





to transgender people in Ireland is clearly a significant problem. Further to this, the expertise available is
limited to a very small number of health professionals whose primary responsibility within the healthcare
system is not to transgender people. These professionals are Dublin-based and long waiting lists, coupled
with significant financial costs, present considerable barriers to transgender people’s ability to access
appropriate services. A transgender person who decides to access gender re-assignment services must be
referred out of the jurisdiction, most often to the UK, having first received a diagnosis of Gender Identity
Disorder.3

International research strongly suggests that in addition to structural constraints such as cost and
service location, fear of service-provider reaction acts as a significant barrier to service access (Goldberg,
2007; Hines, 2007).4 In the Irish context, research has identified the lack of availability of information,
inadequate awareness of the needs of transgender people on the part of healthcare professionals, and
the absence of services for families as significant barriers to healthcare among LGBT people (Collins and
Sheehan, 2004). Each of the above has particular implications in relation to general healthcare services
and more specifically in the context of promoting positive mental health.

The focus of the current study, coupled with the sampling strategy, means that it cannot hope to
fully explore the range of issues that may impact on the lives and service utilisation experiences of
transgender people in Ireland. Nonetheless, the available data demonstrate the considerable stress
associated with the limited medical and support services available to transgender people.

Four transgender people were interviewed in-depth for the purpose of the study and, of these, three
identified as male-to-female and one as female-to-male transgender. Three had accessed services
initially through their GP and were then referred to a specialist service. As with lesbian, gay and bisexual
people, they experienced varied responses from their GPs, with some relating far more positive accounts
than others. One participant had not confided in her GP, as yet, about her situation in general or about
‘feeling down’ because of fears about confidentiality.

INTERVIEWER: And have you ever spoken to a GP or anybody about feeling down?

RESPONDENT: No, | don’t speak to anybody really as such, as of yet. But I'm always thinking for the
last couple of years about calling into my GP and getting more information and seeing what my
next step would be. Going through the support group, they got me the names of doctors, as | said.
Eventually | know I'll have to go to meet my GP because | think he or she will have a say in what | do,
three or four people will have a big say about whether they will accept me or not.

INTERVIEWER And, do you have any worries about going to your GP?

RESPONDENT: Well I know my GP is meant to be all confidential like, but something tells me that he
or she won'’t (Male-to-Female Trans, Lesbian, 30).

Most made reference to the difficulties they experienced obtaining the information they needed to
access appropriate services.

Some people, they need psychiatric help, but there isn’t a whole lot of that going around the
country. And there’s no real information on how to get it or where to go, there’s none of that, so

it’s a constant struggle for people that aren’t as lucky as me ... it can be very stressful because you
have to go out everyday and try and walk along the street, you have to put up with other people.
You have to put up with the looks and the comments, all that sort of thing ... (Male-to-Female Trans,
Heterosexual, 37).

3 The term ‘Gender Identity Disorder’is a diagnostic category in the Diagnostic and Statistical Manual of Mental Disorders (4th Ed.)
(DSM-IV) (American Psychiatric Association, 1994) and is classified in the International Classification of Diseases, Tenth Revision (ICD-10,
F64.2,World Health Organisation, 1992). It is worth noting, however, that what has been referred to as the ‘medical construction’ of
transgender people (Hines, 2007:10) has been subject to critique. For an overview of recent debates in this area see Hines (2007).

4 Particular issues are also evident in relation to healthcare services for transgender people under the age of 18 (Di Ceglie, 2000; Collins

and Sheehan, 2004).



In addition to the stress of undergoing a highly significant life changing event such as gender re-
assignment, a number identified procedural and financial pressures that impacted on their sense of
health and well-being. These included issues such as name changes, medical card provision, and waiting
lists for services.

... what I did first was | went to the GP and | asked him, | told him the way | was and what | was
feeling and all that, and he said ‘Right well | will try and make appointments for you to see people’.
He wrote to | think a guy in (psychiatric hospital) and he said, ‘No | can’t take anymore patients, | am
fully booked’. And he was the only one in the country, so like | was screwed there straight off. There
was nobody to go to so | went off to the UK (Male-to-Female Trans, Heterosexual, 37).

Most noted the significant costs incurred as a result of having to travel to another jurisdiction to avail of
gender re-assignment services; this journey was depicted as a lonely one by practically all transgender
respondents who had either begun or completed the process.

BARRIERS TO ACCESS AND ENGAGEMENT WITH SERVICES

Earlier sections have highlighted some of the challenges that LGBT people face in accessing a range
of health care services. This final section highlights specific barriers to service access and engagement
among LGBT people in general.

Distance and economic factors sometimes prevented LGBT people from engaging with services. The
geographical spread of services was an issue frequently raised by those in provincial towns or villages
who had to travel long distances to connect with LGBT-specific supports and services. A young man who
had regularly attended a LGBT youth group in a provincial city explained that distance deterred many
LGBT young people from attending.

RESPONDENT: There’s no support group or anything that | know of closer than (provincial city) ... |
mean we discussed it in one of the (LGBT youth) meetings, if we could have the group move around,
you could have every third evening in (other provincial town) to make it more accessible for people.
INTERVIEWER: And do you think that might be possible in the future?

RESPONDENT: / suppose if there was more advertising and stuff and people actually knew about it
they would turn up. Then trying to get it advertised is a problem. | know we sent our posters to all
the schools but not many of them put them up or anything (Gay, Male, 21).

The issue of accessibility was emphasised by others, including a number of survey participants who
included commentary on their experiences.

Just try to make services more accessible and stuff. It’s an hour’s drive to get there and an hour’s drive
home again for two hours here (youth service). 'm as long travelling as | am here. So if there was
something a bit closer to home it would be a lot easier (Gay, Male, 21).

I am from Dublin but I live in (provincial city). And | feel the LGBT community outside Dublin sucks. |
think services in Ireland as a whole are very, very restricting (Gay, Male, 29, Survey Respondent).

Financial considerations were more likely to be mentioned by people who had attended counselling at
some time and there was a strong perception, particularly among LGBT adults, that ‘good’ counselling
was costly.

I wish | wasn’t gay ... and is there anyone | can go to talk to for professional help for free? (Lesbian,
Female, 22, Survey Participant).

Above all, the data indicate that help-seeking processes, and people’s willingness to engage with services,
were influenced by the lack of affirmative services available to LGBT people. In terms of health services
specifically, the data presented earlier in this chapter demonstrate that many in this study felt that health
care professionals lacked the competencies or experience to assist LGBT people. One gay man relayed a



particularly distressing experience of seeking help.

[ went to this guy who runs the counselling end of it and he said to me, ‘But you can talk to me’. | said, ‘|
don’t fucking want to talk to you, | want to talk to someone that’s professional’. And he said, ‘Well we don’t
have anybody, we can’t get anybody to help you, you're working so you're not available during the day’. So

[ just left that night and he knew | was angry because | was angry. It’s the first time | ever actually spoke to
anybody like that in my life. Here | was, | really needed help and they fucked the whole thing up and I was
annoyed. | never went back. | never want anything off them again (Gay, Male, 46).

Lack of confidentiality, and the fear of being labelled, also emerged as significant barriers to service
access for all LGBT people and young people, in particular.

There is counselling but | don’t feel there are people | would go to. | don’t feel there is anyone | can
trust in terms of the counselling (Gay, Male, 33).

I think LGBT people are just forgotten. Even the way people see people initially, | think they assume
that you're straight. They shouldn’t assume anything really. | think society is just geared towards
heterosexual people. Unless you kind of let them know there’s gay people out there | don’t think the
really do anything about it like (Gay, Male, 20).

Participants’ accounts, from both the online survey and in-depth interviews, reveal marked variation in
experiences of service provision, a finding which is consistent with those documented in a recent North
West study of the recognition of LGBT identities within Irish health services (Gibbons et al., 2007). Typical
accounts indicate that economic factors and poor accessibility are significant barriers to health service
access for LGBT people. Furthermore, on approaching such services many reported that their needs and
concerns were not adequately addressed, an experience which appears to be strongly related to an
implicit assumption of heterosexuality by health care providers. Others reported insensitive or biased
treatment once LGBT orientation was disclosed.

CONCLUSION

The international literature has consistently identified health care as a particularly problematic arena
for LGBT people. Research suggests that there are significant disparities in access to and receipt of
health care for men and women based on their sexual orientation or transgender identity (Diamant

et al.,2000; Heck et al., 2006). Findings also show that LGBT patients frequently withhold information
about their sexual orientation or gender identity, possibly in an effort to avoid health provider bias
(Clover, 2006; Meckler et al., 2006; Stein & Bonuck, 2001). It also appears that health care providers may
be uncomfortable, reluctant, and inadequately trained to take the sexual histories of LGBT persons or
to discuss minority sexuality issues more generally (Jillson, 2002). Lesbians, gay men and transgender
people report low satisfaction with health services because of negative provider attitudes and lack of
cultural understanding of the context in which their health is shaped (Clover 2006; Dean et al., 2000;

Solarz,1999).

The marked variation in LGBT people’s experiences of service provision, uncovered by survey and in-depth
interview in this analysis, is largely consistent with other Irish studies (Gibbons et al.,2007; Dillon & Collins,
2004). There were many dimensions to the experiences and contexts that created barriers to service

access and engagement. Structural barriers — including distance, the absence of services, and financial
considerations — featured strongly in some accounts. Alongside these structural barriers, it is important

to recognise the level of alienation and possible discrimination that LGBT people may face when they
attempt to access services that might otherwise impact positively on their physical and/or mental health.
The negative effects of hostility towards LGBT people and lack of understanding of minority sexual identity
are particularly noteworthy, as are people’s fears about confidentiality, non-acceptance and rejection. The
findings, therefore, reveal particularly problematic experiences as LGBT people attempt to seek support
and advice in relation to physical or mental health concerns. This may not be so surprising since health and
well-being are discussed predominantly ‘within a heterosexual frame of reference’ (Neville & Henrickson,
2006: 409) and with limited mention of the specific needs of the LGBT population (Heapy et al.,1994). The



development of ‘cultural competence’in LGBT health issues includes understanding the reasons behind
LGBT people’s reluctance to seek health care, the impact of homophobia on physical and mental health, and
an awareness of the range of specific health risks and problems experienced by LGBT individuals (McNair,
2003; Solarz,1999).
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RESILIENCE

The findings presented in earlier chapters strongly suggest that LGBT people’s lives are negotiated under
varying degrees of adversity. Many in this study feared and experienced profound rejection from family,
friends and loved ones following the disclosure of their sexual orientation or transgender identity. A large
number reported discrimination, harassment and homophobic bullying, and many others experienced
problems at school or the workplace that were damaging to their self-esteem, well-being and mental
health. The negative ramifications of these experiences are amply documented in Chapter 5. Nonetheless,
it would be mistaken to interpret these adversities as the only, or indeed the defining, characteristics of
the lives of all LGBT people. Such a picture of universal exclusion or marginalisation may, in fact, serve to
perpetuate a misrepresentation and misunderstanding of LGBT people’s lives. The accounts of the study’s
participants are far more nuanced, pointing to ways in which people overcome adversity and also to
positive aspects of sexual minority identities and experience.

