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Foreword

PACE is an organisation committed to providing counselling, groupwork and
mental health advocacy, free from the damaging effects of homophobia and
heterosexism. This report is the result of 18 months research carried out by
PACE, into the experiences of lesbians, gay men and bisexual people who have
used, or are using mental health services.

The evidence in this report reveals a large area of unmet need within mental
health services. Need that is not just ighored, or marginalised - need that is
invisible. The need for a culturally sensitive approach towards mental health
care for lesbians, gay men and bisexuals.

For many of us who have used, or are using, mental health services, there is
very little choice in mental health care, often because at the point where we need
such care; we are experiencing such distress that our ability to make decisions
has become seriously impaired. It is a time when we are extremely vulnerable
and dependent on those to whom we turn for mental health care. And it is times
like this when being a lesbian, gay man or bisexual user of mental health
services can be a risky business.

Without culturally sensitive knowledge, those to whom we turn for mental
health care will be unaware of the basic facts of our lifestyles. Lacking
awareness about the needs of lesbians, gay men and bisexuals can mean that
myths and stereotypes about us are mistaken for ‘facts’ - ‘facts’ that become
dangerous when used as a basis for diagnosis.

This research has provided all of us with a source of education and knowledge.
PACE has provided the mental health system with a way forward, ensuring that
lesbians, gay men and bisexuals become the recipients of mental health care
rather than homophobia, biphobia and heterosexism.

I welcome this report, for all who want to provide effective mental health care.
For all who want to understand and combat the prejudice that lesbians, gay men -
and bisexuals experience within the mental health system. And for all lesbians,
gay men and bisexuals who have courageously taken a ‘risk’ in using mental
health services and have taken part in this research.

Gloria Gifford
Survivor
January 1998



Introduction

‘DIAGNOSIS : HOMOPHOBIC'

“A few months ago I started seeing a psychologist because I was depressed, self-
harming and pulimic. She mentioned being an in-patient somewhere but I said
no and she put me on anfi-depressants. They didn’t work and a few months g0
1 fook an overdose. I was in hospital for a week and puf info a psychiatric
bosplta] specialising in eating disorders and self-harm. I fold my new therapist

'm gay but he tells me it’s a phase and I've had bad experiences with boys so
that s why 1 feel the way I do, it even says in m y care plan “confused sexuality
. I'm not confused.

A month ago I fook another - bigger - overdose. I've been fo A and E five fimes
so far for stitches and X-rays. 1 feel so lonely. My new anti-depressants haven’t
kicked in’ yet and last night [ sniffed hairspray. I feel so desperate and alone.
Please, please, write back soon. [ hope you can read my writing (my hand’s
bandaged).”

Extract from a letter received by LYSIS (Lesbian Youth Support and
Information Service) in December 1997 (see Section 6.2).

‘Diagnosis:homophobic’ is the first qualitative research study carried
out in Britain which looks at the experiences of lesbians, gay men and
bisexual people in mental health services.

We wanted to discover whether lesbians, gay men and bisexual people
received mental health services which worked for them and if so, what it was
that made them work. If, on the other hand, LGB service users were
unhappy with services, why was this the case?

In the main, in-depth interviews and focus groups were carried out to elicit
from respondents what their experiences (service users) or observations (MH
workers) as lesbians, gay men and bisexuals in mental health services had
been. Our intention in gathering qualitative data was to help us understand
the difficulties lesbian, gay and bisexual service users faced, how and why
services were experienced in the ways that they were, and to present that
information in a way which would inform both mental health practice and
LGB communities. As well as presenting the research findings therefore, the
aims of this report are also to:

* help MH professionals understand the implications and effects of being a
sexual minority in a heterosexist, homophobic and biphobic society

* encourage them to consider their own 1nd1v1dua1 practice with LGB clients
and service users



* encourage them to consider the practices of the institution in which they work, in
terms of LGB clients, service users and workers

* raise the profile of mental health issues in the LGB communities and encourage
alliances between mental health service users and non-users.

Structure of report
The findings which emerged from our data are summarised into the following seven
sections.

Section 1 ‘Motives and Means’, describes the context in which PACE (Project for
Advice, Counselling and Education) identified the need for this research, how
funding was found, and how the research was designed and carried out.

Findings presented in Section 2, ‘Understanding the Mental Health Issues Specific
to Lesbians, Gay Men and Bisexuals’, illustrate issues unique to lesbians, gay men
and bisexuals which can impact on mental health.

The range of attitudes participants experienced towards them as lesbian, gay and
bisexual users of mental health services, and the effects these attitudes had, are
explored in Section 3 : Accessing Services as Lesbians, Gay Men and Bisexuals;
Section 4: Diagnosis, Treatment and Care; and Section 5: Thinking About Attitudes.

Section 6 presents participants’ ideas on the roles of mainstream and specialist
LLGB services and the relationship between them, and lays out the improvements to
services which findings show are needed.

The conclusions and recommendations drawn from the study are presented in
Section 7.

Decisions about terminology and perspective
Terms used to describe people who have used or are using services were chosen in a
similar way to that described by Wallcraft and Read (1994):

“We have already referred to service users, patients and clients. We could have
used recipients or survivors of psychiatry, or even consumers or customers.
There is no one generic term that can take account of the different
relationships people have with mental health services ~ from voluntary
attenders of a drop-in, to people held against their will in secure units. Within
this limitation, we have tried to use the most appropriate term on each
occasion, knowmg that we will not always have made the same choices as our
readers.”

Describing one’s sexual orientation can also be complex, and where people have
used terms other than lesbian, gay or bisexual, these have been used.

The use of particular terminology can sometimes denote particular perspectives,
and it is important to outline here why certain phrases and not others have been
used. ‘Mental illness’ is a term which tends to be used in psychiatry, and represents
a ‘medical model’ of distress which is not the analytical perspective used here. This
is not to deny however that some service users do employ this term and subscribe to
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this model - that there are biological, chemical of genetic causes to their distress.
The view taken here is that no one theoretical perspective can provide an
explanation for every experience, thus our own use of a social model will not
necessarily apply to everyone. All models may well have a part to play, but it would
be interesting to speculate what effect the eradication of homophobia and
heterosexism would have on the mental health of individuals generally,
irrespective of sexual orientation. The inspiration at the heart of this research is
that one day we will know the answer to that question.

Difference and Diversity

All sorts of differences between lesbians, gay men and bisexual people exist, not
just in terms of sexuality but also in relation to variables such as ethnicity, age,
gender and physical ability. Any of these characteristics can influence the ways in
which workers and institutions choose to deliver services. Experiences other than
those arising from attitudes to sexual orientation have therefore been described in
order to draw attention both to the diversity of lesbian, gay and bisexual
communities, and to the ways in which lesbians, gay men and bisexuals can be
multi-oppressed. Multi-oppression can also mean that it is not always clear what it
is that people are discriminating against, as the quote below illustrates. '

“This service was saying that it didn’t want people who were suicidal. It didn’t
want self-harmers. Well [ mean, this is a crisis house. These are exactly the
people we want if for ... It’s a bit difficult fo tell whether they are being
homophobic. The gay men who have had this problem [i.e. been turned down
by the service/ also come info the categories of self-harmers and [are] suicidal.
So it’s difficult fo tell what they’re discriminating against them for, since they
are all these things!” Jay, Lesbian

Questions of difference and diversity need to be considered in much greater detail,
and it is hoped that funds for future research will be made available to take this
preliminary study forward.

A small number of transgender people contributed to both the pilot and the
research study, but experiences have not been analysed in terms of that
characteristic. Neither does this report attempt to address transgender issues, but
acknowledges that research does need to be carried out in this area. The
experiences of those who did contribute indicate that mainstream mental health
services are failing transgender people in the same way they are lesbians, gay men
and bisexuals.

Confidentiality

In order to respect confidentiality, participants chose the name and identifier by
which they wished to be known in this report. Place names, names of hospitals, and
services provided by specific boroughs or regions have been left out for the same
reason.

Editing
To aid your reading of this report, certain structures have been employed:

* quotes in italics indicate data gathered from this research
* all other quotes employ ordinary script




* text which has been left out of quotes is indicated by ... three dots
* some quotes contain words in brackets. These have been added by the researcher
to clarify what is being said.



Section 1

In recent years, staff at PACE observed that a significant number of those referring
themselves to the organisation for counselling, would also benefit from other types
of mental health care and support. They were concerned at how many of these
clients seemed unwilling to access such services, or were unhappy about services
they had used. Informal inquiries seemed to indicate that there were a number of
possible reasons for this: N

¢ Fears about, and experienées of, mainstream services pathologising those whose
identity or behaviour is not heterosexual.

0 Fears about, and experiences of, being faced with ignorance and homophobia
from both staff and other users of services.

0 Using services but not being ‘out’ could lead to inappropriate care, loneliness,
isolation and possibly compound feelings of internalised homophobia.

0 The services desired did not exist - for example local services specifically for
LGB service users.

On the strength of this anecdotal evidence PACE successfully applied to the
Department of Health to fund an 18 month research project which would ask the
following question:

“What are the experiences of lesbians, gay men and bisexual people who
have used, or are using, mental health services?”

PACE hoped that the answers to this question would indicate the ways in which
mental health services could ensure that lesbians, gay men and bisexual people
receive services which are appropriate, sensitive and safe. Developing
recommendations for good practice was therefore a key aim of this report.

The organisation also wanted to continue to build its knowledge base on the mental
health issues faced by lesbians and gay men, to ascertain the need for any new
LGB-specific services, and to therefore inform the development of its own service.

Finally, PACE wanted to explore the extent to which LGB users of mental health
services felt that LGB communities and individuals were inclusive and supportive.
Findings would indicate whether work within LGB communities is needed to raise
the profile of mental health issues and so encourage alliances between MH service
users and non-users. '




¢ Literature Review

‘A literature review was conducted prior to designing the research which
emphasised the lack of research into mental health services and lesbians, gay men
and bisexuals, and therefore the great need for it. In terms of British research,
relevant or related studies covered four main areas:

1. Attitudes of health care workers and professional in the field of general
health care

This small body of work reveals homophobia and heterosexism amongst GPs and
nurses. Bhugra’s 1988 study showed that 10% of GPs thought gay patients should
be returned to ‘normality’ by therapy, and that two thirds felt uncomfortable about
having gay men as patients. A 1994 study into homophobia among doctors (Rose,
L.), revealed that “doctors are influenced by ideology and the values of their culture.
In many instances they are blatantly homophobic.” Attitudes of nurses towards
lesbian nurses indicated that some lesbian nurses have not been treated with
respect or dignity because of their sexual orientation (Rose, P. 1993).

2. Lesbian and gay experiences of being cared for in the context of general
nursing.

Research carried out by members of the RCN lesbian and gay working party (James
et al, 1994, Rose and Platzer, 1993, Rose, 1993 and Platzer 1993) drew attention to
a number of areas, including:

fearful / prejudicial staff attitudes

inappropriate psychiatric referral

not allowing partner to accompany / visit

lesbians and gay men often do not reveal sexual orientation as they fear harm,
unpleasantness or that confidentiality may be breached.

* % ¥ %

3. Counselling and therapy

Man (1994) discusses research findings which report that up to 50% of lesbians and:
gay men seeking counselling reported dissatisfaction as a result of negative
attitudes and lack of understanding towards their sexual orientation. Man’s own
research into the coverage of lesbian and gay issues in counselling training showed
that whilst counsellors had worked with, or were working with lesbian and gay
clients, none had received training specific to those groups.

A study of training institutions for psychoanalysts and therapists to establish
whether lesbians and gay men are excluded from training and if so, what the
motives might be, revealed that openly lesbian and gay people are not accepted to
train as therapists or analysts in some British training institutions (Ellis, 1994).
Young (1995) describes the difficulties of getting sexual orientation onto
institutional agendas - for example the British Association for Counselling (BAC)
turned down a proposal for a training guide on lesbian issues, and the British
Psychological Society refused to include a lesbian study group and a lesbian and gay
group.

4. Lesbian and gay youth

American research on young lesbians, gay men and mental health shows high levels
of attempted or successful suicide, and there is a growing body of work which
suggests that the same may be true of Britain (see Bridget and Lucille, 1996,
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Sanderson 1996, Willmot, 1997). A study by Rivers (1995a, 1995b) to look at the
long term effects of bullying in school, found that young lesbians and gay men are
more likely to be bullied and that this can often have an impact on their mental
health.

Summary of literature review findings
Findings from studies done in the area of general health care, counselling, therapy
and lesbian and gay youth, reveal that:

Homophobia and heterosexism exist within health care professions.
Lesbian and gay issues are not being addressed in training.
Lesbians and gay men experience health care services negatively.
Lesbian and gay youth face particular MH difficulties.

There is a lack of research into bisexuals and mental health.

(ol e/

Since the literature review was carried out, two British studies have been
published. Golding’s quantitative study (1997) looks at the experiences of
lesbians, gay men and bisexuals in mental health services. Koffman’s report
(1997) is based on a MH services needs assessment of lesbians, gay men and
bisexuals. Findings from both these studies indicate that bisexuals - as well as
lesbians and gay men - are subject to ignorance, discrimination and prejudice
within mental health services.

e Research Methods

Pilots

Interview schedules with both service users and MH workers were piloted in
October and early November 1996. After making the adjustments indicated by the
pilots, interviews and focus groups were then held over the next 12 months
(between late November 1996 and early November 1997).

The samples

Both LGB service users (N=35) and MH workers and professionals (N=35) were
involved as participants in this research. However the desired emphasis was on
the experiences of service users, and this is reflected by some differences in method
which were used with each group.

¢ Thirty of the 35 service users, and 15 of the 356 MH workers were interviewed
using in-depth interview techniques. :

¢ For the 4 service users who wanted to take part but for whom one-to-one
interviews were not feasible, a telephone questionnaire was used.

¢ Focus groups were primarily used for gathering information from professionals
- 3 groups with a total of 20 participants. One group was held with 4 service
users. Three of these participants later gave one-to-one interviews and have
not been counted twice in the total figure.

Obviously some participants fell into both categories, having experience of working
in and using services. Where this was the case, participants could choose the
experiences they wanted to focus on, and there was opportunity to talk about both
perspectives.
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It would not have been possible to access random samples in these particular fields,
where the stigma associated with being lesbian, gay and bisexual both for workers
and users would mean that people were not necessarily out. The further stigma
associated with being a MH service user added to this difficulty, so that anyone who
fulfilled the criteria below and wanted to take part was interviewed.

1. Mental health service users - the sample

In terms of the sample of mental health service users, mental health services were
defined as any service accessed by lesbians, gay men and bisexuals in relation to
their mental health needs; however counselling or therapy alone would not have
qualified for this purpose (but may have been part of a person’s experience). Thus
someone whose only contact with services was a referral to PACE for counselling,
for example, would not be eligible. The range of services experienced by participants
- voluntary, statutory and private - 1ncluded residential care in psychiatric
hospitals, psychiatric units, medium secure units, therapeutic communities and
supported housing schemes. Non-residential care and support included the use of
out-patient psychiatry and psychology, day centres, drop-ins, user groups,
community psychiatric nursing, GP services, emergency clinics and crisis services,
self-help groups, therapy, counselling and social services.

Leaflets, letters, visits, phone calls and advertisements were all used as ways of
obtaining a sample, and were made or sent to LGB user and campaigning groups,
LGB groups generally, mental health services in both the statutory and voluntary
sectors, day centres, hospitals and relevant publications. and conferences. Some
targeting of specific groups was also done to ensure that the diversity within the
LGB communities was represented.

Table 1. Demographic Breakdown of Service User Sample: N=35

Men Women . Other
Gender 14 20_ 1 ' ‘ 35
Gay Leshian “BiMan-. -~ .| BiWoman Other '
Sexuality 11 18 3 2 1 35
16:24 | 95-34 '35-44 \ 45:54 I 55-64 |65+ .
Age 4 13 14 1 2 {1 35
White White White ~Mixed : ‘
UK Irish Other * | Black** | Ethnicity*** Indian
Ethnicity 20 3 4 5 2 1 35
Physically Yes | No. Sometimes | Not Recorded :
Disabled: 11 23 1 0 _ , 135
Disabled by | Yes: No . | Sometimes | Not Recorded . :
MH Probs 32 2 0 J1 ' 35
* Celtic-Cornish-Welsh / USA / European
*% African-Caribbean English / of Mauritian Descent / British Jamaican / Anglo-Jamaican /

Black British of African Extraction
falaled Indian-Jewish-European / Mixed Ethnicity

The majority of participants had experiences of MH services within the last 5 years
and many of those also had experiences which took place more than 5 years ago. A
few had experiences which referred solely to the last 5 years.
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2. Mental health workers - the sample

The main selection criteria for the professional sample was area of work. Aside from
the focus groups we therefore targeted very specifically in the professional fields -
MH professionals and workers acknowledged to be lesbian, gay or bisexual, who
would be willing to give an overview of the issues based on their observations of
LGB clients accessing services and of their personal experiences as a lesbian, gay or
bisexual working in those services. However, leaflets advertising the research were
also distributed at a number of relevant conferences. ’

In terms of focus groups, three groups of MH workers and professionals were run in
conjunction with members of the RCN lesbian and gay working party, who helped
with the organisation and facilitation of these groups. Notice of these were sent to
several health and community care publications, and also received publicity in the
Pink Paper. One was held at the Royal College of Nursing in London, and attracted
a professional, multi-disciplinary group of lesbians, gay men and bisexuals. The
other two were held at Southampton General Hospital. Again a number of
professional areas were represented and included a small number of heterosexual
workers and students. Whilst the groups were aimed at lesbians, gay men and
bisexuals, these workers have remained in the sample as they were keen to
contribute and did give an insight into the kinds of attitudes which may be held by
heterosexual trainees, students and workers.

Table 2. Mental Health Worker Demographics: N=385

Men | Women Other
Gender 13 122 35
Gay | ILesbian | HetMan HetWoman Not sure
Sexuality 10 17 3 4 1 35
16-24 - 25-34 35:44 45-54 55:64 |65+ /Not
k| , 1! Recorded
Age 4 9 15 5 0 1 1 35
‘White [ White | White | Black | Mixed. [ Indian | Not
UKo lrish | Other* || ** ‘Ethnicity***. | ‘Recorded |
Ethnicity 24 [ 2 3 2 2 1 1 35
Physically Yes. | No . . | NotRecorded I .
Disabled 1 | 33 1 35
* USA/European/Mixed Irish-English
*k Black British/ Palestinian Origin

Fekk Celtic Jewish / Romany English

The following areas of work were represented by those workers and professionals
taking part in one-to-one interviews and focus groups (FG). Seven people in this
latter group identified as heterosexual.
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Table 3. Areas of Work: N=35
Clinical Consultant CP Rehab / Continuing care One-to-one
Psychology Clinical Psychologist Adult Mental Health One-to-one
Clinical Psychologist Child and Adolescent MH One-to-one
Psychiatry Consultant Psych. Hospital Psychiatric Unit One-to-one
Psychiatrist Acute Admissions FG
Social Work Approved Social Worker Community Support Services One-to-one
Approved Social Worker Hospital Psychiatric Unit FG
Social Worker Young People’s MH Service FG
Mental Health Student Nurses, MH In Training FG
Nursing MH Nurse Hospital Psychiatric Unit FG
Teachers, Nurse Training | Mental Health FG
MH Nurse Specialist Men’s Health Clinic (Ex Forensic) | One-to-one
Counselling and | Counsellors LGB Organisations One-to-one/ FG
Therapy Psychoanalytic Therapist .-| Private Practice ' One-to-one
Counsellor* / Therapist | Genéral Practice/Private Practice . | One-to-one
General Practice | GP C Inner City General Practice One-to-one
(* See above)
Day Care Day Care Officer Not Recorded FG
Services Day Centre Manager Mental Health One-to-one
MH Day Centre Worker Ethnic Minorities Development = | One-to-one
Community CS Worker Mental Health Housing One-to-one
Support Care Manager HIV /AIDS One-to-one
Youth Work LGB Worker Youth Work FG
Lesbian Youth Worker Prevention, MH Difficulties One-to-one
Occupational Occupational Therapist Department of Psychiatry FG
Therapy -
Research Researcher MH Services FG
Gay Men Workers Gay Men’s Health Project FG
General Nursing | Nurse General nursing FG

Data collection methods
1. In-depth qualitative interviews

Semi-structured interviews were carried out using a tape recorder. Most lasted

about two hours. Respondents were given the choice of being interviewed:

at PACE

in their own home

at their place of work :
any other suitable location- suggested by participants. These included the
premises of MH services, user groups and LGB groups.

* ¥ ¥ ¥

This method was chosen in order that participants could focus on those issues most
important to them, and could address them in a way which did not restrict their
responses.

Given that the interviews dealt with material which could be difficult or painful to
talk about, we wanted to ensure that participants had some support if they felt
upset or angry, or had a need to talk further about the issues raised. An
arrangement was made with the Senior Counselling Practitioner at PACE whereby
anyone who needed to could access the crisis service at PACE. All service users
taking part were given contact details about PACE and other organisations useful
in this situation. They were also given a sheet explaining the purpose of the study,
what was meant by confidentiality and how that would be maintained, and
thanking them for taking part. It also included the researcher’s name and telephone
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number at PACE, in case there were questions people wanted to raise at a later
date.

‘Respondent Profile Sheets’ gathering demographic data, services used and when,
and the level of confidentiality required, were filled in prior to the tape recorder
being switched on. Service users, and the small number of workers taking part in
their own time, were paid £10 plus any travelling expenses. All participants were
asked if they wanted a copy of the final report. Everyone did.

Although the majority of people taking part currently live and or work in London,
many participants described experiences which took place in a number of
geographical areas thus the findings are not only a reflection of what is taking place
in London. For our purposes it was felt that locality did not need to be made
explicit. What we wanted to establish was the range of possible experiences and
present these in terms of good and bad practice and impact on mental health. Some
interviews took place further afield (Brighton, Oxford and Lancashire), as it proved
cost-effective to visit user groups for example, where a number of people were
willing to be interviewed.

2. Telephone questionnaires _

A fraction of these were used in response to someone wanting to take part but not
being easily accessible. Although they did not gather qualitative data to the same
degree as the face-to face interviews, a number of open ended questions were
included which provided some data of this sort.

3. Content analysis of the presenting issues brought to PACE

In order to provide additional material on lesbian and gay mental health issues
which could be compared and contrasted with that provided by participants, an
analysis of the presenting issues brought to the counselling service at PACE during
1996 was carried out. As it was not known if PACE counselling clients fulfilled the
criteria of having used statutory mental health services, these presenting issues are
not included in the data or description of demography.

4. Focus groups

These were mainly used in order to bring together MH workers and professionals
to look at their observations of good and bad practice and draw out
recommendations. One focus group was run with service users. This came out of a
GLAMH meeting (Gay and Lesbian Action on Mental Health), when members who
had seen leaflets about the research invited the researcher to run a focus group at
their next meeting.

Data analysis

Analysis of the data was done on an ongoing basis, allowing the emerging patterns
and themes to provide the analytic categories. Where a new theme emerged,
previously analysed data was checked to ensure that it had not been missed
elsewhere. Where analysis has attempted to move from description to explanation
the theoretical perspectives of feminism, lesbian and gay studies and a social model
of illness and disability. have been applied. Collaboration in the writing up of this
report was sought from the participants.
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Section 2

Understandmg the Mental Health...?ssues Speclfic t@
Lesblans, Gay Men and Bisexuals

The purpose of this section is to consider the mental health issues and distress
faced or identified by the interviewees in this study, and to show how the root cause
of some of these issues stemmed spec1ﬁca11y from responses to sexual orientation.

A number of service users when asked, employed a medical model to understand
their mental health difficulties, and were clear that schizophrenia or manic
depression for example arose from genetic, chemical and / or biological causes. Some
nevertheless indicated that factors of an environmental and or social nature may
also play - a part in exacerbating or causing distress, indicating that for them,
different perspectives were not necessarily mutually exclusive.

However many of those interviewed talked about mental health issues in terms of
the effects of difficult and traumatic life events: being HIV+, sexual abuse, physical
abuse, rape, the break-up of relationships, bereavement, redundancy,
unemployment, racism and family conflicts were amongst issues described. Some
talked about self-harm, substance abuse, attempted suicide and eating disorders as
direct responses to the above. For others those links were not necessarily as clear.

“Por 7 years as a child I was locked in a cellar, I was sexually abused and raped
... Constantly beaten, constantly not washed, not dressed ... there’s a lot of
physical abuse. And what’s made me 1ll is that I get a lot of flashbacks ... I
sometimes hear voices, not voices from strangers but voices from people who
have hurt me. Sometimes, occasionally I see things, like I think I'm going
through it .agam . And sometimes, sometimes I get so low as you can see, I've

cut all me main arferies in me arm, you know, where I've felt so, where [ feel so
bad.” Kerry, Lesbian

“I was getting a lotf of nightmares about my being raped, I was going through
suicidal tendencies, a lot of post-traumatic stress fo do with the rape came up. I
was very distressed. And I was hearing voices as well, which kept telling me
that I deserved what I got and so I thought I've got fo go. This time it was
crunch point. It was either going into the hospital or jumping off a bridge or
doing something equally bad fto myself.” Jason, Gay Man

What is clear is that in terms of distress we do have experiences in common with
our heterosexual counterparts. This is further illustrated here by an analysis of the
presenting issues of counselling clients at PACE, 1996. From a list of 42, the
presenting issues most frequently identified are shown in the table below.
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Table 4 : Presenting Issues Most Frequently Identified: N=93 *

Presenting Issue Men Women n %
Relationship difficulties 37 30 67 72
Family problems 28 27 55 59
Depression 18 17 - 35 38
Low self-esteem 18 . 15 33 35
Alcohol problems 14 13 27 29
Loneliness / Isolation 15 11 26 28
Ambivalence re sexuality . __;19 o 7 26 28
Suicidal thoughts 'A ST 10 23 25

PACE, 1996 ( * Excluding HIV concerns )

That some ‘of these are MH issues shared by the population at large is confirmed by
other studies. An evaluation of a women’s counselling service (McFarlane, 1993) for
example, showed the issues most frequently brought to that service in the two
preceding years to be depression, lack of self-esteem and difficulties in personal
relationships.

One or two participants in the PACE study went further however, suggesting that
“.. af the end of the day our sexualify has nothing fo do with our mental
health, our state of mind. And that’s certainly the case with me.”

Ron, Gay Man

Indeed, this report would want to emphasise that sexual orientation per se is not
regarded here as a mental health problem. What does emerge from the data
however, is that over 60% of the service users taking part in this study identified
attitudes and behaviour arising from homophobia, biphobia and heterosexism as
having had some impact on their mental health. The frequency with which issues
in the table above were presented also reflect points raised later in this section.

Professionals were asked if there were particular issues with which lesbians, gay
men and bisexuals present. Whilst there was some reluctance to pinpoint specific
issues as being more relevant to LGBs than the rest of the population, nevertheless
80% believed that discrimination, prejudice and oppression could have negative
effects on mental health, and the importance of all mental health professionals
being aware of and understanding these effects was emphasised.

“What is bound fo come up at different times, is the bearing of homophobia on
how they experience some of the difficulties they are having ... I am very
cautious about assuming that there’s a set of symptoms or pathologies or
whatever ... but I think it’s crucial that one takes homophobia really seriously.”

Psychoanalytic Psychotherapist, Lesbian

“There is a sense in which attitudes in society do affect people and they end up
with mental health problems, problems with relationships.”
Consultant Psychiatrist, Lesbian
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Whilst attention has been drawn to the different ways in which people understand
their distress, it is not within the scope of this report to consider these perspectives
in general. Our focus here is on mental health issues arising out of responses to
sexual orientation which is not heterosexual, thus the rest of this section will
consider what it means to be lesbian, gay or bisexual in a homophobic, biphobic and
heterosexist society, and examine the effects on mental health.

21 The’ImPact of Homophob a, F lphobla
, and,Heterosemsm on Ment_ He a\th

To be lesbian, gay or bisexual in this seeiety is to be a member of a minority group
which is stigmatised, oppressed and discriminated against. For example:

¢ There are people who will hate and fear you simply on the basis of what you are.

- who-you are is irrelevant.

Up until 1992 in the UK homosexuality was classified as a mental disorder.

Your religion if you have one is more than likely to label you a sinner.

¢ You do not have the same rights as the majority of your peers - sexual acts

' between men were criminalised for years for example, and as yet an equitable

age of consent has still not been achieved.

¢  You are not represented by the images you see everywhere - you are not a part of
the cultural ‘norm’.

< O

What this list illustrates are some of the ways in which heterosexism, biphobia and
homophobia operate. But what do we mean by these terms?

Heterosexism

“The institutional and individual assumption that everyone is heterosexual and
that heterosexuality is inherently superior to, and preferable to, homosexuality
or bisexuality.” (Rankow, 1996 )

Homophobia / Biphobia
“The irrational fear or hatred of, or aversion to, homosexuals and bisexuals ...
These feelings can be '
1. External - the experience of fear or hatred from another person or an
institution because one is gay, lesbian or bisexual ...

2. Internal -~ the experience of shame, aversion or self-hatred in reaction to
one’s own feelings or behaviour as gay, lesbian, bisexual. This is usually
referred to as ‘internalised homophobia.” ” (NLGHA, 1997)

Do these impact on your mental health? And if they do, does that mean you are il1?
Just as it is difficult to agree on what constitutes ‘mental illness’, defining mental
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health is also problematic. It may be seen to differ depending on the cultural and
historical context, but even in this society, at the end of the 20th century, views will
differ. ‘Health’ as defined by the World Health Organisation (WHOQO) is ‘a state of
complete physical, mental and social well-being’” (OU, Module 1, 1997). How can
mental health professionals hope to promote and restore the well being of lesbians,
gay men and bisexuals in any sense, if they do not understand some of the
fundamental difficulties these groups face? By presenting theories, experiences
and observations of the impact of the above on mental health, we hope to further
that understanding.

e Internalised Homophobia

Growing up gay N :

The experience of growing up in a soc1ety wh1ch is heterosexist, homophobic and
biphobic will mean that to some extent almost all of us will have internalised
‘negative feelings about what it is to be lesbian, gay or bisexual (Davies and Neal,
1996). Consciously or unconsciously we will take in the blatant discrimination
which surrounds us, as well as the more subtle forms of exclusion or denial. This
can mean that emotional growth and development may be hampered and we may
feel shame, low self-esteem and inferior to those in the majority (Neisen, 1993).

“[Homophobia] made me feel depressed. And also having little self-esteem. For
years I've had problems with my sexuality. Not the act or anything like that
buf people’s aftitudes and me taking that on board. You know - infernalising
. Mum - mum was dodgy let’s just say that. Sometimes she accepts,
omeflmes she doesn’t. She changes her mind a lotf. So that is a continual
struggle with my mother and that’s you know - had - I think that has had.a
detrimental effect on my mental health.” Ayo, Gay Man

Shernoff and Finnegan’s 1991 study (cited in Anderson, 1996) suggests that
growing up gay in a family that assumes heterosexuality and is homophobic is in
itself a dysfunctional process. Nick, one of the participants talking about his
experiences of growing up says: '

“From day one you know my parents sort of were homophobic. They’re racist,

they are just everything. They don’t like anyone who isn’t like them. So I grew

up in that environment and I couldn’t wait fo gef out of it ... That’s why I left

home when I was 18 years old. I mean I am human, I don’f think that ’'m kind

of hypersensitive or anything ... You open the paper in the morning and it’s just

bullshit ... I mean just everything was anti-anti-anti, all rubbish ... If makes

you feel worthless really, when you are being affac](ed like this.”
Nick, Gay Man

Dependence on drugs and alcohol

Internalised homophobia has also been identified as. a risk factor for dependency
(Kus, 1988, Glaus, 1988) - resorting to alcohol or drugs as a way of coping with
stigma for example. For a time Nick dealt with his isolation and alienation by
misusing alcohol and drugs.

“And I didn’f really start coming out until about three years ago. Until I was
about 29, 29 or 30 ... I wasn’f out fo anyone - and I was formented by that, you
know. It’s not really something you go and talk fo your GP abouft, being gay ...
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As I said, not really ill enough to go into hospital, but you know just sort of like
borderline misery. And I thought that was how I was supposed fo feel in life ...
The alcohol again, that was like a symptom of the problems that I was having
in my life and I was using alcohol just fo sort of anaesthetise myself ... Not
being able fto come out - that had an absolutely massive effect on my mental
health.” Nick, Gay Man

Davies and Neal (1996) also refer to substance misuse as a possible manifestation of
internalised homophobia, and draw attention to the ways in which pubs and clubs
are commonly used by L.GBs as places for meeting and socialising. These issues
were also raised by a number of the professionals in this study:

“Alcohol abuse is particularly preVaIem‘ amongsz‘ lesbians and gzy men ...
there’s a need fo undersfand the partzcu]ar reasons for-that.” .
: "Consultant Psychlatnst Lesbian

“The alcohol thing is more hidden ... There’s a lot of young lesbians that I know
that have got serious drink problems, but if you mention it to them, they’ve
safd, ‘don’t be daft ... P’m just getting pissed and having a good time.’” But it is
actually a problem, because whilst they’re turning to alcohol fo deal with their
emotions, they’re nof deve]opmg other less harmful ways of coping. So it’s
there ... and I found that in my research ... in ferms of alcohol misuse, in any
of the areas that I've highlighted, like eating disorders, depression, self harm,

attempted suicide, suicide completion of course, homelessness. Any of those
areas, drug misuse, then I would say that probably something like a quarter of
young people would be lesbian and gay, and it would be related fo their
infernalised homophobia.”  Jan Bridget, Lesbian Information Service, Lesbian

e ‘Coming Out’

What does ‘coming out’ mean?
Being ‘in the closet 'means keeping one’s sexual orientation hidden. ‘Coming out’, on
the other hand refers to the process of

“First recognising and acknowledging non-heterosexual orientation to one-self,
and then disclosing it to others. This usually occurs in stages and is a non-
linear process. An individual may be ‘out’ in some situations or to certain
family members or associates and not others. Some may never ‘come out’ to
anyone besides themselves.” (Rankow, 1997)

The process of coming out is an extremely important step for lesbians, gay men or
bisexuals and the implications, repercussions and rewards need to be thoroughly
understood by mental health professionals if they are to provide appropriate and
relevant help for these client groups.

Problems for young people

Whilst it is not true of all lesbians, gay men and bisexuals, many of the participants
in this study began to recognise their ‘difference’ in their teens and early twenties.
As Gochros and Bidwell (1996) point out, this realisation comes at an extremely
difficult stage of development.
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“Most adolescents are just beginning to develop a sense of identity and self-
esteem nurtured by identification with a reference group of peers. Most of their

- peers are developing heterosexual identities and communicate a preoccupation
with successfully making it in a heterosexual world. This can heighten the
homosexually oriented youth’s sense of difference and non-conformity. It also
often removes the opportunity for peer support for any difficulties the
homosexually oriented youth might be encountering in her / his sexual
development.”

