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TRANSCRIPT OF PODCAST

My name is Sarah Carr and I’m a social care researcher by profession but I’ve also used mental health service for about twenty years now, so I first came into contact with them in my late teens.

Graphic: TELL US ABOUT YOUR EXPERIENCES AS A SERVICE USER

Well my experiences have been quite varied – I’ve been in contact with various parts of the mental health service so I’ve been in hospital, I’ve been looked after in a primary care setting and a community care setting and also I’ve had various bits of contact with psychological therapies and psychological interventions as well as medication so quite a broad ‘career’ I’ve had.

AS regards my experiences as somebody who identifies as Gay, I’ve had some relatively negative experiences as well as good ones to counter that, but along with other Gay people, at least other Gay people I know who’ve come into contact with services, what we’ve discovered I that we go with a certain degree of mental distress and we find that a lot of practitioners want to focus on our sexual orientation
 Rather than on our mental distress because there appears to be an assumption that there’s a connection  between being Gay – which is seen a s a disease or disorder still – even though it’s off the books as a disease.. it still influences practice, so that’s been quite challenging sometimes.

I think my most negative experience was with a psychotherapist who I went to        when I was quite young  - I was about eighteen/nineteen when I went to see him and I’d just gone to university, and this was following a suicide attempt and quite an intense period of self-harm. And unfortunately the therapist decided that it wasn’t my distress that he needed to look at and the kind of social circumstances and the issues with my identity – what was causing my distress was my sexual orientation – so he focussed on trying to change my sexual orientation as an intervention, trying to make me ‘better’ ie trying to make me ‘normal’ which he assumed would make me better, happier and stop me from feeling suicidal and stop me feeling depressed. Needless to say I soon kind of felt very uncomfortable with this approach and I did cease to see this particular therapist; but that experience early on kind of tainted the mental health services for me and I sort of saw them as a place that might do more harm than good, as a gay person, so I kind of try to look after myself in periods of distress, and this did included self-harm, which I’m aware from research that a lot of Gay people will self-harm or use drugs or alcohol to manage their mental distress because they don’t feel that they can engage with mental health services because they might not get the help that they need as human beings.

Graphic:  WHAT ARE THE FACTS AS REGARD BEING LESBIAN, GAY OR BISEXUAL AND MENTAL HEALTH?

Well, I think I alluded to one of the key facts in my story about myself. It’s the issue of pathologisation. It’s the fact that sexual orientation if you’re Gay or ‘Homosexual’ as they say in the clinical material – that’s your disease – that’s your ‘illness’. It’s not the distress that comes from the social factors associated with being Gay. So  the truth is, as one of my friends says, not what goes on in here (points to head)  - it’s what goes on ‘out there’ (gestures widely) that affects you.

So for example if you look at it as a social model of social distress, it’s the things that you experience as you’re growing up when you’re Gay. Things that people might not even think about unless they’ve experienced them, so issued like when you’re younger; you’re a teenager, so you’re discovering who you are and you’re experimenting and you’re talking with your friends an family and developing your identity and as a Gay person often you’re learning to hide who you are and then you live – well at least I lived in fear of being rejected by the people who were closest to me. The people who are closest to you become not necessarily supportive because you’re hiding from them – because you don’t want to lose them. So that becomes really quite damaging to your mental health. It can cause depression quite quickly and there’s also issues about how you build up your identity in the face of a dearth of positive images, positive ideas about yourself. You don’t necessarily have access to ideas about your heritage as a Gay person, rather like a person from a Black or minority ethnic community, you don’t necessarily, or more often than not you don’t share the same identity as your family, so your family becomes a site not for creating your identity and strengthening your identity and making you feel safe in who you are, it actually could become threatening. I’m not saying that’s the case all the time because I know of LGBT people who have Gay parents so that’s quite a different matter – but that’s quite rare really.

