Date unknown but this is likely to be a recent statistic; it was obtained from the Southampton City Web Site).

·	Of the 750 LGBT people in Birmingham who completed a questionnaire looking at various issues including mental health, Limbrick (2003) found that 12% had attempted suicide for reasons connected with their sexuality. 

2.3.4  Calderdale

Calderdale has a higher suicide rate than the national figures for England and Wales.   Within the last five years at least three lesbian and gay people have killed themselves in Calderdale: the ACTION research identified one young man who had made several attempts at suicide and who had recently lost his partner who killed himself; more recently a member of GALYIC died of a drug overdose or possible suicide and a middle-aged lesbian killed herself.  It is impossible to know the precise number of lesbian and gay people who commit suicide for two reasons: firstly, sexual orientation is not always known and not recorded; secondly, many suicides go unrecorded as coroners avoid labelling many deaths as suicide to safe-guard families. 

Bridget’s (2000) research with 15 young people who either lived or grew up in Calderdale found that 

·	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

Interviews with a further 8 young people in Calderdale have shown that,

·	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)

2.4  Why Some LGB People are Vulnerable

Young LGBs

It is blatantly obvious that it is LGB youth who are most vulnerable to attempting suicide.  Section 4 goes into detail about the needs and experiences of young LGB people who, because of their age, are more vulnerable to the different effects of homophobia including, for example

·	low self-esteem, self hate, depression, anxiety, eating disorders, phobias
·	alcohol and drug misuse
·	isolation from society, family, friends and other homosexuals, especially peers
·	pressure to conform, rejection from family and friends
·	difficulties in coming to terms with their sexual orientation
·	violence and harassment
·	isolation and problems at school, bullying, truancy and school drop-out
·	homelessness and risk of prostitution
·	relationship problems
·	lack of support/inappropriate support from professionals.

Not all young LGB people experience all of these problems but the majority will experience some.  It is LGB young people who are most isolated who are most at risk.  These include those who,

·	have not yet come out and made contact with supportive groups, such as lesbian and gay youth groups
·	are aware of their 'difference' from an early age
·	do not conform to gender stereotypes
·	grow up in rural areas and small towns where there is no lesbian or gay visibility or support
·	belong to other minority/oppressed groups, e.g. black and minority ethnic, disabled, poor/working class, female
·	hold conservative religious views, as well as those who
·	have been sexually abused
·	misuse alcohol/drugs
·	come from dysfunctional families, and those who
·	experience intrapersonal conflict regarding their sexual orientation.  Most young people will experience this until they receive appropriate support (see below, internalised homophobia).

Paul et al (2002) note that the increased suicidal risk of LGB young people is not just connected with their mental health but with societal discrimination and harassment.  They conclude:  "If we cannot change some of the environment in which lesbian, gay, and bisexual youths come to maturity, the alienation, isolation, and victimisation they frequently encounter will continue to take their toll."

Safren and Heimberg (1999) looked at depression, hopelessness, suicidality and related factors in both sexual minority and heterosexual adolescents.  They found that sexual minority youth revealed a greater level of distress than heterosexual youth regarding depression, hopelessness and suicide: 30% of the sexual minority group compared with 13% of the heterosexual group had attempted suicide at least once in the past.  But when looking at present distress, issues other than sexual orientation accounted for most of the differences found between the two groups.  

When questioning participants about their reasons for attempting suicide, Bridget (1994a; 1999) found that some did not connect the attempts with their sexual orientation but cited other factors such as relationship problems, pressure to do well at school.  It seems possible that the underlying vulnerability caused by internalised homophobia and heterosexism may be an important aspect in 'pushing' young LGB people 'over the top.'  For example, when a young person says that it was pressure of exams that made them try to kill themselves, this may well be part of the reason but if that person was also dealing with an emerging homosexuality it is less likely that they would be able to cope with any extra stress.  This needs further investigation.
Safren and Heimberg (1999) note that studies which examine different types of stress experienced by LGB people revealed high levels of fear, fear of
·	rejection, victimisation or humiliation by their peers and family
·	others discovering their sexuality.
The authors point out that these fears probably reduce the ability of the teenagers to seek support from parents and friends, and stop them from using effective coping techniques.

LGB people who do not disclose their sexual orientation are more vulnerable to psychological difficulties than those who have come out (Hegna et al, 1999).  One of the main reasons why LGB people do not come out, and one of the main reasons almost every LGB person experiences intra-personal conflict regarding their homosexuality, is because they fear rejection or harm. This comes from internalised homophobia and the discrimination (heterosexism) they witness and experience every day in the media, at work or school, in the home and on the streets.  It is the combined effects of internalised homophobia and heterosexism that make LGB people particularly at risk for mental health problems.  (Garnets et al, 1992; Hancock, 2000; Hunter et all, 1998; Meyer, 1995).