This sense of difference is described by Stephen, one of the participants:

“.. the whole compulsive-addictive anonymous cycle of cruising and sex and

cruising and sex. In my mind it would be some equivalent of heferosexual
feenage sort of interaction, which of.course if wasn’t. I was really, really young.
And I never met anyone my age. I mean I think years later when I was about 18
I met somebody who was 18 once or twice. Buf the norm was it was much
older guys. So that kind of was very weird, being at school and having this
double life from so early. And feeling very cynical and jaded ... I suppose it’s
like some of these kids in America, these sort of gang kids who are involved in
murder and firearms and all that. I felt very kind of, well they don’t know
anything, even though I didn’t understand what I was doing, if was sort of,
they were talking about the gym feacher and ‘oh I bet she’s good in bed’. Or
whatever. And I remember thinking, yeah, but I'm doing it with blokes, and
they hadn’t done anything with anyone. And so that was very weird ... I think
there’s kind of mental health depression involved in cruising somehow ... I felf
very like a marginalised - oufcast, a perpetrafor from really young. You know
if was kind of like having this secref of having murdered somebody or
something ... I think for me cruising was about feeling bad.”
Stephen, Bisexual Man

Ways of coping

Shannon and Woods (1991) suggest that compulsive patterns involving sex, alcohol
or eating for example, are developed as a way of dealing with feelings of shame and
anxiety and to gain some control of the environment. Two quotes from the data
illustrate this point.

“I think a ot of my feelings were quite confused as well, about my self esteem
anyway, at that time in my life. And that was my sexuality as well, the way I
felt ... I started fo feel angry with society in general really, because I felt,
although I'd experienced abuse and whatever, my sexuality was part of - I fel,
part of my anorexia ... which was about being angry ... Just with people’s
aftitudes really and about lesbian and gay issues - I felt I'd internalised stuff
and hurt myself, where if was like external stuff that was hurting me more. So I
did begin fo be angry with a lof of things.” CE, Lesbian

“I mean there was one young lesbian for example that contacted me first of all
in ’91. She was anorexic and she was under a psychiatrist for her anorexia.
And Pve had several young lesbians with anorexia and bulimia. And it all
seems tied up with them coming fo ferms with their sexual orientation ... From
what they say, there’s a very clear connection ... We started giving her support,
put her in contact with other young lesbians, and gradually now she hasn’t got
an eating problem. And her alcohol consumption’s nowhere near as bad as
what it used fo be.” Jan Bridget, Lesbian Information Service, Lesbian
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Suicide

It has been suggested that suicidal thoughts, suicide attempts and actual suicides
are particularly high amongst young lesbians and gay men, resulting from the
effects of both internalised homophobia, homophobia in the wider society, and
feelings of extreme loneliness and isolation (Bridget and Lucille 1996, Gochros and
Bidwell, 1996, Golding,1997).

“I fold my mum at 18, she banned me for a whole year and said I musin’ go fo
any gay pubs, so I went under, I went into loos and thaf, and cottages and that.
At 19 I said fo my mum I’'m gay again, and she said fo me that either I can
leave home and live my life as I want fo, or be straight and live with her. So I
said there was no option, I had fo leave home. So I left home af 19 and gof this
place from the council, and that’s how it all started ... At the time I didn’f know,
what was if, looking back I can see what caused if. Because at the fime in the
hostel I z‘houghz‘ I was lonely and I'was ga y, I wanted z‘o try and commit suicide
because I was gay.” ool o Mark, Gay Man

“I think coming ouf ... Is a constant kz'nd of process, but I think it’s much more
acutely an issue, at that [young] age. And that’s made very difficult, much
more difficult, if people collude with someone’s internal homophobia. The
family will be doing that, and wider system may be doing that. And so if they
go for help and the system that they go fo it for also colludes, I think thaf can
be devastating and no wonder that young people do think about suicide a Iof,
because they think ‘where do I fit in, what’s the fufure in my life7’ It’s all those
kind of concerns that young people at that age are thinking abouft, that identity,
that are central fo issues of sexual orientation. And if they are seen as
something bad, it’s not surprising that thoughts of suicide come along.”
Child and Adolescent Clinical Psychologist, Lesbian

What are the benefits of ‘coming out’?

“] think ... what was affecting my mental health was feeling the pressure fo be
straight. And yeah, I think that was the main thing. If was actually quife a
relief, coming out was quite a relief.” MH Project Worker, Lesbian

“l mean, I came ouf when I was about 19, during a bit of a calmer period in
my life, and stuff. And I don’t know. That helped me. Once I came out I felf a
lot better, for a while ... One of the best moments in my life is when I came out.
I was so much happier, now I know I'm a lesbian ... I don’t see if as an Issue
any more, my sexuality. It was when I was coming ouz‘ but now that I've been
out for about three years it’s not really an issue any more. I just think well 'm

lesbian and that’s if really. Sometimes I question my sexuality very slightly, but
1 do feel quite happy with my sexuality. It’s other people that aren’t so happy
about 1it.” Rachel, Lesbian

A number of professionals also pointed to the importance - for lesbian, gay men
and bisexual people - of coming out, and to the equally important aspect of support
to do so.

“If you talk to a lot of older people who have got mental health problems,
they’ll identity, theyll go back fo their adolescence when they were frying fo
come fo tferms with their homosexuality. And if they’d been given the right
kind of support at the right time, it could have all been avoided. Same with
alcohol. Drug problems. No question - if you give them the support like we
give young lesbians now. So I'm noft saying homosexuality per se is a sickness,
but I'm saying homophobia creates problems amongst lesbians and gays,
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especially the ones that identify early on in their youth ... I would argue, that a
lot of young people that go fo the doctor with mental health problems, things
like that, it’ll be because of homophobia. And they don’t know what the hell fo
do. They don’f even ask them about their sexual orientation, and even If they
did ... they don’t know anything, they don’t know the effects of infernalised
homophobia. They don’t know that by giving that young person support, by
encouraging them fo accepf who they are, and giving them accurate
Information, putting them in contact with other young people of a similar age,
supporting the parents efc, that you can get rid of the depression.”

Jan Bridget, Lesbian Information Service, Lesbian

e Homophobia, Biphobia and Heterosexism: Further
Difficulties for LGBs .= -

Loneliness and isolation were persistent themes

“I think there are huge issues about fotal isolation and the oppression that they
experience. So I think that in ferms of lesbians and gay men’s life experiences,
those are likely fo cause some distress and exacerbate other problems ... I think
isolation is the thing that you most commonly get, and one of the problems is
that that distress, because of its contact with mental health services, becomes
pathologised. Whereas in fact actually what you want fo do Is find somewhere
that someone can confact other lesbians or gay men ... You feel better about
yourself if you see other people who are OK about themselves, and you discover
It’s a possible way of being.” Rachel, Consultant Clinical Psychologist, Lesbian

“Well when I was a feenager I always thought ‘what’s wrong with me, why
don’t I fancy boys?’, the usual kind of thing. And when I was 18 I moved down
to London. I definitely starfed thinking abpout it a lof more, because there were
leshians, visible lesbians around me. Whereas I grew up in [place] and I never
even knew what a lesbian was, hardly, until I was about 16. I certainly never
met anyone who was an out lesbian. So meeting with these lesbians and stuff
who were fine, they were happy, they were confident, that really sort of
changed it around ... It was one of the staff at [MH organisation/ ... She said,
T’'ve got a friend and she runs this group for young lesbians. I'll just take you
along.’ So she ftook me along there and things starfed happening then. Because I
was with other young lesbians and young gay men who were confident and
like, it’s OK fo be gay, and they did sort of help me and stuff.” Rachel, Lesbian

70% of the lesbians who said they were isolated in Bridget’s 1993 study (cited in
Bridget, 1995) had attempted suicide. Support and social interaction with similarly
orientated peers are clearly important in helping to reduce at least some of the
distress people may experience. Bridget and Lucille (1996) also suggest that with
appropriate support at the extremely vulnerable time of coming to terms with
sexual orientation, some of the mental health issues experienced by young lesbians
may even be avoided.

Lack of positive images

This lack of role models and positive images arising from the heterosexism and homophobia
within society was clearly felt by a number of people to have contributed to their
distress and mental health problems (Greene, 1994).
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“If I had been a lesbian at 15, I wouldn’f have ended up in hospital at the age of
22. I think that was what it was all about. If was being forced into a bloody role
that fotally was not me. And nobody gave me any options, nobody fold me there
was another way fo live and another way fo be, certainly nof in the mental
health system. I mean they don’f want you living any other way. They want you
fo conform.” Brenda, Lesbian

“I can remember when I was 10, the only person I knew that was gay was
Jimmy Sommerville, and I know a lof of people hafe him. But you know, I'd
stick up for him, because for me I mean, I can remember people joking when
we were younger about people like Larry Grayson and things like that. But fo
me gay was just something for gay men. I had no idea that there could be
women that could fancy other women.” Anne-Marie, Lesbian Orientated

Whilst a lack of positive images and role models undoubtedly has an effect, so too
do abundant negative images - as is evident from the following quotes:

“I don’t regard it as in any way an illness, but I am sure at that particular age
when I was very confused about things, I hadn’t had any positive images of
lesbians given fo me ever. I mean, I had pretty bad images of what a lesbian
was. So I was very confused abouz‘ my sexuality. Because I really didn’f think I
could be a leshian because m 1y idea of them was so ferrible, that I knew I
wasn’f. But when I came fo realise that I probably was, and because of all the
bad attitudes and the bad reactions, ’m sure it did cause an awful lof of stress
and I suppose I had some sort of identity crisis, because I'd gof nothing fo relate
myself fo ... Maybe if I hadn’t been lesbian I wouldn’t have got ill, or maybe my
HIness would have been different or not as bad, or would have happened later .
or wouldn’t have been quite so, I don’t know, quite so hard fo get over. I don’f
know. It was linked definitely. But I wouldn’f say that my sexuality was illness
in any form, but just the attifudes surrounding it.” Kari, Lesbian

“And well yeah, what’s being gay about, what’s being homosexual about? And
1 didn’t know. I'd never had any education abouft it. A homosexual was a man
who inferfered with children, as you read about every week in the News of the
World. And that was something I didn’t want fo be ... After a year or fwo when
I found out what it was about, and I'd met more people, I wasn’t alone sort of

thing, then it just became part of my life and was never a problem.”
David, Gay Man

Self-acceptance

Crucial to the well-being of a healthy adult is the integration of sexuality into the
developing identity (Davies and Neal, 1996). For lesbians, gay men and bisexuals,
the integration of an aspect of identity stigmatised by the rest of society can first of
all engender issues about ‘loss’- both loss of a prescribed identity linked to
perceptions of the idealised self, and the real or anticipated ‘loss of persons’ who
may react negatively to the individual’s coming out (Woodman,1989). Both
Woodman and Brown (1996) identify depression as being one of the possible
outcomes in the face of these events. Loss of, or conflict with, identity was an issue
particularly raised in relation to religious beliefs.

“Because of my cultural identity, I've been brought up, well not like fanatical,
but I was brought up with a very strict Irish Catholic background. And you’re
taught more or less from the word go, anyone that doesn’t veer fo normal,
which is like settling down, having umpteen kids the rest of your life, not using
contraception, no sex before marriage, various abstentions on feast days, what-
have-you - you’re just not normal. If’s just not folerated. I can remember
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discussing it with my priest at the time, and I went to confession. And he
actually wasn’t very helpful at all. He said fo me that an inclination wasn’f a
sin, but an act was. And I thought well great, where does that leave me. Do you
want me fo be celibate for the rest of my life or something like that.”
Anne-Marie, Lesbian Orientated

“I go to a gay church ... I was frying fo get my homosexuality and Christianity
fogether and live as one person. One identity. Because I thought being a
homosexual and a Christian was wrong, I couldn’t coincide both of them
fogether... but I can now. I’'m far more happier.” Mark, Gay Man

“Being Muslim for me was a biggie and being lesbian was another. If’s Iike
committing a big sin in my life. And yes, if still is, Islam perceives that. It’s
having fo overcome that and not feel the guilt that is still there around it.”

" . Development Worker, Lesbian

Acceptance by others ook
A number of interviewees also talked about their fears of being rejected by friends
and families and so losing their love and support.

“When I was about 14 or 15, 1suddenly decided fo come out fo my mum. So I,
1If was very spur of the moment thing, and I fook ages fo get if out of my mouth,
but I eventually fold her. I said I thought that I was gay because I felt feelings
towards girls, and she was absolutely shocked at first. Just like pure shock. And
I was crying, and she could see how upset I was. And I just, in my mind, it was
just like, she would hate me for it and she’d throw me out. And I said to her,
‘One day I feel like, if I do become gay, I’'m just going fo have fo leave my
family and never see them again.” Which was basically me saying that I don’
think they’ll want me so I'll leave them. And she just said, ‘Well we will never
want that, you’re our daughter and we love you, whatever you are.’ Buf even
though she said that sort of positive thing, she ended it by saying Don’t worry
about It, everyone goes through it, and we’ll just see.” And then she said Do
Yyou feel worse for telling me?’ And I did. And then she said, ‘Well you know,
we won’t talk about it again.’ And that wasn’t what I needed. So the only
person I've ever told, and she said ‘We won’t talk about it again.’ So 1 just felf
that I shouldn’t talk about it again, and sorf of suppressed if, and never
mentioned 1t, and still haven’t mentioned it fo her since that day. So ... ”
Justine, Lesbian

Staying in the closet

A study by Berger (cited in Lee, 1992) suggested that those who attempted to lead a
‘double life’ were more likely to score high on indicators of depression, interpersonal
awkwardness and anxiety about their gayness and indeed, a number of participants
did identify not being out as having an impact on their mental health.

“I hadn’t accepted being gay myself. It was always a question mark hanging
over my head, telling me I wasn’f sure what was right, whether I was gay or
whether 1 was just going through a phase ... If worried me for a while ...
because you never knew who you could confide such a story in. But I didn’t
trust anyone basically ... I think I was afraid of their response, my long
standing reputation, ~ I had got a good reputation in the community, - being
blown out. And the biggest problem was probably my parents ... I didn’t think
my mother would like that you know, and I'd always done everything sort of
behind her back ... I think the fact that I was frying fo store so much up in my
mind, without being able fo lef it out. If was like a kettle boiling, everything
building up, steaming up in your head, and nothing can get ouft, unless you
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take the lid off it ... I've always felf since being young, I always felf sort of - 'm
in my own little corner, as far as this gay life comes. And I still do af times.
Because there’s not that many people fo talk open fo.” Jaymee, Gay Man

Changing attitudes?

Phillips (1994) identifies an assumption that ‘things have changed’ in that there is
more tolerance and acceptance towards sexual minorities. Celebrities have ‘come
out’, MPs are ‘out’, we are represented in soaps and in advertisements and even
mentioned in some equal opportunities policies. To some extent that is true, but do
the changes really reflect a change in attitudes?

“Oh, there’s still terrible isolation. The vast majority of young lesbians that
contact us think that they’re the only one. You know, they might see these on
television, but they’re on television. They don’f know any other young lesbians.
So that’s the first thing, isolation ... Older lesbians and gays think that things
have changed, that it’s a lof easier. It might be for them, because they’ve grown
up, they’re adults now and they’ve got the skills and knowledge and confidence
and what-have-you. And yes, of course there are helplines, there were no
helplines when I was 15 ... Buf the same way that I was ferrified at 15, you’ve
still got the 15 year old terrified now. But in fact I would argue perhaps more
terrified because it’s much more visible now than what it was ... Because the
issues are more visible, there’s much more harassment, much more scape-
goating, much more physical, verbal, mental abuse of lesbians and gays, and
Stonewall have shown that in their survey.”

Jan Bridget, Lesbian Information Service, Lesbian

Homophobic violence

Preliminary results of the Stonewall survey on homophobic violence, published in
Gay Times (Powell, 1996), showed that ‘one in three lesbians, gay men and
bisexuals have suffered at least one physical attack in the past five years’. The
figures depicting the experience of young lesbians and gay men are even worse - one
in two under eighteen’s have suffered at least one violent assault. This is not to
suggest of course that such abuse did not exist before.

“In the 60s, I had a bad time in the 60s, because I was the other side of Quentin
Crisp ... I was true putch, the old type butch. Sheer tie and everything. And the
times I got beaten up for that, I got knocked about terrible. Never broke down.
Didn’t break down because of that.” Jo, Lesbian

Impact on mental health

Professionals also expressed an awareness from their work experience of the
possible effects of homophobia and biphobia and the need for mental health
professionals to take these into account. ' '

“Suicidel Attempted suicide. People who’ve survived their suicide ... Housing
problems ... that’s a pig issue in this area. Homophobic neighbours. Thaf
happens all the time but we can’t help any more (service cuf so now only
working with ‘high dependency’]. We used fo be able fo help with that. Buf we
can’t because 9 times out of 10, the person, the sort of mental illness they’ve
had is as a result of, direct resulf of that social factor .... not of mental illness as
such. Although sometimes they are all linked ... Here’s an example of a 24
year old man who came fo us. He’s been experiencing homophobic abuse from
the neighbours living above him. I think they puf excrement through his door.
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They were playing loud music, calling him fucking poof - all sorts of things
going on over a long period. He fook an overdose and ended up in hospital. He
was In hospital as an informal pafient - he went fo the casualty department.
Obviously a lot of that was down fo being in a desperate situation. Now he
could have died, but he didn’t. And we couldn’t give him any support with the
housing issue because he didn’t meet our eligibility criferia of who gets the
service ... What he needed was someone fo advocafe for housing in a strong
way.” Terry, Mental Health Social Worker, Gay Man

Multiple oppression

A number of people in this study also drew attention to the issue of multiple
oppression. The effects of homophobia, biphobia and heterosexism can be added to
or compounded by also being a member of an ethnic minority and / or other
marginalised groups (Lee, 1992, Greene, 1994).

“There was lots of family pressures on me and me knowing that I didn’t wanft
what my family wanted, knowing that I was ... well at the time I thought I was
bisexual, but having all those issues going on. And the overdose actually
followed my parents finding out I was having a relationship with a man at the
time, and then just like throwing me ouf of the home ... I think in a way the
second time, a lof of it had to do with really unresolved issues from then ... It
was the same sort of family issues coming up really, and a few relationship
Issues, and a lot of confusion about sexuality really ... and confidence and that.
And I lost it ... I was very, very low for months, very low. And looking back
now I realise some of it was quite psychotic as well, and not reality based, It
might have come from quife a real situation, like feeling quite alien In my
environment and the reality was I was living [in a place | where I didn’t know
any of the black lesbians ... and had no links with my family, so that sort of
isolation was quite reasonable fo feel.” MH Project Worker, Lesbian

“When I was at boarding school, black people used fo call me Paki, and whife
people, so that’s a voice in my head calling me Faki. So it’s like being called a
honky if you was white, or a nigger if you were black ... all the fime. It’s the
worst thing you can be called, going on all the time ... If was just - I felf so -
one of the worst times of being in boarding school was being spat on. Two
people in bunk beds spitting on me and calling me Faki until I cried myself fo
sleep. The staff were just as bad. Racist, af school.”

Lincoln, Gay/Bisexual Man

Summary

It seems clear that homophobia, biphobia and heterosexism can impact
on mental health. Such oppression, discrimination and prejudice may
result in our:

¢ Internalising negative feelings which can hamper emotional growth
and development, cause feelings of shame and self-hatred, and leave
us feeling alienated and isolated.

¢ Experiencing loss or feelings of loss - for aspects of our identity or for

those who may reject us.

Being physically, sexually or verbally abused

¢ Being so affected by the above that we become depressed, self-
harming, suicidal or involved in the misuse of alcohol and drugs.

<
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We have looked at some of the ways in which the respondents in this study
experienced or identified homophobia, heterosexism and biphobia and how these
may have impacted on mental health. We now turn to their experiences of mental
health services, and find out to whether these attitudes - of prejudice,
discrimination and oppression, are also prevalent in the organisations and
institutions they used, or were forced to use, because of their mental health
difficulties.
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Section 3

;ccessmg Serv1ces as Lesblans, Gjy' Men and
Bisexuals

In attempting to draw attention to the needs of lesbians, gay men and bisexuals in
mental health services, a response which is sometimes encountered is that either
there are no such clients using that particular service, or only a very small
percentage of clients identify as such (Rabin et al, 1986, Perkins, 1995a). From the
perspective of these service providers there is no need to consider the view of such
clients, but what is not being recognised is that:

¢ Whilst it may well be the case that some lesbians, gay men and bisexuals choose
not to access mainstream mental health services, this should be a cause for
concern rather than a justification for assuming there are no problems.

0 Many lesbians, gay men and bisexuals are using services but for a variety of
reasons choose not to disclose their sexual identities. Failure to do so may result
in their receiving care which is not only inappropriate but may also compound
difficulties they are already experiencing (Golding, 1997).

Other service providers may acknowledge that they have service users who are
sexual minority clients, but to what extent are they aware of the ways in which
their service is perceived or experienced by these particular groups? Until recently
what little research there was on this topic, both from the US and the UK, tended to
concentrate on general health care. Lucas (1993) showed that lesbians avoid or
delay seeking care because of the insensitivity of health care personnel to issues of
sexual preference; she also has evidence suggesting that lesbians believe disclosure
of sexual preference would negatively affect the quality of health care. Some
further believe that they would actually risk harm in some health care situations.
Research by James et al (1994) also raised concerns about confidentiality, the
keeping of records and access to information. A statement published by the Royal
College of Nursing (RCN, 1994) raises these issues for nurses and outlines ways in
which they could start to be addressed (see Section 5.1).

In terms of looking specifically at mental health services and the experiences of
lesbians, gay men and bisexuals, two recent publications in this country revealed
problems. One showed that 78% of participating LGB service users expressed
reservations about feeling safe enough to disclose their sexual orientation in a
mainstream mental health setting, and 84% feared prejudice, discrimination, or
that their sexual orientation would be pathologised (Golding, 1997). The other
(Koffman, 1997) suggests that experiences of isolation as a lesbian, gay man or
bisexual person within mainstream mental health services renders those services
inaccessible to some lesbian, gay and bisexual people.

Experiences and observations described by service users and mental health care
workers in our study show that whilst there are lesbians, gay men and bisexuals
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who use services and are open about their sexual orientation, there are others who
are or have been reluctant to use services, or who use services but do not disclose. Tt
is also the case that sexual orientation may be disclosed in some settings but not
others. Reasons for this include:

fears about safety

fears about being pathologised / negatively judged / stigmatised

worries about confidentiality

invisibility and lack of acknowledgement of sexual orientations other than
heterosexual.

* ¥ k¥

For a number of participants, barriers to access were compounded by issues arising
from ethnicity, disability and being HIV+. Access to therapy and counselling
services was also considered to be difficult.

e Fears about safety

Physical and sexual assault

Services may be perceived as potentially dangerous and even life-threatening places
to be. Whilst physical and sexual assault may arise from homophobia and can affect
lesbians, gay men and bisexuals, lack of safety has been identified in other
research as an issue which is of great concern to women generally (Findings, Social
Care Research, 1994). For those who may be in any doubt that these fears are
grounded in reality, first hand accounts of physical and sexual abuse are presented
in Section 6, where the issue of safety is further discussed. There can be no doubt
however that knowledge or past experience of such events can render services
inaccessible.

“The thought of an admission ... just appalled her, she just wouldn’t do it ...
They would have fo section her fo gef her in. I mean I think part of it was this
stigma and that was one of the main reasons she didn’t want fo do 1, but if
there’d been a women-only, ‘depressed-women-ward’ she might have. If she
thought there’d be a safe place she might have been coaxable in ... But if you
get admitted ... as a worried, freaked out, depressive lesbian and you’ve got all
these hulking great schizophrenic men around you -~ it’s fucking ferrifying. It’s
Jjust not a safe space ... I think they need fo splif up wards certainly according fo
gender and ... possibly according fo condition as well.”
GP, Inner London, Lesbian

Disregarding such fears can turn what might have been a voluntary admission into
a ‘section’, thus compounding the distress of an already vulnerable person as well
as diminishing their rights, choices and trust.

“In the last hospifal I went fo, I was resisting going in. I've never gone in
willingly, and they were asking me reasons for why I didn’f want fo go in.
There were lots of reasons, but one reason I said fo them was I didn’f want fo be
with men ... I mean when I was in hospital women were raped.”

Kari, Lesbian
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Clinical treatment
As well as physical and sexual attacks perpetrated by individuals giving rise to
many fears about safety, concern was also expressed in terms of clinical treatment.

“And she [the GP] said go home, pack a bag of clothes and I'm going fo admit
you to hospital. But I only had the visions of that information about psychiatric
hospitals which I gof from the media or through gossip, on the grapevine, that
they beat you up and they gave you shock freatments, and they didn't fell me
there was talking therapies or anything like that. Butf anyway after she said that
1 did pack a bag of clothes, but I didn't go back there. I went on the streets for
about 3, 4 days. You know. Really ill and no medication or anything. Because I
thought I wouldn't come out alive out of hospital.” Ayo, Gay Man

Historical context

Historically lesbians and gay men have had a very particular relationship with
mental health services, and findings suggest that this history underpins some of the
fears about safety, as well as those about being stigmatised, negatively judged and
pathologised.

Lesbians and gay men have been pathologised by the medical, psychiatric and
psychoanalytic professions for many decades. The ‘medical model’ started with the
theories of the sexologists in the late 19th century, for whom sexuality was
biologically determined and heterosexuality the norm. Anything ‘other’ was
unnatural, abnormal, and clearly rooted in biological and genetic defects (Stevens
and Hall, 1991). An alternative theoretical perspective - based on parent-child
relationships and the experiences of the individual during childhood - was developed
by psychoanalysts, and whilst Freud himself was not inclined to see it as a disease
which could be cured, the idea of individual pathology was taken up and developed
by many. A recent study of training institutions for psychoanalysts and therapists
to establish whether lesbians and gay men are excluded from training, reveals that
openly lesbian and gay people are not accepted to train as therapists or analysts in
some British training institutions (Ellis,1994).

Just as both the medical and the psychoanalytic models pathologised
homosexuality, both also saw the ‘illness’ as something which could be treated and
cured.

Within the medical model, treatments included (Sayce, 1995):

neurosurgery e.g. lobotomy

aversion therapy using mild electric shocks and nausea-inducing drugs
hormone injections

ECT - electro convulsive therapy

behaviour modification therapy.

* ¥ K ¥ *

The aim of each was to help the patient achieve heterosexuality. The idea of
treatment is still very much in evidence in psychoanalytic practice (Limentani,
1994). It was noted with concern at a recent conference on Mental Health Issues for
Lesbians and Gay Men (Royal Society of Medicine, October, 1997) that the vast
majority of consultant psychotherapists within the NHS are trained in
-psychoanalytic institutions known to be homophobic.
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Homosexuality as a mental disorder was not declassified by the WHO until 1992.

Effects
Given this oppressive and damaging history between psychiatry and lesbians and
gay men, it is hardly surprising that some prefer to steer clear of mainstream

services.

“There may be people who don’t make contact, who are not using services,

because of fear - fear based on psychiatry’s history of pathologising

homosexuality. So in that sense services are not necessarily accessible.”
Consultant Psychiatrist, Lesbian

“I think there’s pits of general practice that are still incredibly inaccessible, just
because of people’s you know, fear of ... being treated, which is offen very
Justifiable. So I think lots of general practices are inaccessible fo lesbians and
gays still, although I also believe that things have got better ... Ido think things
are constantly improving. As regards psychiatric services, probably the same is
true, in that pecause of this fear, because of what was happening fo lesbians
and gays with psychiatric services twenty, thirty years ago, they're still, they’re
understandably frighfened of using mainstream services.”

GP, Inner London, Lesbian

How much or how little attitudes have changed is considered in Section 5.
Nevertheless, however much service providers may wish to assert that the kinds of
treatment outlined above do not happen nowadays, it needs to be borne in mind that
there are many people for whom being diagnosed as a ‘homosexual or ‘sexual
deviant’ and subsequently treated as such, is a very real experience. They have
suffered at the hands of psychiatry and will quite possibly have spent years
struggling to overcome the effects of that abuse. Understandably they have little or
no trust that services are any different nowadays, and the onus is on the providers
of services not only to ensure that things have changed, but to then get that
message across.

“We’ve got one patient who is a lesbian, she actually was a sort of victim of her
time in that she’s now in her forties and in her feens she was very much fotally
pathologised by her whole family and by psychiatrists and she never got over
the process, thirty years on ... That’s really tragic.”  GP, Inner London, Lesbian

“You learn fo build up an expectation of a degree of prejudice, you have to
think that could be a possibility. And if there aren’ very clear messages saying
this is not a homophobic service, I think there are difficultfies.”

Child and Adolescent Clinical Psychologist, Lesbian

“Lesbian, gay and bisexual service users need to believe they have the right fo
access mental health services. People are afraid fo access services because they
expect fo come up against judgmental attitudes.”

Multi-Disciplinary Focus Group
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e Fear of being pathologised/negatively judged/stigmatised

Effects on access

A number of service users and health care workers indicated that fear of being
judged, stigmatised or having their sexual orientation pathologised meant that
services were either not used or that service users were unable to be out.

“Well in the first encounter [with MH professionals] which was when I was a
lot younger, I mean obviously | was aware that I was affracted fo men but |
mean I didn’, if wasn’f even an issue af the ftime. I mean that was a drugs
issue. It didn’f have anything fo do with my sexuality, I mean I didn’t disclose
that fo the doctor, I wouldn’f have dared anyway at that time ... I mean sort of
you know, I would have been sectioned under the MH act or something ... 1
was just a lotf younger then you know, and I was ferrified.” Nick, Gay Man

“I wouldn’f have felt happy at the hospital, I think they would have ... labelled
me. And the first psychiatrist that I saw, when the anxiety attacks started ... 1
feel they were guite closed off and I actually wasn’f ouf fo them. If was only
when I went in and saw someone completely different, when I was admitted.”
Teresa, Lesbian

“I didn’t come out to my GF, probably because of the worry, and probably with
the relationship that I have with my GF. I wouldn’t say it was something that
I'd want fo discuss ~ my personal stuff. But it would also be Iike a worry abouf
attitudes and stuff like that ... I was struggling with my own sexuality, they
would have seen that like an extra problem or an illness, something else that
was wrong with me.” CE, Lesbian

Disclosing sexual orientation

Rabin et al (1986) suggest that service users who do feel able to come out are better
satisfied with the treatment received. However a lack of continuity in terms of the
mental health professional seen, compounded difficulties for some service users. As
observed in Section 2, coming out is an ongoing process and clients and service
users belonging to sexual minorities have to consider the pros and cons of coming
out in every new encounter. Thus service users may be out in some circumstances -
in some services, to some workers and / or users - but not others.

“Ive always been suspicious of you know, different people’s reactions even in
health care professionals ... I had so many different people when I was there
[MH centre OFD]. I mean we’re only talking about a space of about 6-8
months, but they rotate those docfors really quickly ... So I mean you come
every few weeks, every 8 weeks or so, and you know very likely there'd be a
new face there. I mean I had 3 different doctors when I was there, and you
didn’t know who you were going fo end up with.” Nick, Gay Man

“I was still seeing the psychotherapist, I was still seeing the psychiatrists, and
the problem with that was that I saw them always at the out-patients clinic,
and at the out-patients clinic it was registrars, so every six months they
changed. So every 6 months it was the same thing again, going over my history,
what it was all about, and I mean sometimes I used fo go saying I'm not going
fo answer any of your questions because it’s all there in my notes.”

Sharon, Lesbian
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Fears such as these are also apparent in issues raised about confidentiality, where
breaches can come about in a number of ways.

e Worries about confidentiality

Medical records

The writing up of medical records and case notes, and access to that information,
were raised as issues by a number of participants, though there were differences in
the extent to which people felt they themselves had any control.

“With regards fo the psychiatrist, I just had a new psychiatrist, so that put me
in an awkward situation that I've got fo go through this phase again where I've
gof fo go and start telling more and more people that I'm gay. How's it going fo
look, you know. So the first appointment I just outrightly fold her, I said PBefore
you do anything, because you won find this writfen on any document, it never
will be writter on any document, but I am gay. And I don't permit you fo use
the word gay or homosexual in any of my nofes.” ... I've said that fo my
psychiatrist, I've said it fo my community support worker, my community
psychiatric nurse, my housing association staft, I forbid them fo write anything
down relating fo my sexual life ... They've had fo respect if, because I could
have them up for breach of confidentiality. Because I've requested them noft fo
put it in writing. I want the knowledge of my gay life fo be kept at a minimum,
for my own proftection.” Jaymee, Gay Man

“I have actually requested what you call, access to my notes, which still hasn't
come through. But I am also aware that a lof of stuff about my sexuality has
been written up. The reason I know that is various staff members have said,
‘Oh, you know, you're gay’ and this that and the other thing, if something gay
comes up. So you know they know I'm gay.” Pete, Gay Man

Defining ‘confidentiality’

Collaboration in writing up notes was one strategy suggested by participants in
thinking about how services for LLGBs can be improved (See Section 6). In terms of
helping LGB to both access services and feel able to come out, clarity about
confidentiality was undoubtedly crucial.

“] think it's an issue that actually isn't very clear, and if should be much more
clear. And I think that there is a lot of gossip that can happen, and you know,
you do talk a lof about ~ social workers do talk a lof about confidentiality, but
yeah, what is kept in people's records is very much up fo the kind of social
worker, making the nofes, rather than jointly with the person who is coming fo
the service ... And just thinking about 1t, that isn'f something that's discussed a
lot, when people initially come out, ‘Where do you want this information fo go,
how far do you want it fo go?’ Yeah, the control over that information is lost
offen as soon as it's spoken.”
Child and Adolescent Clinical Psychologist, Lesbian

“People’s sexuality is always asked. As I was saying before, psychiatrists in their
assessment procedure, certainly in this part of London, they ask questions on
people’s psycho-sexual lives. And they falk about what their sexual experiences
are. And these are on their medical files, it goes fo their GF, it comes fo us as



34

are. And these are on their medical files, it goes fo their GF, if comes fq us as
well in social services. On you know, discharge summaries. So. And it’s not
always used ... it’s identified, but not addressed.”

Terry, MH Social Worker, Gay Man

These points mirror concerns expressed in Golding’s study (1997) that some
workers were unaware of issues pertaining to confidentiality, particularly regarding
what is written up in case notes and medical records.

Information sharing with same-sex partners

Despite work-place cultures where staff and mental health professionals felt at
liberty to disclose information about sexual orientation and other ‘confidential’
issues, there appeared less willingness at times regarding the disclosure of
information to same-sex partners, even though service users would have liked them
to do so. Again, these kind of worries can affect whether someone uses a service and
or chooses to come out in it.