Quantitative findings from the online survey based on measures of subjective well-being suggest that
LGBT people in Ireland today are, on the whole, more happy than they are unhappy with their lives. When
asked how happy they considered themselves to be, the average score was 7 out of 10 (mean = 6.87, s.d.
=2.20,n =1097), where o0 was ‘extremely unhappy’ and 10 was ‘extremely happy’. Satisfaction with life

as a whole was also generally high amongst the survey sample. Again, the average score was 7 out of

10 (mean = 6.96, s.d. = 2.29, n =1092)." While many of the findings presented thus far have highlighted
negative experiences impacting on the lives of LGBT people living in Ireland, these findings suggest that,
despite the often difficult circumstances within which LGBT people live their lives, most LGBT people are
“OK” (Murdock & Bolch, 2005) and have developed the ability to be resilient to these adverse experiences
and contexts.

This chapter places particular emphasis on LGBT people’s narratives of resilience. While aspects of resilience
have been referred to throughout this report, resilience is specifically explored here in relation to self and
others, and also in relation to the social environments or contexts where LGBT people interact. We lean
heavily throughout the chapter on the study’s qualitative data. Qualitative/interpretative methods are
especially useful for the study of resilience because of their ability to capture complex processes and the
construction of meaning (McCubbin et al.,1999). ‘Stories’ or narratives are therefore particularly suited to
unravelling contexts and processes that guide individuals and help them to cope with adversity. They can
also help to illuminate aspects of sexual minority identity that contribute to psychosocial health and well-
being. Where appropriate, we also provide statistics from the online survey that help to illuminate some of
the narrative accounts.

SOCIAL SOURCES OF RESILIENCE

Strong social networks are recognised as improving people’s general well-being, as well as promoting
self-confidence and a sense of connectedness. The concept of social support is valuable since it suggests
that it is possible to identify specific relational sources of resilience. It also implies that resilience can be
cultivated and sustained, through both external and internal processes, in individuals who experience
adversity. The online survey assessed social support using the Multidimensional Scale of Perceived Social
Support (MSPSS), a validated self-report questionnaire measuring the perception of the adequacy of
support from family, friends, and significant others (Zimet, Dahlem, Zimet, & Farley, 1988). It consists of
12 items, each scored on a 7-point scale (1 = very strongly disagree -7 = very strongly agree), yielding three
subscale scores called family support, friends support, and significant others support. Subscale scores are
added to give a total social support score in a range from 7 to 84, with higher scores indicating greater
perceived support. Table 7.1 below presents mean scores for each item and sub-scale in the MSPSS.
Support from friends was the strongest form of social support amongst the survey sample (mean = 21.81,
s.d. = 6.20), followed closely by support from significant others (mean = 21.27, 5.d. = 5.46). Consistent

1 For each of the questions respondents were asked to place themselves on an 11-point scale running from o to 10, were o was
‘extremely dissatisfied/unhappy’ and 10 was ‘extremely satisfied/happy’. This standard survey scale has been widely used in research
into subjective well-being and based on questions used in the European Social Survey (ESS).



with this finding, two thirds of survey respondents reported that talking with friends was the thing they
were most likely to do when feeling ‘down’in order to help them to feel better or to forget about their
problems. This underscores the crucially important role that friendship plays in people’s lives (See Table
7.2 further in this chapter for a complete breakdown of activities and coping strategies employed by
survey respondents to help them feel better when feeling down). Respondents on average tended to hold
more neutral views regarding the perceived social support they received from their families, based on the
MSPSS.

Analysis of qualitative data uncovered four key sources of sources of social support in the lives of LGBT
people: friends, family, the LGBT community, and specific social environments including school and the

workplace. We explore each in full in the following sections.

Table 7.1: Mean scores on the Multidimensional Scale of Perceived Social Support (MSPSS): survey sample

MSPSS Sub-scales mean
Friends’ Support 21.81

6 My friends really try to help me. 5.41 152
7 1can count on my friends when things go wrong. 5.44 159
9 | have friends with whom | can share my joys and sorrows. 5.53  1.55

I can talk about my problems with my friends 5.43 1.60

_mm

There is a special person who is around when | am in need. 5.37 1.79

2 There is a special person with whom I can share my joys and 5.32 182
SOrrows.

5 |have a special person who is a real source of comfort to me. 5.27 183

10 There is a special person in my life who cares about my 531 184
feelings.

eamiysppot| g | 78 | ooa

3 My family really tries to help me. 474 173

4 |get the emotional help and support | need from my family. 4.28 1.81

8 Ican talk about my problems with my family. 411 186

11 My family is willing to help me make decisions. 4.42 178
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Friendships as a source of resilience

Consistent with the findings of the online survey, the support of friends was the most frequently cited
source of positive well-being amongst interview respondents. Loyal and reliable friends were important
particularly during stressful times, but also in terms of day-to-day companionship. A number were keen

to emphasise the positive support provided by their long-term friends.

... we go way back, way, way back and I'm very, very fond of him. He’s straight. He’s never judged me
and he’s always been very loyal and there’s very few people in the world you can say that about in

your life (Gay, Male, 40).

The man quoted above went on to talk about intimacy and honesty as important components of reliable

friendships.

I think there is an intimacy between us and honesty about each other that we can bare ourselves
emotionally to each other and if anything goes wrong in our lives there’s somebody we can go to who

will help out and listen and give advice. And I've done that for them and they’ve done that for me. And
that kind of relationship is a very precious one. There’s not many people in your life who you can do that



with. If I hadn’t | might be in a very bad way. | really mean that (Gay, Male, 40).
Supportive friendships afforded LGBT people opportunities to articulate shared experience,
particularly in the context of perceiving themselves to be isolated, as indicated in the account below.

[After meeting a lesbian woman in College] ... The more we got talking, the more it just made me
feel good. It was just so much better to speak and interact with somebody who basically had the
exact same experience as me. | mean they came out, they felt really bad, then they met lots of open
gay people and they were, ‘You know something, it’s not so bad’. It doesn’t have to be dreadful; it can
be a perfectly happy, rewarding life. And it was through, you know, speaking to her and other people
in the GLB [society] it just made me happier about myself like, it was nice to have similar-minded
friends ... (Lesbian, Female, 25).

Close friends were also people in whom respondents confided when they felt they needed advice or
support.

I've always had my support and people | can actually talk to that can help me sort out my problems
... (Gay, Male, 21).

I have a friend, he’s a boy | tell him everything (Gay, Male, 16).
Others stated that they depended on close friends at times when they felt ‘down’ or depressed.

When | get depressed | ring one of my friends and they come over and we sit down with a cup of
coffee with everything on the table and it’s fine, you know ... | don’t go out and get drunk ... I just
don’t think it’s the way to deal with things like that ... So my friends are great. I've two really brilliant
friends and | just ring them, they come over, bring the biscuits, | make the coffee and we all sit and
talk about it, so it’s great (Lesbian, Female, 31).

| definitely felt down, but not, | wouldn’t have felt down to the point where | felt down but | never
had any, we’ll say suicidal tendencies or notions or anything like that. | just knew | felt down and |
needed to talk to somebody and that’s when | would have talked to friends (Lesbian, Female, 32).

Friends also emerged as key figures in the lives of LGBT people during times of transition and change.
This was particularly apparent when respondents talked about the ‘coming out’ process. The degree

to which LGBT people are visible within peer or family networks, or in settings such as school or the
workplace, will vary over time. Hence, the management of disclosure is best understood as a process
rather than a one-off event (Barrett and Pollack, 2005; Abes & Jones, 2004; Floyd and Stein, 2002;
Whitman et al, 2000). As indicated in Chapter 4, this process differed for each individual and was
influenced by a range of complex factors. However, irrespective of this variation respondents almost
always mentioned friends who supported them. A gay man, aged 20, explained how acceptance from his
school friends fostered self-acceptance as he tried to come to terms with his sexual identity.

INTERVIEWER: So gradually you were telling more and more people ...

RESPONDENT:Yeah | was just looking for their acceptance. | was kind of depending more on everyone
else rather then having my own self-esteem and my own inner strength. It was like, if they like me
then maybe | mustn’t be that bad (Gay, Male, 20).

Managing disclosure is a boundary that can promote resilience by bringing people that are gay-
affirmative together while creating distance from those who are more hostile (Oswald, 2000). Given the
stigmatisation of same-sex relationships and transgender identity in society it is perhaps unsurprising
that so many in the study relied on people who they perceived as trustworthy, non-judgemental and
accepting during the ‘coming out’ process. These supportive friendships reduced the sense of fear and
isolation experienced by LGBT youth in particular, as they considered the ‘safe’ individuals and contexts
for disclosure. In common with Riggle et al’s (2008) analysis of positive aspects of being gay or lesbian,
several accounts also indicate that ‘coming out’ enhanced the well-being of many participants through
the creation of social support systems and support for other life activities. Indeed, a considerable number
indicated that friends sometimes played a role as a kind of ‘surrogate’ family, particularly during the



process of coming out. Some felt for example that, even in situations where they had supportive family
members, they could communicate more easily with their ‘community’ of friends, particularly in relation
to issues that may have caused anxiety or stress.

Reciprocation appeared to be a key feature of these relationships and friendships and it is perhaps
important to note the majority talked about giving support as intrinsically rewarding. This two-way
process was perceived to be an important element of dynamic, supportive friendships. Furthermore,
giving support was framed by a number as an important source of personal affirmation, as
demonstrated in the following narratives.

I think things are, people are mutually supportive, maybe they’re not always 50-50 or whatever it
is like, but that’s what a good friendship is, so | don’t really see it as ‘leaning on’.. | probably give my
friends more help and advice and support and stuff a lot of the time than | would get from them
(Gay, Male, 40).

I tell her everything about me because the fact that we are so close that she understands you know
— she knows that she can tell me anything you know and that | would understand her too (Bisexual,
Female, 20).