2.4.2  Internalised Homophobia

Internalised homophobia is the result of internalising the negative messages society gives out about homosexuality.  Everyone internalises these negative messages but the effects are worst at the point of identifying as lesbian or gay.  Unless LGB people come into contact with accurate information, positive role models and appropriate support, most of these messages remain internalised and affect their lives significantly.  All of the Calderdale ACTION participants had experienced problems coming to terms with their sexual orientation, as the following quotes highlight:

Once I had accepted it I realised that I was not a freak.  (female)

I wanted to fit in when I was younger.  (female)

When I was around 17 I had sleepless nights just thinking about it.  I didn't want to be [gay] and I had not experienced gay sex as such.  I was just trying to accept that that is what I was destined for.  (male)

The more I realised I was gay the less I liked it and wanted the wife and children and all that kind of stuff. (male)

[I had problems accepting my sexuality]  Meeting guys and pretending.  Drinking gave me more confidence at the time to pretend to be heterosexual.  It made me a lot more confident really. (female)

Yes. [I had problems accepting my sexuality]  I can't put my finger on it.  It is difficult.  A lot of it is born out of feeling bad about it.  You hear all the bad messages about it, everything is negative.   My parents had split up.  My mum knew but I was living with my dad at the time.  My dad found out and didn't speak to me for about five years.  I feel as though I missed out on a lot of important things because of this.  I do speak to him now.  I wish my dad would have given me the chance to say what I wanted to say.  He took it on board himself to not speak to me. (male)

I wanted to put myself down a lot.  Wasn't doing very well at school and wanted to put myself down.  Found it difficult to come out.  At 15/16 I didn't like myself at all and wasn't happy with my appearance or personality.  (male)

[I felt] confusion because I have had relationships with men in the past.  I still questioned myself.  I do have a preference for women. (female)

[I had problems accepting my sexuality]  because of the negative attitude of my parents who I would describe as being homophobic and not liking anyone gay.  That and all the people at school made me feel that I don't want to be someone that nobody likes.  That is what has caused it, other peoples' opinions.  (male)
Shidlo (1994) suggests that internalised homophobia 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) holds 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; Coleman; 1982; Sophie, 1983; Troiden, 1979).  Utilising these models and work done by Bridget (1994a), Paul Fitzgerald of North Warwickshire Mental Health NHS Trust has developed the following model.  It should be noted that it is not a blue print, or how it happens on an individual basis. 

Stage 1:  Identity Confusion

From never having considered it, the 'stage 1' individual suddenly begins to privately feel that information about homosexuality is somehow personally relevant to them.  Try as they may to deny it, and quite often they will try mightily, the confusion and doubts persist.

People at this stage sometimes cope with their fear-inducing feelings by becoming anti-gay 'moral crusaders.'  They feel that if they condemn homosexuals long enough and loud enough, no-one will suspect them of being gay.

Those people at this self-denying point in their development have several other coping strategies.  The favourite is by having gay/lesbian sex but not getting involved in the experience.  They can then make excuses which rationalise their actions, e.g. 'I was drunk' or 'it was just an experiment.'

Eventually most people at this stage begin to let down their resistance to the truth and begin to seek further information, which will allow them to move on.

Stage 2:  Identity Comparison

Here the individual has consciously accepted that they are lesbian/gay, but devalues the knowledge in order not to lose prestige with important heterosexuals in their life.  (I might occasionally have gay/lesbian feelings but that does not mean I am gay/lesbian).

At this stage some enter into heterosexual marriage and relationships in order to conceal/deny their sexuality.  They may at the same time be conducting a secret gay/lesbian sex life.  They will try very hard not to give the game away or they may become super macho/ultra feminine   However, if any of these concealment strategies break down (for instance if their partner should discover the truth, or s/he can no longer sustain the issue of lies, or if their gay/lesbian feelings become irresistible) then very often the individual moves on to stage 3

Stage 3:  Identity Tolerance

Now the individual will have accepted the truth of their sexual orientation and be prepared to do something about it.  They are likely to seek out other self-defined gay/lesbian people and find their way into the gay/lesbian community.

They may feel alienated from important heterosexuals in their life.  However, if they receive the right kind of support and positive input, their confidence in their sexuality will begin to grow.  The important people in their life are now more likely to be gay/lesbian.  As long as the individual has reasonable social skills and meets positive gay/lesbian people who will reinforce their growing sense of self-esteem, they will begin to explore further and move onto stage 4.

Stage 4: Identity Acceptance

At  this stage it is likely that the confusion that has plagued the individual so far (Who am I? What am I?) will be resolved.  They will have accepted their sexual orientation and be exploring it to the full.  However, if they have had mainly bad experiences with the gay/lesbian community they might still only be partially accepting their homosexuality, considering it to be okay in private, but not to be shared with important heterosexuals in their life.

If their experiences have been mainly positive they may choose to 'come out' to family and friends and to find homophobic attitudes actively offensive.  In order to deal with this perceived injustice they may well move on to stage 5.