“It totally damaged me, it ripped up my life, because after that one of my line
managers rang up for some work fo be delegated ... They were informed I'd
been sectioned and that I was taken away by the police, so I want fo know what
happened fo confidentiality? I was fold if wasn'f a member of staff that had fold
them, but I'm not convinced. So I was encouraged fo leave my job ... I was tfold
I was now an insurance risk and because I'd been taken on a 136 I was now a
danger fo the public ... And the thing that fucked my head in actually was my
then partner ... as I said wed been fogether 9 years ... she wenf fo see me at
[residential service | with a bunch of flowers, the day after I'd been sectioned.
And they wouldn't give her any information. They furned her away and I just
thought that stinks because she was my next of kin. And she was down as my
nextof kin.” Julie, Lesbian

“In terms of visiting, psychiafric wards are quife free really. In my experience
they have visiting times but by and large they're quite free and accessible places
for anybody wanting fo visit. But certainly access fo records is a complete no-
no, consent issues, complefe no-no. Because you're only seen as a friend, you're
not regarded as a partner ... That would apply fo information giving entirely. If
the fact that somebody is distressed is automatically being equated with them
being a lesbian, then the fact of another lesbian being around in any capacity
will be seen as part of the problem. So if's like, we've got her now and we're
going fo keep her away from you lot. That's how it can work.”
Peter, MH Day Centre Manager, Gay Man

The variability of practice with lesbian, gay and bisexual clients is particularly
noticeable when considering access to information and issues concerning next-of-
kin and nearest relative. Some users felt their requests were honoured whilst the
wishes of others were clearly disregarded. Discrimination against same-sex
partners is discussed in greater detail in Section 6.

Verbal disclosure of ‘confidential’ information

Breaches of confidentiality occurred not just through the medium of written
materials, but also verbally. Some described how disclosures about sexual
orientation or same-sex experiences were passed on to parents or other family
members without permission. In some cases this resulted in additional problems.
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“And he told my parents, which wasn’t a very good idea because they’re very,
well they were anyway, very anfi-gay .. So without my permission, he
Informed my parents because he thought it was important. And that’s the last
thing I would have done. Because they reacted very badly really ... They saw it
as an illness and part of my illness ... I mean I do think you‘re supposed to be
given confidentiality, but you’re not in mental health areas. You’re just not.
Staff discuss you, they tell your next of kin.” Kari, Lesbian

“l was referred fo a psychiatrist in the general hospital ... that was a very
negative experience. He gotf my confidence, gof me fo falk about things and
then fold everything to my stepmother. Things ... I thought were confidential.
So that was my first encounter.” David, Gay Man

There were further issues about confidentiality raised which were not to do with
disclosure of sexual orientation, but which show how non-heterosexual orientation
may be pathologised.

“And the thing was Id - in an assessment that Id had, Id fold all this stuff
about how my stepfather had sexually abused me, and they fold them, the
whole lot. It was like they just didn't believe it. For whatever reason, they just
weren t going fo accept any of this had happened. And I think a lot of if was fo
do with that they assumed I would say this because I was a lesbian, but also
that I could delude myself that things were really bad because [ was a drug
user. I mean that was always an issue ...

They fold all of that fo my family. Because after about 3 or 4 days of my mum
coming fo visif me, she suddenly came in one day - and she was coming in
with my stepfather as well, and I hated this man, you know, I didn't want
anything fo do with him. And one day she came in on her own and she just
said, you don’f know what you've done, he’s down there crying his eyes out,
and how could you say all this stuff. And I was like, what? What are you
talking about ?...

And so she just did all this stuff about I had fo like not keep on saying this, and
fo, you know, like change and be different, and if I could do that, if I could stop
telling people this was happening, she would accepf me back into the family.
Even though I was gay. Even though she couldn’, you know, that was a
problem for her.” Sharon, Lesbian

Hearing nurses talk openly on the wards about other patients and their issues
understandably made service users anxious about the status of their own details as
confidential.

“I didn’t feel like I could frust anybody while I was there ... the general
atmosphere you used fo have with nurses, chatting about other patients and
making " judgements on people and whatever. I could overhear those
conversations, just pick up on them.”

CE, Lesbian

Child custody issues
Confidentiality around sexual orientation can be an issue of particular concern for
those with children.

“But for me there was also the fear of seeing somebody like that because I still
had children. So there was wondering and worries about what she was going
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to report back fo social services about what I'd said to her. She was an
analytical therapist so she didn’t give any guidance about whether what you
disclosed was confidential, and I was far too far gone along the line when I
first saw her to ask her all the sorts of questions which I would ask nowadays.
So whether or not she was keeping things confidential or whether or not she
was writing reports on me were things I feared but I didn’t ask her. I suppose I
was always aware of the fact that I was part of the system and that she was
linked into social services and social services was linked into the child welfare
system.” , Brenda, Lesbian

HIV status

The issue of confidentiality applies not only to sexual orientation within mental
health services, but also to HIV status. Breaches of confidentiality in one area can
fuel fears about what else may be disclosed by staff. -

“I mean, basically I think I get what I want, what I need, from the system.
Where the system has fallen down is where, and this actually came out at a
seminar which the [local] Council organised last December where lesbian and
gay people in the borough were invited fo give their views on the various
services. And one of the, well there were two areas in social services which
weré criticised by lesbian and gay people, and that was, one was availability of
social workers fo attend mentally ill people in police stations. And the second
thing was confidentiality ... because of home care staff who were not
sympathetic fo gay people, being allocated fo do home care for gay people. And
so there had been breaches of confidentialify over HIV. Now ... if theres a
breach of confidentiality over that, there's probably going to be a breach over
mental health problems.” Ron, Gay Man

Investigating the needs of HIV+ gay men, Scott and Woods (1997) found that

“Despite the existence of much experience and excellent guidance some
appalling breaches of confidentiality still occur.”

The use of MH services by MH workers
A further issue of concern for those working in services was confidentiality around
their own mental health problems.

“I had to use services in NE England in the past. This was difficult because it
was a small place and I was concerned about confidentiality both as a lesbian
and as a mental health worker with mental health problems. Although it’s
easier in London, confidentiality about these things is still an issue. I worry
about bumping info people, and about how I might be judged.”

Cathy, Lesbian

e Multi-oppression
Barriers to access went beyond the issue of sexual orientation. There were also

concerns about the accessibility of services for lesbians, gay men and bisexuals who
were also from other minority groups.
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Black or ethnic heritage

“Lesbian, gay and bisexual material is needed in a range of languages. Staff

need fo reflect service users, for example black lesbians. There needs fo be an

awareness of multi-oppression and discrimination and its effects.”
Multi-Disciplinary Focus Group

“I don't think counselling and therapy services are particularly well ~ I mean
this is outside of London, there 1s more in London ~ but outside of London there
isn't that much for lesbians, gay men, bisexuals, definitely not for black women.
So If you come from one or ftwo of those groups, it is quite difficult fo access
appropriafe services.” MH Project Worker, Lesbian

A policy paper by MIND (1986) draws attention to mental health care for black and
minority ethnic people, and it is suggested here that any pohcy for LGBs should
also take account of such recommendatlons

Disabled

“I refused to see the psychiatrist at [named hospitall, because what was
happening there was ... there's steps there. The first flight I got up, this is when
I was on crutches. But I could not get up the next flight. So there was a little
room aft the botfom ... but in there, I can't sit on the seafs. They're foo low for
me, I'd never gef up off them. So what he used fo do was come in there, pull up
a chair, (saying) ‘of course you can't sit down can you?’ And that was me left
standing. ‘Well I won'f keep you standing there, I have fo go now. And Il put
Yyou on this and Il put you on that’” I said fo him, 1 don't want fo be put on
this and I don't want fo be put on that. I need help. I need fo talk to somebody -
And you are my psychiatrist.” Then he’d say he’d have fo go because he had
somebody else waiting. So this was what was happening ... It’s difficult getting
fo the other LGB user groups. I know of others, but that’s too far away for me,
I'd never get there. DIAL-A-RIDE only goes around the borough, it doesn’f go
outside it.” Jo, Lesbian

HIV+

“I was organising care in the community for people with HIV related illnesses,
which included people with mental health problems, cither related fo having
HIV, like dementia, or simply because they had mental health problems in
addition fo HIV, or as a response to HIV ... There was a problem because the
mainstream psychiatric services were not that keen really fo have them as in-
patients.” Community Care Manager, HIV and AIDS, Lesbian

e Accessing therapy and counselling

The difficulties of accessing psychotherapy and counselling were also raised.
Barriers identified included class, cost, and the stigma of being a mental health
service user. Where services are accessed, there may be other issues - for example
the gender or sexual orientation of the therapist or counsellor. These are considered
in section 6.
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“The biggest weakness in the NHS services is that there is virtually no access to
counselling through the NHS, because the funding isn’t there ~ or this is the
reason that’s given.” Ron, Gay Man

“I was 10 years in the system before seeing a psychologist - that was my first
access fo talking treatment’.” Kerry, Lesbian

“They say I've got a personality disorder and they agree it'’s not the sort of thing
I need fo be locked up in hospital with. And given loads of drugs, which is good
of them to admit that. But they said I needed therapy and stuff. Obviously they
didn’t help me fo find therapy right? ... I knew about [therapy centre] and it's
quite hard fo get therapy there, but because I'm priority, they've got categories
like if you're a lesbian, if you're ethnic minority, low income, whatever.
Psychiatric patient, you get priority. You get on their waiting list basically. And
I still had fo wait six months on the waiting list, but it was worth it. Because
now I've got a therapist that I see every week, it's very low cost, you can give
however much you can afford fo pay. And they're really well frained and I
think that is helping me ... It's faken me ages fo gef this therapist. Because for
a long time I've been furned away from everywhere I go, because the problem
Is, If you have a mental health problem and you've been in hospital, you're on
medication, hardly anyone will fake you on ... Like theres supposed fo be
services for young people in Camden and in Islingfon ... My GP fold me fo go
there, because theyre supposed fo help all young people. I wasnt on
medication buft as soon as they heard me say I've had mental health problems,
I've been in hospital, they were just like, no way. They just wouldn't accept it.
And that makes me very angry and stuff. That places won't take you on.”
Rachel, Lesbian

e The importance of physical surroundings

The physical environment gives out important messages and services may also feel
inaccessible if there is no indication that the environment is intended to help or
heal.

“The thing I hated abouf that place [day hospital] was the fterrible, terrible
bleakness of the Victorian building and you go in through this long corridor
and the waiting room itself was just dire. And theé magazines in the waiting
room had been around for years. And I felf like I would never get out, you
know. Just like everything in there smacked of decay and cobwebs and lack of
care really. And I just felt hopeless. I felf well that's it, you know. They've sealed
the tomb now. And I was in the mausoleum.” Julie, Lesbian

e Invisibility

The need for positive images

Many of the participants in this study drew attention to the invisibility of lesbians,
gay men and bisexuals in services, and explained how this could affect both
accessibility and coming out.

“Posters like what we were talking about would go down betfer in a GPs
surgery than it would anywhere else. Because offen the first point for people
that are psychiatrically ill, unless you are taken acutely ill and you don’t know
what's going on, is the GP. And I've seen them advertise all kinds of help-lines
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in there, and I couldn't seriously see a gay poster not going amiss in a place like
that. Because I think it would gef the message across. I mean, it shouldn't just
be left to solely gay organisations fo do all the work. That's like making you a
separate community all over again, it's like them and us, them and us, and it
goes on. Repetitively.” Anne-~Marie, Lesbian Orientated

“It felt unsafe or uncomfortable tfo be out in a range of services - LGB posters
and gay positive images would help.” Service User Focus Group

" “And then I think we ought fo make bloody sure that with all our information
leaflets and posters and pictures and things that we have in services, that we
actually see representations of lesbians and gay men. And it makes a huge
difference walking into a place where you see a poster on the wall, a leaflet
about some lesbian group or activity. Those kind of things in a very material
way communicate that the environment is actually acknowledging, and ready
fo accept, lesbians and gay men.”

Rachel, Consultant Clinical Psychologist, Lesbian

Policies and procedures

The importance of backing up any indication that lesbians, gay men and bisexuals
are welcome in services is illustrated by the following comment, and brings us back
to the issue of safety.

“I'm not sure about having gay papers and stuff around. If they was on the
ward I was on, I don’t think I would read it. I think I would be a bit frightened.
I might try and read it privately, but I don’t think somehow ... I might get a bit
frightened ... of other service users ... I wouldn’t feel confident that staff would
interfere - they wouldn’ support me. That’s what I believe.” = Mark, Gay Man

Because of the lack of any official policy across the board regarding lesbian, gay and
bisexual clients, any positive changes that are implemented by particular managers
or members of staff can come to nothing as soon as that person leaves. Changes in
the workforce can lead to changes in the whole culture of the service. Some people
felt that a safe or appropriate service was utterly dependent on there being enough
non-heterosexual staff members.

“I think that the service that I worked in that was most successful in access for
gay and lesbian people was the alcohol unit. But again that was perhaps more
fo do with the fact that the doctors and some of the nurses were gay men and
lesbians. Indeed, I think that's probably what it was.”

Peter, MH Nurse, Gay Man

“Unfortunately, the accessibility of foo many services is dependent on lesbian,
gay and bisexual workers being employed there.”  Service User Focus Group

“The previous director [of MH day centre] was very supportive around issues fo
do with lesbians and gays, racism ... I think if you have somebody from the fop
sending that message down, you're more relaxed about being who you want fo
be ... Now we've gof a new management, it seems completely different ... I find
that it does actually make users vulnerable in coming out. Because a lof of the
users feel, we're not sure If this is a place that welcomes that or not ... I know
for a fact that I work with people who are very, very homophobic ... They used
to have a support group for lesbian and gay workers ... Now none of that is
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going on. We used fo have a group for black workers, and there was also a
support group for women workers, there was all these things before, and now
we don'f have any of that any more. And I actually think that does make a big
difference, and you kind of feel quite, well I feel now very isolated. I mean, I
also feel quite isolated when my manager says to me, I have a problem with
your sexuality.” Development Worker, Lesbian

Out staff

Without wishing to put undue pressure on LGB workers within services, many
participants felt that having ‘out’ staff would help reduce invisibility and thus make
a difference to the accessibility of a service. Some felt this process had already
started.

“Well I think it’s changed consideraply over the years that I've mentioned and
maybe - I don’t know how relevant this is, but when I started co-ordinating at
[counselling centre] I wanted fo find supervisors for the counsellors, and I
could actually only find 4 ‘out’ supervisors. And now of course there are lots of
‘out’ lesbian and gay therapists, so I think that reflects something about
accessibility in ferms of professionals being able fo be more open and more
aware.” Psychoanalytic Psychotherapist, Lesbian

“q think one of the things that’s brought about the change in mental health
fields probably ... is the fact that there’s a lof of out lesbians and gays working
in mental health services ... From consuliant psychiatrists fto CPNs, the lot, and I
think that makes a huge difference because the professions have become more
visibly represented by lesbians and gays. Inevitably then - well not inevitably,
but hopefully most of the fime it’s ... inevitable, they're providing a lesbian and
gay-~friendly service but also their colleagues are learning fo normalise ... our
sexualities I suppose.” GP, Inner London, Lesbian

Requests re workers
This issue is also raised where requests for workers who are of the same gender or
sexual orientation are made. Some felt such requests were generally honoured.

“In my experience where a client does make contact and asks fo be referred fo
a lesbian psychiatrist, this happens where possible.”
Consultant Psychiatrist, Lesbian

However others experienced barriers to access due to such choices not being made
available.

“Like, if I want, if I had fo probably see a psychiatrist Id try and explain thaf I
would like a woman doctor fo speak fo, because I feel more comfortable. And
like sometimes they go, ‘well we can't do that, you just like come and see
whoever's on duty’, or, ‘You've got fo see a male doctor.’ So I fend noft fo keep
them appointments. So I don'f go. So ... I'm sort of missing out on my health as
well. It's like even with GPs, I mean I gof a woman doctor, I'm lucky fo find her
actually. She understands, so we got a good relationship, so that is quite good.
But with psychiatrists and that, ... I mean, they'’re mostly men. So. I don't hardly
o ... I think there should be more like women psychiatrist doctors, and they
should understand if someone's a lesbian, they should understand they are
lesbian even though they had kids. And they should have more understanding
as well. But most of them, they don't.” TJ, Lesbian
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e Using inclusive language in interviews, assessments and
official documentation

Using language which does not encompass the experience, reality or circumstances
of lesbian, gay and bisexual clients can be an indication to those clients that their
sexual orientation is either being ignored or actively disapproved of. Either way, the
encounter lacks any opportunity or encouragement for ‘coming out’.

“The last time I had an interview with a psychiatrist who I didn’t know, who
needed to know all my personal details, all he asked me was if I was married.
He didn’t ask anything else you know. So ... Recently, none of it’s mentioned. It
hasn’t been an issue at all - and I don’t even know If they know I’'m a lesbian.
Never been asked,” Kari, Lesbian

“I think that probably most lesbian and gay clients think very long and hard
and try to avoid actually being open about being lesbian or gay. Simply because
it’s never addressed or made possible.”

Rachel, Consultant Clinical Psychologist, Lesbian

“Often I think the way that we ask questions and the way that we think about
things, affects whether or not people would come out ... Things to do with
being out, and being out with different people, is such an important part of
lesbians and gay men and bisexuals lives, that if the services aren't really open
fo be able fo talk about that, then it's bound fo affect the service received.”
Clinical Psychologist, Adults, Lesbian

Ways in which participants felt these and other issues could be addressed are
presented in Section 6, whilst recommendations drawn from the findings are
presented at the end of the report.

Summary

Lesbians, gay men and bisexuals may face a number of barriers in
accessing or coming out in services. Reasons for this include:

Fears about safety.

Fears about being pathologised / negatively judged / stigmatised.
Worries about confidentiality.

Invisibility and lack of acknowledgement of sexual orientations
other than heterosexual. :

¢ Issues of multi-oppression.

S OO

The difficulties of accessing and coming out in services have been considered in this
section. The following sections present the experiences of those who do come out
in terms of treatment, care and diagnosis. ‘
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Section 4

Difé;g'rid_sis,'iTréa’tméht and Care .

How did the lesbians, gay men or bisexuals in this study experience the mental
health services they used or were forced to use? This section considers whether:

¢ Sexual orientations which are not heterosexual are still being pathologised?
¢ LGBs receive particular treatment because of their sexual orientation?
0 The treatment received was satisfactory?

Variability of practice found within and between services

It is important to note that services were found to be variable. Examples of good
practice were experienced, though there was more evidence of instances of bad
practice. Findings also show that the quality of service received depends to a great
extent on the prejudices, ignorance, liberalism or informed practice of individual
professionals and staff members.

[Talking about the giving of information fo same-sex partners:| “And also it
depends on the individual staff membper ... If you’ve got a gay or lesbian then
that’s fine, things are a bit different. Buf then there’s shifts, and people change
shifts, and you can have a good response one day and a bad response that
evening.” Terry, MH Social Worker, Gay Man

“The problem is that services vary enormously I think, as do the attitudes of
the professionals working in those services - the variability of those attifudes is
mirrored in the variability of attitudes within society generally.”

Consultant Psychiatrist, Lesbian

4.1 Pathologlsmg the Sexuahty of
Lesbians, Gay Men and Blsex“ﬁ als

There were users of services who had been treated for ‘homosexuality’ in the recent
past who are now reluctant to access services, or who do not come out if they do use
services. What treatment did a lesbian or gay man receive fifteen or twenty years
ago, to result in this kind of relationship?

“I stayed there for quite a few months. I was on a section. And I was diagnosed
at the time as probably being schizophrenic ... given depot injections and Iots
and lots of other tablets. I mean the whole range really of psychiatric drugs. 1
was also treafed for my homosexuality which was seen as part of the problem.

My doctor saw that as one of my main problems and one of the main causes of
my illness ... And they saw sexuality as a big thing. Particularly the psychiatrist
who specialised in sexual problems ... in Sexual deviancy’ as he called it.



My sexuality was seen as something very bad that needed to be changed. So I
was treated for i, and it was treatment which all the staff, all the people on the
ward, knew about and had to follow. It was a system of reward and
punishment with the aim of changing me info a heferosexual. And it made me
more defermined not fo. But I think maybe with some people it would have
really damaged them more than it did me. Basically there were some really
horrible staff on that ward, There were some nice ones but there was one man
In particular who was quite nasty. Who could physically be very rough. And he
used fo actually tip me out of bed in the morning, tipped the matfress up so I
fell on the floor. He hit me once. And he was in charge of the ward.

What I had to do was be very sociable fo the male staff ... and I felf frightened
by men, I felf angry about men, I felf controlled by men and I actually wanted
fo have a rest from them for a bit. Buf-in this place I was surrounded by
patients and the staff, and the staff would ask me questions all the time about
why I didn’t Iike men, didn’t I find them atfractive, didn’ I think it was
abnormal? They would be trying fo tell me all the time that men were all right,
if was me that had got something wrong with me.

And if I didn’f respond in a very nice way, like smile back and say good
morning fo this male nurse and others, I would actually get a punishment. Like
I would have fo sit in the dining room area all day by myself while all the other
patients were in the sitting room, and nobody was allowed fo talk to me. Staff
and patients. And it was usually a 12 hour do. That sort of thing. fust for not
saying good morning. But I was very stubborn at the fime, and now I would
Jjust do it, because I'd just want fo get out. Buf then I was actually quife - well I
was furious and I was sticking fo my way basically. And I probably hadn’f gof

the brains fo just fake it. Because I would now, I’d just say good morning and

smile and get through if. But I was actually quite ill as well, and I was very
paranoid, I was frightened that men were going fo do things fo me. Or I was
frightened about my sexuality, that I was going fo have some punishment for it
really. And I was harassed about It ...

I'd sif and look through a magazine with one of the staff and they would - they
didn’f do it fo anybody else on the ward at all - but they would poinf out men
In 1f and say Tsn’t he affractive?’ And stuff like that. And I'd always say no,
whether he was or not. I would say no because I just couldn’t bear it. And that
usually resulfed in me nof being able fo have a smoke all day - I was a smoker
then -~ so no cigarettes for 12 hours. Or another punishment was, I could have
my meals but I couldn’ have any fea or coffee or biscuits or anything in
between, like everyone else could. And you gef very thirsty on psychiatric
drugs. And there’s always a little place where you can make fea and coffee, and
there’s nothing else fo do, so people do that a lot and I wasn’t allowed to do that

Or they would take all ways of amusing myself away. Books, cards, anything ...
what they wanted me fo do was fo mix with the male patients. And learn fo
associate with men. They thought I'd gof problems associating with men and
wanted me to learn fo socialise with them. So they put me with a group of men
and encouraged me fo chat with them. Men who were out of their heads on
drugs or illness ... They weren’t easy fo socialise with. It was a ward where
people were quite ill as well. If wasn’f an admission ward. And I was supposed
fo make friends with these men ... And If they just saw any sign of me not liking
men, not talking back or nof frying my best fo impress them, I'd get a
punishment for 12 hours ... Buf the subjects they might talk about, I felt were
degrading fo me. You know, they would be talking about a woman they found
aftractive in very sexual ferms, and I would feel uncomfortable. And they
would think if was because I was turned on by it.

43



44

And the other thing was they wanted me fo grow my hair, they wanted me fo
wear make up. I had one of the female nurses sitting and advising me on all
this sort of stuff over and over again. I should wear Iipstick, I should dress
differently, how could I expect fo get on if I dressed like a man myself I can’t
remember everything. But basically it was several months of concerted effort of
trying fo make me socialise, feel attracted fo, and do things with men. I mean I
wasn’t encouraged fo talk fo any of the other patients. And I was the only one
that was singled out for this. Other patients if they’'d got other problems, they
weren’t dealt with like this at all. The women were fold not fo talk fo me for
days at a time. And if they did talk fo me, then they would gef punished.

The female staff ... there was one nice nurse who fook pity on me and she’d
sneak me a cigarette on the sly now and again. But she still broadly thought
that to fit into society ... I really had to learn fo become heterosexual or at least
act Iike 1f. L

It was a set course, called behaviour modification ... My actual illness was
treated with drugs, buft it was seen like this was a separate thing, 1t was much
more important, and that my main problems were that I couldn’ get on in
society because I didn’t fit in. So they were frying fo change me info something,
that they considered normal. I also think that people who stick out as being a
little bit different in hospital ... Idon’t know if this is true, but I feel they may
be more liable fo be given ECT. I was given an awful lot of ECT for no apparent
reason. It was often used as a punishment. I was fold if I didn’t do this or that, I
would get ECT. If wasn’t treatment, it was punishment. And I feel it was used
as a punishment on me, rather than freatment, because I didn’t fit in, in some
way which was usually fo do with my sexualify. I think it is possibly used
maybe more on homosexuals than other people.

And all it did was just make me extremely angry, and it didn’f work. Af the end
I conformed, I did everything that I was supposed fo do, and I actually left
hospital very quickly.” Kari, Lesbian

“I was fiffeen when the psychiatrist diagnosed me as ‘deviant’. He assumed 1
was sexually active and asked me infrusive questions about my sexual
behaviour. I felt dirty, I just wanted fo die. I was given aversion therapy. I felt I
was a horrible, dirty, nasty person.” Focus Group Participant, Gay Man

Recent experiences

The accounts above illustrate the types of treatment sexual minorities could expect
in the past, yet there were service users and professionals with recent or current
experiences of mental health services who clearly felt that sexuality may still be
pathologised ...

“There is still a much held belief in mental health services that homosexuality
Iis a mental illness.” Service User Focus Group

“We put a lot of questions to him, me and the advocacy person. Why he put in
my files ‘52 year old woman, lonely.” And why he had put down ‘personality
disorder.” When I had 3 other psychiatrists saying clinical depression. And he
would not say. I think it was connected to my sexuality. And that’s still on my
files and I can’f get it off. And I want fo try and get that off because I am not a
personality disordered woman. I've lived on my own all my life, except for my
two girlfriends. They both died. One died tragically - she got murdered. And
my second one died of cancer ~ over two years, slowly.” Jo, Lesbian
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“I think gay men and lesbians are much more likely fo be diagnosed as
personality disordered, in my experience. Which again, does have freatment
implications ... the sexuality is seen as pathological, absolutely ... certain groups
of health workers like psychoanalysts, psychotherapists - are quite clear that
homosexuality is a pathological, abnormal state fo be in. In special hospitals ...
it’s fotally not talked about, not thought about, always seen as pathological,
always seen as directly relating fo the offending behaviour ... I think a lot of gay
men and lesbians don’f come out because of their fear of their sexuality being
pathologised, or seen as directly re]afed fo the problem they have presented
with.” Peter, MH Nurse, Gay Man

... and also treated.

“I think psyc}uafnc nurses and. psychlafnsts would be very interested fo know
whether someone is gay, lesbian or bisexual. The word homosexual is a very
important lapel fo them I believe,-in their nofes ... And one of the treatments
that I think would be high on the agenda would be freatments that dampen
down people’s sexuality and sexual drive, and you know sexual feelings. That
would be the treafments in my opinion that would be used.”

Terry, MH Social Worker, Gay Man

MIND’s recent study (Golding, 1997) revealed that 51% of participating LGB
service users said their sexual orientation had been inappropriately used by MH
workers in order to explain the causes of their mental distress.

Psychoanalysis _
Psychoanalysis was also found to have been pathologising, and it would seem that
this perspective is still prevalent in some psychoanalytic circles.

“And within some psychotherapy and counselling agencies foo there are still a
lot of people who would see homosexuality as a sympfom of pathology ... Most
of the people that are frained at [major psychoanalytic training institution/ -
their view certainly would be that homosexuality is a pathology.”
Psychoanalytic Psychotherapist, Lesbian

Treating aspects of behaviour

Even if sexual orientation per se was not pathologised, aspects of behaviour
assumed to relate to that orientation were thought to play a part in diagnosis and
treatment.

“By and large even in faitly liberal psychoanalytic institutions, there is a
tendency fo constantly refer fo the homosexuality as an infegral problem - the
problem is homosexuality, nof that homosexualify has caused a series of
problems for a particular individual, which may be the case ... In psychiatry,
particular modes of behaviour become pathologised. So if you're foo camp or
too buftch, you know. Then that is the problem, that becomes the problem.
That'’s been very common since homosexualify was faken off the list of mental
ilinesses. So, over-effeminate behaviour, or over butch behaviour from a
woman, becomes a pathological problem.”
Peter, MH Day Centre Manager, Gay Man
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Multi-oppression
Reference was also made to other forms of prejudice and how these interact with

each other, as well as homophobia and heterosexism.

“I'm noft sure what was fo do with me, and what was fo do with race, and what
was fo do with sexuality as well ... And I also think - this is linked a bit fo the
harassment on the ward as well - that in the end, as well as the diagnosis of
psychotic depression, I got a diagnosis of personality disorder, and I feel that
that was quite linked. I do feel it was quite linked to issues I was bringing up

about my sexuality. And people not wanting fo hear that.”
MH Project Worker, Lesbian

“In ferms of psychotherapeutic encounfers ... the difference is that their
sexuality - or their relationship fo sex ~ is problematised or focused on. And so
that constitutes different freatment as far as I'm concerned. But as for
psychiatry, well I don'’t know, I wouldn't have thought just because you're gay
... I mean you might get a few extra injections because you're a troublesome
dyke, or you're viewed as a froublesome dyke ... I think a lof of women have fo
contend with that kind of stereotyping - of what a lesbian is or is going fo get
up fo, in terms of aggressive behaviour. And therefore may be sedated more
than they should be, if af all. And that goes on.”

Peter, MH Day Centre Manager, Gay Man

Denial of sexual orientation

“Basically they didn’t want fo know about me being a lesbian. They just said,

‘Oh, you don’f know ... Because you are depressed you just think you are, you

think you’re depressed about this but you’re depressed about something else.””
TJ, Lesbian

Koffman (1997) has also found evidence that non-heterosexual orientations are
being denied as well as treated.

Making links between sexual orientation and sexual abuse as a child
Perkins (1995b) urges practitioners to avoid even implicit assumptions that
lesbianism is pathological, for example as a result of having been sexually abused
as a child. Unfortunately this appears to be a link which is commonly made.

“I think one of the main things was the links people, the psychologist made,
between the abuse that Id experienced and ... I just don't know, I just didn't
think that was really helpful at all, I think that made me feel worse about my
sexuality as well. Rather than addressing the real issues of my sexuality and
supporting me with that, if had become sort of more negative.” CE, Lesbian

“I have had people in the mental health services challenging the fact that I'm a
lesbian ... When I was going fo the day hospital a couple of years ago, my
primary nurse was convinced that I wasn'’t a lesbian. She was convinced.
Because, there's this weird thing, about if you've been sexually abused by a
man like I have - my father ... you were just a lesbian because of that and
you're noft really a lesbian, you're just doing that because it's safer or whatever.
Thats what she had decided in her head, and I kept saying ‘No, it's not frue’,
and I got so frustrated, I said ‘No, it’s not because of that. I just am a lesbian.’ |
was really frying fo get through fo her and then she decided, there was this
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young doctor there that like, lots of people fancied for some reason. And he was
a right idiof and stuff. And she was convinced that I fancied him. She said 1
know you fancy him, I can see it.” And I'm saying ‘No I don’t.” And she made me
so angry because she just wasn't [istening fo me.” Rachel, Lesbian

The minority view

There were some professionals who felt that lesbian, gay or bisexual clients were
unlikely to have their sexual orientation pathologised or receive particular
treatment because of it.

“It’s much less likely to happen than it ever was, I think if somebody’s had a ...
I don’t know, a bereavement or a loss of a-partner or something ... there are

services that take that perfectly seriously these days.” - - .
' L o * GP, Inner London, Lesbian
“P’ve not seen that happening.” - f
Rachel, Consultant Clinical Psychologist, Lesbian

However as an occasional service user herself, Rachel does comment on the way in
which some workers will simply ignore sexual orientation as an issue.

“My psychiatrist certainly will not discuss my being a lesbian. She simply says
it doesn’t matter any more ... I find ignoring fo be one of her more inferesting
strategies.” Rachel, Consultant Clinical Psychologist, Lesbian

Getting a good service
One service user experienced what he felt was a good service by being openly gay
and pushing for what he wanted.

“Being open about being gay, I've found it's helped me with respect of my
helping team. Theyve been able fo help me a bit better ... When I'm in
appointments with them, I've been able fo talk to them openly about what's
going on in my gay life and how I think they can help me. And can they find
out about this centre, what information do they have about this, can they find
out, so that I gef them to do some work for me, which is what they're there for.
And in return they equally know that Il give them some information of centres
and things like that, fo help other people within the community. Because I'm
not the only gay, I mean therels other lesbians, therels other gays in the
community that they might be seeing, and they might have a member of staff in
there that has a client that's gay. It's important that they have this information
fo tell people where they can get specific help ... It's only because I've made the
services work for me, they wouldn't work if 1 didn't push. I do push for what I
believe I'm entitled fo. I'm very genned up on their charters and how you
should be treated. And what you're entitled to. Which I often preachl”
Jaymee, Gay Man

Having an active say
However as'another service users points out, having an active say in your treatment
is not necessarily easily achieved.

“I think because I've learned fo talk the language ... I've had a few sort of battles
about being on mood stabilisers and things ... I mean it helps fo come from a
middle-class background. If helps to come from a medical background, which I
do, and fo be articulate, which not all of us are.” Tom, Bisexual Queen
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Problems with ‘political correctness’
A reluctance to confront pathological behaviour because of misplaced notions of
‘political correctness’ was also taken to illustrate how homophobia can operate.

\
l
|
‘ “I mean the problem is that aspects of behaviour can be pathology ... I had a
§ client who, every fime he had an argument with his partner, went ouf and had
‘ unsafe sex with somebody else. Now in a way that behaviour was a pathology -
‘ he was acting out his anger with his partner in a very dangerous way fo
himself ... I mean he was quite suicidal ... But then you see I think what
happens with mainstream psychiatrists is that they don’t always address the
| behaviour because they are afraid fo pathologise. The psychiatrist said, abouf
\ this particular man who was going off, ‘Well that’s what gay men do, isn’f it?’
| 1 said, ‘What do you mean that is what gay men do?’ He said, ‘Well that’s how
| gay men behave, they’re just promiscuous.’, and I said ‘Not necessarily, but it is
\ nof the promiscuily that is the problem, it’s being unsafe that is the problem -
\ he can have sex with as many people as he likes, as long as he is careful. The
problem is he doesn’t want fo be careful, he wants fo harm himself and this is
a way of doing it, but he Is not fully aware that he is doing it.’ So he wouldn’f
address that issue with the client because ‘that is what gay people do’. He was
afraid fo say something about that lest it be inferpreted as pathologising.”
Counsellor, Gay Man

4.2 Dlssatlsfactlon with Dmgnosxs,
- Treatment and Care |

Dissatisfaction expressed by LGBs about diagnosis, treatment and care in many
ways mirrored the views of service users generally (Rogers, 1993, Read, 1996,
Faulkner, MHF, 1997).

e Lack of information

Read (1996) identifies lack of information as a common complaint amongst service
/ users, and this was the case for many of the participants in this study. Problems
& referred to included:

Lack of information about diagnosis

“I never had manic depression explained fo me by any of the mental health
establishment, in fact I don’t believe they ever told me, I just sort of read it on
| my sick note. So anything I've learned apout it, I've Ieamed from my family or
i from finding out myself ... reading up on the subject So quite unsupportive.”
Tom, Bisexual Queen
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Lack of information about the effects of medication

“I mean I was more annoyed really with sort of the way that I was lied fo about
the drugs I was faking af the time. They made me put on a huge amount of
weight. And there’s nothing on the packet that tells you about thaf ... I
couldn’f understand why after about 3 or 4 months or something of taking
this particular anti-depressant - I was ballooning, I was putting on loads of
weight ... I've never weighed that much in my life. And of course having put
on two sfone, it made me feel even more depressed.” Nick, Gay Man

A study by Rogers (1993) found that 68% of those prescribed major tranquillisers
had not been informed about the expected effects.