The issue of friends’ sexuality was referenced in several accounts. As indicated, long-term or close friends
who provided acceptance and support may have been heterosexual, and it seems that the formation

of strong friendships was based on many different experiential factors. Obviously, as a minority, LGBT
people are likely to traverse ‘straight and gay society’ in terms of venues, work and so on, and much of
our data indicate that support was available to LGBT people from individuals across the social spectrum
regardless of sexual/gender identity.

I have two separate groups of friends, I'd have like a straight one and a gay one... you can talk to them
about different issues and things like that. And even if it’s just for a chat, like knowing that someone is
wondering like you does sort of make you feel a bit better (Gay, Male, 18).

Like you wouldn’t exactly care about people’s sexuality exactly, it doesn’t make a difference to who
I’'m going to talk to about my problems (Gay, Male, 21).

My really good friends overlap so I've got really good gay friends that are part of the straight sort
of thing as well...but there’s very clearly gay nights out and straight nights out at the same time
(Lesbian, Female, 20).

Nonetheless, to suggest that the sexual orientation of LGBT people’s friends lacks relevance would be

to discount the influence of everyday experiences of heterosexism and/or homophobia. In a general
sense, lesbian, gay, bisexual or transgender people were perceived to be more empathetic, particularly in
relation to LGBT-specific issues. A number of narratives also suggest that supportive LGBT networks were
crucial in terms of having access to individuals who shared similar experiences. One transgender person
explained.

I don’t think | can talk about these issues, unless they themselves have been like you know, very close
in touch with these issues or else have experienced them themselves. I'm very grateful because I do
have a number of friends like that [transgendered] who have gone through it, so | can always turn to
them and talk about things and I've got other friends who | can talk to about other things, I've got
support from both sides (Male-to-Female Trans, Heterosexual, 27).

Another respondent highlighted the significance of her contact with another lesbian woman during her
teenage years.

One of my best friends that | went to school with, her sister is gay and was in a permanent
relationship at that stage, so | knew them, and I still do. And | would have met a lot of gay friends
through them over the years. So like it wasn’t like | was completely on my own, | would have got help
from them like earlier on, discussed it, all that sort of thing. Yeah, | didn’t feel totally isolated, | had
people that | could talk to (Lesbian, Female, 32).



Secure and supportive personal relationships help to bolster positive concepts and self-worth (Rutter,
1987), a claim which the data presented here appear to support. Friendships emerged as key sources of
resilience and helped respondents to negotiate contexts and environments they perceived to be hostile.
Friends also enabled many to cope with experiences that evoked sadness, fear or distress.

Family as a supportive environment

Earlier sections of this report have uncovered the numerous challenges and difficulties faced by LGBT
people due to lack of family support. However, over two thirds (n = 748) of online participants had at
least one person in their immediate families who they could talk openly to about their sexual orientation
or transgender identity. In addition, several interview respondents reported positive family relationships
and highlighted the importance of a supportive family environment. Others noted that, over time, family
members had become more understanding and accepting of their LGBT identity. The following are
examples of respondents who specifically noted the importance of their parents’ acceptance, particularly
at the point of ‘coming out’.

My Dad goes, ‘Oh he’s my son’. And at that point | realised that Dad did not have a problem like, he
could say it to other people that he had no problem with that aspect of it. It meant quite a lot to me
like, that he didn’t care. He said it straight away, he didn’t have to think about it or anything (Gay,
Male, 17).

So I told them both [parents] that | was gay and my father straight away stood up and went over to
me, pulled me off my seat, gave me a hug and said, ‘Do you know what, that doesn’t matter a bit’.
He was great and my mother was like, em, they still love me, d’you know, it doesn’t matter. But they
were both brilliant and they continue to be very supportive (Gay, Male, 21).

I just think that | am lucky that | had the balls to be able to come out when | came back here [to rural
locality]. It was a conscious decision and | had the support of my family and I’'m lucky. | know a lot of
people don’t have the support of their family and its really important (Lesbian, Female, 50).

A number of others clearly valued relationships that permitted them to talk openly with a parent or
sibling.

Like my Mam, like she is very, she’s very good to talk to. She’s very supportive and she’s very open-
minded (Gay, Male, 26).

I'm fairly close with my brother especially. We're very close, we tell each other loads of things. He has
no problem talking to me about anything and the same with me talking to him (Gay, Male, 21).

A point of crucial significance is that those who felt supported by family members benefited in ways
that appeared to impact positively on their sense of security and well-being. For example, there was
evidence to suggest that family relationships characterised by acceptance fostered self-confidence and
the ability to manage negative emotions and environments. These accounts also indicate that when
people experienced personal challenges family support acted as an important buffer. One transgender
respondent portrayed family support as vital in the context of her gender transition. Elsewhere, this
woman noted that her peers, who lacked these supports, faced very challenging journeys.

At the moment life is very good, you know | have no problem, | am unusual in that | have the support
at home, and do you know, | haven’t had problems with family members or people disowning me or
anything like that. I've always had the support at home to be me; it’s never been a problem (Male-
to-Female Trans, Heterosexual, 37).While many in this study experienced difficulties when they
initially ‘came out’ to family members, some indicated that these relationships were re-negotiated
over time in a process that led to resolution and acceptance.

At the time [of coming out] my parents just went, ‘Okay we’re grand with it but just leave it and let it
sink in’. But for months | was just going in my own head, ‘They’re not accepting it’ But last week my



mother told me that she'd told the sister. | think that was a big a relief as actually telling them. The
fact that she'd actually told somebody, she’s actually accepting it and getting used to the idea (Gay,
Male, 21).

For a number, the acceptance of their partner into a family network was an important marker of positive
change.

I mean (my country of origin) is basically is very sort of backward when it comes to any sort of,
anything that does not conform to the norm and | knew it was going to be a bit of an upwards
struggle with my mother. The rest of the family was actually ok and over the years they’ve not only
welcomed me, they’ve welcomed my partner as well into the family. My father’s been fantastic. But
it took a little work, so Id say it took about two, three years where relationships were extremely
strained ... (Lesbian, Female, 34).

Because of the complex interconnections of lives in the family, critical events create ‘countertransitions’
(Boxer et al., 1991: 64). Put differently, events that occur in the life of one family member affect others

in the family also. So, for example, certain changes in a parent’s life have meaning and implications for

a child. Thus, ‘the coming out process in a child may potentially initiate a parallel process for the parent’
(Boxer et al., 1991: 64). Studies exploring how families negotiate a member’s LGBT identity have noted
that acceptance of that member’s chosen partner and/or friends is key to supportive family relationships
(Herdt & Koff, 2000; Oswald, 2002). Respondents in this study who felt supported within an affirmative
family environment appeared to benefit greatly from this experience. Family support certainly enhanced
self-confidence and self-esteem and also appeared to facilitate respondents’ ability to negotiate
challenges with greater confidence and ease.

LGBT community as a source of resilience

INTERVIEWER: What’s your idea of what an LGBT community is?
RESPONDENT: Just kind of like a group of gay and lesbian people that support each other (Gay, Male, 21).

Several studies have highlighted ways in which LGBT people benefit from integration into the LGBT
community. This community has been found to be a source of support (Russell & Richards, 2003), to
provide a safe space for LGBT youth (Scourfield et al., 2008), and to promote self-understanding and self-
acceptance (Anderson, 1998). These features are claimed to foster resilience in LGBT people of all ages.

Over three quarters of the overall survey sample (n = 846) felt that there was, in fact, such a thing as an
LGBT community in Ireland, two thirds of whom (n = 560) felt that they were a part of, or in some way
connected to, this community. In-depth interview participants’ ideas about ‘LGBT community’ provoked
a variety of responses and people clearly differed in terms of the time they invested in attending and
integrating into LGBT groups. Furthermore, some expressed disappointment about what they found
when they made connections with LGBT venues and ‘scenes’. Despite this diversity of perspective,
there was strong evidence to suggest that the LGBT community provided support to people in their
everyday lives, and also at specific junctures and during particular times of need. Here we focus on
LGBT community venues not directly connected with social ‘scenes’ such as pubs and clubs. The themes
of connectedness, safety and solidarity featured centrally in respondents’ accounts of the benefits of
participation in LGBT communities.

Participants appeared to draw to a greater or lesser extent on the LGBT community at different times
in their lives. Age was a factor here, as was the degree to which people were ‘out’. LGBT community
participation was also influenced by geographical area of residence with fewer opportunities for
participation being reported by many rural respondents. Community participation also varied by the
extent to which people felt the need for support and participation at different junctures. These factors
aside, for the majority who engaged with the LGBT community, participation was overwhelmingly
perceived to be positive, particularly in terms of making contact with others who shared similar
experiences. Several, for example, talked about how youth groups/gay men’s groups outside of pub and



club were important in terms of meeting others and of feeling valued and ‘connected’.

I like it there [LGBT community centre] because there’s no loud music, there’s no booze, there’s no
obnoxious people and it’s nice, intelligent conversation with some very nice decent people. You feel
you're valued by people as yourself, you know. You can’t underestimate how important that feels to
me right now (Gay, Male, 40).

INTERVIEWER: What was it about [men’s group] that connects with you in particular?

RESPONDENT: The fact that | could then have very deep genuine relationships with other gay people
that were in

the group.

INTERVIEWER: Before that were you having difficulty with people or...?

RESPONDENT: | suppose in general | was having difficulty with gay people as a group, yes (Gay, Male,
50).

Young people particularly emphasised the confidence and sense of ‘belonging’ they experienced through
participation in LGBT youth groups. Indeed, several characterised their initial visit to these settings as a
positive ‘turning point’ experience.

It did give me a circle of close knit gay friends... we were such good friends from the group and we’re
really close. Then | made more friends. It sort of gave me the confidence to just be myself in any
setting, not just in here [gay youth centre] (Gay, Male, 21).

INTERVIEWER: What makes you feel part of it [gay community]?
RESPONDENT: Just going to [youth project], every Sunday, doing things like that, meeting different
people. Meeting people from all walks of life, getting different numbers of friends (Gay, Male, 17).

It is perhaps noteworthy that social involvement in LGBT-specific settings allowed some young people
to see themselves as positive role models and to aspire to engaging in positive action that might help
others.

I'd love to help people. Going there [LGBT youth project] was such a good place for me. Like | know
other people in different circumstances might not have the same support that | have. I'd love to
be a youth worker of some description and help people who wouldn’t have the same family and
opportunities that | have (Gay, Male, 17).

Contact with an LGBT support group enabled others to share specific and sometimes challenging life
experiences. For one woman, contact with a lesbian women’s group in a nearby town allowed her to
meet others with similar experiences for the first time.

I went to [LGBT support group] and | did actually meet a couple of women who were married. One
woman that is married, still married and identifies as gay and another woman had left her husband
and she was gay. So they were in similar situations. So | figured, ‘Thank God I'm not the only one’
(Lesbian, Female, 51).