Stage 5:  Identity Pride

Here the individual becomes more and more involved in the gay/lesbian community and the important heterosexuals in their life become less important.

It is this stage that the anger felt by the individual at the injustices meted out by society to gay men/women could cause them to take up gay/lesbian politics and campaigning.  They may well become disillusioned with 'straight society' and withdraw further into gay/lesbian lifestyle.  They begin to divide the world into gays/lesbians (who are okay) and 'straights' (who are not).  They may feel less inclined to hide their sexuality.  However, should their beliefs about the general hostility of heterosexuals be confounded (for instance, if they find those they come out to are supportive and accepting) they can move on to stage 6.

Stage 6:  Identity Synthesis

Finally the idea that they (heterosexuals) are the persecutors and we (the lesbians/gays) the persecuted is modified.  Positive experiences with supportive heterosexuals will have broken down the hostility and the individual's homosexuality can be totally integrated into their wider life.
This persons homosexuality is no longer an issue of internal conflict.

Not all lesbians and gays will go through these stages.  Some lesbians, especially those who came out during the women's liberation movement, would say that they chose to become lesbian.  Many lesbians fall in love with another woman for the first time later in life.  Not many people reach stage 6.  Many get stuck along the way, especially if they have been using alcohol/drugs as a coping method. 

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 likely to be the majority),  
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); 
·	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).

Looking at the lives of older LGB people Friend (1991) has proposed three models:  

1.  Optimal Affirmative Outcome

·	Even though the lesbian or gay person who belongs to this group grew up in a hostile period, they have been able to reject the negative views about homosexuality and replace them with a new, positive, construction.  
·	Some have done this as a result of their personal and political activism, others as a result of living their lives as who they are.  
·	Affirmative lesbians and gays are more likely to be open with and accepted by their families of origin and encourage family members to challenge heterosexism e.g. by joining organisations like PFLAG (Parents and Friends of Lesbians and Gays).  
·	They attain high psychological adjustment.  

2.  Stereotypical Option

·	Lesbians and gays who belong to this grouping conformed to the negative beliefs associated with heterosexism:  they hid their sexual orientation and lived with self-loathing, shame and guilt.  
·	Their current lives matched the stereotype of older lesbians and gays as alienated, lonely and depressed.  Secrecy is a major characteristic of their circumstances.  
·	Members hide all or parts of themselves from families and friends creating a wall of separation and distance; contact with families is most likely minimal and superficial.  
·	They maintain a distance from other lesbians and gays and are unlikely to develop social or emotional support systems with them.  
·	People who belong to this group are separated from positive lesbians and gays and therefore have limited opportunities to challenge their beliefs.

3.  Passing Option

·	People who belong to this option are a little less isolated and therefore not totally accepting of society’s negative views of them.  
·	They believe heterosexist assumptions but also acknowledge and marginally accept their same-gender orientation. 
·	They are not fully accepting of their sexual orientation because they feel valued for what others expect them to be rather than for who they really are.  
·	They believe heterosexuality to be superior to same-gender sexual orientation, are often heterosexually married and remain married and closeted so as to pass as heterosexual.  
·	Many keep a distance from identifiable lesbians and gays, others interact with them or are even in long-term relationships with someone of the same gender.  
·	If in a same-sex link-up, members of this group do it in such a way as to still appear as heterosexual.  
·	They live in two worlds:  one public, one secret: the emotional costs are usually high.  

The lives of LGB people often cross over all three options.  It is difficult to find LGBs from the latter two options to take part in research as they are hidden, research findings concerning older LGBs are more likely reflect the Optimal Affirmative Outcome group.  

As well as influencing identity development, Malyon (1982) hypothesised that internalised homophobia causes depression and influences:

·	self-esteem, 
·	the elaboration of defenses, 
·	patterns of cognition, 
·	psychological integrity, 
·	object relations, and 
·	superego functioning.  

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 disoroders (Brown, 1987);
·	fragmentation and borderline-like features (Gonsiorek, 1982, Malyon, 1982); and
·	suicide (Rofes, 1983).
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 unconscious defence mechanisms that include: 

·	rationalisation,
·	denial,
·	projection,
·	identification with the aggressor.

Other unconscious features include:  

·	internalisation of distorted images of lesbian sexuality as deviant or as overidealised (Brown, 1987;  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 homosexual 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,
·	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.

As internalised homophobia is likely to be an important determinant of psychopathological conditions in lesbians and gay men, Shidlo (1994) strongly recommends that psychotherapy with this population should routinely include the assessment and treatment of internalised homophobia (Gonsiorek, 1982; Malyon, 1982; Stein & Cohn, 1984).

 Homophobic Hate Crime

As well as experiencing the discrimination that permeates all institutions and services (see Heterosexism, INTRODUCTION), LGB people are also subjected to homophobic hate crime from family, friends, colleagues, as well as strangers.  Homophobic hate crime can take many forms including verbal abuse, threats and intimidation, harassment, damage to property and physical assault.  The majority of LGB people have experienced some sort of homophobic hate crime (see www.lesbianinformation.org : RESEARCH: statistics: hate crime and HISTORY: Homophobic Hate Crime Task Group: Homophobic Hate Crime in Calderdale, which includes an extensive literature review of British and international research).