The research by PACE also revealed instances of ;}eople.'suffering from the effects of
drugs which should not have been prescribed simultaneously.

“Basically the two drugs should never be in those doses mixed fogether. And 1
found ouf a whole load of stuff about how the phenolzene causes depression,
causes weight gain, all these things that I was having problems with. And
causes insomnia, and I was just thinking what is going on? ... I decided that 1
didn't want fo go fo the hospital fo have my care, I wanted my GP fo do it. And
that if I needed any kind of other help, that she would arrange it.”

Sharon, Lesbian

e The use of physical treatments

Medication

Ways in which medication is used also came in for criticism, as some felt that
prolonged treatment could be disabling rather than empowering or healing,
particularly where no attention is paid to what is causing the distress.

“They kept giving me Injections because they didn't know what else fo do. They

gave me Valium ... and infravenous and stuff, infer-muscular injections, and in
the end I thought God, I've just got to shutf up basically. And from then I,
because I used to show feelings outwardly and stuff by sort of screaming and
shouting, instead of that I started turning everything in. And when I managed
to get out of that admission, I was only in for about 5 weeks, when I got out my
self harm got very bad. And then they took me in again ... I just have no trust
for anybody. I've been on medication, I've been on anti-psychotic drugs and
mood stabilisers, and I'm not psychotic, and I'm not manic depressive. I just
think they want fo shut me up basically ... Medication can be useful, but you
know, I don’t think it’s the be all and end all. Even if you’ve got schizophrenia I
don’t think that medication is the only way of treating it. There is other things
that can be done but people aren’f getting that kind of ... 1it’s easier, it’s cheaper
isn’t it, just fo say here’s a pill that’ll make you feel better ... Even me, they
know that medication can’t cure me, but the reason they puf me on anfti-
psychotic drugs is because it’s a franquilliser so it makes me calmer and
quieter. So hopefully Ill slecp the whole day Iong and all night, and then I
won’f bother anybody.” ‘ Rachel, Lesbian
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Over-dependence of MH workers on the use of medication

Although some viewed medication as being useful at times, there was nevertheless
a feeling that too much dependence was placed on medication by MH workers.
Opportunities for talking, counselling and therapy were valued by many.

“There is a lack of alternatives fo medical treatment ... service users may only
be offered medication -~ there is foo much dependence on this. Se]f help groups
are needed, as are staff who are aware of the issues.”

Multi-Disciplinary Focus Group

“First time round the freatment mainly consisted of drugs from the GF, then
hospitalisation, then more drugs - largactil, triptisol, valium. Drugs and having
my sexuality questioned ~ that’s not what I want, that is not mental health care.
Just that thing about being drugged up, that whole thing apour being on drugs,
you can’t really coherently put forward anything you feel or think ... When you
are on drugs your feelings cease fo matter ... The second time I was referred fo
an NHS psychotherapist ... Months and mom‘hs of talking therapy just made
such a difference fo my 11fe It explained all the stuff that went on before, why
it went on, what was wrong. She helped make sense of many things ... fhough
she did fall down when it came fo sexuality ... Now when I need care, I find
myself a therapist who I can work with, and kecp well away from the system. 1
find noft only a lesbian therapist, but a lesbian therapist I can falk about certain
issues with.” - Brenda, Lesbian

Treatment as punishment rather than healing

“I have been put on a section when I've been doing me housework ... I've gone
off as calm as everything, and calm in the hospital not kicking off or anything
like that. And yef they still send me fo a Medium Secure Unit. If has taken 10
years for them fo realise that I need a psychologist. I mean, the way the system
has freafed me has been absolutely appalling. [ went in seclusion for no
apparent reason. Because I shouted, I got injected. When I absconded from
(residential unit) the police fook me back, I was handcuffed, me feet were
cufted, I was dragged in, I was banged info seclusion then the door was locked.
Then they unlocked the door, then they injected me, and I was just left cuffed
up like that. So basically I've had a right, right, rough deal of the system ... I
think it's made me worse. I think it's made me hate the sysfem, begrudge the
system ... It's like you're in a Medium Secure Unit, you're locked up yeah. And
you feel that you're locked up because of what's happened fo you, and you feel
that you're being punished because all of what's happened fo you, it's your fault
... And I'm not the only one in them places (who is a victim of paedophilia)
who feels like that.” Kerry, Lesbian

ECT (Electro-convulsive therapy)

ECT is a treatment used in mental health services which has caused a considerable
amount of debate and controversy. Whilst there are service users who defend its use
(Perkins, 1996) there are also many who would like to see it banned. Most would
agree however that there needs to be better control over its use and the way in
which consent to treatment is obtained (OU, Module 4, 1997).

“I would never go back inside. I would do anything fo avoid going back into a
hospital ... I felf they were not helpful af all ... I was given ECT - memory loss, I
couldn’t process information ... Even now I feel my mental processes have
slowed down, my memory function isn’t what it was, what it could be. And it
went bad in arother way as well. They give a combination of sedative and
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muscle relaxant - I was awake within half a minute of administering it. And I
was paralysed. And I couldn’t - I was there with my eyes closed, I couldn’t
breathe, I couldn’t move, couldn’t open my eyes, couldn’t let them know. I
could hear them treating the patient ahead of me, I knew everything that was
going on and I was absolutely ferrified ... And when I fold the docfor he
wouldn’t believe me, but it happened again the second time, then the third fime
... The fourth time I just walked away on the morning of the freatment and I
just wenf for a walk in the grounds. Buf they wouldn’f listen ... I don’f think I
get any help at all from psychiatrists. So I’'m really anti the profession. I've quite
strong views about it, maybe unreasonable, I'm sure there are some good ones
around ... But generally I don’t have any respect for the profession. So I
- wouldn’t go back. I'd die rather than go back in.” David, Gay Man

The way ECT is administered does not necessarily adhere to required standards of
practice. A recent survey by the Royal College of Psychiatrists (Pippard, 1992),
looked at the ways ECT is used, and_ revealed considerable differences between
hospitals in two NHS regions. As well as a wide variation in frequency of use,
there were also differences in what was thought to be effective ECT, and between
routine instrument settings. Where older models of apparatus were in use, ‘missed’
fits and under-treatment were frequent. '

¢ Feelings about diagnoses

How a diagnosis is made
A number of participants were unhappy with the way in which diagnoses are made.

“I mean it only takes one prejudiced person in a mental health team I think fo
swing somebody’s treatment. It only takes one person fto label them as sort of
dysfunctional or whatever they label them as. And I think where the service
user loses out is probably not enough attention is paid fo some of the root
causes of their difficulty.” GP Counsellor/ Psychotherapist, Lesbian

Schizophrenia

Schizophrenia gave rise for concern in a number of ways: over-diagnosis amongst
black people, and a lack of clarity about the criteria for diagnosis, were amongst
concerns expressed.

“The diagnosis of schizophrenia? No I don’t like it. Because the way I identify
is as a black gay man. As a black person, which is part of my identity, I feel
that foo many black people have been diagnosed as schizophrenic. And I would
want another assessment, a proper assessment, not a rushed assessment like
the psychiatrists go through now. I want fo be assessed properly. And have a
second opinion. I would ideally like that. Buf on the other hand I can’t be
bothered, because 1 just live my life ... I don’f live the diagnosis. I use the
services when I need them, or the services that I've agreed fo use.”

Ayo, Gay Man

“And then If was a few days after that [slashed his wrists] I wenf back fo the
health cenfre and saw these two psychiatrists who were Asian guys in maybe
their fifties ... I didn't realise if you're meant fo hear voices you'll actually hear it
like a radio, well that's what somebody said, I didn't realise it was like that. I
thought it was kind of fo do with an infernal struggle of voices. And if wasn't
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until years later somebody said ‘No, they actually report it fo be like the
television or the radio.” I thought, no-one told me that. So these guys were
saying ‘Do you hear voices?’ and 1 said, ‘Yes.” Thinking they meant this kind of
internal thing ... They said ‘Why did you cut your wrists?), and I said - ‘Well I
don't know, I suppose part of me wanted fo and part of me didn't.” So then they
said ‘Well you're obviously schizophrenic’, and this didn'’t kind of worry me
because I thought they must know. Now Id be really woniea} but then I didn'f
understand all the implications of what I was involved in ... So then they said
‘Well you have to have depot and this will stop the voices.” Which of course I
didn't have. And they gave if fo me then and there - they gof the injection out -
dropped me trousers, bent over, had it in the arse ... I think it's outrageous. And
completely unfounded and just negligent, completely negligent ... But again,
you know, Afro-Caribbean men and schizophrenia, there's a huge belief that
they're inextricably linked somehow. And lots of men of colour you know,
African Caribbean type men ... do gef dlagnosed And that, with homophobza
. I think in the mental health system that sort of comes info play. Because
you re on this list of schJZophremc violent people because you're a mixed race
man, obviously you're in that category. And then you say you're in the category
of handbag, effeminate, you know, wanting fo be a woman, make-up, and
they're like, it doesn't blend in their mind that therels a mixed race athlefic man

who Is bisexual ... and that spends a lot of fime being out and gay as well.”
Stephen, Bisexual Man

Findings from other studies do suggest that African-Caribbean and African people
are given particular diagnoses, particularly schizophrenia, more often than whites
(OU, Module 2, 1997).

Treating schizophrenia :
Where a diagnosis of schizophrenia has been accepted, nevertheless there may be
dissatisfaction with the way in which it is treated.

“Before last year Id never faken any psychotic medication, I'd always refused it

because even though my episodes had been disturbing they were always kind
of like interesting. It was very sort of like, well this is really trippy and so was a
bit freaky but wasn’t that scary ... Buf then last year got much, much more
frightening ... I'm much more inclined fo go along with like the Laingian,
mystical, oh this is a journey info the self and you know, you’re finding out
that this is a useful process ... But last summer it just felt, no, this is scary, I'm
not learning anything ... So then I fook anti-psychotics. And I'd always assumed
that it would be like being wrapped up in cotfon wool and you wouldn’t be
able fo function but I found them really useful - completely. They just nipped
out the part that was scaring me and I could think clearly again and felt very
lucid - and so I think the medication can be useful af times, although the
bsychiatrist that I see now is always pushing me fo be on medication all the
time, which seems unnecessary. But even though the medication can be useful,
I don’t Iike all the baggage that goes with 1it. I'm very interested in the confent
of what my hallucinations are and is this telling me anything about myself ...
and psychiatry’s just not remotely interested in that. If’s just a bit foo important
fo me to allow 1f fo be ... somehow so trivialised or just removed quite as easily
as that, although at times that’s very much what I want. Does that make
sense?” Russell, Gay Man

In ‘Schizophrenia Re-evaluated’ Boyle (1996) considers why little attention is paid to
the content of ‘hallucinations’ and ‘delusions’. Within the medical model ‘content’
tends to be viewed as “symptoms which the person suffers from, rather than
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meaningful experiences which they might, at least in part, actively construct.” A
further suggestion is that for psychiatrists to pay attention to content would
indicate the policing of belief systems. Disregarding these beliefs has been
challenged in recent years, particularly in regard to people from minority ethnic
groups. Littlewood and Lipsedge (1989) have written about the relationship between
the personal and the cultural and how that can be understood historically: “with a
sympathetic knowledge of another’s culture and their personal experience it is
possible to understand much of what otherwise appears an inexplicable
irrationality”. It could also be suggested that ‘sympathetic knowledge’ would go a
long way in helping MH professionals understand lesbians, gay men and bisexuals.

Labelling : - a
Some felt that workers within MH services tend to relate to ‘labels rather than
individuals, and may hold judgmental attitudes towards that label.

“Mainstream services are dismissive in aftifude fowards the person, the
individual. You are not related fo as a person but as a label - the
schlzophremc the psychofic. All indjviduality is taken away.”

Service User Focus Group

“My experience in hospital - Idon't know what words fo use. But Ididn't feel
I was geftting supported. Ididn’ feel like there was support or care or anything
like that. I felf it was mostly quite negative and people didn't freat you as a
person I suppose. You were a patient on a psychiatric ward and there was a
stigma attached fo if and stuff ... Yes, and sort of ... comments about what are
you doing starving yourself when there's people starving across the world and
stuff like that (CE was suffering from an eating disorder). Which I was like
probably feeling guilty about anyway. But it was intensified, like self-hatred I
suppose at that time. I felt angry about atfitudes and probably watching the
way other people were treafed as well. Because a lof of people weren’t well at
the time and probably being sectioned and stuff, and just the way people were
treafed in general.” CE, Lesbian

Dementia
There was also some 1ndlcat10n that misdiagnosis of dementia can occur in
people with HIV and AIDS:

“Like one chap I remember went completely manic and was going round
buying businesses in [fown/] and hadn't gof any money and I mean, they said it
was dementia, but it wasn'f dementia because it actually went away again and
dementia doesn't go away again. And apparently he had had breakdowns like
that in the past ... The problem was that the psychiatrist kept saying he had
dementia. That was the problem, everything gets lumped under dementia once
you've got HIV, if people are noft careful ”
Community Care Manager, HIV/AIDS, Lesbian
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Summary

0 Diagnosis, treatment and care of LGBs is variable and depends on
the prejudices, ignorance, liberalism or informed practice of
individual workers.

0 Some workers still pathologise, ignore or deny non-heterosexual
orientation. Such perspectives can affect diagnosis and treatment.

0 Some of the dissatisfaction with' diagnosis and treatment mirrored
that expressed elsewhere by service users generally:

* lack of information on diagnosis and medication

* too much dependence on medication - more ‘talking treatments’
needed, o

* sense that MH care is punishing and disabling, rather than
healing and empowering

* lack of respect for individuals - service users treated as labels.

We have looked at the issues raised by LLGBs in relation to diagnosis and treatment,
and seen how attitudes held by health care workers can affect the care received. The
next section examines some of these attitudes in greater detail and shows the range
of ways in which the heterosexism and homophobia of both workers and other
service users can affect how LGBs experience a service. The section also considers
the attitudes held by health care workers and the LGB communities towards people
with mental health difficulties.
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Section 5

Thinking About Attitudes

Findings from this research show that the attitudes towards us of those we turn to
for help and support can affect not only how we experience services, but also how we
feel about ourselves - both as members of sexual minority groups and as users of
mental health services. The attitudes of other service users also affect how we
experience the service environment, whilst.our relationships with ‘other lesbians,
gay men and bisexuals can be affected by the attitudes they hold towards people
with mental health difficulties. This section looks at each of these sets of
relationships in turn.

5.1 Atti-tu_d:és Held By Ment-\alf'-H'eali.::h Workers
Towards Lesbians, Gay Men and Bisexuals

Perhaps the most blatant evidence of the existence of homophobia, biphobia and
heterosexism in mental health services can be found in the attitudes experienced
first-hand by lesbian, gay and bisexual service users. Few mental health workers
have been trained to overcome the anti-gay attitudes which they share with the
mainstream culture (Sayce, 1995), and indeed there are staff working in services
who have actually been trained to think of homosexuality as a mental illness
(Willmot, 1997). Studies carried out to ascertain the beliefs and attitudes held by
doctors towards sexual minority groups showed that :

0 Ten per cent of GPs think gay patients should be returned to normality by
therapy and two thirds feel uncomfortable having gay men as patients (Bhugra,
1988).

¢ Doctors are influenced by the values of their culture and in many instances are
blatantly homophobic (Rose, L., 1994)

Findings from a study of nurses’ attltudes in the UK and USA (Taylor and
Robertson 1994) showed that:

¢ Forty per cent would not condone homosexuality.
¢ A minority claim the right not to treat gay patients.
0 Some see AIDS as a divine punishment.

Such attitudes prevail despite a statement from the Royal College of Nursing (RCN,
1994) which draws attention to the fact that lesbians and gay men have specific
health care needs and concerns. Suggested ways in which nurses can address these
include:
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0 Nurses in clinical practice examining their own attitudes and exploring all
possible ways of assisting lesbians and gay men using the service.

0 Nurses undertaking research to develop studies of lesbian and gay health care
experiences and establish how nurses can best meet their needs.

¢ Nurses in education designing training strategies which recognise the need to be
better informed.

¢ Nurses in management to ensure equal opportunities are adequately addressed.

¢ All nurses to challenge homophobia and prejudice in the workplace.

Discriminatory attitudes and practices against lesbians and gay men are also found
in mental health training institutions. For example Ellis (1994) found that openly
lesbian and gay people are not accepted to-train as therapists or analysts in some
British training institutions for psychoanalysts and therap1sts '

These negative attitudes and practices have a direct impact on how lesbians, gay
men and bisexuals experience mental health services. Golding (1997) revealed that
73% of service users participating in her study (N=55) experienced some form of
prejudice or discrimination in connection with their sexual orientation within
mainstream mental health services.

PACE research

Findings from our study reveal that attitudes towards, and strategies for dealing
with, lesbianism, homosexuality and bisexuality, reflect the range of ways in which
homophobia, biphobia and heterosexism operate. Participants experienced:

* physical abuse * voyeurism and inappropriate
* verbal abuse and ridicule questioning

* ignorance and lack of awareness * being silenced

* stereotyping * judgmental attitudes

as well as having their sexual orientation pathologised, denied, discouraged,
devalued and ignored, and their relationships trivialised.

Such negative experiences were more commonplace than positive. Nevertheless
some people felt they did receive appropriate responses as part of their experience
within MH services.

o Positive experiences

Sexual orientation recognised and accepted

“So. I fold the psychiatric social worker, obviously I was crying, it was a
massive thing for me fo tell her. And she was just so nice apout it. Just didn’ ...
It was Important, very important, but she said there's nothing wrong with it
whatsoever - she was completely good about it.” Justine, Lesbian
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Being given appropriate help and information

“They knew I was gay and I mentioned it a couple of times fo nurses and one
nurse said ‘Why don't you go and get counselling, why don't you go out?’ and
he was trying fo like give me advice, and saying I need fo go out and get
counselling, accept being gay - and he was trying fo help me ... The ward
manager was quite openly gay and people didn't mind ... And even my CEN
knows I'm gay and I have falked to him abouf my sexualify and he actually
tried fo arrange for me fo get counselling . - which Idid last year ... when I was
frying fo come fo terms with my sexuality.” . Mark, Gay Man

Relationships/ friendships respected

“We went for counselling to [marriage guidance organisation] and they told us
we would get a psycho-sexual counsellor, not because there was a problem
about our sexuality but because that person is more likely fo have more
fraining, so is more likely fo deal with lesbian and gay issues and that would
be fair fo us ... She’s been okay ... When we falk about relationship problems,
she talks about relationships and partnerships and people with children, not
men-and women with children, not men and women in relationships ... I am
quite pleased with how our sexuality’s dealf with.” Teresa, Lesbian

Information being passed on to friends/partners as requested

“There was one occasion when I thought there was an example of something
good being done ... I have two very close friends who live in [place/ and my
sister telephoned them, and fold them that I'd been sectioned. And one of them
was very upsef and started ringing the hospital and saying ‘What's going on,
what are you doing?’, and at first he wasnt getting any answers. But when I gof
better - compos mentis, thats the only phrase I can think of, when I was
compos mentis enough fo actually speak up for myself, I had fo sign consent
for them to give information fo him. I couldn’f really describe it myself, because
my memory for about a month in 94 is gone blank. I can'f remember anything
about it. So I asked the nurses fo tell him. I said ‘He's a gay friend of mine, I'm
a gay man.’ I explained it fo my key nurse. And I said, 1d like him fo receive
Information about my freatment’.” Ayo, Gay Man

e Experiencing both positive and negative attitudes

It is also possible for people to experience positive and negative attitudes
simultaneously within the same service.

“A nurse befriended me in the hospital ... and she was actually very kind to
me. All the other staff were actually pretty horrible, they were quite cruel. She
fold me she was leshian ... And she was the first woman that I'd ever known
who definitely was lesbian. And she was absolutely brilliant ... She was telling
me all these good things about being lesbian and not fo be ashamed and noft fo
be worried ... So I actually talked about it. Which I'd never done before
because in fact when I was 17 or 18 ... my idea of what lesbians were like was
pretty awful, so I didn’ reckon I could be one. I just knew I wasn’t
heterosexual. But my friendship with this nurse was noticed by other nurses
and the doctors and really looked down upon. And 1 did talk about her. I fold
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people that she was lesbian, I fold my parents fo show them that proper people
with proper jobs and everything could be lesbian. Buf that was a big mistake
because she was actually - I don’t know if she was either sacked or just moved
fo another place. But I never saw her again. She was seen fo be a bad influence.
Buft she was the only person who was kind and I don’t know what would have
happened if I hadn’f mef her.” Kari, Lesbian

e Observations ahd experiences of mental health workers

In terms of working in services, LGB workers are in a more powerful position than
users of services so their observations in thls context differed to some extent to the
attitudes experienced by service users. : :

“I am out at a professional level, my colleagues would all know that I am a
lesbian. In this particular instifution if is very easy fo be out as a lesbian or gay
man. Buf then this place has a repufation for being a friendly place for lesbians
and gay men fo work. It’s one of the few places that I guess has leshians and
gay men on the board ... I don’f think it’s actually affected my career in any
way, buft then I haven’¥ been in a position yef of being in a marginal position
where those kind of issues may be more noticeable.”
Rachel, Consultant Clinical Psychologist, Lesbian

Nevertheless, the experiences of some workers did confirm that attitudes of a
heterosexist, homophobic and biphobic nature exist and can affect the quality of
services received. More optimism was expressed however that attitudes are
gradually changing, though such changes tended to be expressed in terms of it
being easier to be out to colleagues. Being out to service users appeared to be more
complex.

“The level of professional awareness is variable. In my own field I am also
responsible for training docftors, so I do raise questions which would address
lesbian and gay issues and would challenge homophobia and attitudes which
pathologise. There’s a need fo do this not just for clients but for young doctors,
so that they as gay people can also feel comfortable. I do feel there are MH
pmfesszbna]s who have a very Sood awareness and understanding of mulfi-
oppression, buf the opposite is also frue. it’s the same for staff aftifudes ... for a
long period I felf very comfortable being out - I wore a labyris fo work so that I
could be identified by patients and staff who recognised if - buf round the fime
of Clause 28 I felt less confident and actually became quite nervous. Thaft
feeling has changed again ... of course there is still a long way fo go buf you
know, I was recently asked fo review an American book about lesbian and gay
mental health issues for the British Journal of Psychiafry. Now 5 years ago
that would not have happened.” Consultant Psychiatrist, Lesbian

“I'm out fo fellow professionals as much as possible and I'm in the closef fo my

Dpatients. Unless they’re obviously lesbian or gay ... part of that is fo do with
pure physical profection and ... part of it is some belief that even if I was
heferosexual I don’ think GPs should be parading their nuclear families and
Dpictures of themselves looking happy with their partners all over the walls,
which they do.” GP, Inner London, Lesbian
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e Safety

The physical safety of those using services is a fundamental issue and is dealt with
in greater detail in Section 6. As described here however, lesbian, gay and bisexual
service users may be in danger not only from other service users (see Section 5.2)
but also from staff.

“When I was in the hospital and when I was in the crisis centre, attitudes
fowards my sexuality caused me a Iof of problems ... In hospital the male staff
used to ‘vop in’ fo the room when I was being visited by my partner - it felf
totally voyeuristic ... I also gof beaten up af one point by male staff and I do
believe it was abouz‘ anti-lesbianism.” Tina, Lesbian

e Homophobic abuse

Homophobic abuse, whether directed at oneself or at someone else, can be extremely
upsetting for service users. It can also affect whether someone decides to come out
and - if they have a choice - to what extent they continue to use that service.

“T went on fo another ward, an acute ward, and I didn'f come out at all there,

We had a male nurse there that was reported fo be gay, and everyone just took
the piss ouf of him ... The staff were worsft, particularly the male nurses on the
ward: ‘So-and-so, he's a real faggot, look at him, the way he acts, the way he
walks’ and everything like that. And someone even shouted out ‘cock-sucker’
after him once, it was really revolting. I don't know if it was why he left, buf he
did leave. Not long after.” Anne-Marie, Lesbian Orientated

“I think it hasn't really begun, the support that’s necessary. There’s this user-
led day centre. And the experience of this one lesbian woman and this one gay
man I key work for is very negative. They do use the service, they do attend, I
think some good things have been done for them, with them, by them as well,
bur when it hurts them, if really does. And it's more than remarks, or notions,
it’s actually, you know, words like ‘abomination’. ”

Peter, Community Support Worker, Gay Man

Ridicule
Homophobic abuse was also experienced by participants in the form of ridicule or
anti-gay jokes.

“I was working in a halfway house for MH service users ... buf I couldn’f come
out because I overheard conversations ... then the staff meetings - the jokes
about poofs, and all the jokes were homophobic type jokes. Also one of the
workers, he was very, very anti-homosexuality. And I used fo want fo bring the
subject up because I knew that if people living in this place were homosexual,
who on earth could they falk to? Would they fry and convert them, or would
they see it as an illness. I actually was very upset by the attitudes of the staff I
never did come out though, I think it’s wise that I didn’f ... the atmosphere was
so oppressive, It was obvious that if any one of those people had been gay
theyd keep if fo themselves, because you heard - if people made really bad
comments about gays - the staff laugh. They didn’t say you shouldn’f say that
or anything. The staff were as bad. ” Kari, Lesbian
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e Ignorance and lack of awareness

Effect on quality of service
There may be workers who do not hold attitudes which are blatantly homophobic,
but ignorance and lack of awareness arising out of heterosexism also affect the help

and support someone receives.

“On a scale of 1 fo 10 I'd say the level of professional awareness is 2 ... there’s
complete ignorance abouft the needs ... I mean one or two Individuals may
know of lesbian and gay services and point them in that direction, buf in a
hospital, at a ward based level, there’s no knowledge of anything.”

" - Peter, MH Day Centre Manager, Gay Man

Effect on service users

Even where a service user has felt able to come out, inability on the part of health
care workers to meet their specific health, information and /.or support needs can
compound the sense of isolation and loneliness they may be feeling.

“It's just they are so unaware in [the day| hospital of basic issues ... and they
look so surprised. When you turn round and fell them things like, for example,
I'm gay. It’s not on the agenda, it's just not something they have thought of ...
you are just met with stunned looks. What do we do with this person? Perhaps
It's just that particular hospital, but they have just not got a clue around other
issues, around gender, sexualily, ethnicity, anything. It is absolutely a disgrace.
I mean, this is supposed fo be a place for people - well people are often
troubled about things that are deep fo them. For example, sexualify. And there
is no outlet for that at all. I mean my psychiatrist didn'f respond at all. She just
looked at me, wrofte it down on my file, ended the meeting and that was that ...
It would be inappropriate for me fo bring it up because she never asks
questions around it ... I could just happily furn round and scream sometimes.
There is no account made for anybody that - I was going fo say differs from
the norm’ put then I don’t see why you should say that gay differs from the
norm anyway -~ it’s as valid as being straight. Buf it’s nof - it’s like being
isolated even more. Because bearing in mind I've explained what my home life
1s like and everything like that - on fop of that I'm supposed fo go fo a place 5
days a week for help - and you just don’t get any.” -

Anne-Marie, Lesbian Orientated

Golding (1977) found that of those service users taking part in her study who
wanted information about LGB organisations and / or support services, 70%
did not receive any.

e Stereotyping

Stereotypical attitudes arose for participants in the PACE study in a number of
ways, and confirm Koffman’s point (1977) that ignorance and lack of awareness not
only leave needs unmet, but help to uphold myths about lesbian, gay and bisexual
people. Stereotyping experienced by participants in our study included:



The political, man-hating, butch or femme lesbian

“And she [psychiatrist at out-patients| got kind of really patronising fo the
point of you know, Aren’t you being really kind of foo political about being
gay?’, and actually I wasn 't political at all. I was just stating the fact that I was a
lesbian. And that's who I was af that time ... They were saying that I must hate
men pecause of what had been happening. But I wasn't saying that at all. [ was
Just like, No, actually I don'’f hate men, and I have very good relationships
with men, straight or gay - re]ationsmps are based on who the peop]e are,
undemeafh what their sexuality is, nof what they are fo begin with.” Buf they
“couldn'’t see that. They thought that I was just deluding them and de]udmg
myself and actually I was a separatist and you know, they did see it all in a
very bufch/femme Way And I was ]11(6' youre Imposing things on me that I
don'tactua]]y be]zeve mn.’ e . Sharon, Lesbian

The belief that léébians do not have children

“One of the psychiatrist consultants on the ward said to me, ‘Do you nof think
that your parenfs want fo be grandparents and how are you ever going fo
enable them fo be that if you're fotally rejecting the fact of being a real woman.’
And I said 1 can have children if I want children, what are you talking about?
Because I've said I'm a lesbian doesn't mean that my genetic make-up has
changed.’ And I remember this docfor felling me that I was being sarcastic, and
I said ‘No I'm nof, I'm just being completely fruthful that I can have children if
that's what I choose fo do.” But it was this idea that I couldn't be a real woman
unless I did want fo have a child - and wanting fo have a child would mean I
shouldn't be a lesbian.” Sharon, Lesbian

“Then he assessed me, which was the only thing that stuck in my mind as
being really inferesting. He assessed me and said, How would you describe
your sexuality?’ and [ said, ‘A lesbian’, and he said, ‘Oh really? When was your
last sexual experience with a man?’ And I said, Six years ago I suppose’,
-because my child was five. So he said, ‘Oh right, so you’re bisexual.’ So I said,
o how do you figure that one then?’ So he said, ‘Well you are.” I said No! -
I'm noft actually.” And I remember [ was lying on the bed and he was sitting
next fo me and I turned round and [ sat up and said, ‘No, look, I'm ftelling you,
I'm a lesbian and don’f try and confuse me, because if I felt like I was a bisexual
I would be able fo tell you.” And then he sort of laughed if off a bit.”
Teresa, Lesbian

The belief that lesbians are not at risk from HIV infection

“I think also social workers they don't understand if you're lesbian and how
come you're HIV positive, so they need fo be learned about that as well. Which
Is sort of hard sitting down ftelling them that you got this problem, and then
they shout out and say ‘How come you've got that, because you've been a
lesbian for the last five or six years?’ They don'f understand that either. So it's
like ... I don't know. I just feel like standing up and ftelling them they fucking
know.nothing and just walk out. But I can't do that because I gof fo sit down
and gof fo talk about the kids and that as well.” TJ, Lesbian



The belief that all gay men are HIV+

“Being out as a gay man has been an extremely varied experience. Buf I kind
of decided at the start of my fraining that I would be. At all times. My first
experience of that was when I was training in Leicester and I went info work
with a cold and the ward sister said fo me, ‘we don't want HIV, youd better get
out of the office If you're going fo be sneezing.” Which kind of set the fone
really.” Peter, MH Nurse, Gay Man

“The psychologist made a very big fuss and very big thing abouf saying that I
was an abused patient - someone who's.got mixed up because I was abused as a
young child. Which was ridiculous because everyfhing that I can remember,
even as a young boy, I've always felf gay and that was the only way fo be. 1
mean heterosexuality just did not appeal fo me.” Pete, Gay Man

Gender and cultural stereotypes

“I have known in mental hospitals, particularly in special hospitals which I'm
also connected with ... there are things that ones had fo fight all the time. I
think some of them are improving ... if's said that women patients, they don't
take any inferest in their appearance because they don't use make-up or they
don't want fancy hair-dos or they don't want feminine clothes or things like
this. And a lot of the so-called rehab work is sort of getting make-up people in
~ they think this is nice. Or frying fo gef them frilly clothes, or the sort of
hairdresser that only does sort of Margaret Thatcher hair-dos, you know. And
doesn’t do a shaved head or something like this, which is what they might
want. Ive had somebody coming out ... who was a cross dresser. Now that
ward had men in if, who looked as if they'd slept in their suifs, who had egg all
down their ties, who looked really scruffy like this. Now to me she was
extremely smart in the fact that she always had beautiful white shirts and nice
ties and pressed suifs and things like this on. Buf she was said fo take no
inferest in her appearance.” Jay, Lesbian

“I think even in terms of sexuality - it was like I was an Asian looking woman
on a ward with really long black hair and for a start fo be assertive scemed fo
be quite shocking fo people. To be talking about sexuality definitely seemed fo
be really quite unusual. I was just perceived as really quite strange I think, and
I think in some ways I was, because I was losing it a bit. Buf then a lot of it was
~ like assertion wasn 't seen as culturally appropriate for me.”

MH Project Worker, Lesbian

“She (the psychologist) brought her preconceived prejudices and ideas about
what an Asian is. About the ideas of arranged marriages, she was talking about
did my parents pressurise me info an arranged marriage ... none of that has
happened in my family ... I mean it was something that she had brought from
the media - it wasn't me she was talking about ... It was a long fight for me fo
estaplish that in her mind. That she has to deal with me as an individual.”

Pete, Gay Man
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e Voyeurism and inappropriate questioning

Pressure to conform to received ideas about what is appropriate in terms of gender,
culture and sexuality also played a part in service users feeling subjected to
inappropriate questioning about their lifestyles.

“There's a lot of like innuendo on the wards ... Staff - I'm sure they speak this
way fo everybody - but it just scemed a bif, I wasn't being paranoid or
anything, I just found their questions quife offensive and very inappropriate. [
~mean, I could laugh and joke with the best of them, but I think there are
certain things, things like, ‘What will you be doing tfonight?), - heavy innuendo
~ and “What clubs do you go fo?), and ‘You should look this way, and I'd rather
you didn't look that Way or, ‘You Iook Vezy obvious’ and things like that. It was
Just so uncalled for.” : S Anne Marle Lesbian Orientated

“Unfortunately for me my consultant has changeag “he's of Asian origin, and
also the psychologist, who's a resident doctor at the day centre, he's also Asian.
And first he starfed saying do I atfend temples, do I pray, and all that rubbish
about religion and so on. And I'm nof religious at the best of times. So he was
trying fo hammer that info me, you know, about coming from a good Asian
family you must go fo the femple on a regular basis, and all that And you
know, what would your mother think, that you're gay and all that. Which was
none of his business. And the same thing, my first CPA with the new Asian
consulfant, the first thing he started saying, ‘Oh well, your major problem
stems from the fact that you're gay’” Pete, Gay Man

o Being silenced

Lack of understanding and awareness about the significance of coming out, and the
crucial part it plays in developing a healthy identity (Davies, 1996) can sometimes
lead MH care workers to advise users to be silent on the subject.

“What I was frying fo explain was that there was a lof of issues abouf my
sexuality that were coming up for me, because my family had rejecfed me
because of it. So I was trying fo explain that and she [psychiatric nurse] was
saying that maybe if 1d looked at it on another level, and didn 't throw if in my
family's face then they wouldn't reject me ... And then the first time I saw the
consultant in the ward round, I asked him when I was going home ... he
started fo talk fo me about my family, about my parents and who they were,
and why I didn’t sece them and what the problem was and couldn’f I just
compromise and not be so out about things and I kept saying to him ‘You just
don’f understand. This is my life, I can’t shuf off my life just fo suif people’.”