Apart from fostering a sense of connectedness, participation in the LGBT community provided a ‘safe
space’ for people to meet and interact. The issue of safety is one of particular importance in light of the
number homophobic and transphobic experiences reported by the study’s participants (see Chapters 4,5
and 6).

There are people who believe in the community model and they create a community that provides a very
safe place for somebody like myself to operate in (Gay, Male, 62).

When | got there [football] it was this really cool group of girls, very friendly, d’you know, none of
them trying to hit on me, very nice. They have like a social element where they would go drinking on
a Friday night together... and | think it’s really important because it’s nice to have this safe place to
come, and especially girls from the countryside (Lesbian, Female, 31).



The safety of LGBT youth groups provided environments that enabled young people to positively
negotiate formative life stages such as ‘coming out’.

I had low self esteem and confidence before | came here, but from talking to other gay people you
get to know their life, and how they live through it, and it just kind of boosted my confidence (Gay,
Male, 16).

This perceived safety also afforded opportunities to individuals to look more acutely at themselves and
how their lives may have been affected by homophobia, discrimination, or rejection. In confronting such
negative experiences, LGBT respondents used these situations as occasions for understanding how they
had affected their lives.

It was just the way they [staff and volunteers] were explaining their everyday life, and like it was a
normal person’s life. | was just thinking that my life is never going to be like an ordinary person’s life.
But when | got to know them, they were all leading perfectly normal lives, and everything was grand
with them there, so | just felt more confident (Gay, Male, 16).

Thus, in keeping with the findings of Russell & Richards (2003: 324), there was evidence that through
participation LGBT people could directly confront and address aspects of negative experience and
transform it ‘into grounds for enhanced self-understanding and the courage to be more out’. In this
regard, a number specifically mentioned their participation in Gay Pride. 2

We made a banner here [in a youth group] and went out on the street with it ... | was actually kind
of afraid but at the same time there’s a thrill in it, | enjoyed it. The atmosphere around you and
everyone having the craic and jumping around the place (Gay, Male, 21).

Solidarity was the final theme to emerge from the accounts of respondents who were members of LGBT
groups. This solidarity was most strongly expressed in reference to positive LGBT identity (sometimes
expressed as ‘pride’), which acted as a counterbalance to homophobia and transphobia.

| feel a certain affinity with other LGBT people ... I'd never miss Pride, which | think is the key
community event of the year. It’s just a certain, a certain identity, just a certain level of solidarity
there. | mean, if you’re in the street and someone’s getting homophobic abuse or something like that,
you'd be immediately inclined to step in support them (Gay, Male, 28).

To summarise, contact with the LGBT community provided an important source of information about
LGBT people’s lives, information that is not easily accessible through other means. The community
further represented a personal source of support and an environment in which LGBT people could

feel respected, confident and capable. In keeping with the findings of international studies (Russell &
Richards, 2003; Scourfield et al., 2008), contact with other LGBT people in a safe and relatively structured
environment appeared to foster a sense of belonging. It also exposed participants to positive messages
and a created a means for them to question, contest or deconstruct negative stereotypes.

School and the workplace as supportive environments

As highlighted earlier in this report, school was an environment where many LGBT people experienced
particular stress. There were also numerous reports from participants of feeling uncomfortable
orisolated in the workplace because of their LGBT identity. Nonetheless, positive school and work
experiences were reported by a number and these accounts suggest that positive affirmation in these
environments was valued as a source of social support.

A small number of young people mentioned an individual teacher who was particularly empathetic and
who supported them in the school environment. These accounts point to the positive influence of this
support and also to the sense of well being that young people enjoyed as a result. They also demonstrate

2 Almost sixty percent of online survey participants (n = 644) had attended, or taken part in Pride event(s) in Ireland; almost a third
had participated in Pride outside of Ireland.



ways in which schools can impact positively, rather than negatively, on the lives of LGBT youth.

The female teacher was very supportive and got me through that time and helped me to get into
outside curriculum, you know, a drama group and different things. And | could talk to her about
anything (Lesbian, Female, 29).

He [male teacher] would have been a role model. He was extremely out, like everyone knew he was
gay and no one ever had a problem with it because he wouldn’t let anyone have a problem with it.
If there was anything homophobic that happened he'd be on top of it straight away ... you know, if
anyone was using the word gay or faggot, he'd be on top of it. People would respect him for that like
(Gay, Male, 21).

The workplace was portrayed far more frequently as an environment where LGBT people experienced
acceptance.

Actually at work, as soon as | came out | actually got a lot closer with all my work mates and
everything. | didn’t really talk to them as much until one day one of them asked me was | gay and |
just went, ‘Yeah’. Since that she’s become one of my best friends (Gay, Male, 21).

They [work colleagues] became my surrogate family. It was a very small company, it had only just
started when | joined, so it was the three directors and myself and then over the seven years the
company grew and the family of four became a family of twelve. And it was brilliant, you know
(Lesbian, Female, 34).

We just bonded and everybody was really cool and it was just nice to walk into somewhere and
come out and not have to come out any more; your coming out was done for this particular aspect
of your career (Lesbian, Female, 25).

Positive work environments were places LGBT people felt valued for their skills and talents and where
their contributions were readily acknowledged. They were also places where people did not experience
stress related to their LGBT identity.

INTERVIEWER: What does your work mean to you, just the stuff that you do?
RESPONDENT: It’s meaningful work, its hard work. But | don’t get any pain there (Gay, Male, 50).

I'd say to date it’s [current work place] probably the two years of my life where | feel that I've been
most challenged and most, you know, alert. So like, if there’s one decision that I've made in my life,
going for that was definitely one of the good ones. Things would have gone right from it, you know
(Gay, Male, 28).

Clearly, for some in this study, work was a place where LGBT identity was affirmed and supported. In
these cases, respondents tended to specifically mention positive responses to ‘coming out’ as well as
the absence of sources of anxiety and stress which, for others, were related to discrimination and/or
homophobia in the workplace.

‘BECOMING’ RESILIENT

I am happy to conclude by saying that | am now a very content, confident, well-adjusted gay man,
fully out and very happy to be gay. | have grown and thrived with the love and support of my friends
and two of my sisters ... being gay was never my problem but how people reacted to me being gay
was certainly part of what made life very hard in the past. (Gay, Male, 35, Survey Participant).

Resilience, or ‘protecting against stressors and rebounding from adversity, is an important relational
process’ (Connolly, 2005: 267). For example, self-esteem and self-efficacy can increase throughout
the lifespan, mediated by positive life experiences or ‘turning points’. Thus, resilience is ongoing and
emerging rather than simply a trait possessed by some individuals and not by others. This section



examines accounts where reports of positive change were evident and examines the extent to which
these developments may signify a process of resilience. Whilst such reports of positive change did not
feature in all narratives, and many in this study continued to experience stress related to homophobia,
transphobia, discrimination or harassment, it is nonetheless important to understand experiences, both
internal and external to individuals, which may bolster resilience. This section is particularly concerned
with unravelling some of the most salient dimensions of LGBT people’s narratives of resilience, paying
particular attention to both behavioural strategies and the ongoing construction of meaning.

Reframing the ‘self’

Respondents sometimes referenced changes in their lives over time, in the process reflecting on how
their own perspectives had altered, often in the context of considerable adversity and distress. Accounts
such as these indicate resilience across several areas of life, but most notably in the manner in which
life events and perspectives can be re-framed over time. An individual’s capacity to ‘reframe’ events is
referred to variously in the literature on resilience. In the specific context of LGB people, Oswald (2002:
375) uses the term ‘redefinition’ to refer to ‘the ongoing development of a belief system that affirms
gay and lesbian people’. Redefinition or reframing is a process — often associated with the cultivation of
new meanings and interpretations — that leads LGBT people towards a more positive understanding of
themselves and of aspects of social experience that may otherwise be constructed negatively. Here we
examine this feature of some respondents’ narratives in more detail.

Possibly one of the greatest challenges facing LGBT people is their early and ongoing exposure to
negative attitudes towards their sexual orientation or transgender identity. As demonstrated in the
previous chapter, this negativity impacted in profound ways on the psychological well-being of a

very considerable number. Feelings of inadequacy, isolation and depression were just some of the
consequences. However, LGBT identity also provided some with an insight and awareness that enabled
them to make sense of their lives and circumstances over time. In the excerpt below, a lesbian woman
of fifty reflected on her struggle to feel ‘comfortable’ with her sexuality in the context of a society and
culture where she previously perceived that being gay was not ‘normal’.

I had all those wishes to be just normal, not knowing at the time that most people feel the same way
in some way or another ... It has been a hard auld’ struggle, it hasn’t been easy but many years later,
25 years later. | am comfortable now (Lesbian, Female, 50).

The following account is also suggestive of a reframing of experiences over time and signals ways in
which this process was supported by positive relationships.

It was really a stage of my life in my early twenties and | came through the other side. | am so glad
I didn’t do anything foolish. It was totally 100% to do with me not accepting my sexuality and
thinking | was some sort of freak. | think meeting other LGB people my age really helped me and

I think for that to happen people need to be able to be open about themselves. | think a lot has
changed even since | started college and it is increasingly better for young LGB people to come out
earlier and start to develop relationships, sexual and otherwise (Gay, Male, 28, Survey Participant).

Others clearly viewed being gay or lesbian as a source of strength and had re-framed their sexual
orientation in a positive way. A number, for example, indicated that the process of self-acceptance had
greatly enhanced their well-being. These accounts strongly suggest that, over time, several enjoyed
deepened personal insight and a stronger sense of self and identity.

I think I've become more comfortable with my sexuality as I've got older, and my mental health is
definitely a lot better around it too (Lesbian, Female, 38, Survey Participant).

Since I accepted my sexuality quite a few years after ‘coming out’, | don’t feel it has affected any
aspect of life in either a positive or negative way (Gay, Male, 23, Survey Participant).

A further point to note in the context of unravelling sources of resilience is the manner in which



respondents articulated a sense of ownership and control over their lives. Accounts often portrayed a
personal or internal locus of control and a sense of ‘authorship’ of one’s life (Abes & Jones, 2004). This
‘authorship’, as indicated in the accounts below, is also noteworthy as a counterpoint to the limited social
scripts available to LGBT people.

So I have my ups and downs like everybody. I've never had any serious psychiatric illness or anything.
I've been a fighter, a survivor is how | would see myself, so I've always managed somehow or another
to get by, even at times of great stress. So, as | said, I've got my downs as well as ups. There were

days | would have felt like not getting out of the bed. | managed to keep going one way or another
(Lesbian, Female, 54).