One of the side effects of greater visibility of LGB people and homosexuality in general means more harassment of homosexuals of all ages.  This is particularly important for lesbian and gay youth:  evidence suggests that the level of homophobic bullying experienced at school is on the increase (Camden, 1991; D'Augelli, 1998; Douglas, et al, 1997; Mason and Palmer (Stonewall, 1996).  An article in the Times Educational Supplement, January 2000 entitled 'This Table is Gay' discusses the work of Dr Ian Rivers who conducted a three year study concerning homophobic bullying in British schools and found that half of the LGB pupils who had been bullied contemplated suicide or harming themselves at least once.  The research also found that nearly one in five (17%) displayed symptoms associated with post-traumatic stress disorder later in life. 

Calderdale

Seventy-seven percent of the participants in the Calderdale ACTION survey had experienced abuse at school because someone knew or suspected they were lesbian or gay.  GALYIC have supported three young lesbians and one young gay man, all of whom had left school early or truanted for significant amounts of time i.e. between one and two years, due to bullying; in each instance the schools did nothing to stop the bullying.  

A recent survey (Atherill, 2001) of 49 LGB people in Calderdale regarding homophobic hate crime (HHC) found:

·	69% (34) of respondents have been a victim of a HHC at some point in their lives; 76% (25) of women and 56% (9) of men,
·	55% (27) have been a victim of a HHC within the last 5 years; 70% (23) of women and 25% (4) of men,
·	women had experienced much higher levels of all types of abuse except physical assault,
·	the majority of incidents occurred on the street (62%) and at home (18%). 21% of incidents took place in Halifax; 24% in Hebden Bridge; 27% in Todmorden,
·	35% of the women and 19% of the men had experienced domestic violence.

The type of incident and levels of experience amongst all respondents, women and men can be seen in Table 2: Type of incident and level of experienced over the last 5 years.

Table 2:  Type of incident and level of experienced over the last 5 years.


All
Women
Men
Verbal abuse
55%
70%  (23)
25%  (4)
Threats/intimidation
24%
30%  (10)
12%  (2)
Harassment
22%
24%    (8)
19%  (3)
Damage to car/property etc.
22%
30%  (10)
6%  (1)
Physical assault
10%
9%    (3)
12%  (2)
	(n): Shows actual number of respondents

Findings in the Calderdale survey reflect other similar projects in different parts of the country as well as a recent national survey of over 10,000 LGB people in England.

Garnets et al  (1992) suggest that hate crimes can cause psychological harm over and above that associated with non-bias crimes and 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. 
Garnets et al  (1992) also suggest that 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). 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,
·	increased fears for one's safety.

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). The campaign was also successful in Britain (although Section 28 has been removed in Scotland).  The effects of constant homophobia in the local media is very soul destroying.
2.4.4  Combined Effects of Minority Stressors
Theuninck (2000) examined the relationship between minority stressors, which he identified as:
·	internalised homonegativity (internalised homophobia)
·	sexual identity uncertainty
·	stigmatic stress (characterised by anticipated threat, discrimination, and devaluation) and
·	gay-related victimisation
and traumatic stress reactions including Post Traumatic Stress Disorder (PTSD) and negative fundamental beliefs, among 329 self-identified homosexual and bisexual males who lived in South Africa.  He found that all minority stressors had a significant relationship with both PTSD and negative fundamental beliefs.  28% of the sample qualified for PTSD diagnosis.  Theuninck concludes that the data suggests the possibility that minority stressors may lead to chronic trauma symptom reactions, and that the minority stressors that gay and bisexual males are subject to are of a chronic nature.  Theuninck also found,
·	support for the relationship between gay social support and self-disclosure of sexual identity as buffering the effect of minority stress on trauma reactions
·	differences between participants with regard to traumatic stress in relation to education, age, ethnicity, socio-economic states, area of residence and gender identity
·	support for the hypothesis that the relationship between minority stressors and the formation of traumatic symptoms may explain vulnerability to gay-related suicidality.  22.5% of the sample experienced gay-related suicidal ideation with 16.5% attempting suicide because they were gay.
·	There was also support for the tentative hypothesis that minority stressors may explain why gay males are over-represented in samples of patients with borderline personality disorder.

The effects of homophobia and heterosexism on LGB people therefore appears to be most pronounced in young LGB people but can continue throughout adulthood, making some LGB people vulnerable to both suicide and other mental health problems throughout their lives. 

The evidence also suggests that social support from the lesbian and gay community and coming out (within a supportive environment) can reduce the risk of developing mental health problems.   