Sharon, Lesbian

The on-going nature of this process is illustrated by Jaymee, a participant in this
study, who gained help and support from some workers and silencing and rejection
by others.

“I actually started by telling my last psychiatrist, who’s now retired, so that she
could help me. Because if you are hiding something in your mind, the idea for
them is fo fry and get if out. And if you keep it locked up there, they can’t help
you. And it wasn’f helping me fo keep if locked up there, because I knew I had
fo tell someone some day ... She said It doesn’t matter whether you are gay or
not. I still treat you as you. And whether you like fo go fo bed with men or you



 like fo g0 fo bed with women, it doesn’t worry me.” That was the first good
reaction ... I'd fold somebody so that now I knew if anything happened fo me,
someone would be able fo say ‘well he did lead another life’.’

I fold the psychiatrist because I felt I had fo, in order fo help myself. Then I felt
I'd try talking to somebody else, and this gay member of staff came along, and
had worked out that [ was gay from the way I acted and the way I'd pass
comments. And he said ‘There’s no need fo be worried about 1t. Just fell me who
you are, and LIl help you out.’ So I did. Which then led fo another member of
staff knowing. [ went on and told a third person and she helped me an awful
Iot. I started to open up about 6 months ago and started fo tell more and more

people.

I started to fell members of staff at the drop-~in and I got a very negative
response from a good majority of them. One of them said Don’t talk fo me
about being gay because I don’t want fo hear.” There was:one member of staff
that I could speak fo occasionally, buf the leader of the group said that it’s best
you don’t talk about gay activities within this centre. Yet it is one of their
policies that they respect all nationalities or whatever ~ sexual preferences ~ in
a document ... there Is a piece of paper that’s documented that they should
freaf evezybody equal.

Well it made me cross the fact that I couldn’t falk about it, because they were
the very centre, the people that I needed to talk fo, fo help myself. I'd come
open about it and I'd started fo tell people about it, and it was by telling more
and more people that I was beginning fo get strength. Until I gof sort of
punched in the face by this member of staff saying don’t falk about gay
business here. It’s not wanted. So yes - [ feel very uncomfortable, and I don’t
find the centre fo be of any benefif fo me.

I mean [ know there’s an awful lot of people within the community that are
gay or lesbian and they foo need help if they’ve got MH problems ... I mean I'm
always on the phone fo somebody who’s got MH problems and has recently
come forward and fold me they were gay. So I’'m obviously there for them.
Because there Is nothing for them. Like there’s nothing for me. So we are
supportive fo each other. But nof within the drop-in. There you feel
negativeness ... ‘Oh look ouf, he’s here’ you know, The gay’s here.” If’s the
label 've been branded with. Other than mental health.”  Jaymee, Gay Man

e Attitudes of authority

Attitudes which pathologise

Attitudes which pathologise have been identified elsewhere in this report,
and by other research (Golding, 1997). Nevertheless it feels necessary to
keep stressing how damaging they ean be in the hope that steps will be taken
to ensure they are eradicated.

“IMy sexual orientation] was received very negatively ... but I had fo accept it
because it came from a psychiafrist, it came from a professional, and they're
obviously supposed to know more than the person involved ... I've only saf with
him for say five minules, and yet hels come up with this conclusion that my
sexuality is the problem ... [d just come fo terms with my sexuality, before this
happened, so I actually got more doubts and more angry abouf this ‘being gay’
thing. I mean, I had a boyfriend af the fime, wed been fogether for about fwo
years. And I actually split up with him because I thought I was doing
something wrong, I thought I shouldn'f be sleeping with this man. It's wrong, [
shouldn't be gay. And I wenf through that for about a year. Then I met up with
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some gay friends of mine that Id actually blocked off, don't wanf fo know you,
you're all perverts, you're all dirty people. I don't want fo know you.

And luckily they seemed fo understand, because we actually sat down one
night and had a talk about how people perceive things. And when I explained
what had happened with the psychiatrist ... they was very accepting that I
hadn't pushed them away deliberately, it was because I was going through
something that I couldn't really fell them abouf ...

I just started crying ... and one of the people actually came over and said ‘Come
on Jason, cheer up, at least you know you've still got us.” Which made me feel
something inside, because my parents had rejected me for two years, because I
came out when I was 16, and in fact if was so sfrange fo have somebody that
cared ... And he said Jason, you need fo get. fo see somebody that is gay and
lesbian themselves, that will understand.’ And if was them that contacted
(voluntary organisation) for me, as well, And when I .actually went over and
spoke fo the bloke ... it was like, thank God, I'm nof the only person that's been
through this. And I actually left there and if was like a great weight had been
lifted off my shoulders. I thought I can do anything now.” Jason, Gay Man

Judgmental attitudes

Even where a worker may not actually pathologise sexual orientation,
judgmental attitudes about that orientation can still affect the service
received.

“I've encountered dysfunction in my sexuality due fo ltaking medication and so

. when I went in and complained that I am having erectile dysfunction, then
he said ‘But does it really matfer? I mean if’s not as though you're going fo
produce kids.” And I was flabbergasted, I really was flabbergasted ... these are
the stupid prejudices that the providers are still holding in 1997. Its very
unacceptable ... I'm not falking about something that happened five, fen,
twenty years ago, no. I'm talking abouf current service providers ... And it just
doesn't help. In fact I think a lof of these service providers are more detrimental
fo our health than a help, really.” Pete, Gay Man

e Denial, discouragement and the devaluing of LGB
orientation

Some participants experienced both attitudes of denial - intended to reassure, and
encouragement to be heterosexual.

“My first experience of being a mental health service user ... was having
psychotherapy for 18 months ... And I still look back and think, my God! The
woman who I saw, the therapist I saw, fofally challenged the fact that I was gay
and would say things like, ‘You're not gay, what you need fo do is go out with
a woman’ ... When you're in that process the kinds of messages that come
through are so powerful, and because everything else in that relationship
seems fo be helpful and moving in the right direction, if's like it's almost slipped
in subliminally ... and I can remember actually going ouf on a date with a
woman because this is what the therapist was saying fo me. And you know I
was absolutely flummoxed by if really.” Peter, MH Nurse, Gay Man
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“I went from talking about not wanting to be with men and choosing celibacy ~
which she [NHS psychotherapist] felt was an understandaple response fo sexual
abuse in childhood -~ fo talking about wanting fo be with women and foregoing
celibacy - then she said that I was not struggling hard enough for my
heterosexuality.” Brenda, Lesbian

LGB youth

“What I felt was that I was labelled as having this problem because of my
sexuality ... that I had never been in long ferm relationships so therefore [
wasn't 2 committed person and maybe it wasn't women that I wanted fo have
relationships with, and how could I know because I hadn't had sex with men -~
I was foo young fo decide - that sort of attitude.” .- . - . Sharon, Lesbian

Perkins (1995a) suggests that reassurance by denial is ‘particularly common with
younger women, and that mental health workers like to feel that all routes to
heterosexuality have been explored.

Ignoring sexual orientation
Another attitude which can be experienced as completely unhelpful is that of simply
ignoring assertions by a service user that he or she is lesbian, gay or bisexual.

“There was one particular nurse that I really got on well with. And I did try fo
talk fo him about it [sexual orientation/. But it was a sort of issue he avoided,
because I'd been seeing a man up tll my admission ... that was the tail end of
things. And it was always like the enforcement that that [relationship] should
have been working and how could that work, or if that relationship hadn'
worked, why? I shouldn't be lesbian because of a reaction from that. And that
wasn't what [my being a lesbian] was about. But that was definitely what was
said to me. Like by him. And he was gay himself. And my actual key worker,
who was a woman, she was fofally homophobic when I think about it. Because
1t was just devaluing [my sexual orientation/, ignoring it”

MH Project Worker, Lesbian

e The treatment of same-sex partners and friends

A combination of many of these attitudes - pathologising, judgmental, unaware,
trivialising - plays a part in the ways same-sex partners and friends may be treated.
Issues raised included:

lack of information sharing and the need for guidelines

lack of privacy

lack of support

significance of relationships / friendships not acknowledged
difficulties compounded if service user feels unable to be out.

* ¥ X ¥ *

As highlighted earlier however, there were some service users who felt
relationships with partners and friends were respected.
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“I had my boyfriend visiting me when I was in hospital and everyone was jusf
fine about it. I never got any shit off other patients, off the docfors or
anything.” Russell, Gay Man

This mixture of positive and negative again draws attention to the variability of
attitudes and thus the service received. Other service users experienced worry,
confusion or uncertainty due to lack of clarity and again confirmed the need for
guidelines to good practice and positive legislation. In terms of the Mental Health
Act, same-sex partners are not recognised as ‘nearest relative’ unless they have
been living together for five years. For heterosexuals, being married automatically
confers the status of ‘nearest relative’; for those cohabiting, ‘nearest relative’ is
possible after six months of living together. Such discrepancies clearly constitute
discrimination. :

Lack of information-.”sharing

“My view Is that in the legal sense, next of kin is defined as a membper of the family
or a married partner so in that sense lesbian and gay partners are not treated the
same. In ferms of visiting, I do feel LGB partners are treated just the same as
strajght. Where differentiation may occur and where staff may well err, is in ferms
of giving information out fo those who ring. I thinks mistakes have been made and
can be made because staff are reluctant fo give out information and this may mean
that partners don’t get certain information. The problem is that staff feel they are
only frying fo protect patient confidentiality ... A possible recommendation would
be for patients to be asked fo whom Information can be given or not given. Then
staff would have a list fo refer fo when a request for information 1s made.”
Consultant Psychiatrist, Lesbian

Need for guidelines and positive legislation

“There are particular problems in ferms of next-of-kin acknowledgement.
Under MH legislation a relative - whom you may have fallen out with - may
have more powers over you than a lover.” Multi-Disciplinary Focus Group

“Well the thing is I've never taken a partner along for my CP at all. I know that
they do have a policy of inviting someone along if you requested 1t ... Buf again
It's a funny area In a sense that I would have expected either initially, when you
first went, or subsequently - that if you have that right, that a patient would
have been informed of that. In my case I wasn't, Even though I'm aware of it. 1
wasn't fold by staff or anyone like that, I'm only aware of it because I'm a
member of the forum, the users’ forum, that's why I know. If I wasn't a member
there, then I wouldn't have known of it, no. So there is a lack of information.”
Pete, Gay Man

Lack of support for partners/ friends

“What they always said in the NHS was we treat everybody the same - and of
course while they didn’t treat everybody the same, the truth is everybody is not
the same ... I have seen it in the HIV field, I've seen partners been fogether for
years and then the person is dying and the family appears and suddenly come
in and arrange the whole funeral and the partner is fotally excluded and that’s

devastating. It is appalling ~ so I think this is a major issue.”
Counsellor, Gay Man



“I think that for gay people there is a problem of the attitude of families and
professionals, towards partners. Because they're not involved in decisions thaf
are being taken like medication, hospitalisation, and so on. And although my
partner at the time tried fo cope, it was impossible ... And he was sort of caught
in a, I think he probably felf like the rope in a tug of war. Between my family,
me, and his family ... And I think you know, people forget the effect that mental
Iliness has on partners, and when a partner Is a gay partaer, there isn’t very
much support for that person.” Ron, Gay Man

Lack of privacy

“I mean there's always issues around what happens at visiting time ... I think
[gay service users] felt that they weren't given enough privacy. And staff I think
were kind of fairly jokey about them, you know, behind their backs, fo me,
because 1 was a fellow professional, theyd ... not take them senous]y, you
know, assuming that 1 would agree with them, sort of make jbkey comments.
But again, that was very variable, some might ha ve been fine.”

Community Care Manager HIV/AIDS, Lesbian

Significance of relationships not acknowledged

“[How partners are freated ) ... varies fremendously, depending upon the role
and status of the partners and the attifudes and beliefs of the staff ... In respect
of the MH Act, they are clearly not - and they can’t be - freated the same,
because legisiation doesn’t actually permif them fo pe freated on an equal
footing, but in other respects again, [ would suspect they are simply treated as
friends who visit. And I don’f think in many ways they’re treated differently
from other friends, but the significance of the relationships I don’t think is very
often acknowledged.” Rachel, Consultant Clinical Psychologist, Lesbian

“It depends on who's dealing with them, very much. ... and what type of service
1t Is. But from my own experience a few years ago of being an in-patient, and
my mental health problem was very much related fo the end of a relationship,
of a long ferm re]aﬂbns}up I almost kind of didn't want fo say that because
there's this thing about having fo justify relationships by saying how long they
are, because we can't get married ... My experience of that was that my partner
was completely excluded ... was very much discouraged from coming up, from
having anything to do with what was going on ... I think if comes back to the
kind of status of relationship. And it's not seen as legitimate in some way,
because there's no legal piece of paper ... it's seen as a kind of informal thing ...
it felt as If everything thaf was being looked at was being looked at from a
heterosexual model. So that the relationship wasn't seen as parficularly
valuable, because you know, if had no social status, and ... I feel that if I'd been
married fo a woman and become depressed because of the break~up of that, the
response may have been completely different. It was almost kind of like, ‘Oh
well you know, ifs OK, theres plenty more people ouf there.” That was
generally the kind of approach from the nurses. And [ was frying fo look at it in
terms of a bereavement, a grief kind of process.”
Peter, MH Nurse, Gay Man
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Signifiéance of friendships not acknowledged

“I think it would be better to do away with these sort of niceties of next of kin
and say that where the person is capable of stating a next of kin, that person ...
should be taken above everybody else ... Because Ilots of people have friends
who aren't partners who don't live with them. I mean there's another peculiar
thing about this next of kin thing. Which seems fo say that the only
relationships that matter are either blood or sex ... that these are the only things
that actually bind people fogether, whereas there are some people who don 't
have either blood or sex, who have a close. friend as the person that they want
... and the other thing Is, this thing about living under the same roof, They may
not live under the same roof, but they may be their prime person that they
want to be their next of kin.” : _ Jay, Lesbian

Further difficulties if not ‘out’

“I think this is a big issue in general in the whole medical world ... nurses are
sort of trained with this paranoia of only talking fo the immediate family ... and
If someone comes up and says well actually I live with the person you know -
and that depends if the person’s out as well and feels comfortable with that.
They will only give information out to immediate family. Things are changing
... but that’s up to the individual person fo actually wrife when they are being
admitted ... they have to say ‘Yes, my next of kin is so and so and I want my
information to be shared with this person’... But if they are not out, they don’t
stand a chance. I think if you are out and you say it, you are going fo get hurt.
But if you are nof, and then your partner comes along ... you are going fo be
denied all information until you kick up a stink, really. I think that’s generally
the situation. They are completely paranoid about that side.”
Terry, MH Social Worker, Gay Man

The ways in which homophobic and heterosexist attitudes of MH workers can affect
how service users experience services, and how they might feel about themselves,
have been presented. We now turn to the attitudes of other service users, with
whom LGBs must share some service environments and whose attitudes they also
have to cope with.

» 5.2 Attitudes of Service Users

As indicated elsewhere in this report, the attitudes of heterosexual service users
towards those from sexual minority groups can affect both the accessibility of
services and whether or not lesbian, gay and bisexual users feel safe enough to be
‘out’. Fear of, or actual experiences of homophobic attitudes, may also result in LGB
service users feeling lonely, isolated and unsupported within the service. Negative
consequences are further compounded by lack of staff intervention and / or active
collusion towards such attitudes and behaviour.
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Findings revealed:

There were fears about physical safety and experiences of sexual harassment.

Women experienced sexism as well as homophobia and biphobia.

Verbal abuse and ridicule were experienced.

These experiences affected use of services, prevented people from coming out and

led to feelings of isolation and loneliness.

0 Non-intervention and collusion by staff compounded fears about coming out,
feelings about lack of safety and managing the difficulties of being so abused.

0 . The ‘user movement’ was perceived as not taking lesbian, gay and bisexual issues

on board.

S O OO

Previous studies mirror these findings in that 78%. of service user participants in
Golding’s study would not feel safe disclosing their' sexual orientation to other service
users, and a main finding in Koffman’s report (1997) was that ‘direct and indirect
anti-lesbian, anti-gay and anti-bisexual comments from other service users results in
reducing safety and increases fear and reluctance to use services.’

Positive comments
A small number of people did feel that their experiences had been mainly positive
however, and that coming out was respected by other users.

“But again I've been quite clear about who I am, you know, and I think in a
way people respect the fact that you've said - for example, people talking about
girlfriends and all that sort of thing. I think it's better fo say your partner or
Yyour boyfriend or whatever, or say I don't have a boyfriend at the moment, and
then it’s up to them whether they say oh are you gay then?’ And I mean I did
talk about all this with patients when [ was in hospital. And I think the attitude
of staff gives, can give a lead, as well, you know.” Ron, Gay Man

e Physical safety

Fears about physical safety and experiences of sexual harassment have already been
identified as issues of great concern, particularly for the women taking part in this
study. This is discussed in greater detail in Section 6, but here we look specifically
at the ways in which other service users are involved in creating an environment in
which lesbians, gay men and bisexuals feel unsafe and possibly at risk from sexual
harassment. '

Risk to lesbians
As well as physical attacks fuelled by homophobia, lesbians are at risk from male
service users who hold the stereotypical belief that ‘what they need is a man.’

“I mean there’s something about male psychiatric patients anyway, they think
women love them fo death ... ‘Why don’t you go out with me?’ ... I just can’,
it’s not on the cards ... ‘does that mean you’re a lesbian then?’ So you try and
lie around it, because it’s the sort of thing you have your face kicked in for at
the hospital. We’ve got this one bloke at the [day] hospital, he’s only young,
and he Is obsessed by homophobia, he really is. And oh god, it is so offensive,
some of the things he comes out with. [ mean [ have fo lie every day. I go in
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there, I have fo pretend fo go out with a bloke. I have fo pretfend fo like so-and-~
s0. I can't be myself. If's like a major strain, because you can't open up and falk
fo anyone. The nurses don't really want fo know, and I weuldnt feel
comfortable, because it would be all around the hospital and people would be
taking the piss ... But I mean I came off the rehab ward, people in general there
were just very supportive. But I can rememper there was one guy on the rehab
ward that just wouldn't take no for an answer, and he actually indecently
assaulted me and thought that what I really wanted was a man. But apart from
that, I mean, no-one ever said, people actually gave me a lot of respect because
I was just myself.” . Anne-Marie, Lesbian Orientated

“l mean, as an in-patient in the hospifal most of the women there are a lof
older and quite prejudiced unfortunately. And the guys of course, there's loads
of sleazy guys anyway, who keep coming on fo me. And if they found out I was
a leshian, it didn’f make any differenice fo be. honest. Theyd just hassle me
anyway. And you'know, they just come out-with all that stereotypical crap that
heterosexual men come out with when they meet a woman that they like who's
a lesbian. They're like, slecp with me, I'll change you, I can convert you. They
Just thought I was a challenge. They thought it was great, or they get really
excifed over it. It was ferrible ... I've never known a single sex ward fo be
honest. I don't think there are many around are there, really? You don't get a
choice. You just have fo be on these mixed wards with guys basically.”

Rachel, Lesbian

Risk to those who are HIV+
Service users who are HIV+ were identified as possibly being at risk from

attack.

“What happens on one of our wards ... you get somebody who identifies as gay,
identifies as being HIV+ as well, they will very quickly gef them off the ward.
And that’s not done on clinical grounds. That’s done on, this is not a safe place
for them.” Terry, MH Social Worker, Gay Man

o Being out - or not

Non-disclosure of sexual orientation due to fear
Fears for personal safety also prevented people from coming out.

“/As an in-patient] I didn’t feel able fo come out fo them. I wasn’f able fo say af
all fo any of the patients, because I was fearful of their reaction.”
Peter, MH Nurse, Gay Man

“I have often thought if I tell the wrong people I might come under threaf. As

previously stated , I have been assaulted several times within London, but noft

as yet locally. But yes, I would fear a risk, 'm very pickative who I tell.”
Jaymee, Gay Man

Effects of non-disclosure
The consequences of not coming out due to fear of reprisals can result in feeling
extreme distress and isolation.

“So I was telling my [art] therapist [af the day hospital] that Id been fo a Pride
march. And this woman picked up on it, and the next thing we know ... she
started crying so we asked what was up. And luckily there was just the three of
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us in there, and she said 91 feel so isolafed, Im a lesbian, I didn't know If there
were any gay people here.” And she was so grateful fo know that there was
someone else who was gay, just like her ... So that's where I think gays are very
much isolated in this, and that is the reason I've been pushing fo create some
kind of space. She has always felt very, very threafened ...she runs a mile from
the women [users] ... because a lof of the women have made very funny
comments about lesbians - not gays, but lesbians. Because apparently one of
them 1s always going on and on about how there used fo be a Portuguese girl,
who no longer atfends, having made passes at her and attempted to go fo bed
with her and all that. So all the women have made very, very anfi-lesbian
comments and so on. So this has completely frightened this woman ... And
rightly so. I mean ... if I was in her shoes I would be as well.”  Pete, Gay Man

Some consequences of coming out

Unfortunately being out can also mean being subjeéted to verbal abuse, the threat of
physical abuse and ridicule, particularly where there is no commitment from staff to
intervene (see also ‘Collusion by staff below).

“They [other service users/ asked me where I'd been and when I said I'd gone
fo see a lesbian film, they starfed going on about ‘perverts’ ... After my partner
had been to visit I overheard another user saying he’d been physically sick
when he heard us kissing.” Viv, Androgynous Transgender Person

Such attitudes may lead users to use a service less frequently ...

“I still get different reactions fo my sexuality. Like I go fo the centre sometimes,
I used fo go quite a lof. But I only go sometimes now. People’s reactions are
different. Some are really bad. And I've agreed with another gay man that we’re
not going fo go there so much. And I tell you I feel beffer for it. Most of the
homophobia or heterosexism -~ I don’t know what you want fo call it, bad vibes
Il just call it, comes from the users or clients of services.” Ayo, Gay Man

“.. there were a couple of other people who were very, very homophobic and
said you know, one of them actually threatened fo punch me in the nose if [
ever said ‘Hi’ to him or whatever. ... I don'’t want a sifuation where my care Is
hampered in any way. So I just try fo keep well away ... I generally go fo the
day hospital when I'm supposed fo go, finish off what I'm supposed fo do, and
out I go. I don't hang around having endless cups of fea and chatting with
everyone, though I'm friendly with a lof of people ... Nor do I atfend the social,
they hold a social once a week on a Wednesday morning. But I don't bother
with all that because I know thaf the sifuation, I mean, I find thaf there’s an
atmosphere ... the only way I could be interested in it would be if the sifuation
was friendly despife the fact of my sexuality - then I would be more than
happy fo go. Otherwise I'm just noft inferested .” Pete, Gay Man

... or even not use it at all.

“I can recall a couple of users that were bisexual who came to the service [MH
day centre/. And they weren’f really welcomed well ... I felt that made them run
away from the service, because we never saw them again ... they gof picked on,
they really got driven away from the service, by other users.”

Development Worker, Lesbian
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Positive effects of coming out
However being out can mean other LGB users having a greater sense of safety and
support.

“I think one of the main things for me on the ward, one of the main things that
helped me, was contact with other women users. And a number of them were
lesbian and were out on the ward, and that was quite a learning thing for me.
But then in a sense it wasn't an issue for them as well, because they were quite
comfortable with their sexuality and they saw the menfal health issue
separately. But I just felt a lot safer just in being with them really - there was a
group of us really that was always quite close to each other and that was really
important to me. If created some sort of safety really.”

MH Project Worker, Lesbian

[On the rehab ward] “They were. quite ‘supportive actually. They were very
helpful ... there was one girl there that was bisexual, and another girl later on,
she was bisexual as well. But like the rest of the patients, the nurses, don’t
really acknowledge anything other than ‘the norm’” :

Anne-Marie, Lesbian Orientated

. Collusibn by staff

It was also the experience of some LGBs that homophobic and heterosexist
behaviour by other service users was condoned or ignored by members of staff.
Non-intervention and collusion by staff undoubtedly compound feelings of fear,
isolation and of being unsupported.

“When I was in hospital there was another resident of the unit, she was on
another ward. Every time she saw me she called me ‘homosexual beast’ at the
top of her voice ... Nobody intervened. I complained fto my key nurse, and that
happened like, for about four weeks, so it would be breakfast, lunch and fea, Id
see her. Three times a day. And every time, three times a day Id get I,
‘homosexual beastl’ and she'd scream. And there was a friend of mine who was
an older gay man. And he says, she never says anything fto me. And I goes are
you out, and he goes, not really, no. And I can’t remember now, whether I said
I'm gay. To them, to her. I was out fo most of the staff.” Ayo, Gay Man

[At a day centre] ... “I've had a few name callings, like ‘dyke’, and I just said fo
them look, I know you’ve got a problem, but it’s your problem and you have to
deal with It ... the staff just let if go on. So in the end I left.” Kate, Lesbian

“Homophobia was experienced and observed within MH services from other
service users, also sexual harassment. The latter was allowed by staff because it
was seen as normal’.” Service User Focus Group

o Attitudes within the user movement

In just over ten years, the user movement has grown and déveloped enormously:
from less than 12 independent user/ survivor groups in 1985, to roughly 350 local,
regional and national groups by 1995 (Campbell, 1996). It was observed however
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that the issues of lesbian, gay and bisexual service users are not usually taken on
board. '

“Because I do a lot of work in mental health I spend a Iot of time in the user
movement ... and sexuality is low on user agendas. I always find it really,
really difficult because for me it'’s not just something that I chose to do one day
- It is a way of life, my sexuality, and that is how I can be mentally healthy. You
take that away from me and you take away my whole being really, the happy
side of me, the fogether side of me - so when I go info groups who are
survivors, I can’t leave that behind, but it is never an issue for anybody else,
because they are nearly always all heterosexual and I feel like a whole area of
my life is ignored unless I push like hell fo get it brought up.” Brenda, Lesbian

5.3 Attitudes of MH Workers Towards Mental Health
Services Users S

In the interview schedule used in this research, no question was actually asked
about the attitudes of mental health workers towards service users generally,
regardless of sexual orientation. However, as it was an issue which participants
nevertheless raised, it felt important to include the findings here. By drawing
attention to experiences which did not necessarily arise out of attitudes towards
sexual orientation, it is hoped that issues will be addressed which will ultimately
improve services for all.

Participants identified the following as attitudes held against them as service
users:

*  stereotyping *  patronising
*  stigmatising *  discriminatory.

These attitudes, alone or in combination, could affect access, treatment, the quality
or relevance of the service received and the hopes and aspirations of service users.

o Attitudes which steredtype, stigmatise and patronise

Invalidating

Attitudes held by mental health workers which stigmatised and stereotyped those
in their care confirm Wallcraft’s reference (1996) to ‘the routine invalidation as self-
determining human beings of those labelled mentally ill’.

“I mean my psychiatrist, I just take her with a pinch of salt. If I listened to her
all day long shed drive me more loopy than anything else ... for example, I
want fo do a job that my psychiatrist tells me I'm fotally at odds with doing. She
says she thinks it would be too stressful, and I don't think theyll give me a
chance anyway because Ive got mental health problems. I want to be a fire
fighter af an airport ... I think it’s too stressful’, she says fo me ... but on the



other hand she furned round and said ‘wWhy don't you stack shelves in a
supermarket 7’ ... Well, I'm not being funny, I've got O and A levels up fo the
end of my whatever ... I wouldn't get any safisfaction ouf of if whatsoever, and
it would drive me mentally loopy. Because it is so unchallenging. But t]uls is
how you get to ghettoise people with mental health problems ... you do what
you're told ~ you don't do anything, and that’s what I mean by saying that you
have to learn fo start fighting back very early - saying, yes I've been ill, I may
require medication for the rest of my life, but I'm certainly not going fo be a
psychiatric patient for the rest of my life.” Anne-Marie, Lesbian Orientated

“What your psychiatrist says, and what your nurse says, goes. What you say
and put in there [eg your version of events in your hospital notes/, the attitude
is you weren’t in you right mind when you were saying it ... how would you
know? ... that sort of thing.” . Jo, Lesbian

Effects on quality of service . -
Such attitudes mean- that service users may receive help and support which is
irrelevant or inappropriate.

“I remember when I was getting a bath [in psychiatric unit/ ... I had a bath, I
think I had a meal ... and people queuing up for pills off a trolley - thaf
seemed horrible. But one of the overall things was this kind of jolly/brusque
type of - I mean the nurses, the female nurses who were white and youngish ...
it felt like that kind of, ‘Oh hels doing ever so well, isn't he?’ I was thinking, I
went fo the best dance schools in England. I'm in a West End show af the
moment which is selling out. And its like they were treating me as if [ were a
kid, not knowing whether I wanted fea, coffee or hot chocolate ... There's
certainly a mental health system thing I think which permeates everything,
which is a sort of ‘Ah bless, hels a homosexual fype’ ... as if you're less
cognitive, less sentient ... and that was certainly acted out in the hospital I
remember. It was like, give him a bath and Finished your bath now Mr 7’ And
it’s Iike ‘help’ 1s classes in how fo give the nice lady at the checkout the right
money. Fuck off, you know!” Stephen, Bisexual Man

“I think the medical people assume massive, massive inadequacy. They assume
you need so much support, but it’s never appropriate support. Not at all.”
Kari, Lesbian

Effects on access
For some service users, stereotyped ideas about who services users are and how they
look or behave, meant they had difficulty in actually accessing services.

“I sard to her [behaviour modification therapist], this is how bad my anxiety is,
and my doctor had written to them and said, this young woman has these
problems. But I don’t think she believed me, because I didn’t sound like a
gibbering wreck ... She really treated me like a lof of people tfreat me, ‘Well
come on now, dear, you’re quite capable, you can do it, you’re quife confident,
I have every frust in you,’ and they don’t know who they’re talking fo. Because
I've got my education when I'm older. Because I've been able fo think clearly
and talk properly and talk in their language, and I used fo be a nurse, so I even
use the right language, they don’t see past it, or they choose not fo ... a year ago
I had been to my GP and said, Look I'm not managing my stress very well’, and
she referred me fo a stress project. So I went along there fo fill in the forms and
the same thing happened to me. If was assumed that I wasn’f the client. S’
had come with me because I was really scared and we walked in and sat down
and I asked for the forms. I asked for the forms, went and saf down and they



came over and assumed that S’ was the client and that I was her carer or social
worker or something ...In the mental health field you start fo feel, well ... do 1
have to shake or look a bit strange or something?” Teresa, Lesbian

Gender stereotypes
Gender-specific stereotypes may result in users feeling patronised and not
listened to by health care workers.

“It is an issue of gender, because I don’f think depression in men is taken
seriously at all amongst GPs, especially by male GFs. I've always had male
doctors ... not through choice it just ended up that way ... I mean I can’t prove
it but I have very strong feelings about that. It was baszca]]y pull yourself
fogether’. And you know, I guess un]ess you are sort of like completely foaming
af the mouth they are not interested. I was given vitaniin pills, I mean I could
have boughf them! If would have béen a lof cheaper than a prescription. So you
know, they said no we don’f give out tranquillisers, but I wasn’t asking for that,

I was just asking like, if you can’t help me, who can? ... But it was all very
dismissive ... As a man I do think thatf perhaps I am freated differently, and
have been in the past. It is very much that dismissive aftitude and ‘really gof fo
get a grip’ and all this kind of thing ... I am just generalising, but I don’t think
that women would perhaps be treafed that way. I don’t know. I definitely
thought I was being fobbed off ... and sometimes I was really quite upsef. And
miserable. And apparently they didn’f pick up on that.” Nick, Gay Man

e Discriminatory attitudes

Employment in MH services
Some felt that they were discriminated against as past users of services, in
of their employment within MH seruices.

[Kari worked for some time at a half way house for MH service users] “.. fo get
the job, I lied about myself ... I didn’t mention my psychiatric history, nothing.
Af the end they found out about it and I had fo go ... partly because of that, and
partly because I couldn’t stand the homophobia any more.”

Kari, Lesbian

“I think it was all complicated because of the fact that I was also a mental
health worker. And that’s another big taboo for MH workers. To admif that
they have crossed the line af some poinf. I mean I felf that I handled the whole
thing completely appropriately ... people who I was working with af the time
or people in the same hospital af the fime, who were experiencing really quite
major mental health problems, were still working. And I feel that’s extremely
irresponsible. It's not taking your responsibilities fowards clients at all
seriously. So I felf that Id fake some time off work, I was off work for three
months, and .when I came back, everything had changed. People's attitudes
towards me had completely changed in very, very demonstrable ways ... At the
time I wenf back fo work the practical arrangements of things had changed
and I would have been very clearly the next person fo take the acting up job, fo
oversee the ward move and sef up the new service. And my manager said

‘Oh well you know, you've been in, and so we can't actually do that. You're
going fo have fo take a back seat.’
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And I actually challenged that ... and through challenging them it worked a bift
better, buf there was still this kind of, once you've seen a psychiatrist and been
in hospital, it's like, you are now a lifetime member of the mental defectives
league. And it really, really feels like that as well ” Peter, MH Nurse, Gay Man

Up until very recently there was no legislation to prevent discrimination against
those with mental health problems. The implementation of the Disability
Discrimination Act in 1995 has brought about some improvements but for many in
the user movement the feeling is that it does not ensure rights for all those who
need it (OU, Module 3, 1997).

Drug users and attempted suicides :

Discrimination was also seen to come into play agalnst particular groups of service
users - for example those who had attempted SUIClde or who were known to be drug
users. '

“When you go up fo Casualty, they don’t like suicides or. ODs or anything like
that, in fact they ignore you ... You can hear them ftalk about them - ‘their own
fault, shouldn’t have done it’ ... things like that ... I'd like fo see the attitude of
the Casualty staff change fowards people. I mean the reason why people
attempt suicide ... If they don’t know, they’ve gof fo show some compassion
and find out the reason why they’ve done it. They're not interested - it’s you
can wait, well see somebody else’.” Victor, Gay Man

“And I think at the general hospital, a lot of gay men felt they were treated
quite badly by general nursing staff ... Treated badly at the GU clinic ... I mean
I certainly witnessed people who were freated badly at casualty, but that ...
was because they were drug users. Being freated quife rudely. Abruptly. And
nastily, really.” Community Care Manager, HIV/AIDS, Lesbian

e The need for respect

Ideas about self-determination and self-direction are underpinned by respect -
respect being the foundation for ethically responsible practice. (OU, Module 2, 1997).
That this can be missing from practice was revealed by the frequency with which
participants identified it as something they would like to receive from mental health
workers.

“As a patient, they treat you as someone fo be controlled and contained, Not to
be informed or empowered. You know nothing.” Tom, Bisexual Queen
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Participants were asked if they felt comfortable ‘coming out’ to other lesbians, gay
men and bisexuals as users of MH services, and if they felt there was support and
understanding within the LGB communities. These were questions which provoked
an overwhelmingly negative response, though some people did have good
experiences and others experienced both negative and positive reactions. Responses
to a similar question put to professionals - ‘Do. you think there is support and
understanding for lesbian, gay and bisexual people W1th mental health problems,
from within the lesbian, gay and bisexual commun1t1es" mirrored those of service
users.

e Positive responses

In terms of positive responses, findings showed that a small number of people
speculated that belonging to a sexual minority group in a heterosexist society
helped lesbian, gay and bisexual people to be more understanding and sensitive to
those suffering mental distress.

