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Over the last 12 months the Special Interest Group has remained very active, contributing to a number of initiatives within and outside the College, including the College’s working group on Social Inclusion whose report is due out later this year, and the Church of England’s listening exercise on homosexuality. These contributions are included in this Newsletter.
We organised two very successful sessions at the College’s annual meeting this month and we are busy preparing submissions on “The treatment of homosexuality” and “Cultural competence” for next year’s meeting which will be held in Liverpool (2-5th June 09) and has the theme of “A FAIR DEAL for all: mental health in a multi-cultural society.”  

In addition, work on developing and disseminating the training pack for mental health staff (“Gay and Lesbian Mental Health Matters”) continues and it has been adapted for use as an on-line CPD resource via the College website. Anyone who would like to know more about the training pack or commissioning a workshop to train their team can contact Annie Bartlett at Annieatwork04@aol.com 

Our website is now fully functional  thanks to Steve Hopker and you can find information on how to join the SIG, information about the SIG’s past achievements, forthcoming events and copies of SIG documents and presentations from previous events as well as links to other useful resources and organisations. This is the address:

http://www.rcpsych.ac.uk/college/specialinterestgroups/gaylesbian.aspx
Submission to the Church of England’s Listening Exercise on Human Sexuality.

The Anglican Church is currently carrying out a “Listening Exercise” to gather opinions from a wide range of groups across the world on attitudes towards human sexuality. The SIG was asked to respond on behalf of the College:

This report is prepared by a Special Interest Group in the Royal College of Psychiatrists.  We have limited our comments to areas that pertain to the origins of sexuality and the psychological and social well being of lesbian, gay and bisexual people (LGB), which we believe will inform the Church of England’s listening exercise.

The Royal College of Psychiatrists holds the view that LGB people should be regarded as valued members of society who have exactly similar rights and responsibilities as all other citizens. This includes equal access to health care, the rights and responsibilities involved in a civil partnership, the rights and responsibilities involved in procreating and bringing up children, freedom to practice a religion as a lay or religious person, freedom from harassment or discrimination in any sphere and a right to protection from therapies that are potentially damaging, particularly those that purport to change sexual orientation.  

We shall address a number of issues that arise from our expertise in this area with the aim of informing the debate within the Church of England about homosexual people.  These concern the history of the relationship between psychiatry and LGB people, the mental health and well being of LGB people, their access to psychotherapy and the kinds of psychotherapy that can be harmful.

1. The history of psychiatry with LGB people.

Opposition to homosexuality in Europe reached a crescendo in the nineteenth century. What had earlier been regarded as a vice, evolved into a perversion or psychological illness.  Official sanction of homosexuality both as illness and (for men) a crime led to discrimination, inhumane treatments and shame, guilt and fear for gay men and lesbians (King and Bartlett, 1999).  In 1973 the American Psychiatric Association removed homosexuality from its diagnostic glossary of mental disorders.  The International Classification of Diseases of the World Health Organisation followed suit in 1992.  This unfortunate history demonstrates how marginalisation of a group of people who have a particular personality feature (in this case homosexuality) can lead to harmful medical practice and a basis for discrimination in society.  

2. The origins of homosexuality

Despite almost a century of psychoanalytic and psychological speculation, there is no substantive evidence to support the suggestion that the nature of parenting or early childhood experiences have any role in the formation of a person’s fundamental heterosexual or homosexual orientation (Bell and Weinberg, 1978).  It would appear that sexual orientation is biological in nature, determined by genetic factors (Mustanski et al, 2005) and/or the early uterine environment (Blanchard et al. 2006).  Sexual orientation is therefore not a choice, though sexual behaviour clearly is.  Thus LGB people have exactly the same rights and responsibilities concerning the expression of their sexuality as heterosexual people.  However, until the beginning of more liberal social attitudes to homosexuality in the past two decades, prejudice and discrimination against homosexuality induced considerable embarrassment and shame in many LGB people and did little to encourage them to lead sex lives that are respectful of themselves and others.  We return to the stability of LGB partnerships below.

3. Psychological and social well being of LGB people

There is now a large body of research evidence that indicates that being gay, lesbian or bisexual is compatible with normal mental health and social adjustment.  However, the experiences of discrimination in society and possible rejection by friends, families and others, such as employers, means that some LGB people experience a greater than expected prevalence of mental health and substance misuse problems (King et al, 2003; Gilman et al, 2001).  Although there have been claims by conservative political groups in the USA that this higher prevalence of mental health difficulties is confirmation that homosexuality is itself a mental disorder, there is no evidence whatever to substantiate such a claim (Bailey, 1999).  

