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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.



26

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
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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
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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