“] think in coming out a lof of lesbians and gay men have had to really reflect
on themselves and their lives and separafe from their families in order fo fake
that kind of step. So. It may be, if could be argued that there might be more
sensitivity to those kinds of struggles or fo personal struggles.”

Psychoanalytic Psychotherapist, Lesbian

“l think on the whole theyre more understanding than most of the
heterosexual people I know. I don't know why, but there scems fo be a lof of
gay men and lesbians who suffer mental health problems. And they're a ot
more open about it. Like nearly all my friends, they've had ~ they haven't been
in hospital like me, usually - buf they have had some problems. Because
coming ouf and all that business is stressful, and then just being gay is stressful
because of other peopie’s attitudes and stuff. So I think usually they has been a
Iot more understanding. It's really good actually. I've had a quite OK response
apout jt. From all the people I've met.” Rachel, Lesbian

e Negative responses

However the majority of participants were not impressed by the attitudes of their
peers and a small number of people also questioned the concept of ‘community’.

“I don’t think there is such a thing as a lesbian and gay community ... What do
you call a community - a gay village? That's nof a community. That's a place
where gay men can go and drink and meet other gay men. Where do women
so? So. There isn't a community. Number one. Number fwo there'’s no support
in the main for young people, for young lesbians and gay. Number three -
there’s no support for lesbians and gays with mental health problems. So add
them fogether, and you have zilch. Apart from one or two organisafions ...
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there is no support ... we don'f want fo acknowledge that there'’s young people,
we certainly don'f want fo acknowledge mental health problems.”
Jan Bridget, Lesbian Information Service, Lesbian

Participants observed or experienced:

* fear and prejudice * marginalisation and exclusion
* ridicule - * multi-oppression.

Failure to demonstrate understanding and support was identified not only in
individuals but also within LGB organisations, in the gay media and on the
commercial scene. T

e Fear and prejuidice

A result of being an oppressed minority

Negative attitudes expressed towards LGBs as MH service users included fear and
prejudice. Some saw this as a response to the experience of being an oppressed
minority ...

“I think a lot of it is people being afraid of mental heaith. They’ve got this
image of the asylum. And the strait jackets being plugged into the national grid
for treatment ... all these things generate fear and people don’t want fo think
about that. And I think that one of the big issues for me is that the gay and
lesbian community Is an oppressed group - an oppressed group trying fo be
positive under that oppression, and mental health issues are the negative,
downside of that oppression ... they don’t want fo think abouf it.”
Terry, MH Social Worker, Gay Man

... and / or a result of being pathologised.

“With being pathologised so much, there is this, ‘oh my god, that’s nothing fo
do with me, welre all much more super-sane than the rest of the world,” And
there is a danger of that ... we want fo all be mainstream and we all want fo be
acceptable and anything that will kind of feed in fo us not being scen as
mainstream, could be dangerous for some people.”

Child and Adolescent Clinical Psychologist, Lesbian

“I think lesbian communities struggle with ideas of distress and disability ...
they can cope with transient distress If it appears understandable. If they can’t
attribufe it to something that makes sense fo them, then I think they fend fo
Ignore it, and certainly my own experience, and that of other lesbians I know
who have had more serious menftal health problems, is that by and large
lesbian communities don’t know how fto think about madness and really would
rather not think about madness. I think that’s partly because lesbians have
been defined as mad per se, there’s been a tendency fo do this sortf of ‘we’re not
mad, we’re angry’ kind of line ... And I think that access fo lesbian communities
is absolutely appalling for lesbians who experience more serious difficulties. 1
think our communities are not dealing with distress, we’re de-skilling ourselves
terribly. There’s a notion at the moment that you can’t offer help to someone
unless you’re properly trained. That you might do something wrong. You might
say the wrong thing. And I think that is a very, very dangerous position to come
fo ... You know, a community isn’f just the three people you know or the six



people you know. It’s actually a whole set of other people fo whom we have
responsibilities.”
Rachel, Consultant Clinical Psychologist, Lesbian

Result of mass-media influence
For others, it simply mirrored responses from the public generally, provoked by
stereotypical media images.

“] think that the way that things are at'the moment, because of the homicides
and the climate, mental illness and mental hea]th prob]ems are kind of
aufomatically ]mked with violence and homicide, and serious, serious stuff.
And my experience is that that's on]y a very.small proportion of people. And I
think thaf the gay community Is.as open fo.that message abouf the serious
violence and homicide as any other part of the community. I don'f think that
gay men are p.aﬂzcu]z.rb/ aware about menfal health problems.”
Peter, MH Nurse, Gay Man

e Ridicule

Prejudice and fear can also be expressed by the use of ridicule

“I said I had schizophrenia fo a good friend of mine and some of his friends ...
And I said, ‘But that's only been recently diagnosed and I'm not comfortable
with that’ ... They thought that when I said schizophrenia, they thoughf -
‘Have you got a splif personality then?’ And I've never heard of schizophrenia
meaning split personality. I don't think so anyway. But I'm nof an expert. And
they kept on making remarks ‘Oh, it'’s not that one, no, it's the other one. It's not
that one, no it's the other one.” They kept on saying that fo me. And I felt very
wound up over that.” Ayo, Gay Man

Such attitudes can lead to people feeling unsupported ...

“I got support from individual dyke friends. I think that’s fo do with them
being my friends, rather than being part of the lesbian community, you know.
But from queens in general - no. Very little support and enormous amounts of
fear, in fact. And I didn’t have a choice in coming out. I mean I disappeared off
the scene for three months and everyone knew by the time I'd come back what
had happened. And I wasn’ going fo prefend that it hadn’t.”

Tom, Bisexual Queen

.. rejected and hurt

“I think if you're talking mental health, everybody doesn't want fo know about
1t I just take for an instance, I was in a gay pub in London, they're doing a
collection for one of the Trusts. I went round with them, helped them collect,
and they raised a fair bif of money through it. A week later I'm in the pub again
and this chap comes in for mental health week. I put my money in and stated
that I was a sufferer myself ... And the reaction from a lof of the people in that
pub was 1 don't want to know if you're mental.’ And I felf that was very, very
hurtful. Because the next day they could be in that situation.”
Jaymee, Gay Man

“People are bigoted about mental health service users. They have the image of
the ‘mad’ lesbian. It hurts fo be rejected by your chosen peer group - straight
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friends are offen more supportive. Some lesbians have forgotten abouf support
for sisters, they don’t have any time, they just want fo get on with their own
lives.” Tina, Lesbian

“I do know I had the experience when I was in hospital of my friends
deserting me.” Jo, Lesbian

e Marginalisation and exclusion

“I heard people talk about me as the nutter and the loony. I was in various
women’s groups ... usually a lof of lesbians in each group. And the attifude
fowards me from some of them ... was that I wasn’t fo be taken that seriously, I

wasn’t reliable, I was looked a’own upon by a lotof peop]e A lof of thern didn’t
want fo know me-as a person, or soaallse Wzth me C Kari, Lesbian

“Well, it’s very dzfﬁca]t . you don't get sort of immediate reaction but people
don't phone you back. If you meet somebody for a drink or whatever, and this
comes up, well you never hear from them again. My boyfriend walked ouf
nearly two and a half years ago and I haven'f had a relationship since then. And
I'm certain that's partly because ... I don't hide my mental health history. I don'f
tell everybody my life story, but I do have fo take medication, and I do have fo
Lo fo the hospital and fo counselling and so it’s quite a large part of my life ...

staying well. And in a way it’s very similar fo being HIV ... do you tell people
about your status or don't you. And people don't really understand, they think if
they gef info a relationship with you, that you're going fo go mad or that you
are mad, or that you'll go info hospital, or that youll need looking after, and
that you will be dependent on them. And so that's when they will head for the
door, you know. And it is, if really is a problem.” Ron, Gay Man

Multi-oppression
Such feelings can also arise from attitudes towards difference.

“You know how young gay men are anyway ... you've got fo be white or black
and body beautiful fo be chic ... And as I looked Asian I didn't zeaf]y fit info
that crowd. And I didn'’t really wear the right clothes. I was more of an
individual, wearing what I wanted to wear. And [ wasn't ready fo be
manipulated as much as the other people, to fif in with them. As much.”
Lincoln, Gay / Bisexual Man

“l mean I suppose the other issue that comes info this is disability. That’s
another one you can’t combine with sexuality and mental health. You don’t get
those three words fogether, and I find in disabled circles I usually talk about
being a survivor because I’'m usually there fo represent the mental health field.
... But the one big question that still doesn’t gef covered in relation fo lesbians
and mental health is disability - it is not addressed. I mean [counselling
organisation] is accessible but that is about all. There is no information, there is
nowhere those words are seen fogether so I think thats something that is
missing and needs fo be addressed ... I've been disabled from birth and I talk
about disability, and I don’t ever go fo talk about disability but I end up talking
about it ... It has fed info problems that I have had and yet never, outside of the
therapist, has that been addressed.” Brenda, Lesbian
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e LGB organisations and media

LGB organisations

The failure of organisations to demonstrate understanding and support was
criticised

“[Lesbian and Gay Organisation/ offers social groups to help combat isolation
but the facilitators become quite scared when they come up against mental
health issues.” Multi-Disciplinary Focus Group

“There's a few people at [LG Teenage Group/ that have mental health problems,
and I've actually been asked to do a mental health talk with another girl there,
which we're going fo do. We're _]lle frying fo structure it at the moment. But
there's another group I go fo, it would Just. not be the topic to pring up at all.
You must have heard of [gz‘oup] . it terrible there. I mean there are people
that are sexist, thére are people that are racist, it is absolutely dreadful. They
were asking us things that wed like to see on the agenda, and I said fo my
friend, Do you think I should put something down about mental health
1ssues7’And she said I wouldn't do if I were you’”

Anne-Marie, Lesbian Orientated

LGB service user groups '
LGB service users’ groups were seen as a vital source of support where it seemed
that access to other LGB sources was unavailable.

“Quite offen, if I didn't have the lesbian and gay user groups, I wouldn't think
there was support. But I think it's because I go fo these groups, it feels like
there’s some kind of support ... I've got more in common with gay patients that
are mentally ill, like.” Mark, Gay Man

The media
The gay media was criticised for not fulfilling a role in raising awareness and
educating the community in MH issues.

“l mean, the gay press isn't terribly sympathetic to mental health issues. I think
their attitude 1s, God, that's a bit of a downer, and most of their revenue comes
from advertising, which is about people having a good time ... we don't want
our readers to be depressed, they must keep enjoying themselves. So that's
something that should be looked at ... also they have a role fo play in general
education, about accessing mental health services and about negotiating with
professionals, you know, what do you do if your boyfriend ends up in a
psychiatric hospital, do you have the right to visit, and that sort of thing.”
Ron, Gay Man

“Well I've been reading the lesbian and gay press addictively for the last fen
years and I've probably seen about five arficles in that time. It’s incredible.
Incrediple when it’s such a widespread experience ... it’s massively
unaddressed.” _ Tom, Bisexual Queen

However one or two did feel that there are indications that MH issues are
starting to be addressed.

“What support? Well actually I mean, things are changing because actually
there was a two page spread in [LG paper] on mental health just last week. And
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I was so amazed fo sec that .... And it was the only thing worth reading in the
whole rag. So that is an indicator fo me that fimes they are a-changing.”
Julie, Lesbian

e The commercial ‘scene’

Values on the commercial ‘scene’ may be felt to be unhelpful

“I think the gay scene very much revolves around alcohol and also fo some
extent - in London - on drugs. And those are both things which people with
mental health problems have to be careful about, you know. And like the sort
of culture of body beautiful. If you're on anti-depressants ... they can make you
put on weight. And Ive found that people will-say, ‘Why, you've put-on an
awful lot of weight’, or ‘You're overwejght, why don't you do something about
it?’ sort of thing. Or ‘Why don'f you go on a diet?’ And if you explain that
you're on medication they think you're HIV positive, and if you explain that it's
anti-depressants ... 1t just opens up sort of a Pandora’s box of attitudes ... Gay
people are just as capab]e of discrimination as the general population.”
Ron, Gay Man

“I go on the scene quite a bit buft not as much as I used fo. Their whole focus is
about youth and fame and it's all about trivial things ... it’s sort of all abouft the
feel-good factor, not about the reality of life. And I think that's because gay
people are suppressed in every aspect of their life, so when they go on the scene
they want fo depart from reality ... I think mental issues and mental health Is
foo much like a wake-up call for them.” Lincoln, Gay/Bisexual Man

Local pubs
However away from the commercialism of city centres, local pubs were identified as
possibly being more accepting of people with mental health problems.

“I'd like to sort of qualify what ’'m saying about the commercial gay scene ...
out of the West End there are quife local gay pubs which serve the local gay
community and there are people who use those places who’ve got mental
health problems - and people know if and it’s quite all right.”

Peter, MH Day Centre Manager, Gay Man

e Raising awareness in LGB communities

The findings above substantiate Golding’s claim (1997) that LGB communities are
‘no more enlightened about MH issues than the rest of the population’, and the
feeling from many of the participants in this study is that work needs to be done to
raise awareness and understanding within LGB communities. This could start with
both LGB organisations of all types, and the gay media, taking responsibility for
addressing issues of mental health. The suggestion was also made that awareness
raising could be modelled on the response of our communities to HIV and AIDS.

“But I think we can actually learn a lot from the whole campaign around
raising awareness of HIV and AIDS issues, and people with AIDS. And the
whole creation of buddy systems and networking that has really worked quife
well in support of people with AIDS or people who are HIV positive.”

Julie, Lesbian
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Summary

Findings show that attitudes towards LGBs can affect not only how MH
services are experienced, but also how we feel about ourselves as LGBs
and service users.

Attitudes of MH workers and service users towards LGB
orientation

Some service users experienced positive attitudes, for example:

¢ Having the1r sexual orientation recognlsed and accepted posmvely and
openly. - -

0 Being glven appropriate help and 1nformat10n

0 Relationships and friendships respected and information being passed
on to them as requested. ‘

0 Being respected for having ‘come out’.

However negative attitudes were more common and reflected the range of
ways in which homophobia, biphobia and heterosexism operate. Such
attitudes could affect:

Safety.

Disclosure of sexual orientation.

Whether or not a service was used and to what extent.
The type and quality of help and support received.
The levels of loneliness and isolation experienced.

SO OO

Attitudes of MH workers and LGBs towards MH service users

A small number of participants felt that the experience of being LGB in a
heterosexist society enabled LGBs to be more understanding of those
suffering mental distress. However experience of negative attitudes was
far more in evidence. In terms of mental health services, attitudes which
stereotyped, stigmatised, patronised and discriminated against could
affect:

Access.

Treatment.

The quality or relevance of the service received.
The hopes and aspirations of service users.
Employment opportunities within MH services.

(IR IS IR AR

LGB individuals, organisations, media and the gay ‘scene’ were all
criticised for contributing to the marginalisation and exclusion of LGB
service users from LGB communities. Participants also observed or
experienced ridicule, prejudiec and fear. Evidence suggests that work
needs to be done within LGB communities to raise awareness of mental
health issues.
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So far the report has outlined the difficulties which lesbian, gay and bisexual MH
service users face. The next section looks at ways in which participants would like to
see some of these difficulties addressed, within both mainstream mental health
services and specialist LGB services.
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Section 6

Achieving Approprlate and Quahty Serv. "efs for\ |
Lesbians, Gay Men and Blsexuals . g

A main aim of thi‘s research was to discover what constitutes appropriate, quality
mental health services for lesbians, gay men and bisexuals. In order to address
this, we invited respondents to consider: -

¢ Ways in which :mainstream serviéqgs, ‘c;buld be imp.i;f)\}éd (6.1).
0 The role of specialist lesbian, gay and bisexual services (6.2).

e The Need For Choice

By asking these questions it emerged that the majority of participants felt that
opportunity for choice was a key issue. The demand is for access to a range of
mainstream and specialist LGB services; simply developing specialist services as an
alternative to improvement within the mainstream was deemed unsatisfactory.

“I think there should be a choice of services ... I mean I think there should be
vast changes fo the services that actually exist at the moment. But there actually
should be separatist provision ... I do think it should be on offer.” Julie, Lesbian

The majority of service users want to use both specialist and mainstream services,
but mainstream services which are safe, sensitive to their issues and lifestyles, and
relevant to their specific mental health needs.

“There is a role for both ... it’s good to know Ill be received by a specialist
organisation In a very positive way as a lesbian woman, but I also think it’s
important for me fo be able fo go my GP and feel OK about that.”

Child and Adolescent Clinical Psychologist, Lesbian

For some, delivery of appropriate, quality services within mainstream provision
was seen to be a long way off, thus specialist services are considered to be vital in
the meantime.

“ definitely think we're at a point where we need specialist services. Eventually,
it's something which might happen ... they could pe integrated. But I think
there's definitely a need for our own services because we've had a pretty bad lof.
So far.” MH Project Worker, Lesbian

e Minority Views

Using specialist services only
A minority of participants expressed views contrary to those outlined above. Doubts
about mainstream services ever being of any use to lesbians, gay men and
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bisexuals, meant that some preferred to concentrate on developing a range of
services aimed specifically at sexual minorities. .

“My aim really is fo avoid mainstream services as much as possible, so
Improving them is neither here nor there ... except that it might help other
people who haven’t escaped them ... I think what we [LGB MH user group] get
most excited about is queer support happening from other queers and stuff like
.. openly lesbian and gay advocates, working with lesbian and gay people. Or
crisis centres or phone lines, stuff like that ... which I mean really are about
rescuing people in the system rather than supportfing the system or helping
them fo change their language ... Separahst stuff really. I think it’s needed.”
Tom, Bisexual Queen

Worries about specialist services -

Although the majority of participants’ clearly env1saged a role for spec1ahst LGB
services, several paljtlclpants nevertheless had worries:” There were fears that the
existence of LGB services would; :

* increase reluctance on the part of mainstream services to implement
improvements

* be precarious in the face of funding crises

* feed into the view that if sexual orientation is the focus it must therefore be the
problem '

* promote a ghetto mentality
undermine solidarity amongst service users.

One person felt that specialist services increased the potential for abuse, but that
‘they should be there so people have the option.’

6.1 Improving Mainstream}s,'gx;:" Co

Eight key ways of improving mainstream services for lesbians, gay men and
bisexuals were identified by participants. These follow from some of the issues
already raised in Section 3 regarding the accessibility of services, as well as
introducing new areas of concern. Methods identified were:

Ensuring physical safety.

Actively tackling homophobia.

Offering choice in terms of worker.

Raising the visibility of lesbians, gay men and bisexuals - including supporting
workers to be ‘out’.

5. Indicating acknowledgement and acceptance of sexual minorities, inherent
within which is an assurance that non-heterosexual identification and behaviour
is not pathologised.

Promoting mental health and creating a healing environment for all.

Increasing staff knowledge and awareness.

8. Training.

L

=)o



88

As pointed out elsewhere in this report, it is felt that the implementation of these
points would not only benefit lesbians, gay men and bisexuals but everyone who
uses or works in mental health services.

e Ensuring Physical Safety

As this was an area identified as being fundamental to improving services, an
appropriate amount of space has been devoted to it.

Findings revealed that:

0 Whilst safety was a crucial issue for the majdrityfof_ participants, the inter-
relationships of génder and sexual orientation meant that the threat or actual
experience of physical or sexual harm could arise for different reasons.

0 One consequence of this is that what constitutes a safe environment for women
paradoxically creates an environment in which men may feel unsafe and
unsupported. ' _

0 Women were almost unanimously in favour of single-sex wards, and were also far
keener on other types of single-sex space: women-only rooms, groups and
meetings for example. As we shall also see in the next section, more women than
men raised the question of same-sex workers.

Safety for women
For women, the case for single-sex accommodation rests on:

the sexist behaviour of male service users and staff

* the homophobic, biphobic and heterosexist behaviour of male service users and
staff

* the ways in which staff respond to that behaviour

Previous research has shown that the issue of safety is pertinent to all women who
use services (Findings, Social Care Research, 1994), but findings from this research
also show (see Section 5.2) how knowledge about the sexual orientation of lesbian or
bisexual women users can bring additional threats from male service users and
staff, either as a result of physical attacks fuelled by biphobia and homophobia, or
as sexual attacks based on heterosexism.

Situations which women found distressing and /or physically unsafe were
numerous:

* knowledge / experience of physical assault, sexual assault, rape

being subjected to, or observing, sexual comments, sexual harassment and
homophobic abuse

having to listen to misogynist conversations between men

observing / experiencing aggression / threatening behaviour from men

men being sexually disinhibited /running around naked

men climbing into women’s beds.

*

* ¥ X ¥



89

Risks from staff

Findings show that staff do not necessarily support women in trying to deal with
such behaviour. Not only that, where fears about safety affected the behaviour of
some women as well as their emotional well-being, it was felt that staff pathologised
women’s responses and their requests for women-only space, rather than addressing
the real problems. Lack of staff attention to safety, dismissive attitudes and
physical assault by male staff were also issues raised. '

Women’s views and experiences

“I really, really hate mixed wards. And I really don’t think women should be
made fo be on mixed wards unless they want fo be ... I mean I've been In
wards where men have been running around naked, they ve been offensive
basically in a way that maybe they wouldn’t be when they were well ... It can
be so intimidating hearing them talk about women and 3ex.... then even if they
don’f do anything you know that they think about it, or they have done it ... I
had men get info my bed countless times when I was in, countless times.

Naked men ... I was usually foo drugged physically fo be ab]e to have much
energy, I had, got this man in my bed and I felf so drained of energy, it was so
hard fo gef out and fry and find someone fo move him ... That’s the only thing
I Iiked about the old fashioned hospitals, they locked single sex wards. I felt
safe sleeping af night ...

In the last hospital I went fo, I was resisting going in, I’ve never gone In
willingly. And they were askmg me reasons for why I didn’t want fo go In.
There were lots of reasons, and one reason I said fo them was I didn’t want fo
be with men. And their explanation was that it’s a normalising influence.
Women together get hysterical, and you’ve gof fo live in a world with men, so
you've got to accept them. Well I suppose in some ways of course you have fo,
but not when you’re mentally ill with mentally ill men ... I mean when I was in
hospital women were raped. There might well have been women who didn’f
mind a mixed ward or would prefer a mixed ward. But I really don’t think it
should be allowed. Noft at all. I mean, you don’t know what a man’s going fo
do when they are like that. ... If should never, ever be allowed fo happen. That’s
the main thing. If they do nothing else, they should do that.” Kari, Lesbian

“l didn't feel safe on a mixed ward because you know, one of my friends
actually got raped on thatf ward, on the ward I was on in [hospital | by a guy
there. And I just think fom yse]f It could have been me ... And in the end she
was fotally drugged up to her eyeballs at night-time, so she couldn’t stop him,

because she was on foo much medication to know what was going on. And she
wasn 't sure If It was rape or not, and I said look, you said no and he carried on.
So 1t Is.

And she said fo her primary nurse that she wasn't sure, and the primary nurse
tried fo make her play it down. And nothing happened fo this guy who raped
her. He was just moved to another ward, another acufe ward not a secure
ward, for three weeks and then he came back again info our ward. And this
woman was still there. And this woman, she just wanted fo forget about I,
because that's what the staff fold her fo do of course. And they just played it
down so much it made me really angry. If it had been me, I would have got the
police in. Because this guy was under Section 3, I don't think that the police
could have done much, this is what happens on wards. You get atfacked by
some nuftfer and because they're on section 3, they're not responsible for their
actions apparently ... They just say, oh they can't help it. Yet if I'm really angry
and start chucking plates around, which is what I do sometimes, they never say
that to me. They say you've got fo take responsibility ... It really bothered me
being on a mixed ward a Ilof of the time. I never felt safe at night. I just wore
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did try fo attack me he'd never get in there because I've got all these c]ot}zes on.

I know a lot of other young women on there feif the same. Because there
weren't many young women, and we all felt like we were prime targets, not just
from the ofher patients but from the staff. One of my friends there she was only
like 16, 17, when she was on the wards, and she said she was sexually abused
by one of the male workers there ... Ididn't feel safe at all there. I was glad to
get out of there. I was so glad to be away from there.” Rachel, Lesbian

“I used fo get lots of harassment on the wards from male patients ... like we
had these big dormitories and this man came and got into bed with me. And all
sorts of things happened. And all my key worker ever said fo me was, ‘You are
a really beautiful woman, so things are going fo happen.’ And that was, she

wasn't the only person fo say it. There were quife a few staff on the ward wou]d
say that, ‘Oh you're really. attractive’, or. No- wonder you get the. attention.’

Yeah. I mean I had people, male clients come up and just really push
themselves up against me or kiss me, or whatever, and no-one would ever
intervene. And on one occasion I slapped one of the men that did this, and that
is something that's been in my discharge summary ever since, was that 1d been

violent and antagonistic with other people on the ward. It really makes me
furious.” MH Project Worker, Lesbian

“When I have been in hospital it’s been mixed wards ... I don’t want fo stay
there, I'd rather say look I'm better, and have them think I'm better. But I'm
not. I just go home. And then I end up back in there .... Which I hate because of
the mixed wards ... I don’f feel safe on a mixed ward. If ’'m in hospital I just
sort of stay in my room ... I don't hardly come ouf ... I would prefer fo have

women only space.” TJ, Lesbian

“A woman was raped on a mixed ward by a patient that I had admitted ... I
don’t think I've ever got over the feeling that somehow I was responsible. There
were some people who almost treated me like I was. It was just awtul,
absolutely awful.” GP, Inner London, Lesbian

“I feel very strongly that women in hospital should have women only wards,
both from the physical safety aspect and to be free from other types of
harassment. Having fo be on a mixed ward in hospital can feel very unhelpful
for a lesbian, apart from the safety aspect which is an issue in itself. For
example being put info sifuations which you have steered clear of for years,
and having fo deal with this at a time when you feel particularly vulnerable,
only makes matters worse. In hospital I was beafen up by male ward staff,
which I do feel was about anti-lesbianism.” Tina, Lesbian

“Buft another thing we had, was because there was this thing in the special
hospitals, where it was thought ever so good, [ think this is a bit like secondary
schools, where it was thought ever so good to have mixed wards for men and
women. Now this is a bit like secondary schools where the girls do best in
single sex and the boys do best in mixed, you know. If was awfully good for the
men, for theyre a far larger quantity in special hospitals. But even for
heterosexual women, it wasn't good, because a larger proportion of women in
special hospitals, even heterosexual women, have suffered violence and abuse
from men than even in the general population, and that's large enough, God
only knows. But the last people they want fo mix with are the sort of men who
are in special hospitals, a large percentage of those are in for rape, violence and
murder fowards women ... but it’s seen as a good thing. And if women refuse
fo go on mixed wards, they're held back from getting out, they're not taking
part in the sort of rehabilitative’ programme. Now this may be excellent for the
men, but it'’s not excellent for the women.” Jay, Lesbian

90
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Minority views

Whilst the above descriptions reflect the majority of women’s experiences and
views, a small minority stated that they did not mind whether wards were mixed or
single-sex.

“When I’ve been in hospital, MSU’s or whatever, the wards have been mixed -~
that felt all right, I didn’t mind ... I wouldn’t mind a woman only space or
woman only ward. Don’t mind that. But having male patients around me, it
doesn’t bother me.” , Kerry, Lesbian

NHS policy
There is a move within the NHS to provide single-sex accommodation (DoH, 1997)
but progress is slow ga,nd many women are still currently affected.

Safety for men

Attention has already been drawn (see Section 5.2) to the homophobic and biphobic
abuse feared and / or experienced by bisexual and gay men in this study. In
general however, men tended not to want single-sex accommodation and space,
with both male workers and service users expressing a preference for mixed-sex
environments. Amongst service users, findings showed three reasons for this:

0 Gay and bisexual men feel safer and more comfortable when women are present.
¢ Women play a substantial role in providing gay and bisexual men with friendship
and support.

“I do think that problems might arise if mixed wards are abolished. I mean
there’s pressure fo have single sex wards at [named hospital |, and I think in a
way that actually will make it more difficult for gay people ... with mixed
wards, where you have men and women, It Is much easier to be yourself ... I
think this is more of a proplem for men. I don't think 1t would affect women so
much. I think also that having mixed wards propably helps recovery miore,
because you have a variety of people you can falk fo ... women are better at
talking, men arent .. women are much betfer af opening up, and so
segregating men and women means that people will falk less about their
experiences. And so it may hold them back from gefting ideas about recovery,
apout accessing services, about standing up for themselves in the system.”
Ron, Gay Man

“I think I prefer mixed wards ... I don’t think I could feel comfortable in a
single sex ward ... fo me it would be a little bif odd. ... I would be worried about
strajght men. And I think generally women are a bif more easy fo falk fo. And
most of my friends are women. So. I think I'd miss that.” Mark, Gay Man

“Men-only space wouldn’f interest me at all ... I prefer a mixed environment ...
most of my friends are dykes and nearly all the support I've had, the mental
health stuff, has come from dyke friends. So that’s what I prefer as my
background.” Tom, Bisexual Queen

0 A small minority of workers expressed the view that segregated environments
do not reflect the wider society and are therefore unhelpful to service users.
“l think that if doesn't reflect society af all fo have scgregafed ward
environments, However, I do think that one of the ways that I fried fo deal with
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this In the past ... was to have men only and women only spaces. And I found
that to work really well ... I think there needs to be a self contained space that's
private and with a door and you know, a cut off point. And some of the women
on that ward I worked on, some of the women used that space a lot.”

Peter, MH Nurse, Gay Man

Resulting dilemma ,

There can be no doubt that for women, single-sex accommodation would ensure a
degree of safety which they are not currently experiencing. As has been shown
however, gay and bisexual men experience mixed environments differently, thus
some thought needs to be given as to how they could best be accommodated.

o Actively Tackling Homopih'ob'ia; o

Two strands to this issue - which would also feed irito the aim of ensuring safety -
were identified.

Disciplinary and complaints procedures

Both service users and workers felt strongly that homophobic behaviour by
individuals - whether staff or other service users - must be confronted and
challenged. Some felt that homophobic behaviour by staff should be a disciplinary
matter, if not a case for dismissal.

“rd like homophobic behaviour in health workers fo be a disciplinary matter in.
the same way that It is about racist behaviour.” Peter, MH Nurse, Gay Man

“And if you have mental health workers who are homophobic, then they
should be booted out frankly. They shouldn't be there.”
Jan Bridget, Lesbian Information Service, Lesbian

Clear statements about unacceptable behaviour should be displayed and effective
complaints procedures in place.

“Y think there has fo be a notice on the walls saying we don’t folerafe
homophobic or racist behaviour or whatever, and a lot of people would have fo
have that explained fo them - what they mustn’t do.” Kari, Lesbian

“People need contact numbers so they can complain If they do have problems
with services.” MH Workers Focus Group

Equal opportunities policies
EOPs which include sexual orientation were seen as an important way of tackling
homophobia and heterosexism at an institutional level.

“There needs to be equal opportunities policies and they need fo be enforced ...
~ af [named hospital] for instance, there's nothing about sexual orientation in the

nursing philosophy. Despite the fact that a great deal of the senior nurses are

gay men.” Peter, MH Nurse, Gay Man

“l think it's an equal opportfunities direct action moment, when you actually
decide: we will hire lesbians and gay men. And bisexuals.”
Peter, Community Support Worker, Gay Man
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“NHS pensions are not equitable for lesbians and gay men, as far as partners
are concerned,” Clinical Psychologist, Adults, Lesbian

“Individual and institutional homophobia ... the whole system is homophobic.
So you have fo change the procedures, the policies ... that needs fo be changed
as well as challenging individual workers as well. Phenomenal, phenomenal
task fo be honest Buft it needs to come from the fop and the bottom and the
middle. You can’t just do if from one way.”

Jan Bridget, Lesbian Information Service

¢ Offering Choice In Terms of Worker

Gender . _ » .

Choice of worker was raised more frequently by service users than by workers, and
appeared to be based on fears about safety, homophobia, lack of understanding and
empathy. Having a worker of the same gender was extremely important to many
women. However gender as an issue was raised less frequently by men.

“There are things like rights to a member of your own sex in all sorts of ways,
like doctors, key workers ... And therels also, now they've gof in prison, they
have sort of key workers, they're ‘personal officers), and well my friend's had
male personal officers foisted on her, and she doesn't talk fo men, can't talk fo
men. This sort of thing. There should be a right across the board ... people
should have the right fo say they want a member of their own sex if they want
fo ... Somewhere you've got lo establish a relationship of trust and confidence,
and it's quite obvious that this person can't do it with a member of the opposite
sex - they should have a right to say I'm sorry, I can't talk like that fo that
person.” Jay, Lesbian

“I asked for a woman therapist but was given a man.” Tina, Lesbian

“I always prefer a female worker, I don’t want male. They gave me a chap [key
worker in hospital] - he is a gay boy but he is a gay boy that does not like butch
lessies. So we never gof on, and they never changed him. I wanted fo be
changed but they wouldn’t.” Jo, Lesbian

“I always pick a woman. I was fortunate with [S] because she was gay, so she
understood where I was coming from. But my counsellor at the moment, she
hasn’t got a problem with my sexuality. And I haven’t got a problem with
hers.” Kate, Lesbian

“It would help a lot if there was a member of staff who was gay and who was
also out. That would really, really help. But the major problem is, never mind
having a gay role model as such, we had a major problem having no male ... So
I mean there's also the gender issue that comes in, because sometimes you
know, there are certain things that you cannot, or would not want fo share fo a
woman, you know, especially the explicit side of yourself. Which you wouldn't
mind telling a bloke ... I mean, one thing I've always found, I don't know
whether it's gay specific or not, but the fact is that there are many, many times
theyll say you have a choice, what you say matters, what you feel matters, yet it
doesn't. Whatever you say, whatever you do, is completely ignored. And that
can be very, very frustrating.” Pete, Gay Man

Other grounds for choice
Requests for workers were also made on other grounds - sexual orientation, age and
ethnicity - by both women and men.
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“Individual needs are nof taken info account in my borough. I was fold the CPN
for my area was a man, I could take if or leave it, so in the end I left it ... I felt
he had a problem with me being a lesbian ... Psychotherapy on the NHS also
lacked any choice in terms of therapist and I do feel there should be choice in
terms of worker’s gender ... [ went fo an alcohol agency which was good af
atfempting fo ‘match’ people with a counsellor. My counsellor was a lesbian
and 1 felt this made a huge difference - if was easier for me fo talk fo her, and
my lesbianism was never made an issue unless I felf it was an issue. Really I felt
comfortable with my identity and it was like ... the culfural aspects of my
lesbian lifestyle were not judged in a way they had been in other services.”
Cathy, Lesbian

“I don’t know If it should be compulsory:that if you'’re a lesbian you see a
lesbian psychiatrist, because there’s other things fo do with you. I mean if
you’re black and they’re white, you might prefer to see a black man than a
white woman. I don’t know. Buf I.think the- option should be there and you
should be offered a leaflet when you go in, saying would you rather see a man
or a woman docftor, or if you are gay Would you rather have a counsellor who
is gay. I mean I know they couldn’t have staff in every hospital, to provide for
everyone, but I think there should be something, some way ... I have a feeling
that the nurses are foo young on the whole. They’re usually students, almost
everywhere I've been the majority of the staff have been young boys or young
girls ... but [ really think they should have a good age ratio on a ward because
even an older person who isn’t a lesbian will probably have met a couple by
then. Or at least read abouf if or formed an adulf opinion of it. [ also think
Yyour key worker or your CPN or your psychiatrist should be of the same sex ...
I'mean try and get everything else, race and everything else right, but definitely
the same sex, because you haven’t got that power thing in the same way.”