2.5  Lack of Access to Appropriate Mental Health Services

Appropriate intervention could significantly reduce the vulnerability of LGB people to mental health problems  All too often, however, this is not available and inappropriate intervention adds to their vulnerability, as Gibson (1989) says,

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.

U.S.A.

There has been substantial American research on the lack of appropriate services which have found, 

·	lack of support and/or inappropriate support available to LGB youth (Hetrick & Martin, 1987; Sophie, 1988; Kourany, 1987; Slater, 1988; Bidwell, 1988; Gonsioreck, 1988; Rofes, 1989; Sandford, 1989; Vergara 1984; Fikar 1992).  
·	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.

Britain

In a survey of 55 LGB mental health service users MIND (Golding,1997) found 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.

Other British studies have found similar results (Man, 1994). 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. 

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.  

Calderdale

When ACTION conducted a survey of over 40 agencies in Calderdale in 1998, not one was providing specific services for LGB young people; only one provided services specifically for gay and bisexual men (MSM) while there were only a handful who provided services to the general public including LGB people (Bridget, 1999).  In some cases, professional help became a risk factor.  For example, one young gay man was advised by his counsellor to come out to his parents: his parents were hostile and this resulted in worsening his situation. Another young gay man went to his GP for support who offered him aversion therapy (Bridget, 1999).

2.6  Why Mental Health Services are Inappropriate

The main reasons why mental health services are inappropriate are:

1.	Silence about the issues
2.	Lack of policies and strategies
3.	Lack of training

Silence about the issues

Sexual orientation is usually ignored by mainstream suicide researchers (Kersten, 1991) or, worse still, it is denied.  

Because of an increase in youth suicide, in the mid 1980's the U.S. government called for a series of conferences and specialist papers on the subject.  The results were published in four volumes by the U.S. Department of Health and Human Services Task Force on Youth Suicides, entitled "Report of the Secretary's Task Force on Youth Suicide," January, 1989.  In a paper entitled "Gay Male and Lesbian Youth Suicide," (volume 3), Gibson states:

A majority of suicide attempts by homosexuals occur during their youth, and gay youth (of both sexes) are 2 to 3 times more likely to attempt suicide than other young people.  They may comprise up to 30 percent of completed youth suicides annually.

When the U.S. suicide report was published there were calls from politicians to delete Gibson's paper.  Republican Dannemeyer severely criticised the report and claimed that the gay community was using it to advance a 'homosexual political agenda.' In his written response to Dannemeyer, Dr Louis Sullivan, Secretary of the Department of Health and Human Services, stated,

The views expressed in the paper entitled 'Gay Male and Lesbian Youth Suicide' do not in any way represent my personal beliefs or the policy of this Department.  I am strongly committed to advancing traditional family values.  Federal policies must be crafted with great care so as to strengthen rather than undermine the institution of the family.  In my opinion, the views expressed in the paper run contrary to that aim.  (Equal Time, 8 November 1989).  

Only after considerable debate was the report accepted but it was only published in a limited edition. (Remafedi, 1994)

Despite numerous research projects which continued to identify lesbian and gay youth as a high risk group, in 1995, a special supplement of the international Journal of Suicide and Life-Threatening Behaviour, Vol 25 was dedicated to challenging this.  Previous research methods were criticised for lack of controls, lack of clarity regarding definitions (sexual orientation, suicide, attempted suicide, para-suicide), using convenience samples and so on.  The Supplement concluded that there was no significantly higher rate of suicide among homosexual as compared to heterosexual youth.

This same denial and suppression has happened in Britain.  In his book "Suicide and Attempted Suicide Among Children and Adolescents," Hawton (1986), one of Britain's leading experts on adolescent suicide, devotes one paragraph to the subject and states:

     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.

In their paper, "Suicide and deliberate self-harm in young people," Kerfoot and Huxley (1995) ignore lesbian and gay youth whilst a survey on homeless young people and attempted suicide (Armstrong, 1996) also omitted the sexual orientation of the participants (it is estimated that in the U.S.A. between a third and a half of homeless youth are lesbian and gay, Durby, 1994; the situation is likely to be similar, in Britain).

At the same time, there was some very limited recognition that lesbian and gay youth are a high risk group for suicide (Hill, 1995; Sayce, 1995; The Samaritans, 1993).  The Government's Health of the Nation booklet "Sometimes I think I can't go on any more..." (1993), stated:

Suicide is very rare under the age of 14.  Some adolescents are more at risk than others.  These include those who are depressed, who misuse alcohol or other substances, who are in trouble with the law, and whose sexual orientation brings them into conflict with their family or others.  Suicide is three times as common in men as in women - young men are particularly at risk.

In his plenary speech at the MIND Lesbians, Gays and Mental Health conference in 1995, John Bowis, Junior Health Minister, also acknowledged the vulnerabilities of lesbian, gay and bisexual youth:

"...There is evidence from America which suggests that a significant proportion of teenagers committing suicide are lesbian and gay. ... Given that a reduction in the rate of suicide and improvements in sexual health are Health of the Nation targets, this is a matter of concern and we would wish providers and statutory organisations to consider these issues when looking at their services."