In terms of accessing services again in my story earlier on I’ve kind of alluded to the fact that services may not be safe places for people to go when they’re experiencing mental distress. And this kind of comes from the history of psychiatry and the ‘pathologisation’ of Homosexuality as a ‘disease’ and the idea that psychiatric interventions can ‘cure’ you of your sexual orientation. And I think there’s a whole kind of legacy culture still in psychiatry and I know research has shown this – particularly the work of Michael King and Annie Bartlett, who quite recently published papers on practice of mental health services today and historically that have shown that practitioners still concentrate on changing orientation rather than dealing with your mental distress. So Gay people feel that mental health services might not be the safest places for them to go when they’re feeling mental distress.

Graphic:  TO WHAT, IF ANY, EXTENT IS SEXUALITY RELEVANT IN EXAMINING MENTAL HEALTH?

It is relevant but it’s not appropriate to focus on it in a way that it’s your sexuality that needs changing. What needs to be recognised is the impact of societal attitudes to your sexuality in how your identity is formed and the impact of basically a lot of people ‘you’re a very bad person’ on your mental health and your esteem. So it does need to be recognised but shouldn’t be the sole focus of the conversation and sometimes I think some practitioners can go down fairly inappropriate routes talking about your actual sexual practices rather than, say, your relationship with your family…. Your parents may have rejected you. You may be cut adrift from your family .. you may not be integrated into a gay community and you may be very isolated. Those are a consequence and they may have an impact on your mental health but the answer is not to change your sexual orientation because I don’t think it can be changed; although people do try. They’ve tried through aversion therapy up until the seventies, and people are still trying with what they call ‘reparative’ therapy which is much more kind of psychological interventions and group therapy.. and I don’t think any of that has worked  - so yes it needs to be recognised but the user should be leading the conversation.

Graphic:  WHAT DO MENTAL HEALTH SERVCIES NEED TO DO IN ORDER TO IMPROVE PROVISION FOR LESBIAN, GAY OR BISEXUAL PEOPLE?

I think first of all  to recognise that we exist as legitimate human beings and I don’t  think that’s a sort of an overstatement. Gay people are human beings, we’re not ‘diseases’ we’re not ‘contagious’ but we do experience higher levels of mental distress because of what happens to us socially and around the formation of our identities. I think what’s really important, and people come back to this often, is really good training. And I think I mean rather than just awareness training although that’s a good first step.. it’s really kind of deep anti-discriminatory work that could go on with practitioners in which they’re given space to examine some of their moral or social prejudices against Gay people – examine them and possibly engage with some Gay people because I know that the face-to-face encounter with a Gay person is very profound because often people assume there’s a group of Gay people ‘over there’ and nothing to do with them. Therefore it’s very easy to act n a prejudicial or discriminatory way to them. But once you get to speak to a Gay person – have a dialogue with them, know that they’re another Human Being, it’s quite a powerful thing. I know that the health dep’t doesn’t have those sort of resources but I think training delivered by Gay people is oriented towards people examining their own moral and social prejudices, and entering into a dialogue with Gay people can be very powerful.

Also I think what would help is the recognition that Gay people and the Gay community is as diverse as society itself – so there are black and white Gay people, disabled Gay people, and Gay issues go across the lifespan. There’s quite a lot of focus on young people in policy and in charity and voluntary sector work, but increasingly there are issues for older people, around older people’s mental health and dementia and needing to go into residential care settings that may not be set up to cater for them and the lives that they’ve built – so they might find themselves going back in the Closet when all their life they’ve been living the way they need to.

And I think an up and coming issue are the needs of asylum seekers and refugees who identify as Lesbian, Gay, Bisexual or Transgender. At the moment there are issues around there; recognising that people will have specific mental health needs, and I think there will be an increasing number of asylum seekers and refugees from the Global Gay community who will need support and help, and I think at the moment Stonewall is having a campaign with the Home Office to address some of those issues. And of course they will have a subsequent effect on mental health services because people will need support – particularly if they’ve been victims of torture.

Finally I think , following on from that, there’s the challenge to mental health services and to health and social care in general that because people are so diverse – Gay people are so diverse, we’re not going to fit into administrative categories – so that’s a challenge, because somebody might be disabled but they might also be Gay so I think services can sometimes get a bit confused about how to  provide care and support to somebody who may have multiple identities or experienced dual discrimination.

And again I think that comes down to decent diversity training I think and anti-discriminatory training.
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