Kari, Lesbian

Work already carried out with minority ethnic groups to consider what makes a
service appropriate, reveals similar requests. Bhugra (1993) points out that for
services like counselling to be appropriate, considerations other than whether the
counsellor is black need to be made, and may include class, race, religion and gender
issues.

e Raising the Visibility of Lesbians, Gay Men and Bisexuals

Positive images

That services positively welcome lesbians, gay men and bisexuals can be indicated
by making these groups more visible. Participants felt that having visual images,
notices, leaflets, newspapers and magazines on display would help a great deal.
Reception areas in services were considered important sites for such material, as
well as within the service environment generally. GP surgeries, day centres and
hospitals were particularly mentioned.

“I mean they've gof posters all over the walls for people with drugs problems,
drinks problems, people that have been raped, women that have been bafttered
within marriage. Whatever. Child abuse. But yet there is nothing relating fo
sexuality at all ... that's the whole point of making literature of a helping nature
accessible, to say fo people you're not alone, there are people you can talk fo.
The very fact that it's obvious is a help. It's nof like having fo go fo a library and
sit away in a secluded corner and look up an address and make sure no-one's
looking. It should be approached in that way.”
Anne ~ Marie, Lesblan Orientated
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“It’s a real priority that mainstream services, whatever they might be ... have
visible lesbian images, visible lesbian mentions in their leaflets.”
GP, Inner London, Lesbian

Out staff
Creating an environment where staff are able to be ‘out’ would also help visibility,
indicate acceptance of non-heterosexual identities and provide positive role-models.

“It would help in mainstream services if lesbian and gay staff were out.”
. Tina, Lesbian

“I think in the mental health field that if more nurses and doctors were able to
feel safe about coming out, then maybe gay people would be able fo use the
mental health system more ... I think that its a real shame that they can't fecl
safe enough in that en Vzronment o sa y they're ga 1y, SO how are you supposed fo
feel safe enough 77 i Sharon, Lesbian

“I think that it Would make a huge difference If it was known that someone
was lesbian or gay on the staff - that they were out and were a positive role
model.” CE, Lesbian

LGB space

Also creating lesbian, gay and bisexual spaces within mainstream provision was
seen by some as another way of raising visibility - letting others know that there are
‘out’ lesbians, gay men and bisexuals using services, thus possibly cutting down on
loneliness and isolation and again, providing positive role models.

“l think within mainstream services there certainly still Is the need for things
like lesbian and gay patients’ groups.” Psychoanalytic Psychotherapist, Lesbian

Procedures for dealing with homophobia

As highlighted elsewhere however, such initiatives need to have the support of staff
who would challenge any homophobia aimed at people known to attend such a
group.

“But would people feel safe in the mainstream services, going to a lesbian and
gay meeting in a building where the majority of the users and staff are
heterosexual. That’s the difficult question that needs answering. Because you
know some people may not wish to be that out. For me, I'm out but sometimes
even [ feel uncomfortable going in ... If I had the choice and the money to pay
for a cab, I'd rather have it at [a lesbian and gay organisation].” Ayo, Gay Man

e Promoting Mental Health and Creating a Healing
Environment for All Service Users

Areas which were not necessarily to do with sexual orientation specifically but were
nevertheless identified by service users as ways of improving services, included
greater availability of talking treatments, less dependence by professionals on
medication, and the promotion of mental health. (See also Section 4).
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The demand for ‘talking treatments’

“And undoubtedly there is far more progress made by people who have access
fo regular professional counselling, compared fto people who are simply
dependent on medication.” Ron, Gay Man

“Well if I got ill again, as they think I’'m getting ill again, I hope that I'd be
given the chance fo stay in the open hospital, not in the locked hospita] And be
given more time. I mean in hospIta] the majority of the staff are in the office,
they are not with the patients. It is the pahents who gef themselves well, or the
medication. Because the staff are in the office.” Kerry, Lesb1an

Kerry spent ten years moving in and out of MH services before she received an
appointment for ‘talking treatment’. As. Faulkner (Mental Health Foundation,
1997) points out; resources for counselhng and therapy on the NHS do not meet
demand, thus access to treatment is unequal. Lack of choice may be specific to
particular groups and indeed a report by the NHS' Executive (1996) suggests that
black and ethnic minority people, older people, those with chronic illness, and
lesbians and gay men, may all be discriminated against in just this way.

The quality of ‘talk’ between staff and service users
The suggestion that MH workers could spend more time with service users,
particularly in ward situations, was made a number of times.

“I'm with the patients council and I do voluntary work ... and I found even as a

patients council, the nurses ... most of the nurses are in the office ... We go info
the wards and we spend hours there, fo get the feeling of what’s going on ... So
what we have noficed Is that there’s no communicafion, proper
communication, befween the patients and the nurses, because the nurses are in
the office ... And there’s sort of commotions going on, and of course if has
erupted before the nurses can gef there. Whereas If the nurses were amongst
the patients and properly doing their job, eruptions wouldn’t happen. Nobody
would get hurt. ... The only ward that contradicts that is [named] ward, we
can’t complain about that ward, because that should be a demonstration fo all
the other wards. Of how they should be working. Because the staff sit with the
patients, they ftalk fo them, they mingle. That is the only ward that
communicates with their patients.” Jo, Lesbian

Involving service users
Collaboration with service users in writing up notes and medical records was
another improvement which many would like to see.

“Patient and clients should be able fo work with professionals in deciding what
s written up. What is wrilten in medical records can have huge consequences
and follow a person round for the rest of their lives - yef the patients voice is
never heard giving their perspective or opinion - users should be involved and
able to participate throughout MH services. Af the very least they should be
able to read each nofe taking and sign or not depending on whether they agree
with what has been written.” Service User Focus Group

Promoting mental health _
A role identified for mental health services but considered neglected, was that of the
promotion of mental health.
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“If we're going fo have good mental health services, I think they should be
actively promoting what good mental health is. And providing explanations fo
the people that need them ... taking away a Iof of the fear, because we only

actually attack what we fear, what we don 't understand.”
Gina, Bisexual Woman

e Indicating Acknowledgement and Acceptance

‘Naming’ LGBs
Acknowledgement and acceptance of sexual minorities can be further indicated by

including those groups in statements about the service, and by using inclusive
language on forms and in assessments.

“I do wish they would put in t116'11‘ da 1y centres the fact that they accept IesbIans
and gays ... Because when you walk- into these day centres ... you suddenly
realise they aré‘all strajght and you are appamntly the only one there ... And
they suddenly realise ‘oh, we’ve got a lesbian in here.” And it’s a bif uneven .
you kind of walk ouf, because you don’t want to upset them.” Jo, Lesbian

LGB orientation not pathologised
Inherent within such actions is the understanding that non-heterosexual behaviour

and identities would not be pathologised.

“Another issue would be to make initial assessments more friendly. Getting rid
of those kinds of things about always asking about marital status, and assuming
that partners are heferosexual and so on and so forth. And assuming that
families and partners are the most important people in people's lives, because it
could be that there's another group of people that are more important.”

Clinical Psychologist, Adults, Lesbian

Diversity
Indicating acknowledgement and acceptance of all cultural groups for whom the
service exists is crucial, and also acknowledges diversity amongst lesbians, gay

men and bisexuals.

“Ut should be made very clear that it's an organisation that is positive about if ...
there does need to be positive statements ... stafements on the wall saying that
we try and offer a service that Is sensitive fo race, gender, sexual orientation
and disability. That kind of thing. To be very up front.”

Child and Adolescent Clinical Psychologist, Lesbian

“Ten years ago this service [MH day centre/ decided to employ a black worker
fo do research around the needs of black and ethnic minority groups ... and
the researcher discovered that over 60% of in-patients in the local psychiatric
hospital were from Afro-Caribbean and Asian communities. But only 20% were
using da y services ~ so it was really a huge gap ... When I started herc we had
a women’s day on a Monday and I was gob-smacked fo see that If was so pure
whife and not even a soul of a black woman in there.”

Development Worker, Lesbian
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e Increasing Staff Knowledge and Awareness

Training was identified by both users and workers as being a major strategy for
increasing staff knowledge and awareness, and as such is dealt with in a separate
section below. However other ways forward were also suggested:

Creating and sustaining information resources

“Heterosexual workers should be able to find lesbian and gay professionals
whom they can contact for advice.” - Service User Focus Group

Referrals to LGB groups
Identifying LGB ¢or LGB friendly) organlsatlons w1th whlch to network and possibly
refer would be useful .

“What 1 ’d like to see most of all is lesbian, gay and bisexual mental health
support groups better publicised ... and used by professionals for referrals.”
- Ayo, Gay Man

“Mainstream services should have information about local LGB services.
Improving knowledge should improve infervention.”
Multi-Disciplinary Focus Group

Supervision, study and discussion groups

Improved supervision and allocation of time for team discussion and staff-led study
groups. Some indicated that strategies such as these could be employed to deal with
a range of issues, not just those arising from sexual orientation.

“They could learn how fo be more folerant fowards other issues, not just
homophobia, but racial issues and ageist issues as well.”

Lincoln, Gay/Bisexual Man

“I think it needs something very basic actually. If needs the dialogue to start
happening within teams. And it'’s inferesting because you know ... I found using
the word lesbian in a child mental health setting really embarrassing at first.
What was this about? And I think it's because that conversation hadn'’t been
had in that setting. So I think it’s really important for people fo start talking,
and fo start thinking about the issues, and start understanding that young
people do exist, lesbian, gay, bisexual - and that there are lesbian and gay
parents out there, as well ... and I think there needs fo be a lot of information ...
it 1s helpful to know about lesbian and gay youth groups for instance, I think
that should be part of a mental health child and adolescent service, to know
where the local groups are, and fo positively say that fo the young peop]e “
Child and Adolescent Clinical Psychologist, Lesbian

e Training

MH workers
Mental health workers were asked a number of questions on training:

* was there a need for training?
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* how could it best be satisfied if such a need was identified?
* what were the possible obstacles to training delivery and uptake?

Service users

Service users were not asked about training. However it was one of the ways most
frequently identified by them as having the potential to bring about improvements
in mainstream services.

Shared views

Training for students and workers across: disciplines and service sectors, was
identified by both workers and service users as having a key role to play in
improving mental health services for lesbians, gay men and bisexuals, but it was
also made clear that training needs in this area were not being addressed. That
such training is vital to delivery of "an appropriate “service for lesbian, gay and
bisexual service users has also been identified élsewhere (Murphy, 1992, Greene,
1994). :

Rationale _

Participants expressed views on why this training is necessary, to whom it should
be delivered, what the content should be, how it should structured and who might
deliver it. Professionals also commented on what they felt the obstacles to training
"might be. Only one person expressed strong doubts about the utility of training.

e Why Training?

Both service users and professionals identified training as a way of improving
services, but service users in particular drew attention to why?.

To eradicate attitudes which pathologise

Whilst mental health workers are just as likely to hold the same anti-gay attitudes
as those held by the mainstream culture, there are also professionals still working
in the field of mental health who have actually been trained to think of
homosexuality as an illness. Textbooks currently in use with some students still
consider causes of homosexuality and pathologise certain homosexual ‘types’ (Sayce,
1995).

“Current fraining still pathologises homosexuality. Training needs fo be
reviewed and the content updated and developed. Updated fraining should be
given fo all people involved with service delivery.”  Service User Focus Group

To combat ignorance, prejudice and discrimination

“The sfrange heferosexist crap and anfi-lesbian crap thaf comes ouf ... I
actually think it’s about hafred and ignorance and prejudice. And that needs
fraining fo go right back info the fundamentals of every counselling practice
there is ... not just counselling and therapy but nurses, GPs, right across the
board.” . Julie, Lesbian

“And I just think there should be something done along those lines that you
know, not every gay man that they're going fo be caring for is HIV positive. Not
every lesbian that comes through the door is going fo be a separatist and not
like male children ... there's all these assumption made that you're going fo be
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this particular person. And I think there needs to be recognition of the diversity
within those groups.” Sharon, Lesbian

“IWe need] training in terms of building awareness and also, looking at over-
representation of certain groups in services, and what that'’s about, why that
8.7 MH Project Worker, Lesbian

To educate about lesbian, gay and bisexual issues and lifestyles

“I suppose the best way forward would pe for them fo understand what it is to
be lesbian or gay. I mean If the service providers are influenced by the gutter
press, the media or anti-gay legislation and so forth - societys attitudes. If
they bring those a]ong info their profession then that is really very, very
unacceptable...If service providers are not.educated about homosexuality, and
what makes ‘us tick, then they will never be able to provzde us with a good
service.” .- o aet Pete, Gay Man

e Who Needs Training?

Staff already in the field
Training needs were identified across the board: across all sectors, including
provision in special hospitals ...

“I think there should be a structured sort of retrain across the board ... what we
need fo do is raise the profile of the issues in discrimination against lesbians
and gay men in mental health services. And that means raising the profile
across the community sector, the private sector .. and in the statutory
services.” Julie, Lesbian

“We need to also acknowledge lesbian and gay clients in special hospitals ...

and we’re falking here about institutional practices from staff, whose practices
are such that you haven’t got a hope in hell, they can’t even meet people’s basic
needs really ... so how are they going to meet people’s needs when you bring in
a sexuality component. And lifestyle. It’s not going fo be met at all. Because of
that institutionalisation. Lack of training, lack of awareness, and also in a lot of
these hostel accommodations, the staff are getting paid £3 an hour ... you’re
getting unprofessional staft, most of the time ... What I'm saying is that it’s not
professionalised, the system, there’s not enough basic training ... it’s not there.

Not there at all.” Terry, MH Social Worker

.. and from top to bottom in hierarchical institutions:

“Definitely from the psychiatrists and the junior doctors, to the registrars, right

down fo the nurses and the nursing assistants on the floor ... people that

worked within that profession ... educated from the top to the potfom.”
Anne-Marie, Lesbian Orientated

Students

Training for students, as well as for those already working in and providing
services, was seen to be necessary throughout professions and within particular
areas.

“I don’t think there is really any LGB confent in student training in psychiatry.”
Consultant Psychiatrist, Lesbian
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“Unless I raise if or force the issue LGB issues don’f come up in GP fraining.”
GP, Inner London, Lesbian

“I think for counsellors the issues need fo be raised at the fraining level ... Any
organisations I'm involved in, I'm very active in ensuring that issues of anfi-
discrimination get fed in right at the start, they're in the code of ethics ... I'm
involved in an accrediting body at the moment ... and I feed information info
that through my fraining organisation ... frying fo be really clear that yes, in
order fo be accredited through this body you have fo have done some training
on anti-discriminatory practice.”

General Practice Counsellor, Inner London, Lesbian

“There needs fo be training for those people who work in casualty - it’s really
Important that our response fo de]zberate self-harm in yoang peop]e mc]ades
an awareness of lesbian and gay i1ssués.” . . ..

: Child and Adolescent Chmcal Psychologlst Lesblan

“LGB issues are not faken info accoant In the trammg of student nurses. Also,

some people have not come across it in social work fraining, though bear in

mind that colleges differ fremendously in the confent of curricula.”
Multi-Disciplinary Focus Group

Auditing the training curricula of professional bodies for LGB content, and
including LGB issues in curriculum guidelines, were suggested by the multi-
disciplinary focus group as steps towards bringing about standardised training in
this area.

e Thinking About the Content of Training

Cultural awareness

Many of the areas identified as needing to be addressed within training sprang from
a desire to increase understanding and awareness of the lives of lesbians, gay men
and bisexuals.

“l think the first thing that you need fo do when considering cultural
awareness fraining is fo look af the lives of lesbians and gay men in the same
way as one would ... Bengali communities, Hindi communities. I think we
actually need fo include it In professional fraining and see it as being part of
our necessary knowledge and understanding of lesbian and gay communities.”
Rachel, Consultant Clinical Psychologist, Lesbian

Coming out

Consideration of conditions unique to LLGBs was regarded as an important
educational objective and has also been identified by others (Forrister, 1992, Lee,
1992).

“Whenever I give lectures on working with lesbians, one of the things
professionals never understand is the significance and importance of coming
out in lesbian communities. And one of the things I always tell them fo do is go
off and read coming out sfories, because that actually gives you an
understanding of a hugely important part of lesbian culfure. But it doesn’t
have a parallel in heferosexual culture. So I think peop]e need fraining in
understanding lesbian and gay communities.”

Rachel, Consultant Clinical Psychologist, Lesbian



102

Difference and diversity

“When I'm doing fraining on this issue, I always talk about lesbians’ and ‘gay
men’, and you invariably find that someone in the group starts falking abouft
‘gay women’. And I say ‘actually, I don’t wish fo be referred fo like that’. And
going info some of the differences that exist within lesbian and gay
communities, and the importance of those differences fo the individuals
concerned. You know, whether someone believes they were born that way or
made an active choice. Whether they see themselves as gay and part of the gay
community, or lesbian and part of the feminist community, whether they
choose to call themselves dyke or whatever. All of these actually have a huge
amount of political meaning within a lesbian community which is completely
lost ... I think you also need fo have an understanding of the resources
available within L and G communifies.”. &
‘Rachel, Consultant Clinical Psychologist, Lesbian

“I always bring sexuality info fraining wherever possible just fo getf them fo
think about differences and I do it as a maltter of course re disability ... so if
depends on the setting but I set scenarios, for example a gay man with a
hearing impairment ... and ask them fo consider these.” Brenda, Lesbian

Anti-heterosexism training
Some further identified a need for training about homophobia and heterosexism
and how they operate, and how homophobia can be confronted.

“Nothing is done about homophobic comments. People need fraining fo
challenge homophobia as they do not know how fo do it. This may change the
work culture more effectively.” MH Workers Focus Group

We did a questionnaire [af the day cenftre] for the users fo fill in confidentially
...one of the things they said about how they would like us fo improve services
was about the lack of fraining around issues like homophobia, sexuality, racism
~ all the 9sms’ ... users felf there was a lack of fraining and awareness around
things like that ... that was a year and a half ago and we are still waiting.”
Development Worker, Lesbian

e How Should Training be Structured?

Integrated training

It would seem that student training which has included LGB content, tends to have
been delivered as a separate section ‘added on’ to the main body of the course. Most
people however had a preference for the integration of such content throughout the

course.

“HaVJhg a speciarl slot on sexuality seems fo differentiate ‘homosexuality’ yet
again. There is also the concern thaf students are already overloaded. I think
the best way of implementing it would be fo insert LGB confent info each
section as you go along - buf again, I wonder how realistic this really is. 1
would be interested in developing fraining buf thing like how, for whom and
by whom all need fo be given a lot of thought. Forming a group fo tackle some
of these issues might be the next step.” Consultant Psychiatrist, Lesbian
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Top-up training

One-off days or a number of hours devoted to LGB issues over a few weeks, were
nevertheless seen as important in the delivery of training to staff already working
in the field. This approach was also identified as perhaps being a necessary part of
student training whilst trainers underwent training themselves.

“I think it would be quite an uphill struggle fo suddenly expect all people
coming to teach about different aspects fo then think about lesbian and gay
issues, particularly if they haven't had training themselves. So it's sorf of a
stepping stone, having one day or one day a year or something, specifically
devoted fo raising lesbian and gay issues and those kinds of perspectives. And
then encouraging trainees to keep on asking people that come fo feach them ...
to include or consider issues of sexualily and issues of race and so on ... One
day kind of sits a bit uneasily, really - well today we're going fo talk about
black people and then later foday we're going fo talk.about lesbians. But
otherwise I think it can end up by being completely hidden and not covered at
all. So starting off with a bit that’s separafe, and then moving into being able fo
infegrate it.” - Clinical Psychologist, Adults, Lesbian

Should training be compulsory? _

In thinking about training for staff already working in the field, the question arose
as to whether such training should be made compulsory. Several people observed
that training available on a voluntary basis tends to be taken up by those least in
need of it, yet there did seem to be some reluctance about forcing people to attend.
Some of the issues involved are further raised under ‘Obstacles’.

“There's issues about, do you give training fo people who are inferested in i, or
do you make everybody do it. And I can never decide really. Because obviously
you want to get to those people who don'’t want fo be there, and maybe you do
need to make them be there, but ... they can be really disruptive. I guess
they're also raising lots of issues that means you can have a discussion ... But I
find it difficult to say you've got fo turn up. I think even people who might
otherwise have wanfed to go, somelimes dont want fo furn up If its
compulsory.” Clinical Psychologist, Adults, Lesbian

“I think it should be that everybody has fo go on the course. Because young
people that I'm working with, sexuality is part of everybody’s identity and it’s
so important.” CE, Lesbian

e Who Should Deliver Training?

This brings us to the question of who would be best placed to develop and deliver
training, and although it would seem that this very much depends on context, many
would like to see training delivered by:

LGB service users and workers

“... g0 In there with quality fraining packages with a whole team of trainers
who happen to be lesbian, gay, transsexual, bisexual - whatever ... I think it
needs to be a mixed team. I think if you have people who have been
professionals, either professional frainers and still are professionals in the
mental health services, their experience is equally valid and equally important.
But fo actually combine that with the power of having users and survivors on

. that team of frainers, I think is crucial. How else can you actually start to
address the dynamics of power and powerlessness and the experience of abuse



104

at the receiving end of the system, than actually have it from the horse’s
mouth.” Julie, Lesbian

“I think it helps also if there are out lesbians and gays on the training staff as
well. Because that gives permission to people fo be out, fo think apout the
1ssues.” Child and Adolescent Clinical Psychologist, Lesbian

LGB organisations (see also 6.2 below)

“Once again I think a specialist LGB.. organisation having outside facilitators
and frainers who can come in and do a training programme - I think that’s
important.” Terry, MH Social Worker, Gay Man

“There should be a strong element: of user involvement in training courses,
both in déveloping course content and in delivery of training. LGB
organisations should recognise that there.are a-lot of users with skills and
training who could be considered as trainers for MH professionals.”

Service User Focus Group

e Obstacles to Training
A number of obstacles to training were observed:

Unrealistic assessment of what is needed

“Ignorance. And by that I mean there is a tendency for most liberal, well-
meaning professionals to say being lesbian or gay is no different from anything
else. And once you start from that premise you don’t need fo do anything else ...
I think there’s a huge amount of people assuming that they already know all
about gay men ... and in fact actually the number of hetferosexuals who I know
who have the faintest clue about leshbian or gay communities is tiny ... I've
actually heard professionals say ‘are you butch or femme?’ as if this was the
most obvious thing you had fo ask someonel ”
Rachel, Consultant Clinical Psychologist, Lesbian

Lack of resources

“There are several obstacles. One, - just people’s homophobia, full stop. But also
... mainstream services are extremely deplefed, everybody's knackered, its as
much to go to work never mind fo go on a training course as well. In their
self-interest they look after themselves so ... that'’s another obstacle, resources.”
Peter, MH Day Centre Manager, Gay Man

Insufficient co-ordination and standardisation

“Training for all health professionals seems fo be so patchy, so piecemeal, so
uncoordinated ... it’s just anarchic, there’s no sort of proper framework, there’s
no proper thing of putting fogether portfolios of what each person’s fraining
needs are ... If you decide fo run a course, you just decide fo run a course ...
Anybody can run a course and Itry and get it accredited -~ so it’s very, very
unplanned and whether things have lesbian gay and bisexual issues on the
agendas of their training just tofally depends on the desires of the people who
are providing the training. So if the people who provide the training are kind of
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aware people who’ve gof that as part of their ... issue - if gefs on - and if they
haven’l, it doesn’t.” GP, Inner London, Lesbian

Defensiveness

“Id say a lot of people get very twitchy and nervous about if - defensive. They
think they are in some way lacking because they don'’t know how fo do this
thing called anti-discriminafory practice, they think somebody's going fo furn
round and point a finger af them and fell them they're racist, or homophobic. If
somebody says to them you need to do fraining in this, that means that you
think that they're lacking. Well that is frue. But af the same time if is mef with
defensiveness. For the most part. Rather than, ‘you're right, this is a gap. This is
something I'd like fo learn’... But - ‘no, T don'’t want fo do anything on anti-
discriminatory practice ... no-one's going to ¢all me a racist.” ... I think that is
the response for a lot of people.” _ General Practice Counsellor, Lesbian

Homophobia

“I think some people would think that fraining about lesbian and gay men is a
good 1dea ... they’d see a need for it. But I think thered be quite a lof of people
that would probably be quife resistant to it as well. Particularly thinking of my
own line manager. Who doesn’t think that young lesbian and gay people
should have support in a sense, or be supported in going along fo young
lesbian or gay youth groups ... Don’t do anything that promotes their sexuality
... S0 with those kinds of attitudes around ... I think it’s probably a Iof of the
management who sort of uphold those attitudes as well, management who’s
been there for some time.” CE, Lesbian

Backlash against equal opportunities

“But also I think there's a sort of backlash against ... what's been perceived to be
an over-equal opportunities environment, and there's a sort of ‘oh no, not
lesbians and gays as well as Blacks and Asians and Jews.” ”

’ Peter, MH Day Cenire Manager, Gay Man

6.2 The Role of Specialist LG Servmes |

As stated at the beginning of this section, the majority of participants identified a
need for both mainstream and specialist LGB services, with only a minority
expressing doubts about either. Of the majority, many talked passionately about
why they wanted specialist services, the types of services they felt there was a
particular need for, and how they would like to see those delivered. Roles for
specialist services identified by MH workers in particular, were the development
and delivery of training, providing information resources and advocacy, and acting
in a ‘watchdog’ capacity to ensure that mainstream services improved. Service
users were more inclined to want hands-on treatment and care.
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¢ Why Do We Want Specialist LGB Services?

There were a number of reasons why participants felt specialist services were
necessary:

not wishing to be on the receiving end of homophobia and heterosexism
more likely to receive empathy, understanding and rapport

would not have to educate

sexual orientation would not be pathologised

opportunity to meet people with positive sexual identities

loneliness and isolation would reduced.

* ¥k Ok ¥ ¥ ¥

Not wishing to ISé on the reéeii)ing enid of homophbbia and heterosexism

“I took part in group work af the day hospital, but I think there is a problem
with group therapy or group counselling for lesbian and gay people in a mixed
confext. Because there is a tendency - I think there iIs a fendency no matter
how folerant people may be, I think there's still a fendency fo gang up on say, if
there is only one lesbian in a group, or one gay man, or even a couple of
lesbians or whatever. I think theres a fendency fo gang up or pick ouf those
people ... I think gay people, I can't speak for lesbians at all, but I think a lof of
gay people, if they're puf info group confexts which are mixed, they will drop
out after a few sessions, theyll drop ouf, because they feel a bit uncomfortable.”
Ron, Gay Man

“So you can't just say well, we've gof an equal opporfunities policy and lesbians
and gays are welcome here, which a lot of services are doing I might add ...
They just say, we welcome lesbians and gays and are doing nothing whatsoever
about it. So a lesbian and gay will go along and experience horrendous
homophobia ... So meantime there is a need for separafe provision.”

Jan Bridget, Lesbian Information Service, Lesbian

More likely to receive empathy, understanding and rapport

“I go fo ordinary groups but going fo a lesbian and gay user group is an added
bonus. I have something more in common ... having more in common means
you can help each other, that’s what I believe.” Mark, Gay Man

“I mean when I came fo [specialist LGB service] if was very much about the sort
of sexual side of being a lesbian and frying fo understand myself. I couldn't get
that out of going fo a straight counsellor, I don't think theyd really know the
sort of fechnicalities or anything of it. And really understand what it's like fo be
a lesbian. And I think thats what, I know that's what I wanted, I wanfed
someone who really understood what it's like fo be a lesbian, who could share
my experiences ... That's why I came fo [specialist service/. To strictly deal with
being gay. Instead of all the years I've been dealing with being religious, being
from a strict family, being a bit of a worrier, being a bif neurofic. All the rest. I
Just wanted fo deal with being gay ... and I wouldn'’f have gone fo a strajght
place fo deal with that” Justine, Lesbian

“I think there is an absolute role for specialist services ... there's a whole lof of
bullshit that you can then just step over. A lof of it is around language ... the
words you use, the experiences you have. A lotf of if is around empathy. And
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givens, things that are given and understood, and things that are not. And a
kind of cultural rapport, if you like, that's kind of in place.”
Peter, Community Support Worker, Gay Man

Would not have to educate

“Well I personally like the idea that there should be or could be something
along the lines of specialist services - I would be much happier. ... You'd then
have caring, knowledgeable staff and you wouldn’f have fo spend your fime
‘educating them before you get through the door. It takes a lot of energy fo fight
that kind of ignorance and discrimination, so yes I would be on for specialist
services.” . Brenda, Lesbian

Sexual orientation vzbould not be pathologised -

“I think I probably would have felt more comfortable [(with a specialist LGB
service/. If would have been sort of more normalised I suppose. And I just felf
that when I was in hospital ... that I was struggling with my own sexuality and
they would have seen that like an extfra problem or an illness, something else
that was wrong with me. Rather than something that I needed fo feel ... deal
with and learn fo feel good about. It would have been the opposite, I would
have got the opposite.” CE,Lesbian

Opportunity to meet people with positive sexual identities

“If for example I want fo have a partner, and not everybody does want fo have a
partner, but if you do wanf that ... you find there are no rules and each couple
has fo create ifs own, and there is nothing fo fall back on, nothing fo refer fo.
We can’t go fo our mammies and say what is it like to be a lesbian, how do I
deal with this, like you could if you were heferosexual and you were having a
baby or having problems with your husband ... So I mean there is no- one fo
tfurn fo, no-one older, unless you have older lesbian and gay friends and not
many people have. I mean older lesbians and gays kind of disappear - we don’f
have a network of older, wiser lesbians and gays, which may be why services
like these are so important actually, like a substitute family thing, exfended
family, where you can go and see more experienced people who have a
positive identity.” Counsellor, Gay Man

Loneliness and isolation would be reduced

“There’s not many places in [London Borough| that take on lesbians and gays
coming ouf of mental health situations. We don't have that ... If would be lovely
for me fo go info a day centre that's mixed gays and lesbians, Id love that ... I
would, because I am the only lesbian in [day centre]. And they got a shock
when they found out I was lesbian ... they kept asking me about my husband
and I had fo make it clear to them there's no way I'm married, and I said
whether you like it or not, I am a bufch lesbian. And the shock on their faces
...50 not to have people being shocked when you do come in. But I do feel a bif
out of it ... I do love if there, because of the arts, the craffs and everything ... Its
therapeutic fo me, very therapeutic. Because if I didn't have that, I would go
insane. But the point is, if would be nice if there was a few lesbians, a few gays
... S0 that I could have better communication ... Because what you hear about is
their husbands, their children and all this and really, it's not your conversation,
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because you don't live that way ... And you fend fo getf negative about things
because you can't join in ... So in that respect you feel a bit left out. So I think it
would be lovely if they had, ah, wouldn't it be lovely, I'd be in my glory if they
had places like that.” Jo, Lesbian

e Range of Services Desired

Difference in emphasis
Findings showed some differences in the roles service users and professionals
thought specialist LGB services should play:

0 Workers tended to consider the major role for specialist services to be in
training, information provision, advocacy and being a ‘watchdog’.--

0 Service users identified a number of areas in-which they would like to receive
care and treatment from specialist services, as well as support and advice. Of
these the most frequently mentioned were:

* crisis services, particularly crisis and longer term housing
* counselling and therapy

* LGB MH service user groups

* groups with awareness of MH problems for young LGBs

* self-help and facilitated groups with a particular focus

*  befriending services.
* prevention.

Service delivery
Participants also drew attention to some of the ways in which they would like
these services to be delivered:

0 In terms of time and place for example, people wanted local services,
available often and with a wide range of opening hours.

0 Services need to be well advertised and that providers should be
knowledgeable about them.

e Training, Information Provision, Advocacy and ‘Watchdog’

Being a resource for mainstream providers was identified by some workers as a
key role for specialist LGB services. This was partly to do with the convenience
of having ‘experts’ on hand when specific needs arose, and partly to do with
ensuring that lesbians, gay men and bisexuals had access to the same range of
services available to service users generally.

“Whilst mainstream services are not able fo actually address the needs of
lesbians and gay men, obviously it is very fempting fo set up specialist services.
But those specialist services can never offer the range that mainstream services
can offer ... I would have thought that a role of any specialist service should be
not only fo offer a direct service, but should be fo work via mainstream
organisations. To actually improve and change the sorts of care that they
receive, so I'd actually prefer fo see specialist agencies doing training, as much
as they are doing individual work.”

Rachel, Consultant Clinical Psychologist, Lesbian
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“I see a need for an organisation on similar lines fo the Afro-Caribbean MH
Association. I can see that there is a real need for a place where people can go
where barristers and solicitors can actually be accessed, and also frainers and
many things ... One of the things that comes fo my mind is how many advocates
have you seen for patients on mental health wards? .. So it’s for all
professionals fo access, it’s for users fo access ... I think that’s the way forward,
the vision we must stick fo ... If’s about having a professional force that
psychiatrists would know ... They could say, this person’s needs are nof being
met on the ward, I wonder if this organisation could help with some input. And
oufreach work ... our staff have gof a bad aftifude, maybe we need a frainer
from there fo come and do some fraining.” Terry, MH Social Worker, Gay Man

“I rang up about a year ago for signers for a conference we were having and
they couldn’t tell me about a lesbian or gay signer - they didn’t keep that kind
of information. *I could get a black signer buft they didn’t know whether they
had any lesbian signers. Now fo have a specialist service means that you don’t
have fo bother with all that ... it saves so much fime and effort ... For me it is
about having a nefwork of information from which I can make a choice
according fo what I need at that particular time. I need different things af
different times. Somefimes I just need a felephone conversation, and sometimes
I need a certain number of weeks a month and somefimes I need a one-fo-~one,
sometimes I just want fo talk fo somepody ... there can be a range of things |
need af any particular fime.....For me ifs about having fhat range of needs met.”

Brenda, Lesbian

e Crisis Services and Housing

For LGBs, by LGBs

Crisis services, crisis housing and longer-term supported housing were mentioned
frequently by service users as particular services they would like to see being
provided, and are not dissimilar to findings from consultations with service users
generally (Sayce et al, 1996). Here however desired services such as crisis housing,
longer term supported housing and out-of-hours drop-ins, would be specifically for
lesbians, gay men and bisexuals and for many, by lesbians, gay men and bisexuals.
Having women-only space was also seen as crucial. Having these workers available
in a crisis, and being able to work with them on a longer term basis, was seen by
most as very important and stemmed from feelings of being understood and
empathised with, as well as not having to deal with homophobia (see above). The
lack of hostel accommodation specifically for women and those with MH difficulties
was also raised, as was the difficulty of being discharged from hospital as a
homeless person.

Crisis housing
Provision of crisis housing was identified by many as a specialist service they would
like to see given priority.