I can describe my life in two halves, my experience of struggle and depression before | came out

and my life since coming out. Having only come out at the age of 42, the past 4 years have been
incredibly liberating for me as a person. The turmoil of spending all my life believing | was evil took
a very heavy toll on me psychologically. When | came out | lost a large number of friends which was
very painful but, on the other side, it is the first time in my life | believe | can be really honest and the
years of inner darkness appear to have gone (Gay, Male, 46, Survey Participant).

LGBT people taking strength from resisting prejudice or discrimination was another important
dimension of re-framing. The following narratives are examples of gay and lesbian people seeing their
sexual orientation as a source of strength and asserting their sexual orientation in positive ways.

I was sick of being bullied. | decided, ‘| don’t care, people can think what they want’ When | seemed
to be going that way | made more friends and became more social. From that point everything was
good like (Gay, Male, 21).

I was just anti-gay myself and, even coming out, | found a struggle. But again it was just over time
you let go of that. You get to a stage in your life and you say, ‘So what, you’re the person who has the
problem with it. This is my life and I'm living my life for me’. If people have a problem with it, that’s
fine but, you know (Lesbian, Female, 47).

It is important to note that references to ‘redefinition’ or ‘reframing’ (Oswald, 2002) should not

be interpreted as making LGBT people carry the burden of responsibility to counter homophobia,
transphobia or heterosexist experiences. The intention is not, in other words, to endorse a naive view
that individuals can simply or necessarily transform such experiences. A number of respondents in fact
expressed this dynamic succinctly.

Iam proud to be a lesbian but it took me a long time to accept my sexuality and it would have been
easier to accept if society was a little more understanding (Lesbian, Female, 26, Survey Participant).

Society definitely seems to be becoming more tolerant of ‘alternative’ relationships but there’s still
some way to go (Bisexual, Male, 21, Survey Participant).



Self-efficacy and self-esteem

Self-esteem amongst online survey participants was assessed using Rosenberg’s Self Esteem Scale (RSES),
a ten item, four point global measure of esteem with total scores ranging from o-30, where higher scores
are indicative of higher self-esteem.3 The overall mean self-esteem score for survey participants was 20.24
(s.d. = 6.06), suggesting that self-esteem amongst the sample as a whole was relatively high. As noted in

Chapter 5, there was also a statistically significant relationship between self-esteem and suicidality, such

that higher levels of self-esteem were associated with fewer thoughts about ending one’s life within the

past year (r = -.53, p <.01).

The development of self-esteem and self-efficacy despite adversity featured strongly in many of the
narrative accounts of resilience. For example, although recounting earlier negative experiences, a number
of respondents drew specific attention to their personal growth and to ways in which they had positively
managed stress. In some cases this was a facilitated process (e.g. through a specific support group)
whilst, in others, it was a resource that people appeared to have cultivated over time. A gay man, aged 21,
related his experience of gaining confidence within the context of a ‘safe’ environment, a ‘frame of mind’
which also extended to places and contexts beyond the LGBT youth group he attended.

It [LGBT youth group] sort of gave me the confidence to just be myself in any setting, not just in
the group, because sometimes when you are out you don’t feel comfortable enough to be yourself
everywhere like, | seemed to gain confidence to not change who | am in whatever setting, like
working, college, out, like in any club. It put me in a good frame of mind (Gay, Male, 21).

Another respondent explained how she had learned to cope with depression and emotional distress over
time.

I mean now that | deal with my mental health problem, | very rarely get depressed now, not in the
same way that | did before. So now | suppose | don’t really have many emotional issues. | like to try
and keep things as simplified as possible, so when | do have relationship problems with my girlfriend,
like they just have to be dealt with immediately. | hate to let things fester, things have to be dealt
with and then, | mean, if it’s a good outcome it’s good, if it’s bad it’s bad ... So that | suppose is my key
to mental success or mental health is to just know that if something is bad so | won’t be always be
bad, and if something is good it won’t always be good either but you know (Lesbian, Female, 25).

These accounts are examples of ways in which LGBT people develop competencies that assist them in
managing their identity and/or in dealing with specific issues such as low self-esteem, depression or
other distressing emotional states. It is significant that these accounts also reference the development
of self-understanding and the construction of interpretations and meanings that support, rather than
threaten, well-being.

3 ltems on the RSES were measured on a four-point scale (strongly agree = 3 to strongly disagree = 0). The scale ranges from 0-30,
with 30 indicating the highest possible score. Five items are reversed in valence.



Turning points

Significant amid accounts of prior experience of distress were the references made by some respondents
to ‘turning point’ experiences that led to positive change in their lives. A notable characteristic of these
narratives was that individuals asserted their agency, often in the context of considerable stress, in
seeking to affect change in their lives. In the following excerpt a lesbian woman described her decision to
address a pattern of problematic drinking.

I was never a heavy whiskey drinker or anything like that but | would have used alcohol to take

the edge off for at least fifteen years ... ... And then you wake up one morning and you think, ‘No,
you’ve got to stop all of this and cop on, you’re going to kill yourself’. And there’s a lot of living to do
(Lesbian, Female, 47).

The account of this male-to-female transgender person also identifies turning point experiences and
draws attention to ways in which LGBT people mobilise considerable personal resources in an effort to
affect change in their lives.

I think I was 28 and | said, ‘I better do something before | get too old because your life is just flying
by and, you know, you have to do something about it’. At that stage, you have two choices, you do
something about it, or you commit suicide, it gets to that stage, so | went off to the UK and | got
some sort of help (Male-to-Female Trans, Heterosexual, 37).

While a large number of this study’s respondents reported psychological distress, several also related
experiences and events that appeared to strengthen them at specific,and sometimes crucial, junctures.
Peer and parental acceptance, as demonstrated earlier, was framed as a positive turning point
experiences for a considerable number. In addition to highlighting ways in which particular events may
affect positive development and change, these narratives demonstrate the capacity of LGBT people to
address negative feelings and their ability to seek out and use social support.

Coping strategies
Further to the process of ‘reframing’ and the positive impact of specific turning points, many spoke about

the strategies they used to alleviate stress. These accounts highlight a range of positive coping strategies
which are noteworthy in the context of understanding resilience.

Nature and quietness. | find it very healing (Gay, Male, 50).

Sometimes | paint. Like I've been painting a while, painting when ever | feel like, | suppose they are
the ways that | kind of release stress (Bisexual, Female, 20).

If 'm really annoyed | love going to the gym and just spending hours in the gym on treadmills ... and
then go swimming, just go swimming for hours (Lesbian, Female, 27).

Table 7.2 presents the range of coping strategies that survey participants engaged in when feeling down,
in order to help them to feel better or to forget about their problems. As described above, significant
others and friends, in particular, were important sources of support in people’s lives.



Table 7.2: Activities engaged in to feel better/forget about one’s problems: survey sample

Activity
Talk to friends
Listen to music

Talk to partner

Exercise

Drink alcohol to get drunk

Go clubbing/dancing

Drink alcohol (not to get drunk)

Smoke cigarettes

Talk to a therapist/councillor or other mental health professional
Talk to family (other than partner)

Go to the cinema

Meditate/pray

Take medication that is prescribed for you by a doctor/psychiatrist
(e.g., anti-depressants)

Yoga (or similar relaxation technique)
Alternative/complementary medicine (e.g. acupuncture)

Attend GP/family doctor

Attend LGBT support group

Take prescription drugs (without a doctor or medical worker telling you to do so)
Attend other support group

Take illegal drugs

Other (please tell us)

In-depth interview participants sometimes described both constructive and negative coping strategies
in response to stress. For example, some who reported self-harm or other self-destructive behaviour also
referenced more positive coping strategies, as well as offering insights into feelings and behaviour that

might be viewed as important sources of resilience.

I started drawing so that’s how | got my stress out. When | got angry I'd just draw and draw and draw
and then | go for walks. But that’s only the healthy side of things. It was worse with the cutting and
I'd hit myself and punch myself and punch walls and very self- destructive kind of things. Some days
recently enough I've really wanted to cut but that was only recently where | kind of got that really
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strong urge again like. But generally | draw or | ring my friends (Gay, Male, 20).
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Accounts such as the one above, which simultaneously reference aspects of resilience and risk, are

instructive in that they direct attention to the multiplicity and complexity of experience. People may

engage in behaviour that is ‘risky’ but they may be also aware and seek to address this behaviour.

These accounts highlight the incremental or developmental nature of resilience, thus challenging the
reductionist perspective which views resilience as an inherent trait. Indeed, much of the data strongly
suggest that people do not develop resilience individualistically or in isolation but rather in interaction

with supportive others.

I'm lucky at the moment that | suppose my outlook and everything like that is a lot more positive
than it was in the past. And | think the more positive you can try to be, the more positive you kind of
get back in the way people deal with you or the stuff that happens to you, or the way you perceive

the things that happen to you (Lesbian, Female, 25).



CONCLUSION

This chapter has attempted to unravel key sources of resilience in the lives of LGBT people, providing an
important counterbalance to earlier chapters which focused on life events and experiences that have
negative consequences for lesbian, gay, bisexual and transgender people living in Ireland. The discussion
concentrated on sources of social support, highlighting a range of individuals and contexts that foster
resilience and enable LGBT people to cope positively with minority stress. Friends emerged as the most
commonly cited source of support, friendships playing a critical role in terms of everyday companionship
and during difficult or challenging periods. Trusted friends were particularly important during the
‘coming out’ process, with typical accounts illuminating ways in which friends bolstered positive
concepts and self-worth, thereby mitigating the perpetuation of negativity and risk.

When people come out as LGBT they contradict commonplace expectations of heterosexuality and
many are not accepted by family members. However, as demonstrated, some families are positive and
supportive of their LGBT children or siblings, even if full endorsement or acceptance is not apparent at
the time of disclosure. It is in fact argued that many families of LGBT people gradually adapt and that
supportive family relationships resume over time (Savin-Williams, 1998). Certainly, for LGBT people who
received support and affirmation from family members, the consequences were extremely positive.
Apart from friends and family, study respondents related the positive aspects of belonging to, or having
strong connections with, others who are gay, lesbian, bisexual or transgendered. The LGBT community
fostered a sense of connectedness, provided a ‘safe’ space for people to interact, and helped to cultivate
solidarity. Exposure to positive role models in these contexts also appeared to enhance people’s self-
perceptions. Finally, supportive school and/or work environments provided affirmation and enabled LGBT
people to engage and develop without the fear of disapproval or censure.