4. Stability of gay and lesbian relationships

There appears to be considerable variability in the quality and durability of same-sex, cohabiting relationships (Mays and Cochran, 2001; McWhirter and Mattison, 1996).  A considerable amount of the instability in gay and lesbian partnerships arises from lack of support within society, the church or the family for such relationships.  Since the introduction of the first civil partnership law in 1989 in Denmark, legal recognition of same-sex relationships has been debated around the world.  Civil partnership agreements were conceived out of a concern that same-sex couples have no protection in law in circumstances of death or break-up of the relationship.  There is already good evidence that marriage confers health benefits on heterosexual men and women (Kiecolt-Glaser and Newton, 2001; Johnson et al, 2000) and similar benefits could accrue from same-sex civil unions.  Legal and social recognition of same-sex relationships is likely to reduce discrimination, increase the stability of same sex relationships and lead to better physical and mental health for gay and lesbian people.  It is difficult to understand opposition to civil partnerships for a group of socially marginalised people who cannot marry and who as a consequence experience more unstable partnerships.  It cannot offer a threat to the stability of heterosexual marriage.  Legal recognition of civil partnerships seems likely to stabilise same-sex relationships, create a focus for celebration with families and friends and provide vital protection at time of dissolution (King and Bartlett, 2006).  Gay men and lesbians’ vulnerability to mental disorders may diminish in societies that recognise their relationships as valuable and become more accepting of them as respected members of society who might meet prospective partners at places of work and in other such settings that are taken for granted by heterosexual people.
5. Psychotherapy and reparative therapy for LGB people

The British Association for Counselling and Psychotherapy has recently completed a systematic review of the world’s literature on LGB people’s experiences with psychotherapy (King et al., 2007).  This evidence shows that although LGB people are open to seeking help with mental health problems they may be misunderstood by therapists who regard their homosexuality as the root cause of any presenting problem such as depression or anxiety.  Unfortunately, therapists who behave in this way cause considerable distress.  A small minority of therapists will even go so far as to attempt to change their client’s sexual orientation (Bartlett et al, 2001).  This can be deeply damaging.  Although there is now a number of therapists and organisation in the USA and in the UK that claim that therapy can help homosexuals to become heterosexual, there is no evidence that such change is possible.  The best evidence for efficacy of any treatment comes from randomised clinical trials and no such trial has been carried out in this field.  There are however at least two studies that have followed up LGB people who have undergone therapy with the aim of becoming heterosexual.  Neither attempted to assess the patients before receiving therapy and both relied on the subjective accounts of people, who were asked to volunteer by the therapy organisations themselves (Spitzer, 2003) or who were recruited via the Internet (Shidlow and Schroeder, 2002).  The first study claimed that change was possible for a small minority (13%) of LGB people, most of who could be regarded as bisexual at the outset of therapy(Spitzer, 2003).  The second showed little effect as well as considerable harm (Shidlow and Schroeder, 2002).  Meanwhile, we know from historical evidence that treatments to change sexual orientation that were common in the 1960s and 1970s were very damaging to those patients who underwent them and affected no change in their sexual orientation (King, M. and Bartlett, A., 1999).

In conclusion the evidence would suggest that there is no scientific or rational reason for treating LGB people any differently to their heterosexual counterparts.  Socially inclusive, non-judgemental attitudes to LGB people who attend places of worship or who are religious leaders themselves will have positive consequences for LGB people as well as for the wider society in which they live.  
Submission to the College’s working group on social inclusion.
The SIG were asked by the social inclusion working group for their views on the key aspects of social exclusions relevant to LGB people. The submission will be edited for the final report which is due out later this year. The following is the full submission:

Around 5-12% of men and 3-5% of women in the UK identify as gay or lesbian (Wellings et al 1994).  Lesbian, gay and bisexual people are at higher risk of mental disorder, suicidal ideation, substance misuse, and deliberate self harm than heterosexual people.   A recent systematic review and meta-analysis (King et al., 2007) found a two fold excess in suicide attempts and the likelihood of depression, anxiety and alcohol and drug dependence were at least one and a half times higher. Lesbian and bisexual women were particularly at risk of suicidal ideation, drug and alcohol dependence (four times higher than heterosexual women) and the lifetime risk of suicide attempt in gay men was six times that of heterosexuals.

Despite these high levels of mental health morbidity, psychiatry has a rather uncomfortable history with homosexuality which was, itself considered a mental health problem until recently.  In 1973 the APA declassified homosexuality as a mental disorder but replaced it with “egodystonic homosexuality”.  It was only in 1992 that the WHO dropped the term homosexuality as a diagnosis.  Various surveys of health and mental health professionals have shown that negative views of homosexuality persist among psychiatrists (Morris, 1973), health care professionals including GPs (Bhugra and King, 1989), psychiatric trainees (Chaimowitz, 1991), medical students (Evans et al., 1993), psychoanalysts and psychotherapists (Bartlett et al., 2001).