“It would be imporiant fo have separate provision, a crisis house, crisis houses

. maybe gay men want fo meet separately from lesbian women I don't know.
But there should be a choice. And I do think if's important fo have crisis houses
because there are times when actfually we do need respite care or residential
care, I'm not denying the level of distress that I can gef info.

If you had a choice of crisis houses you might have one that was a kind of half
way house when you're actually coming back info the community, rebuilding
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your life and going back home. And that one would actually just be a nefwork
of the clients in that house, with staff that don'f live-in buft actually come in
maybe three times a week fo run groups. See how the houses go, see how the
Individuals within the house are doing, efc, efc, but for the most part that group
living in that house actually run if for themselves. So that's your kind of
halfway house. But that's a step back info the community.

But a crisis house that's offering respite care, I think should be staffed round the
clock. And I think the staff don 't necessarily need fo be lesbian and gay, but they
certainly have fo be pretty shit hof on all the issues ... the discrimination that we
face. And the fear and hatred we face on an every moment level. Out here in
-the wilderness. And I would expect that fo be quite well structured, I think
when people are in crisis they need a lot of support. And Id expect z‘here fo be
somebody who offers a kind of casual counselling role who you could come
and talk fo af any time really. Now that would need fo be rotated because you
couldn't have one person frying fo carry that-on their shoulders. Buf otherwise
there should be structured meez‘mgs S0 that you meet at least three times a
week. So that you know there's going fo be a tinié that's just for you and you
can just let off steam just talk, or whatever. And then activities like art therapies
and music and all that sz‘uff Or just sitting round writing fogether, and you
know, starting fo sfructure your thoughts and engage in activities outside of
yourself, I mean I can get lost up me own arse, you know. When I'm in crisis.”
Julie, Lesbian

“I think that specialist services are very important. I would like fo see a crisis
house and long-~tferm supported housing for lesbians, but because of previous
experiences in. places like that, I'd wanf a clear staff strucfure - some
professional support provided for those using the services.” Tina, Lesbian

“A crisis house for LGBs would be excellent, yeah. Definitely.”
Stephen, Bisexual Man

Longer term supported housing was also an important issue

“Speaking in terms of women I definitely think in ferms of more sort of long-
term residential projects, there need fo be more women only projects ... I think
in a way it would be good to have lesbian only projects, but there's always the
issue then about how much people want fo be identified in that way I suppose.
Af least have women only projects that are more open fo the idea of different
sexual orienfations - not just assuming heterosexuality. But yeah I think
definitely residential and long stay places for women who have been abused
over quite a long period.” MH Project Worker, Lesbian

“I don't think they should do what they're doing fo me, and put people from
hospital info bed and breakfast. Nobody should ever have fo leave hospital and
8o fo bed and breakfast, I mean bed and breakfast is appalling for anybody fo
So, if doesn'’t matter who they are. Whether they're ill or not. If's enough fo
make you ill.

Because what they do fo me is, I leave hospital and I have fo leave with no
address, and I have fo go fo the homeless persons unit that day and get
somewhere fo live. So I'm leaving hospital fo no fixed abode ... I think there
needs fo be better housing, because there's not enough hostel vacancies for
mentally ill people as it is, and the standard of hostels is quite dodgy ... I think
there needs to be a lof more housing, a lof more choice, like different kinds of
housing, nof just fraditional hostels. Stuck in a domfufozy and stuff with loads
of strange people and everything. I heard about this scheme where you have a
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flat in a block, a nice flat, and therels a warden there who's on call all the time.
So if you have a problem there'’s somebody there. Yef you're still independent.

You need lots of different stages of accommodation for people fo move through.
Because that’s what I found for me, you know, there's very litfle choice when it
comes fo accommodation. And there maybe should be a lesbian and gay place
like a hostel For people with mental health problems. And there should be
women-only ones, because there's quite a few men-only ones I found out in
[London borough]. Because I'm under [London borough/, and I found that
there's like men-only projects, there isn't any woman-only projects. And that
doesn't seem right to me. The women need the projects more than the men in a
way, and all the mixed ones are male dominated, so the men are gefting all the
housing practically ... I don't know what they expect women fo do, probably go
back to their families and stuff. But what abouz‘ women like me who haven't Lot
anywhere fo go?” S L Rachel, Lesbian

“Community houses would be very, very deszrab]e because when we had this
new consultant, when I first went fo my CPA with him, he said my being af
home is dez‘nmem‘a] fo my health, because my family do not understand my
sexuality ... and so he suggested z‘hat I move out double quick. And my financial
sifuation is such that I said I couldn'f really move straight away ... He suggested
some kind of hostel, and he said there are Asian hostels ... And this is when if
came up, and I said, ‘But are there any gay hostels?’ and he went very, very
apologetic, he just looked down he didn't even say yes or no. And I said ‘Yes, I
would be more than happy fo move out If there was a gay community home’ ...
that would be very important fo have.” Pete, Gay Man

Out-of-hours drop-in

“What I'd find useful now is a LGB befriending service [see also below], some
sort of crisis service. Where you can be with people, it might be for an hour, it
might be for a few days ... just to be somewhere else with people who
understand and help you through that crisis. These are the sort of services I felt
I needed and they weren’t there. I would prefer a lesbian and gay specific
service ~ already we have a small network of drop-ins or social groups around
London. If that could be expanded and built upon, info a full-scale service ...
there would always be somewhere open you can go fo in a crisis. And know
that there would be somebody there you could talk fo ... and I think lesbian
and gay facilitators, I think that would be an essential part of that.”

David, Gay Man

e Counselling and Therapy Services

Counselling and therapy services specifically for sexual minorities were
frequently referred to.

Building trust

In order to use counselling and psychotherapy effectively, to be able to discuss
intimate and difficult topics, any client has to feel confident that they will
receive respect, understanding and empathy.

“I mean it was always an issue, it was something people wanted ... We
happened fo have a woman heterosexual counsellor and gay men were
constantly saying fo me she doesn't understand what it's like fo be gay. And it's
definifely something that gay men wanted, they felf it would be befter if they
had someone who was gay who would understand them, I mean I don't know



112

whether she could understand them in the same way as another gay man
could. And I think they felf that, and they used fo gef quite angry. And say fo
her you don't know what you're talking about, you’re not gay, you don't know
what It feels like. You don’t know what it feels like fo be rejected and be
marginal ... I think thaf is an issue. I think there does need fo be more gay
counsellors or psychotherapists, or whatever you like fo call them ... I think
that is a big issue actually, having gay staff. Which certainly in social services is
not likely to be, because obviously they don t employ people on that basis.”

Community Care Manager HIV/AIDS, Lesbian

Finding a counsellor who will not pathologise LGB orientation

Lesbian, gay and bisexual clients have the added difficulty of not knowing how
their sexual orientation will be recelved and. many are fearful that it will be
pathologised. 'F' s .

“I've often z‘hoaght that I want o sort of understand more about the gay life. 1
always had a thing in my mind about why am I gay. Why, what happened? ..
need fo learn a Iof more about myself, and I need fo learn if more or less sooner
rather than lafer. Because at the moment I don't properly understand my
sexuality although I know I'm gay. Coming fo terms with it Is a separate 1ssue.
And obviously getting the right help on that side of things. Because there's no
gay counsellors that you can get free. When you're on benefit. It's much harder
fo get help, because you haven’t gof the money. They don't seem fo provide
enough services of gay counselling, for people on benefifs. And that's nation-
wide. It's always something you've got fo pay out for.” Jaymee, Gay Man

“I don't think we're af the point, because there are still people who approach
specialist counselling services - presumably they feel strongly that unless they
see a lesbian or gay counsellor, they can'f frust that their experience is going fo
be taken seriously. Now you know, that may not always be frue, but If that'’s the
experiences they've had - it’s led them fo believe that that is the only place their
needs are going fo be taken seriously, then I think that has fo be respected and
worked with. Because it's a kind of symptom of the culfure we're in.”
Psychoanalytic Psychotherapist, Lesbian

Therapy on the NHS

Given that the vast majority of consultant psychotheraplsts within the NHS are
trained in institutions which are known to be homophobic, it is hardly surprising
that many participants highlighted LGB specific counselling services as being of the
utmost importance.

“Pm not sure if you know buf consultant therapists in the National Health
Service are required on the whole fo have frained in one of the psychoanalytic
organisations, which belong fo the Brifish Confederation of Psychotherapists.
And they are the most conventional in ferms of how they see psychoanalysis,
and certainly in ferms of how they see homosexuality. So their attifudes are
Likely fo be pathologising.” Psychoanalytic Psychotherapist, Lesbian

Access to counselling

It was also emphasised that LGB organisations which provide counselling have a
role to play in addressing the counselling and therapeutic needs of those lesbians,
gay men and bisexuals with more serious mental health problems.
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“What I think needs developing, and shouldn’ be difficulf fo do, is a more
concerted effort to provide shorfer term counselling ... for lesbians and gays
who would normally be regarded as being very distressed. Or have severe,
chronic mental health problems. I think they get overlooked, I think they get
passed on fo specialist mental health agencies, without regard fo their needs as
lesbians or gay men, or their need to go fo a lesbian or gay service ... I think that
these organisations ought fo develop strategies and ways of being able to work
with people. It’s partly an attitude thing - it’s probably mostly an attifude thing
- S0 leshian and gay institutions and counselling services need -more mental
health training.” Peter, Mental Health Day Centre Manager, Gay Man

e Lesbian, Gay and Bisexual MH User Groups

As indicated in Section 5, general MH service user grqups have rapidly expanded in
the last ten years (Campbell, 1996) but there is a feeling that LGB issues are not
really understood or even considered. We have also seen that service users are as
likely to hold prejudiced, discriminatory and homophobic attitudes as anyone else.
User groups specifically for lesbians, gay men and bisexuals were therefore very
much in demand, and were valued for the support, friendship and opportunities for
socialising which they provided. However common complaints included:

lack of local provision

held infrequently

not well enough advertised

lack of networking between groups.

* ¥ ¥ ¥

“I tell you what I would like fo see. I know there are lesbian and gay mental
health groups in London. But theyre foo far away fo get fo ... Id like fo see
more leshian and gay groups at places that are more accessible for people with
mental health problems ... It helps fo talk fo people who have been through a
similar experience. If's a bit like coming out all over again really. Keeping in
contact so you don't feel isolated. Because often the problem with people with
mental health problems is that they are isolated people ... These are often people
at risk from committing suicide, because they feel so desolate and lonely. These
are the sort of issues that need fo be addressed.”

Anne-Marie, Lesbian Orientated

“The lesbian and gay MH user group - it's once a fortnight. So that's why I'm
saying it would be best if we could have it like once a week or something,
somewhere fo go - it gets you out of the house and meeting new people as well.
There should be more locally.” TJ, Lesbian

It was also suggested that provision of such groups was necessary within
mainstream services as well as outside them.

e Groups with Awareness of MH Problems for Ybu_ng LGBs

There was also a demand for more groups for young lesbians, gay men and bisexuals
which addressed mental health issues. Some youth groups were found to be
excellent in this respect, but participants also drew attention to the failure of others
to be inclusive or supportive of young people with mental health problems. Yet it
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was precisely this sort of group which young lesbians, gay men and bisexuals felt
would meet their needs - providing opportunities to meet lesbian, gay and bisexual
peers for example, and finding support around acknowledging and accepting their
sexual orientation and thinking about coming out.

“Well I definitely see it's important fo have youth groups, definitely. I mean
where else are young people who don't want fo go out fo clubs - and clubs are
useless anyway, you dont get fo meef anyone. Buf where else are young people
going fo meet each other If they don'f go fo youth groups. There’s nowhere else.
I mean I met all my friends practically from going fo youth groups. And you
know, I've mef so many good people, and if's been an absolufe lease of life,

bemg able fo go and just relax with people and feel safe that you're only around
gay people, therefore if you ever see them out of that group, they're gay as well,

and they understand and even If they're ouz‘ z‘haz‘ z‘hey won 't ouf you fo peop]e

I've always fe]z‘ safe in that way z‘here

But you couldn't feel that going fo a sz‘ra1g11t youz‘h c]ub and telling anyone
you're gay or anything. It just wouldn't work. There's foo much homophobia for
that, I think, fo ever work. So there is a need for groups specifically for young

Iesbizms and gay men ... and preferably with counselling services as well,
counselling fo sort of back them up ... I think it’s important fo have that as a
background fo a youth group.” Justine, Lesbian

e Self-Help and Facilitated Groups with a Particular Focus

A need for these type of groups was identified, and a number of specific lesbian,
gay, bisexual and general groups were suggested:

MH service user group for gay men to explore sexuality
male survivors of child sexual abuse

minority ethnic MH service user group

gay and lesbian survivors of child sexual abuse
lesbians, disability and mental health.
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e Befriending and Buddy Schemes

These schemes were seen as necessary for those people not yet able to
participate in the type of groups discussed above.

I don’t know of one LG MH service. I don’ know of one. And I reckon there
should be one. I would use if, yeah I would. I've gof a friend who understands
about being in hospital but like, there’s rio-one I can confide in. I actually
asked [local council] if I could have a lesbian befriender, which would be good
for me, but nothing has happened ... I just don’t think they give a shif ... I
reckon it would definitely help me. Because I won’t o fo places, groups or pubs
or clybs or anything like that ... because of the state of my arms you know [as a
result of self-harm|. Like, I need a befriender, someone fo help me gef out of
myself, because I got lack of confidence.” Kerry, Lesbian

“And so the area of discharge policy is a problem. You know people are being
sent home who don't have anyone fo look after them ... in a way that does
affect gay people more than other people, because gay peop]e are more likely fo
live on their own, and more likely fto be a considerable distance from their
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family. My family are in [place ] so it's not possible for my mother fo come in
and check that I'm eating or whatever. Or fo check whether I'm taking my
medication.

And so there is a need I think for some of the, well for some of the LGB user
groups fo develop a sort of buddying service for gay and lesbian people who
have mental health problems. I mean in theory my CFPN checks that I'm taking
my medication. But in fact you know, I see her every week or every forinight,
and she has foo many cases fo check everybody. And in the same way the
consultants have foo big a caseload fo see everybody every fortnight or anything
near that ... So I think this is a problem’ for gay and lesbian people ... I don'f
know how you combat that, I think maybe having a substitute extended family
of lesbians and gay men would be a good thing. And exchanging information
about medication and things like that.” : Ron, Gay Man

e Prevention

Many of the above specialist services could be seen to also have a role in preventing
people from getting caught up in the mental health system, particularly where their
distress stems from issues arising out of homophobia and heterosexism. The
Lesbian Youth Support and Information Service is an unfunded voluntary
organisation which provides the type of preventative services much needed all over
the country, and illustrates how positive help and support can often help. young
LGBs avoid more serious mental health difficulties.

“Lesbian Information Service [LIS] is the umbrella organisation of LYSIS [Lesbian
Youth Support and Information Servicef, and we have various things that we do.
Like we do fraining, research, publications, advocacy and support. And we get
something like 2000 enquiries a year and of those, sort of half will be from
agencies: health, education, youth service efc. And the other half will be from
lesbians. The vast majority of them - 80%, are young lesbian, with 20% older
lesbians. They are nearly all isolated lesbians. They're from all over Britain. We
sometimes get them from abroad as well.

We get both telephone calls and leffers ... Invariably they're just coming out. And
theyre in some sort of crisis frying fo come fo terms with It, fell parents or
whatever. So we give them support, we falk fo them on the telephone, or if they
send a leffer ...we send them a free copy of a booklet called I Think I Might Be
Lesbian, Now What Do I Do? ... We send that, we send them any local information,
if we know of any local groups. We send them information about the pen pal
scheme that we have ... and we try and match them up with an age and area, it's
like a peer support scheme. And we've got about 210 on the moment...

... We do advocacy, in other words if a young lesbian's in contact with the mental
health system, or a doctor, social worker or feacher or whatever, and they're
having problems, then with their permission we will contact the relevant person
and speak fo them, send them information, whatever ... The counselling, the
support, Is on-going. And when they're ready, we're happy fo help them come ouf
fo their parents. We encourage them fo come out, but checking ouf of course what
the situation is first. Because we don'f want them fo be thrown out.

And then if there's going fo be problems, welll make enquiries ... Well put them in
contact with Stonewall Lesbian and Gay Young Housing Association in London. Or
make enquiries wherever they are in the country. Like the Albert Kennedy Trust.
Things like that. But generally it's sort of first of all helping them fo come ouf, talk
through about their feelings, gef them fo accept, fo challenge the myths that they've
got about being lesbian, give them supportive information.
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And it's really wonderful ... it's good fo go from somebody phoning up being
depressed and suicidal, and having attempted suicide or what-have-you, fo in a
few months time, literally a few months time, with support, information, peer
support, they become a changed person. An absolute changed person.”

Jan Bridget, Lesbian Information Service, Lesbian

Due to lack of any funding the Lesbian Information Service has now closed down.

Summary

¢ There should be a choice of mainstream and specialist services.

¢ Mainstream.services need vast 1mprovements These were identified as:

* ¥ *

ensuring physmal safety ;

actively tackling homophobia

offering choice in terms of worker

raising the visibility of lesbians, gay men and blsexuals - including
supporting workers to be ‘out’

indicating acknowledgement and acceptance of sexual minorities,
inherent within which is an assurance that non-heterosexual
identification and behaviour is not pathologised

promoting mental health and creating a healing environment for all
increasing staff knowledge and awareness

training.

¢ Training was identified as a major key to improvements.
Findings included:

training needs identified across sectors and disciplines, for both
students and workers

training needed to address the ignorance, discrimination and
homophobia which currently exists within MH services

content should include information about LGB lifestyles,
communities and the diversity within, as well as explanations about
homophobia and heterosexism, how they operate and how they can
be challenged.

LGB issues should be an integral part of student training courses
LGB service users, workers and organisations should be involved in
the development and delivery of training

the implementation of training will entail overcoming many
obstacles.

0 Specialist services have key role to play in specific areas:

*

% * X ¥ % *

crisis services, particularly crisis housing as well as longer term
housing

counselling and therapy

LGB MH service user groups

groups with awareness of MH problems for young LGBs

self-help and facilitated groups with a particular focus

befriending services

prevention.
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Section 7

Conclusions and Recommendations

. S

Findings from this research show that lesbian, gay and bisexual mental health
service users are discriminated against and oppressed, not only by the attitudes and
behaviour of society at large, but also from within mental health services.
Judgement is made on the basis of their sexual identity and their identity as service
users. Not only that, they are also discriminated against from within lesbian, gay
and bisexual communities, again on the basis of their use of mental health services.

Concluszon 1 :
The majority of respondents in this study expenenced or Ldentzﬁed homophobba,
heterosexism and biphobia as having an impact on mental health

From the experiences and observations of the majority of those taking part in the
research, we have seen that the homophobic, heterosexist and biphobic attitudes of
this society can and do impact on the mental health of lesbians, gay men and
bisexuals. Some participants felt they had suffered or observed some of the effects
of internalised homophobia : shame, low self-esteem, self-hatred, drug and or
alcohol dependency. Difficulties in coming out compounded feelings of loneliness
and isolation, guilt and fear, and led in some instances to feelings of depression,
self-harm and attempted suicide. To achieve a sense of well-being as we develop into
adulthood, we have to integrate sexuality into our identities. For lesbians, gay men
and bisexuals however, what has to be integrated is an aspect of identity which is
stigmatised. This can lead to feelings of loss - both about one self as a person, and in
relation to others who may be rejecting of that identity. Heterosexism, homophobia
and biphobia can also lead to lesbians, gay men and bisexuals being subjected to
physical, sexual and or verbal abuse. (For further details see Section 2)

Conclusion 2
Equal opportunity of access - for those wishing to use. mental health services: - 18
currently not available. - : . :

Findings show that lesbian, gay and bisexual mental health service users can face
the same prejudice and discrimination within mental health services as they do in
wider society. This means that some people choose, where possible, to avoid
mainstream mental health services; others use services but do not disclose their
sexual orientation. Service users who do not ‘come out’ can experience feelings of
loneliness and isolation. Not only that, experiences of inappropriate care can arise
from workers being unaware of sexual orientation, and the importance of living in
heterosexist culture as a context to emotional distress. Barriers to access or coming
out in services included:

*+ fears about safety * lack of acknowledgement of
* fears about being pathologised/ orientations other than heterosexual
negatively judged / stigmatised * issues of multi-oppression.

worries about confidentiality
* invisibility (For further details see Section 3)
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Con-clu-szon 3 : '
The extent to which. gaad praotzce lOLth lesbum, gay and bbsexual service users is
found in mental health services varies within and between services. Quahty depends
on the awareness and commitment of individual staff members.

Findings show that:

*  the prejudices, ignorance, liberalism or informed practice of individual workers
can affect the diagnosis, treatment and care of LGB service users

x some workers still pathologise, ignore or deny non-heterosexual orientations.

(For further details see Section 4.1)

Conclusion 4 ; : SO ar
As well as dzssatbsfactmn wzth bad practzce ansmg out of homophobza, bzphobza and
lheterosexism, there is a_sense of dissatisfaction with services generally.

Dissatisfaction with diagnosis and treatment mirrored that expressed elsewhere by

service users generally, regardless of sexual orientation. Areas identified included:

* lack of information on diagnosis and medication

* too much dependence on medication - more ‘talking treatments’ needed

* the sense that MH care is punishing and disabling, rather than healing and
empowering

* lack of respect for individuals - service users treated as labels.

(For further details see Section 4.2)

Conclusion 5

The safety of lesbians, gay men and bisexuals who use MH services is an issue
needing urgent attention. Women in particular feared or experienced intimidation,
'sexual harassment and sexual assault.

Findings revealed that:

*  Whilst safety was a crucial issue for the majority of participants, the inter-
relationships of gender and sexual orientation meant that the threat or actual
experience of physical or sexual harm could arise for different reasons.

*  Women were almost unanimously in favour of single-sex wards, and were also
far keener on other types of single-sex space: women-only rooms, groups and
meetings for example. More women than men raised the question of same-sex
workers.

* Lack of support and intervention from workers towards participants fearing or
experiencing unsafe environments.

* In general men tended not to want single-sex accommodation and space.
Amongst service users findings revealed two reasons for this:

For women, single-sex accommodation would ensure a degree of safety which they
are not currently experiencing. However, gay and bisexual men experience mixed
environments differently, thus some thought needs to be given to how they could
best be accommodated.

(For further details see Sections 5.1, 5.2, and 6.1)



119

Conclusion 6 :

Even where respondents did not observe or experience physwal or sexual assault
evidence nevertheless showed that homophobic, heterosexist and biphobic attitudes
from both service users and staff create environments which can be abusive,
invalidating, marginalising and emotionally damaging for LGB service users.

The range of ways in which biphobia, homophobia and heterosexism operate are
illustrated by the findings on attitudes. Attitudes held by both mental health
workers and other service users play a very large part in the ways in which
services are experienced by lesbian, gay and bisexual service users. Findings
revealed that negative attitudes and behav1our were more common than
positive and included: .

verbal abuse and" rldlcule * gexual orientation

*
* ignorance and lack of awareness 1. denied/discouraged/devalued
*  stereotyping 2. ignored
* voyeurism/inappropriate 3. pathologised

questioning
* being silenced _ (For further details see Sections
* judgmental attitudes 51,52and6.1)

* relationships trivialised

Conclusion 7

Attitudes held by some mental health workers towards anyone viewed as having
mental health problems, could affect access, treatment, the quality or relevance of the
service received and the hopes and aspirations of service users. . ../

Such attitudes were shown to:

* stereotype * unfairly discriminate
* stigmatise (For further details see Sections
* patronise 5.3and 6.1)

Conclusion 8

The lack of awareness and understanding shown by individuals and organisations
in lesbian, gay and bisexual communities, towards LGBs who have used or are using
mental health services, creates environments in which LGB service users feel
unsupported, marginalised or excluded..

Participants observed or experienced:

*  prejudice * lack of awareness and /or
* fear avoidance of disability issues.

* ridicule ' (For further details see Section

* exclusion or marginalisation 5.4)

*  racism
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Concluswn .9 : : .

The majority of partzczpants want choice, that is, the opportunzty to choose: fram a
variety of equitable mainstream services and from o range of specialist LGB
services. :

To fulfil the demand for a choice of equitable mainstream services and specialist
LGB services, changes to present services need to be made. Details are presented in
the conclusions which follow (10-12).

(For further details see Section 6)

7

Concluszon 10 :
Vast improvements to mamstream services are needed

These were identified as:

ensuring physical safety

actively tackling homophobia

offering choice in terms of worker

raising the visibility of lesbians, gay men and bisexuals - including supporting

workers to be ‘out’ ‘

* indicating acknowledgement and acceptance of sexual minorities, inherent
within which is an assurance that non-heterosexual identification and behaviour
is not pathologised

*+ promoting mental health and creating a healing environment for all

* increasing staff knowledge and awareness

*  training.

L

(For further details see Section 6.1)

Conclusion 11 _
Training was identified as a major strategy in helping to implement.improvemenits.

Findings included:
* training needs identified across sectors and disciplines, for both students and
workers

* training needed to address the ignorance, d1scr1m1nat1on and homophobia which
currently exists within MH services

* content should include information about LGB lifestyles, communities and the
diversity within, as well as explanations about homophobia and heterosexism,
how they operate and how they can be challenged.

* LGB 1ssues should be an integral part of student training courses

* LGB service users, workers and organisations should be involved in the
development and delivery of training :

* the implementation of training will entail overcoming many obstacles.

(For further details see Section 6.1)
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‘Conclusion 12

Specialist LGB  services were considered by many to have a key role nV provadmg
specific types of services.

These were identified as:

* X K X X ¥ X *

training, information provision, advocacy and ‘watchdog’

crisis services, particularly crisis housing as well as longer term housing
counselling and therapy

LGB MH service user groups

groups with awareness of MH problems for young LGBs

self-help and facilitated groups with a partlcular focus

befriending services

prevention.

(For further details see Section 6.2)

Recommendations for Good Practice with Lesblan,
Gay and Bisexual Service Users

Safety

1.

AN

The guaranteed physical safety of mental health service environments needs to
be a given from which all other recommendations can grow, thus the safety
needs of lesbians, gay men and bisexual people should be addressed with the
greatest urgency.

There needs to be automatic provision of women-only wards, meeting rooms,
groups and other spaces for those women who wish it.

Further discussion with gay and bisexual men needs to take place in order to
decide how their safety needs can best be met.

Requests for workers of the same gender as service users should be met.
Physical or sexual abuse of service users by staff should not only be acted upon
as grounds for dismissal, but also reported to the police on the grounds of
assault.

Actively tackling homophobia

6.

7.
8.

Clear statements that homophobia, heterosexism and biphobia constitute
unacceptable behaviour need to be visible within service areas.

Staff must be encouraged to deal effectively with such behaviour as it occurs.
Accessible complaints procedures need to be in place; these must take
complaints seriously, follow them through and report back to the service user
concerned.

Homophobic behaviour by staff should be a disciplinary matter.

Equal Opportunities Policies must include sexual orientation.
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Raising the visibility of lesbians, gay men and bisexuals

11.

12.
13.

14.

15.

Positive images of LGBs should be on display in all parts of the service. These
should reflect the diversity within LGB communities.

LGB literature and information needs to be visible.

Any advertising of services should make reference to lesbian, gay and bisexual
service users.

The language used in assessments, on forms and in interviews must be
inclusive of LGB lifestyles and relationships.

Commitment is needed from managers to support workers in coming out.

Guaranteemg confzdentwlzty

16.

17.

18.

19.

20.

Issues of conﬁdentlahty to be understood and addressed Serious breaches of
confidentiality should be a disciplinary matter.

For example: staff discussing the sexual orientation of LGB service users with,
or within earshot of, other service users, staff, visitors - or any other persons -
who should not have access to this information, should be disciplined.

There should be collaboration with service users about what they want / do not
want recorded in medical records and case notes re sexual orientation.

There should be collaboration with service users as to who they want to receive
information about their care, treatment or any information they may have
confided to a worker.

All of the above points about confidentiality should also apply to HIV status.

Recognition and acceptance of non-heterosexual identities /behaviour

21.

22.

23.

24.

25.

26.

217.

Lesbian, gay and bisexual orientations should not be pathologised, ignored or
denied.

MH workers should not make assumptions about ‘causes’ - for example making
links between sexual abuse in childhood and sexual orientation.

LGB service users should be supported in.exploring their sexual orientation if
they so wish.

Relationships and friendships of LGB service users to be respected and their
significance understood.

Information about treatment and care to be given out to ‘significant others’ as
requested by service user.

Support for any campaign which addresses the discrimination against LGB
partners inherent in the Mental Health Act.

MH workers should be informed about local and national groups,
organisations, meetings which may be of interest or use to LGB service users;
this information should be passed on as appropriate.

Training / Raising Awareness

All workers should be knowledgeable, non-judgmental and proficient to work with
lesbian, gay and bisexual clients, thus:
28. Training needs to be given to all workers, across all sectors and at all levels.
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29. Student training on LGB issues, homophobia, heterosexism and biphobia
should be included as an integral part of coursework.

30. LGB service users, workers and organisations should be involved in the
development and delivery of training.

Funding of specialist LGB services

31. Resources to be made available to allow the development of specialist LGB
services in those areas identified by the research:

training, information provision, advocacy and ‘watchdog’

crisis services, particularly crisis housing as well as longer term housing

counselling and therapy '

LGB MH service user groups

groups with-awareness of MH problems for young LGBs

self-help and facilitated groups with a particular focus

befriending services

prevention.

* K X ¥ X ¥ X ¥

Further research

32. Research is needed to explore in greater detail the different and separate needs
of gay men, bisexual men, bisexual women and lesbians.

33. Research is needed to explore the needs of Black and ethnic minority service
users, and disabled, younger and older LGB service users.
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Appendix

The areas covered in interviews, focus groups and telephone questionnaires are
presented here.

Demographic Areas Covered

All ,

+ gender = physically disabled
* gexual 0r1entat1on * ethnic baCkground
*  age ' ' '

Service users

* disabled by MH problems

* MH services used/forced to use, in last 5 years

* MH services used/forced to use, more than 5 years ago

MH workers
*+ MH services worked in, in last 5 years
* MH services worked in, more than 5 years ago.

Areas Covered with Service Users in Semi-Structured Interviews and
Focus Groups

Contact with services

How did you come into contact with MH services?

What was going on for you at this time in your life?

To what extent did sexual orientation play a role?

What are or have been some of the main mental health issues for you?

Experience of services

In terms of sexual orientation, what have been your experiences of services?

Of those mental health services used, which did you find were accessible to you
as a lesbian, gay man or bisexual?

Where accessible, how do you think that is achieved

Where not accessible, what would you say is wrong?

What about attitudes of staff? MH professionals? Other service users?

What about rights in terms of nearest relative issues?

How were partners/friends treated?

What about treatment issues? Diagnosis?

Do you feel, or have you ever felt, that your sexual orientation has been
pathologised in any way by mental health professionals?

If you have felt a need to talk about your sexual orientation with mental health
professionals, were you able to do so? If so, what kind of response did you get?
Have you ever felt that you received particular clinical treatment(s) because of
your sexual orientation?
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Improving services
In what ways would you like to see services improved for LGBs
Views on mainstream services? Specialist LGB services?

Attitudes of LGBs

How comfortable do you feel ‘coming out’ to other LGBs as a user or ex-user of
MH services?

Do you feel supported within LGB communities?

What attitudes have you experienced? ’

Experience of worklng in MH services

I have focused on your experiences of MH services as ‘a user of those services,
but you may also have experiences of working or tralmng in this field. If that is
the case, would you like to say anything about your experiences as a lesbian
(gay man/bisexual person) from that perspective?

Other issues
Are there any other issues relevant to your experience as a lesbian (gay man
/bisexual) using MH services, which you would like to cover?

Areas Covered in Telephone Interviews with Service Users

Contact with, and experiences of, MH services : In last 5 years

Which mental health services have you used, or been forced to use, in the last
five years, including current use?

What brought you into contact with services?

Do you feel satisfied with the service(s) you received / are receiving?

Can you tell me why that was / is?

Contact with, and experiences of, MH services : More than 5 years ago
Which mental health services have you used, or been forced to use, in the past?
(i.e. more than five years ago?)

What brought you into contact with services?

Did you feel satisfied with the service(s) you received?

Can you tell me why that was?

Sexual orientation
Do you feel your sexual orientation has played any part in the quality of
service(s) received?

Diagnosis

Have you ever received a diagnosis from a mental health professmnal

If yes: would you be prepared to tell me what that diagnosis is / was and how
you feel about it?
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Areas Covered with MH Workers in Semi-Structured Interviews and
Focus Groups:

Access

From observations of your own field, how accessible are services to lesbians, gay
men and bisexuals?

Where they are accessible, how do you think that is achieved?

Where not accessible, what would you say is wrong?

How service users experience services

From what you have observed in your professional capacity, how do you think
lesbian, gay and bisexual clients experience your field of expertise?

What is the level of professional awareness re lesblan gay and bisexual issues
what about staff attltudes

Do you think lesbian, gay and bisexual clients may receive particular (clinical)
treatment because of their sexual orientation

Are partners of lesbian, gay and bisexual clients treated the same as partners of
heterosexual clients

What about the attitudes of other service users?

Mental health issues

In your experience are there mental health issues commonly presented by
lesbian, gay and bisexual clients ?

Do you have any sense that particular groups come with particular issues

From your observations are issues of difference and diversity amongst LGBs
addressed professionally?

Improvements to services

In your view, how could services best be developed to ensure that the needs of
lesbian, gay and bisexual clients are met in a sensitive and appropriate way?
Views on mainstream services?

Views on specialist services?

Training

Are lesbian, gay and bisexual issues addressed in training and education
programmes within your professional field?

Is there a need for (further) training / education ? How can that best be
satisfied?

What, if any, are the obstacles to training re lesbian, gay and bisexual issues?
Have you yourself done any training and if so, how was it received?

Did you encounter any particular problems?

Out at work

As a professional working in your particular field, how comfortable is it to be
‘out’ as a lesbian (gay man / bisexual). Obviously ‘coming out’ is an ongoing
process - is it something you have a personal policy on in terms of work ?
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What has your experience been as a lesbian/gay man/bisexual working in your
field?

Are you out to colleagues?

In your professional field in general?

In contact with clients?

How has your sexual orientation been received?

Attitudes of LGBs

From your own personal and/or professional experience, do you think there is
support and understanding for lesbian, gay and bisexual people with mental
health problems from within LGB communities? ‘Community’ is a hard word to
define, but what I am driving at is the }eve‘l of awareness to be found among
other lesbians, gay men and blsexuals who have not- experlenced mental health
problems themselves. -

As part of that ‘community’ I am also 1nterested in how you perceive coverage of
mental health problems by the ‘gay media’ - press, radio, TV?

How do you think we can best tackle lack of support and or coverage?

Experience of using services

In this interview we have focused on your perceptions as a professional, but
obviously you may have had experiences yourself as a lesbian, gay or bisexual
user of mental health services. If this is the case, is there anything you want to
say from that particular perspective?

Any other issues
Are there any other issues which you would like to raise, in your capacity as a
lesbian /gay /bisexual mental health professional?
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