As the accumulating evidence on resilience tells us (Rutter,1987), people’s capacity to overcome
challenges should not be underestimated nor should it be assumed that resilience is a trait possessed

by some individuals and not by others. The findings presented suggest that complex developments and
meanings surround the process of becoming resilient. For example, some participants reported ways

in which they gained deepened insight into their lives and situations over time and how this, in turn,
enabled them to positively re-frame their sense of self and their identity. Others described turning points
which fostered positive growth and heightened confidence. It must also be remembered that LGBT
people have positive everyday experiences (Riggle et al., 2008). Indeed, a majority of this study’s survey
participants indicated that they were, on the whole, happier than they were unhappy with their lives. Life
may have been difficult for many in the past and, for a considerable number, challenges clearly remain.
Nonetheless, a large number talked about the ‘ordinariness’ (Savin-Williams, 2001a) of everyday life and
the pleasure they gained from their lives and relationships
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SUMMARY AND CONCLUSION

This chapter will summarise the study’s key findings and comment briefly on how they compare with the
international literature. First, however, it is important to briefly return to the study’s methodology and, in
particular, to some of the limitations that must be borne in mind when drawing conclusions about the
mental health of lesbian, gay, bisexual and transgender people in Ireland.

THE STUDY

This study set out to examine mental health and well-being, including an investigation of suicide
vulnerability (risk) and resilience, among LGBT people in Ireland. An exploratory multi-modal approach,
using a combination of quantitative and qualitative research techniques, was used to study the
mental health and well-being of LGBT adults and young people. This involved the administration of

a quantitative on-line survey, the conduct of a Community Assessment Process’ and the conduct of
in-depth individual interviews with individuals who identify as lesbian, gay, bisexual or transgender
(see Chapter 2 for a detailed account of the research methodology). A total of 14 key informants were
interviewed during the community assessment phase, 1,100 responded to the online survey and 40
individual in-depth interviews were conducted.

Several factors should be considered in evaluating the results of this study. First, the quantitative sample
was self-selected, non-random, and limited to those with internet access, thereby possibly limiting
representativeness of the general population of LGBT people in Ireland. Furthermore, the recruitment of
prospective participants through targeted LGBT venues, web-sites and groups, combined with a focus
on those who self-identify as LGBT, means that the experiences of those who may have same sex, or
bi-attraction, but who do not identify with such labels, are not captured here. In particular young people
with same sex attraction may not yet have labelled their identity (Diamond, 2003). A further sampling-
related constraint is that the limited number of school-goers in the online sample means that much of
our understanding of school-based experiences in particular is garnered from retrospective data and
accounts.

Another critical area where limitations need to be borne in mind, given the focus and aims of the

study, relates to the methodological challenges associated with researching suicidality. As previously
highlighted, the measurement or assessment of suicide risk is notoriously fraught and is the subject of
intense debate where both LGBT and non-LGBT people are concerned (e.g., McDaniel, Purcell & D’Augelli,
2001; Savin-Williams & Ream, 2003).

As pointed out in Chapter 5, the lack of a comparison or control group is another methodological
constraint limiting a fuller understanding of the issues under investigation. This means that we are
unable to draw conclusions about the probability of LGBT people (especially LGBT youth) attempting
suicide, in comparison with the probability of non-LGBT people doing so (e.g. Russell & Joyner, 2001).

One of the limitations of the in-depth interview dimension of the research pertains to the absence of
young people from the qualitative sample who were not out to their parents. This situation arose as a
consequence of restrictions imposed by the ethical review board at the academic institution where one
of the researchers was based. Many LGBT people, and youth in particular could be ‘at risk’ if they disclosed
their sexual orientation or gender identity to their families (Murdock & Bolch, 2005), yet institutional
ethical approval to conduct interviews with minors necessitated parental consent. This impacted on the
recruitment of young people to the study, as it meant that the only under-18s who could participate in
the interview dimension of the research were those who were already out—or who were willing to come
out—to their parents, in order to take part.

Despite the limitations noted above, this is the first published study of its kind to be conducted in the
Irish context. It offers insights into the unique aspects of the context of being LGBT in Ireland. While
highlighting the marginalisation, discrimination and inequality experienced by LGBT people precisely
because of their minority status, it also sheds light on the positive dimensions of people’s lives. Findings



from the study as a whole are quite consistent with the results of prior research on sources of stress/
distress and resilience among LGBT people in other jurisdictions. The application of the theoretical
concept of minority stress, which has been used as a lens through which to better understand LGBT
people’s social and psychological experiences in other geographical contexts, further enhances the
present study’s theoretical generalisability. The study’s findings tell us a great deal about the relationship
between minority sexuality status and key indicators of mental health, including depression, self-harm
and suicidiality. Importantly, the study provides insight into LGBT social experiences and the impact

of heterosexism, homophobia and prejudice on people’s lives and mental health. It also highlights the
strengths and competencies of LGBT individuals and draws attention to the personal and social resources
which they mobilise in negotiating social arenas and institutions that pose a potential risk to their well
being.

Methodologically, the mixed-methods approach enabled us to develop stronger insights than that afforded
by an exclusively qualitative or quantitative approach. Furthermore, the fact that so many of the online
participants also provided narrative accounts meant that we were able to supplement and substantiate the
qualitative data garnered from the in-depth interviews, thereby informing and further strengthening our
understanding of key issues and themes that emerged.

MENTAL HEALTH RISKS

Chapter 5 focused on negative experiences in the lives of LGBT people that are directly or indirectly
related to their sexual or transgender identity, examining indicators of mental health and well-being
among LGBT people in Ireland. Collectively, the findings on mental health indicators suggest that the
stigma and discrimination surrounding minority sexuality and/or transgender identity can result in an
extremely negative sense of self, causing many to experience depression, and a significant minority to
engage in self-injurious behaviour and to have, and in some cases act upon, suicidal thoughts.

Findings from the in-depth interviews suggest that a majority who had experienced depression related
this psychological distress directly to their sexual orientation and/or transgender identity. Similarly, many
of those who had contemplated, planned, and/or attempted suicide related their suicidality directly
(although not exclusively) to their LGBT identification, and a range of experiences or feelings associated
with this identity. In the case of the online survey, close to half of all suicide attempters viewed their first
attempt as ‘very related’ (n = 24) or ‘very much related’ (n = 68) to their LGBT status.

Narratives of self-harm, depression and suicidality were often tinged with feelings of disconnectedness from
family and peers, social isolation, loneliness or aloneness. These were compounded by feelings of lack of
self-worth and self-loathing, which often linked to the internalisation of discrimination, victimisation, and/
or heteronormative expectations about what constitutes a ‘normal’ life. Those who experienced homophobic
bullying and/or lack of acceptance by significant others in their lives as a consequence of their LGBT
identification were particularly susceptible to depression, self-harm and or suicidality.

RESILIENCE IN LGBT PEOPLE

As stated in Chapter 1, much less time has been devoted to researching strengths and competencies
than to vulnerabilities and risks in LGBT populations. While attention to the difficulties LGBT people
face is central to any attempt to better their lives, this focus is claimed to have resulted in ‘considerable
misinformation and a distorted picture of sexual minorities lives’ (Savin-Williams, 2001a: 5). While this
study’s findings certainly point to numerous features of LGBT experience that can potentially pose a
risk to mental health and well-being they also demonstrate that the vast majority of participants never
self-harmed or attempted suicide and that a large number reported positive everyday experiences. It is
important to reiterate in this context that a preoccupation with risks — frequently (mis)interpreted as
individual deficits — belies the reality of LGBT lives and potentially contributes to a construction of LGBT
people as deficient and dysfunctional.

Apart from challenging many common assumptions and misrepresentations of LGBT people’s lives,
the study’s exploration of resilience provides important insight into experiences, people, places and



relationships that act as enablers, thereby protecting LGBT people against stressors. Four key sources of
social support — friends, family, the LGBT community, and specific environments such as school and the
workplace —were found to foster resilience and enable LGBT people to cope positively with stress. The
identification of these sources of support has important implications for practice since they highlight
potential for positive action in strengthening resilience in LGBT people. For example, if parents of LGBT
youth have access to information, education, support, and advice, they will be better positioned to
support their children.

There was also strong evidence that strengths can be fostered or developed over time, taking us beyond
the common view of resilience as static. Respondents described a process of becoming resilient, a path
that can be broadly characterised as an emerging capacity to move on in a positive way from negative,
traumatic or stressful experiences. Indeed for some, negative experiences appeared to act as a catalyst
for change, propelling people to resist and transform negative perceptions of self. Taking strength from
resisting prejudice or discrimination was therefore an important dimension of the process of ‘re-framing’,
i.e., the development of a belief system that affirms gay and lesbian people (Oswald, 2002). In this sense,
there was evidence that LGBT people actively participate in the development and strengthening of their
own resilience to reduce their vulnerability to adversity and stress. For example, several respondents
reported ways in which they gained deepened insight into their lives over time. They conveyed

how this enabled them to positively appraise their situations and experiences, making them more
comprehensible, manageable and meaningful. These findings largely confirm that resilience is ‘a dynamic
process encompassing positive adaptation within the context of considerable adversity’ (Coleman &
Ganong, 2002:1). They are also broadly consistent with an emerging international literature which has
begun to examine ways in which LGBT people rebound from adversity (Connolly, 2005), develop strengths
and competencies (Anderson, 1998; Riggle et al., 2008), and source support and resilience during times of
particular stress (Russell & Richards, 2003).

LGBT SERVICE ACCESS AND UTILISATION

In keeping with the international literature, the findings of the study demonstrate diverse experiences
as well as specific barriers to healthcare access, including presumed heterosexuality, homophobia and
lack of cultural competence on the part of healthcare providers (Clover, 2006; Diamant et al., 2000;
Jillson, 2002). The study also reveals marked variation in people’s ability to access services which is
consistent with previous research in the Irish context (Gibbons et al., 2007; Dillon & Collins, 2004). Lack
of appropriate services is a particular issue for LGBT people living in rural areas. Structural barriers to
service access included distance, financial considerations and the absence of services. Alongside these
structural barriers, the findings highlight the alienation and discrimination that LGBT people may face
when they attempt to access services that might otherwise impact positively on their physical and/or
mental health. In addition to difficulties in accessing health care, lesbian, gay, bisexual, and transgender
individuals faced significant obstacles in communication with healthcare providers. First,and most
challenging, were the negative attitudes towards LGBT people held by many providers, with a quarter of
online participants admitting to hiding the fact that they were LGBT because of how the service provider
might respond. While two thirds of respondents with prior experience of healthcare professionals felt
that the health advice they received was generally useful, over three quarters were of the opinion that
healthcare providers needed to have more knowledge of, and sensitivity to, LGBT issues. Furthermore, the
interview data demonstrate that many healthcare providers — from GPs to psychiatrists to counsellors
—were perceived not to have adequate understanding of LGBT sexuality and several respondents
commented on their lack of awareness of the healthcare needs of LGBT people. People’s fears about
confidentiality, non-acceptance and rejection also emerged strongly in these narratives. Young LGBT
people were particularly reluctant to contact a health care professional and to disclose their sexual
orientation when they attended a GP or other healthcare provider. However, the reports of those who
attended LGBT-specific youth services were more positive and demonstrate the importance of ‘safe’
spaces and environments for LGBT people. These services clearly play an important role in counteracting
experiences of homophobia and promoting positive mental health.