Lesbian, gay and bisexual service users report continuing pathologisation of their sexual orientation (McFarlane, 1997; King and McKeown, 2003), prejudice, harassment and even violence from mental health staff (Golding, 1997).  This marginalisation is not only unacceptable, but obviously makes services unattractive to this client group.

Sexual orientation may not be a constant “state” and not everyone who identifies as lesbian, gay, bisexual or transgendered necessarily wants to be “out” in any or every situation.  This presents a particular challenge for mental health staff in knowing how and when to ask about sexual orientation.  Staff may be silenced by their own lack of knowledge about issues relating to sexual orientation or uncomfortable with asking about it and wary of saying the wrong thing.  Diversity training in mental health has never focused routinely on issues of sexual orientation and staff necessarily fall back on anecdotal knowledge, and sometimes prejudice, and are left ill equipped to deal with issues related to sexual orientation amongst their service users and colleagues.

The Lesbian and Gay Special Interest Group believes that all mental health staff should be adequately skilled to provide appropriate mental health services accessible to lesbian, gay, bisexual and transgendered clients.  Specialist services provided by the non-statuatory sector may also appeal to some service users and reduce burden on the NHS, especially for individuals with less severe mental health problems.

The SIG has developed a training pack for mental health professionals which has been endorsed by the College and is being taken up through diversity programmes within individual Trusts.  The aim is to give staff skills to sensitively enquire about sexual orientation rather than assuming service users are heterosexual, and to aid staff’s understanding of how an individual’s sexual orientation may or may not be related to their current mental health problems.

The SIG is of the view that psychiatrists and other mental health professionals need to recognise the reparatory work required to gain the confidence of lesbian, gay, bisexual and transgendered people as a first step in providing them with a socially inclusive service.

Over the last few years there has been a great deal of legislation reflecting a wider society increasingly tolerant of homosexuality (e.g. 2001- equal age of consent; 2002 – recognition of same sex spouses as nearest relatives under the Mental Health Act; 2003 - homophobic assault recognised as a hate crime; 2003 -repeal of Section 28; 2003 repeal of Victorian laws on Gross Indecency and Buggery; 2005 Civil Partnership Act).  Although the visibility and rights of lesbian, gay, bisexual and transgendered people have increased, prejudice, homophobic attacks and minimal or stereotypical media representation still pervade.

As clinical leaders, psychiatrists have a key role in facilitating social inclusion of lesbian, gay, bisexual and transgendered service users through equipping themselves with the appropriate skills to enquire and take into account service users’ sexual orientation in their assessment.  In addition, discriminatory practices secondary to staff or service users’ sexual orientation should be addressed in the same way as discrimination on the grounds of any other aspect of diversity.

Report on meetings and conferences 

1) College Annual meeting 2007
The SIG organised one session at 
last year’s AGM on “Sex and 

psychosis”. Speakers included Dr 

Shubulade Smith on the sexual 

side effects of antipsychotic 

medication; Professor Kamaldeep 

Bhui on sexual dysfunction in 

people with psychotic disorders; 

and Dr Gwen Adshead on Consent 

to sexual relationships for people 

with psychotic disorders. 
2) College Annual meeting 2008

The SIG organised two very successful sessions at the recent annual meeting.  The first, Chaired by Professor King, explored the relationship between discrimination and mental health.  Three speakers gave presentations that explored the experience and impact of discrimination from the perspective of people with disabilities (Gerry Zarb, Equality and Human Rights Commission, people from black and minority ethnic groups (Professor Kwame McKenzie, Transcultural SIG) and people who identify as gay or lesbian (Ruth Hunt, Stonewall). 
The second session, Chaired by Dr Annie Bartlett, focussed on parenting, particularly gay and lesbian parents (speaker Howard del Monte, PACE), parents with learning difficulties (speaker Dr Angela Hassiotis, UCL), and parents with major mental illness (speaker Dr Andy Kent, St George’s University London). The session explored what these groups have in common, how they can rise to the challenge of successful parenting and the value systems that come into play when assessing parenting capacity.
SIG Business Meeting 2008
The SIG business meeting was held on Wednesday 3rd July at Imperial College during the College Annual Meeting.  Minutes will be posted on the website in due course. Ian Hall has stepped down as Finance Office.  Many thanks to Ian for managing the SIG accounts over the last few years.  Sandra Evans has agreed to join the executive committee and take over this role.  Anthony Fairington has also stepped down as an executive committee member and Shawn Mitchell and Giam Galeazza were welcomed as new committee members.
Expressions of interest
We are considering organising a one day event at the College (17, Belgrave Square, SW1) for trainees to discuss the aims of the SIG and LGB issues related to boundaries and careers.  If you would be interested in attending such an event please could you let us know by emailing the College at the following address:
If you have any articles for the Newsletter please contact 

Dr Helen Killaspy 

h.killaspy@medsch.ucl.ac.uk
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