Lack of policies and strategies

Given that there is indisputable evidence that lesbian and gay youth are a high risk group for suicide, that several studies have met the previous criticisms of lack of controls, definitions, etc., when the current British government produced the Suicide Reduction Strategy for England one would have expected lesbian and gay youth to be identified as a high risk group.  This is not the case.  Lesbian and gay youth are not mentioned anywhere in the document, despite several people responding to the government's consultation.  It is worth noting that the equivalent document in Scotland does include lesbian and gay youth.  It begs the question why were they left out?

There is some limited reference to lesbian and bisexual women in the Women's Mental Health:  Into the Mainstream, Strategic Development of Mental Health Care for Women.  

Until the needs and experiences of LGB people are given appropriate space within all of the relevant policies and strategies (and not just within a tokenistic equal opportunities statement), local and regional authorities will continue to either leave them out of provision or place a low priority on making their services relevant and accessible.

Lack of training

U.S.A.

In her review of psychotherapy training and practice Hancock (2000) cites the following:  

·	Atkins & Townsend (1996), Pilkington & Cantor (1996):  all have identified inadequate education and training about LGB issues as the root of biased, inadequate and inappropriate services.  
·	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,
·	know LGB residents or faculty, and
·	report LGB residents as an asset to their departments.  

Townsend concluded that most of the child and adolescent training programmes did not reflect a heightened awareness of the vulnerability of LGB youth. 

In the preface to "Homosexuality & The Mental Health Professions, the impact of bias," formulated by The Committee on Human Sexuality; GAP Group for the Advancement of Psychiatry, which was published in 2000, the authors note that the report 

is among the first to address the question of AHB (anti-homosexual bias) specifically within psychiatric practice, training, and professional relationships.  This report also raises questions about the adequacy of current knowledge and training of psychotherapists in the areas of sexual orientation and the impact of AHB in the treatment setting.

The Group for the Advancement of Psychiatry (GAP) was founded in 1946; the GAP Committee on Human Sexuality was founded in 1989 and has been influenced by the work of Rieker and Carmen (1984) who taught that combating prejudice could be effective by fostering attitude reassessment and modification which is best done in small group settings in which conflicts about sex roles, gender identity, moral values and other areas can be openly discussed.  The authors (the GAP Committee on Human Sexuality which is made up of 16 MDs) note that AHB is seen in the treatment of patients and in the education and training of mental health professionals.  

The Committee on Human Sexuality recommends that psychiatrists and other mental health providers need to be educated to understand the "multitudinous ramifications of" the process of coming out. (p18)  

The Committee examined the different types of AHB found in psychotherapy with lesbians and gay men based on a survey of randomly chosen members of the American Psychological Association; 2,544 psychologists responded.  The following five patterns have been identified from their responses:

1.	Pathologizing:  A therapist's belief that homosexuality per se is a form of psychopathology, development arrest, or other psychological disorder.
2.	Stereotype, stigma, and misattribution:  A therapist automatically attributes a patient's problems to his sexual orientation without evidence that this assumption is correct; or the therapist focuses on sexual orientation as a therapeutic issue when it may not be essential to the concerns that brought the patient into therapy.  A therapist will rely on cultural stereotypes of homosexuality (i.e., gay men are esthetically inclined; lesbians are man haters) as a substitute for knowledge about an individual gay or lesbian patient.
3.	Empathic failure:  Empathy is the process of consciously or unconsciously feeling or understanding, intuitively or intellectually, the internal situation or emotions of another being, who is separate and different from oneself.  Empathy implies not only a sympathetic understanding of another who is functioning in a different situation from oneself, but also an ability to see others from their own set of values and points of view.  The empathic process has been attributed to projection of one's own psychological presuppositions and functioning.  Such projections can, however, lead to a false assumption or conclusion.  Empathic failure may be due to a lack of knowledge of countertransference.  Whatever its cause, a therapist's failure to recognize a lesbian or gay patient's psychological symptoms and distress can seriously escalate the patient's social stigmatization and antihomosexual self-hatred (internalized  homophobia).
4.	Heterosexism:  As defined earlier, this ideological system denies, denigrates, and stigmatizes any nonheterosexual form of behavior, identity, relationship, or community.  Heterosexism believes in the inherent superiority of social practices and cultural institutions associated with heterosexuality.  This belief system is usually accompanied by a therapist's denial and devaluation of vital aspects of lesbian or gay emotional growth and ignores the development of healthy interpersonal relationships.
5.	Unsolicited attempts to change a patient's sexual orientation:  Without being requested to do so, a therapist may seek to change a patient's sexual orientation by advocating or prescribing heterosexual behavior, or even prohibiting homosexual behavior.  The therapist may ascribe relational difficulties to the patent's being gay, rather than to the complexities of a particular relationship.