The prejudicial attitudes and practices that many LGBT people encountered within healthcare settings
strongly suggests a lack of understanding of the context in which LGBT health is shaped. Health



professionals need to develop relevant cultural competence, highlighting the need to train providers and
agencies in this area.

MINORITY STRESS

The minority stress model, which is a conceptual framework for understanding the negative impact

on health and well-being caused by a stigmatising social context (Brooks, 1981; Meyer, 1995, 2003), has
provided a useful lens through which to better understand LGBT people’s lives. The findings indicate that
the stress experienced by LGBT people was strongly associated with external stressors such as presumed
heterosexuality, homophobia, prejudice and victimisation. Internal stressors related to self-disclosure,
the anxiety of ‘coming out’ and negative ‘coming out’ reactions from others also featured strongly in the
narratives, as did internalised homophobia and the stress of self-concealment in a range of contexts and
settings. Some of the common manifestations of minority stress included anxiety, sadness, depression
and distress. For a smaller but nonetheless significant number, these emotional states found expression
in self-harm and/or suicidal thoughts or behaviour. Many who had contemplated, planned, and/or
attempted suicide related their suicidality directly (although typically not exclusively) to their LGBT
identification.

LGBT youth were particularly vulnerable to distressing experiences and emotions, with stress particularly
evident in their narratives of ‘coming out’. Most feared rejection by family and friends and many also
feared for their safety in a range of contexts. They had few individuals in whom to confide and limited
opportunities to discuss their feelings with people who had similar experiences. While heterosexual
teenagers have opportunities to explore their romantic attractions in the process of becoming social

and sexual beings, lesbian, gay, bisexual and transgender youth learn to hide (Savin-Williams, 1995).
Self-acceptance is difficult for young people whose sexual orientation or gender identity is stigmatised.
It is therefore imperative that communities address their needs, as well as the causes and consequences
of their continued stigmatisation. These needs are particularly apparent to service providers who see
today’s LGBT youth coming out earlier than in previous generations.

The findings related to the school-based experiences of LGBT people closely parallel assertions made
elsewhere that school life is often marred by routine harassment and victimisation for some LGBT
youth. In addition to more overt manifestations and expressions of LGBT-related harassment, such as
homophobic bullying and taunting, we also presented evidence of more subtle aspects of victimisation,
discrimination, and social exclusion on the part of schools themselves, such as exclusion from
participating in the mainstream of school life (‘Debs’ dance, school events), as well as a failure to address
LGBT issues in the curriculum. Collectively, the findings underscore the need for school personnel to
advocate on behalf of LGBT youth in contexts characterised by homophobic bullying and taunting by
peers, and in school climates which otherwise invalidate or seek to render LGBT lives invisible.

This study’s findings largely confirm that LGBT people face unique challenges and stressors that are
in large part derived from being a member of a minority group that is stigmatised and marginalised
(Brooks, 1981). According to Meyer (2003: 692), ‘policy makers should use the stress model to attend
to the full spectrum of interventions it suggests’. The following and final chapter outlines the
recommendations arising from the study findings.






CHAPTER 9 RECOMMENDATIONS




RECOMMENDATIONS

This chapter offers a series of recommendations about how to respond to some of the key issues raised in
the research as they relate to the social and mental health experiences of LGBT people in an Irish context.
Clearly, challenging homophobia and transphobia are complex and multi-dimensional processes requiring
us to think differently about gender and sexual orientation and how social institutions are structured. There
are few, if any, quick-fix solutions that can address the marginalisation and homophobia facing many LGBT
people in Irish society today (Macintosh, 2007). As acknowledged in Reach Out, National Strateqgy for Action
on Suicide Prevention, 2005-2014, ‘there is no single intervention or approach that will, in itself, adequately
challenge the problem of suicide in Ireland’ (Health Service Executive, 2005: 4). In keeping with this strategic
stance, we believe that there is no one approach that can comprehensively address the problem of suicide,
or other mental health risks, among the LGBT population. Ensuring the mental health and well-being of
LGBT people must be a collective and cross-sectoral effort, with shared responsibilities across relevant
government departments and policy sectors.

The findings of this research highlight the significant role played by social and structural factors in
determining the mental health of LGBT people. The recommendations are therefore directed primarily
at achieving social and institutional change as a means of tackling LGBT minority stress. They are
targeted, in some cases, at particular government departments, while others relate to the provision or
development of LGBT services and are directed at the Health Service Executive (HSE), National Office of
Suicide Prevention (NOSP), community and voluntary organisations, or health professionals. A number
of the listed recommendations are relevant to more than one stakeholder. While recognising the need
for transformation of those political, economic, and cultural structures and ideologies that underlie LGBT
minority stress, we also identify a number of areas or spaces that offer scope for positive intervention or
change, at the personal and interpersonal levels. Some of the recommendations, therefore, are developed
in recognition of the role that individuals, as well as institutions, can take in affirming minority sexual
orientation and gender identities and in promoting more positive mental health outcomes for LGBT
people.

LGBT HEALTH AND MENTAL HEALTH

The study’s findings have drawn attention to the heteronormative assumptions that can underpin
health service provision. They also demonstrate ways in which social policy in general, and health policy
in particular, can act to support the marginalisation of LGBT people and/or reinforce their feelings of
isolation and powerlessness. This may have deleterious consequences for those who need health-related
help or advice and may also discourage LGBT people from seeking the help and support they need at
different junctures.

HEALTH/MENTAL HEALTH POLICY

+ LGBT mental health related policies and programmes should avoid representing LGBT people, as a
whole, as being at risk for poor mental health or suicidality. At the same time, they should recognise
that a significant proportion of the LGBT population, particularly young LGBT people, are vulnerable to
psychological distress, suicidal behaviour and self-harm related to their experience of minority stress.

 The Department of Health and Children should ensure that the needs of LGBT people are integrated
into all health policies, particularly those pertaining to:

B Mental health

BEMen’s health

BWomen’s health

M Older people’s health

M Suicide and self-harm

M Alcohol and drug (mis)use



EHealth promotion
W Sexual health

 The HSE should ensure that health and mental health services are provided in a way that is accessible
and appropriate to LGBT people.

Agencies and Departments with responsibility for suicide prevention and mental health promotion
should identify and recommend good practice in caring for members of the LGBT population who
might be at risk of suicidal behaviour. In particular, the National Office for Suicide Prevention (NOSP)
should ensure that its mental health and Suicide Prevention Strategies are inclusive of—and where
appropriate, specific to—LGBT people at risk for suicidality and self-harm.

 The Mental Health Commission should ensure that mental health service standards include care policies
for LGBT people.

The voluntary mental health sector, in collaboration with LGBT organisations, should ensure that its
service provision is inclusive of LGBT people.

Specific attention should be paid to the needs of transgender people within health policy. The
Department of Health and Children should develop a national policy on access to healthcare and
standards of care for transgender people. The mental health and emotional needs of transgender
people should be recognised within health and mental health policy.

Health Professionals

+ The HSE should specifically target health professionals (e.g. GPs, A&E doctors and nurses, and hospital
liaison psychiatrists) to increase their understanding of LGBT identity as a potential risk factor for self-
harm, suicidal behaviour and depression.

« Cultural competency training specific to LGBT populations should be a standard component of all
health professional training curricula and be made available to the healthcare workforce through
continuing education institutes/initiatives or other appropriate mechanisms. This training should pay
particular attention to:

B The specific health needs of LGBT people.

B The assumption that all clients are heterosexual (heteronormativity).

MResponding to individuals who disclose LGBT identity.

B The ‘coming out’ process and its potential impact on health and well-being.

B The impact of stigma and discrimination on the lives and mental health and well-being of LGBT
people.

B Concerns that LGBT people may have in relation to confidentiality.

B Guidelines for LGBT-inclusive practice.

Professional bodies and training institutions should provide appropriate training on the standards of
care required, and on issues concerning access to health services for transgender people.

Programme/Service development and delivery

- Relevant partners, including the HSE and NOSP, should further resource LGBT-specific groups and
organisations nationally to engage in mental health promotion and suicide prevention work.

« The HSE should support front-line responses, in particular the voluntary LGBT helplines throughout the
country, to be fully resourced to carry out mental health promotion and suicide prevention work.

- LGBT-specific services, particularly those targeting young LGBT people need to be resourced to provide
programmes aimed at transforming internalised homophobia and building individual strengths.



« The HSE should resource LGBT-specific services to develop programmes that are appropriate to the
needs of older LGBT people.

 The HSE should resource LGBT-specific services to develop programmes that are appropriate to the
needs of LGBT people living in rural areas.

LGBT YOUNG PEOPLE

LGBT young people and education

Schools are one of the key arenas within which heterosexual identities are constructed as ‘normal’,
while LGBT identities are constructed as ‘outside acceptability’ (Youdell, 2005: 251). Heteronormative and
transphobic school cultures can adversely affect school attendance and achievement outcomes, as well
as the construction of self and identity, self-expression, self-worth and self-esteem, and one’s sense of
belonging. Schools and teacher education programmes are therefore crucial sites where LGBT issues and
concerns need to be addressed. Yet, with the great majority of Irish schools under the direction or control
of religious institutions which do not accept homosexuality, countering heterosexism, homophobia

and transphobia are all the more challenging. Moreover, existing research on the teaching of RSE
suggests that the current curriculum affords limited scope to engage with issues of homophobia and
heteronormativity.

Recent scholarship cautions against many popular educational interventions aimed at LGBT youth

and issues, including ‘add-and-stir’ curricular interventions which offer limited scope to engage

with issues of homophobia and heteronormativity on the grounds that they constitute a ‘band-aid’
approach to the issue of LGBT marginalisation (Macintosh, 2007). Other concerns relate to the adoption
of anti-homophobic models which seek to enhance the visibility and inclusion of LGBT people in
schools and anti-bullying policies which do not, in and of themselves, address the embeddedness of
heteronormativity within schools or provide a framework for structural change (ibid).



Teacher education programmes should offer courses that will assist both early and in-career educators
in taking action to challenge heterosexism, homophobia and transphobia in their schools and
classrooms. Such interventions should not comprise ‘one-off’ anti-homophobia lectures and workshops
addressing LGBT issues, which are likely to further marginalise LGBT youth, but rather should be
infused throughout teacher education programmes (Macintosh, 2007).

While educators need to be aware of the stressors that affect LGBT young peoples’ day-to-day lives,
educational interventions should not be premised on the idea that all LGBT young people are victims or
that they are inevitably ‘at risk’ of developing mental health difficulties. Rather, educators must attend
carefully to the diverse experiences and concerns of LGBT young people, particularly as they relate to
areas that may affect their schooling and well-being both inside and outside the classroom.

The formal school curriculum, and Social Personal and Health Education (SPHE) and Relationships and
Sexuality Education (RSE) in particular, should provide far greater scope for the exploration of minority
sexuality and gender identity. LGBT identities should be equally validated through the informal
curriculum such as school social events.

Training packs should be made available to schools by the Department of Education and Science (DES),
complete with topics and issues relevant or specific to the experiences and concerns of LGBT students.
These packs should include resources to help early and in-career teachers to recognise the presence of
heteronormativity in their curricula and classrooms.

The Department of Education and Science and individual schools should take action on their obligation
to ensure the safety of school environments for all students by ensuring that school bullying

policies incorporate directives and guidelines that specifically recognise and address the problem of
homophobic bullying in schools.

The DES should provide a dedicated support service to schools and the education partners (e.g.
Institute of Guidance Counsellors) on issues related to sexual orientation and gender identity.

There should be increased recognition within policies and programmes designed to tackle early school
leaving that a significant minority of LGBT youth are at risk of dropping out of school early.

LGBT young people in the community

The youth sector needs to devise clear mechanisms to promote greater awareness of the needs and
rights of LGBT young people. This may include developing an LGBT Strategy for the sector, developing
comprehensive training packages, holding a national conference on LGBT young people, and ensuring
that all policy developed in the sector is inclusive of the needs of LGBT young people.

The Quality Standards Framework currently being developed for the youth sector should be fully
inclusive of LGBT young people.

The National Youth Work Development Plan should give full recognition to, and be fully inclusive of,
LGBT young people.

All youth work training should offer comprehensive courses that raise awareness of the needs of LGBT
youth and also help them to appropriately address and challenge heterosexism, homophobia and
transphobia in the context of their work with young people.

LGBT-specific youth services require further development nationally. Such designated spaces play

an important role in helping LGBT young people to access knowledge and social support, make
connections and develop confidence and self-esteem. They also provide an appropriate setting in which
to address mental health issues with young people.



Parents of LGBT young people

« LGBT youth organisations should be resourced to work with the parents of LGBT young people to
provide guidance to them on how best to support their children.

« The Department of Health and Children should develop a booklet and resource pack and make it
accessible to the parents of LGBT teenagers.

 The Department of Health and Children and the Health Service Executive should develop a resource
and information pack for transgender people and their families.

LGBT PEOPLE IN THE WORKPLACE

Indirect discrimination and heteronormativity, which are commonplace in the workplace, limit the ability
of LGBT people to discuss or construct their own identities at work. Despite recent advances in equality
legislation protecting against discrimination on nine grounds, including sexual orientation and gender,
Section 37 of the Employment Equality Act, which permits certain medical, educational and religious
organisations to discriminate in order to protect their religious ethos, can have a range of effects for LGBT
people. At best, Section 37 renders LGBT people invisible in certain workplace settings or at least makes it
difficult for them to be open about their sexuality (Walsh, Conlon, Fitzpatrick & Hansson, 2007).

The Department of Enterprise, Trade and Employment should develop initiatives to support employers
in making workplaces, and workplace cultures, more supportive and inclusive of LGBT people. Such
initiatives should include the development and/or effective implementation of relevant policies that
extend relevant employee benefits and entitlements to same-sex couples and which counteract
homophobia and transphopbia in the workplace.

- Existing employment equality legislation exemptions permitting certain religious, educational
and medical institutions to take action deemed reasonably necessary to prevent an employee, or a
prospective employee, from undermining the religious ethos of the institution should be eradicated.
This has particular relevance to LGBT personnel working in, or seeking employment in, schools as it
means that many who might otherwise serve as role models for LGBT youth may feel obliged to hide
their sexual orientation or gender identity in these settings.

FUTURE RESEARCH

This study has gone some way towards exploring the experiences and issues that impact on the
mental health and well-being of LGBT people of all ages in an Irish context. Nonetheless, the study
has limitations (see Chapters 5 and 8) and, in any case, cannot hope to address the range of complex
dimensions of LGBT lives in Ireland. Serious gaps in knowledge remain and further research is clearly
required if we are to fully appreciate and understand the lives and experiences of LGBT people.

A notable feature of Irish social research is its lack of recognition of LGBT people, as evidenced in the absence
of questions pertaining to sexual orientation and/or gender identity within most quantitative and qualitative
research studies. According to Reynolds (2001), this ‘silence on sexuality allows a perpetuation of the idea that
sexual diversity, and prejudice and discrimination on the basis of sexuality, is a private trouble with no public
issues or consequences’.

« All national administrative databases in Ireland should include items which capture sexual orientation,
gender identity and same-sex partnership/cohabitation.

« General population surveys should include questions on sexual orientation, gender identity and same-sex
co-habitation.

- Longitudinal and other large-scale survey research on children, young people and families should
include questions on sexual orientation, gender identity and same-sex cohabitation.



Particular LGBT-specific topics where research (including qualitative, quantitative and mixed-methods
research) is urgently required include:

LGBT youth development and identity, with particular attention to the ‘coming out’ process.

LGBT youth and schooling.

Transgender people.

Older LGBT people.

LGBT families, partnerships and parenting.
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APPENDIX 1

GLOSSARY OF TERMS

Bisexual: term used to describe anyone sexually and romantically attracted to both males and females.

Female-to-Male Transgender: transgender persons who were assigned female at birth but consider
themselves to be male (see definition of Transgender below).

Gay: a man whose primary sexual and romantic attraction is to other men. The term is more commonly
applied to men who self-identify as same sex attracted, rather than men who have sex with men but
do not self-identify as gay. While many women identify as gay, the term lesbian is commonly used to
describe same-sex attracted women.

Gender identity: a person’s internal sense of whether one is male or female.

Gender Identity Disorder: the formal diagnosis used by psychiatrists and physicians to describe persons
who experience discontent with the biological sex they were born with. It is a diagnostic classification
in the Diagnostic and Statistical Manual of Mental Disorders (4th Ed.) (DSM-1V) (American Psychiatric
Association, 1994).

Heteronormativity: the assumption that heterosexuality and heterosexual norms are universal, or at
least the only acceptable, conditions. Closely related to heterosexism (see below), heteronormativity
negatively affects LGBT people in a variety of ways, from actively oppressing those who do not fulfil
heterosexual expectations to rendering them invisible.

Heterosexism: is the presumption that heterosexuality is the norm or standard, or is considered the
‘natural’ or superior sexual preference.

Heterosexual: a person whose primary sexual and romantic attraction is to people of the opposite sex.
Homonegativity: a term used to describe a negative attitude towards LGBT identification or LGBT people.

Homophobia: describes a fear, dislike or hatred of same-sex relationships, of gays and lesbians, and/or of
one’s own feelings for individuals of the same gender.

Internalised Homophobia: For many people, regardless of sexual orientation, homophobia can be
internal and not always recognised by the individual. However, internalised homophobia can and does
cause many negative effects for lesbian, gay and bisexual people. It can affect the way people see
themselves and the way others (heterosexual society) treat them. Internalised homophobia often leads
to denial of one’s true sexuality in situations that are threatening or require the individual to “come out”.

Lesbian: a woman whose primary sexual and romantic attraction is to other women. This term often refers
to women who are same sex attracted rather than women who have sex with other women but do not
self-identify as lesbian.

LGB: acronym for lesbian, gay and bisexual. Sometimes written as GLB
LGBT: acronym for lesbian, gay, bisexual and transgender.

LGBT-sensitive: is used to describe programmes, services, and individuals that have made a commitment
to serving the needs of LGBT people and communities. That commitment is rooted in knowledge and
awareness of the needs of this population.

LGBT-specific is used to describe supports, programmes or activities geared primarily or exclusively to
LGBT people.

Male-to-Female Transgender: transgender persons who were assigned male at birth but consider
themselves female.

Minority Stress: Minority stress can be understood as a psychosocial stress derived from minority status.
When applied to lesbians, gay men, bisexual and transgender people, a minority stress model proposes
that prejudice based on sexual orientation is stressful and may lead to adverse mental health outcomes.



‘Out’, ‘Coming out’ is the more or less public act of declaring oneself lesbian, gay, bisexual or transgender.
It is important to remember that a person may be out in selected circumstances, such as to friends, but
not to family, co-workers or neighbours. In this report ‘coming out’is also used to describe the process
through which transgender people come to recognise and publicly acknowledge their gender identity. As
the coming out process is never over for LGBT people, this is an ongoing, sometimes daily, decision and
can cause the person significant stress.

Self-Harm: deliberate injury inflicted by a person on his/her own body without suicidal intent. The term
includes a wide range of behaviours ranging from highly lethal to less lethal to superficial self-injury.

Sexual Identity: A person’s sense of identity defined in relation to the categories of sexual orientation
(see below), usually only using the four main terms, lesbian, gay bisexual and heterosexual. Someone’s
sexual identity may not necessarily match their sexual behaviour.

Sexual Minority: a group whose sexual identity, orientation or practices differ from a majority in society.
The term is used throughout this report to refer to lesbian, gay, bisexual and transgender people.

Sexual Orientation: an umbrella term which describes the whole spectrum of sexual and emotional
attraction, including the four most commonly used terms, lesbian, gay, bisexual and heterosexual.

Suicidality: the term covers a wide spectrum of behaviours, including completed suicide, suicide
attempts, and suicidal ideation. Completed suicide refers to death from injury, poisoning or suffocation
where there is evidence to suggest the injury was self-inflicted and that the deceased person intended
to kill him/herself. A suicide attempt is a potentially self-injurious behaviour with a non-fatal outcome
for which there is some evidence that the person intended to kill him/herself. Suicidal ideation refers to
thinking about suicide, which can be of varying degrees of intensity and severity.

Transgender: an umbrella term to refer to people whose gender identity and/or gender expression
differ(s) from the sex assigned to them at birth.

Transphobia: a fear, dislike or hatred of people who are transgender, transsexual or challenge
conventional gender categories of male/female.