The Committee suggests that each of the above patterns can result in lapses from the accepted standards of professional ethics.  They suggest that some lapses are as a result of ignorance regarding a) contemporary research on human sexuality and sexual orientation, lesbian and gay development throughout the life cycle or b) the subcultures within gay and lesbian communities.  The Committee concludes that education can address this lack of knowledge combined with expert consultation and supervision to help the therapist who is willing to learn about the issues.  They also acknowledge that some therapists are unable empathise with lesbian and gay clients which is often a result of deeper psychological and psychocultural sources of AHB .  These therapists attempt to impose their own personal moral values on patients. (page 29).

The authors utilise several vignettes to describe therapeutic situations.  One vignette identifies several examples of heterosexism on the part of the therapist and includes:

·	automatically assuming that a patient is heterosexual and discounting the patient's self-identification as gay or lesbian;
·	devaluing the quality or underestimating the potential worth of a gay or lesbian relationship owing to the privileging of conventional heterosexual forms of relatedness as more desirable;
·	neglecting to take a careful and unbiased sexual history and automatically presuming the patient is heterosexual until he or she states otherwise; and
·	failing to create an atmosphere in which the patient can talk safely about same-sex feelings.

Britain

Annesely (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.

Calderdale

The majority of mental health workers in Britain were trained before 1993 when homosexuality was still considered a mental illness.  Few training courses now include any in-depth discussion of homophobia and its effects on LGB people.  For example, in 2001 GALYIC conducted training with 8 health workers at Northowram Hospital (6 of whom were currently mental health students), none had had any previous training on LGB issues.   The GALYIC worker has recently given a talk to Mental Health Day Services and began by conducting a survey of their training needs.  There were fourteen participants; the full results can be found in Appendix C, the following are a selection:

·	13 of the 14 said they were somewhat knowledgeable about the mental health needs of LGB people; 1 said they were not knowledgeable.
·	1 said their basic training in relation to supporting LGB people was good; 8 said it was poor; 5 had no training.
·	4 said the training consisted of one session, 1 said it was integrated into the whole course; 1 said one awareness day; 8 left this blank.
·	13 said they had had no in-service training in relation to LGB people, 1 said it was poor.
·	13 had not had any supervision in relation to supporting LGB people; 1 had.
·	12 said they were unfamiliar with social resources in relation to LGB people, 2 referred to GALYIC.
·	6 did not know of any specialised support programmes for LGB people.
·	10 guessed that the percentage of LGB users was between 1-25% whilst 4 said they didn't know.
·	1 said they asked users what their sexual orientation was most of the time, 1 some of the time, 3 almost never, 8 never, 1 didn't work with clients.
·	1 said it was very important to be aware of the sexual orientation of their users, 3 said it was important, 5 somewhat important, 2 not important, 1 blank, another said it depended on the needs of the user.
·	11 agreed it was useful to have openly LGB staff.
·	all 14 said they had no specialised programmes to offer LGB users.
·	1 said the priority at their facility to develop and improve programmes for LGB people was medium, 3 low, 7 no priority, 3 left this blank.
·	When asked if there was any professional risk to openly LGB staff 3 said probably, 2 not sure, 4 probably not, 1 definitely not, 3 blank, 1 didn't think so and 1 said they would hope not.

It is suspected that if this survey were to be conducted with all mental health workers in Calderdale very few would have had any in-depth training on this issue.  In fact, Smith (2000) conducted a study in West Yorkshire 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
·	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. 

A conference on Lesbians, Gays and Mental Health, attended by 37 mental health workers, was held at Northowram in March 2001.  A report was produced and distributed. The evaluation (see Appendix D) identified further training needs and ways of addressing the mental health needs of LGB people.  Further training included:  

·	Practical placement - inter agency.
·	Counselling techniques in supporting gay men and lesbian women.
·	More awareness of LGB culture issues.  Future update training/refresher courses 
·	More specific to mental health - gay affirmative counselling for example.
·	Psychiatrists need to attend.
·	Needs to be the beginning, not a one-off.

There is an imperative within the health service to sort its own house out so as to avoid doing more harm and to ensure equitable provision.  If gay men and lesbians are to receive the same level of provision as the heterosexual population, perceptions of the NHS staff as hostile need to change.  This will only happen when the experience of lesbians and gay men change.  It needs positive, affirmative action in order to offer an inclusive service.  This is true for all services but there is a specific, urgent need in mental health services, as it is where people wounded by homophobia and needing support and advice to withstand the extra pressures they face turn to.  It should be remembered however that the first gateway to finding a mental health service is usually the GP practice. 

Feedback from Workshop

Eight people attended this workshop.  Feedback included:

·	Accessibility of services (mainstream & LGB):  wheelchair, non-homophobic, publicise
·	Image of Relate is one of marriage guidance and does not relate to LGBs
·	Need to change the ethos of the mental health service and not just a token worker
·	Develop charter mark (pink triangle or rainbow flag) to show that service has been evaluated and meets specific standard with a check list and in-service, agency-wide training
·	Specific LGB counselling service funded by NHS to include:
·	Mental health
·	Sexual health
·	Relationships
·	Drugs and alcohol
·	A one-stop shop/drop-in
·	Appropriate, adequate, well resourced e.g.
·	Visibility (not hidden)
·	Location
·	Publicity
·	Safety
·	Quality assurance/audit with client group
·	Mainstream services accessible and support LGB project
·	Sometimes it is better to go to a 'sussed' supportive mainstream service than to an LGB service run by LGBs who have internalised homophobia
·	We are already vulnerable; having a lesbian counsellor who has internalised homophobia could make us more vulnerable
·	Prevention work in schools.

2.8  Recommendations

As above, plus,

·	Support for newly established LGBT Mental Health Task Group with a remit to assess needs, review effectiveness of interventions and make recommendations to agencies.

·	Response from health authorities to the recently distributed LGB Mental Health Conference Report

·	Training for all mental health workers

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

·	Establishment of LGBT Mental Health Support Group 

·	Establishment of LGBT People Surviving the Mental Health Service Support Group.


2.9  Recommendations from Homophobic Hate Crime Report

·	Widening of Homophobic Hate Crime Task Group membership to include representatives from relevant agencies to agree a way forward. These meetings should be regular (at least six times a year) and should be open to the public.
·	Acknowledgement of similar issues/problems for transpeople and incorporation of transpeople within Homophobic Hate Crime Task Group.
·	Homophobia awareness training for all relevant agencies:  Police, Youth Offending Team, Victim Support, Calderdale Community Safety Partnership, Magistrates, Information Shop, CABs, Crime Prosecution Service, etc. 
·	Acquire funding for the post of LGB Safety Community Development Worker who would then develop support services (helpline, counselling, advocacy, support going to court, reporting system) and become the lead person on the HHC Task Group. (Brighton have been successful in acquiring significant funding from the Home Office to develop a similar project). Worker to keep up-to-date with developments in UK and abroad.
·	Encourage Police to appoint an out LGB police officer as the named person to whom LGB’s can contact for support/to report homophobic hate crime.
·	Encourage links between work challenging domestic violence and race hate crime.
·	Work needs to be conducted throughout Calderdale schools:  the main perpetrators of homophobic hate crime tend to be young men. It is therefore critical to develop anti-homophobia work in schools. This should also have the effect of challenging homophobic bullying.  It would necessitate a meeting with the relevant bodies (Youth Offending Team, Schools, Director of Education, the police, etc) to develop a plan and to acquire funding to further such a project. The literature review and feed-back from conferences should help to provide some ideas e.g. the London Metropolitan Police Force have provided funding to produce rainbow rubbers with 'Rub Out Homophobia' and rainbow rulers with 'Rule Out Homophobia' for distribution in schools.
·	Funding be made available to conduct a literature review of same-sex domestic violence.  To include causes, differences between genders and any power imbalances. Findings from survey to be added and a report published.  This should include specific recommendations in relation Work with Youth Offending Team to develop ways of challenging homophobic hate crime offenders.
·	Encourage agencies to develop LGB friendly services and referral systems.  Once agencies more accessible to LGB people, encourage LGB people to become involved, e.g. as volunteers (Victim Support).
·	Encourage Mental Health Services to take on board effects of internalised homophobia and minority stress and provide appropriate services for the victims of homophobia.
·	Encourage GPs to develop their understanding of the effects of internalised homophobia and minority stress and refer to appropriate services.
·	Work with local media, churches, local authorities to help reduce homophobic views.

Further Research

The following areas have been identified where further research is needed (this is not an exclusive list):

Calderdale

·	Complete survey of all mental health workers in Calderdale to ascertain levels of knowledge and training.
·	Research project into numbers of people in Calderdale who have died within, e.g. the past five years, from suicide or other circumstances (drug overdose, etc) and who are LGBT

National/International

·	Production of similar document to that produced in the USA by GAP on the impact of bias within the mental health professions in Britain.
·	Obesity: Obesity has been identified as a problem experienced by lesbians; obesity is associated with overeating which is linked to mental health, i.e. depression, Post Traumatic Stress Disorder (PTSD), dissociative behaviour, and other problems; further investigation of links between internal and external homophobia/heterosexism and obesity.
·	Eating disorders:  Some studies have identified young gay men as being particularly vulnerable to eating disorders yet other studies of both lesbians and gay men have found that it is a problem for both groups.  It is suspected that eating disorders might be one harmful way that some young people use as a way of coping with their emerging sexual orientation i.e. not wanting to grow up and face the expected homophobia.
·	Suicide ideation and completion in adult LGB people.
·	Further investigation of l ink between internalised homophobia and other mental health problems, including phobias, personality disorder, schizophrenia.
·	Survey of professional teaching colleges to ascertain what is taught about homophobia and its effects.
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