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States of Mind - page 1

1. Summary Snapshot: LGBT Communities;  
Mental Health and Alcohol, Tobacco and other 
Drugs Services 

The evidence picture of the study/needs analysis has replicated findings in the Queensland, national and international lit-
erature and has identified new phenomena, possibly unique to Queensland.  Extending from previous work that is largely 
deficit oriented and illness focused, this investigation has also critically identified the factors that promote wellbeing, prevent 
illness and enhance coping and resiliency in LGBT communities. It has also highlighted, more than that currently described in 
the literature, the complexity of the social, cultural and political factors that influence mental health, wellbeing and alcohol, 
tobacco and other drug use in LGBT communities. This includes insight into how the dynamics and pressures of contempo-
rary modern life interact with the impact of homophobia and hetero-sexism and the complexity of relationships between 
gender, role and identity in LGBT people’s rapidly changing lives and culture.

Major themes 
 › Hetero-normative mainstreaming, normalisation and homophobia. 

Mental health and wellbeing 
 › Stress, anxiety, depression, self-harm and suicide were the most common mental health issues. Almost half reported high 

to extreme levels of psychological distress. A third had attempted suicide or self-harmed.

 › Diagnosed psychiatric disability is the most common form of disability. 

 › Levels of depression, psychological distress, self-harm and suicide were greater  than the general population.

Mental health risk and protective factors
 › Risk factors were homophobia, coming out and acceptance, social isolation, contemporary life and role pressures, 

stereotyping, hetero-normative mainstreaming, social exclusion, rejection by family/friends, relationship breakdown and 
their interactions with other life stresses.

 › Alcohol, cannabis and illicit party drug use can also be a cause or influence of mental health problems.

 › Protective factors for mental wellbeing were friends/friendships, partners, LGBT community and social participation, 
creative expression and exercise/healthy lifestyles.

Alcohol, tobacco and other drug use
 › Alcohol was reported as the most widely used drug. Almost half or survey respondents reported high levels of harmful 

drinking with nearly a quarter reflecting alcohol dependency. Lesbian rates of harmful drinking were over twice that of 
the general women’s population.

 › Lesbian smoking rates were significantly higher than the general women’s rate. 

 › Cannabis was used by a quarter of LGBT in the past 12 months, followed by ecstasy, amyl nitrate, methamphetamine 
powder and cocaine. These levels were significantly higher than that found within the general population.

Reasons for alcohol, tobacco and other drug use
 › Reasons  LGBT  use alcohol, tobacco and other drugs were expectations to succeed, over performing, stereotyping,  

coming out, being single, isolation, loneliness, normalisation of drugs and alcohol in LGBT communities, low self-
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esteem, confidence building for  seeking  sexual partners,  menopause, gender inequality, homophobia, internalised 
homophobia, family rejection, violence and abuse, transitioning, transphobia, internalised  transphobia.

 › Drug and alcohol use also had positive effects, facilitating connection to  friendship circles and the celebration of LGBT 
community and culture along with  enhancing sexual pleasure.

Cultural differences and attitudes 
 › Drug and alcohol use is normalised in LGBT communities, and is associated with coping with stressors, socialising, 

seeking sexual partners and use during sexual activity. There is, however, some stigma associated with drug and alcohol 
use, mainly due to previous problematic personal experience, with anti-drug attitudes more prominent and divided 
within LGBT youth cultures.

 › Experiencing mental health problems is normalised in LGBT communities, but severe mental illness is stigmatised 
and privatised. Stigma issues may be less in lesbian communities and less for stress and anxiety.  There is a lack of 
understanding of mental illness in the community and a lack of support for people with these issues. There is a strong 
cultural value of self reliance, self responsibility and independence for taking care of yourself with health and social 
issues.

Differences for lesbians, gay men, bisexuals and transgender people
 › Lesbians are drinking at roughly the same levels as gay men. Lesbians are smoking tobacco more than gay men.  Gay 

men have used more amyl nitrate, opiates, and party drugs such as methamphetamine, ice, ketamine, and GHB, in their 
lifetime than lesbians. 

 › Transgender people are at particularly high risk of drug and alcohol abuse.

 › LGBT youth are at high risk of drug and alcohol abuse.

 › Lesbian women’s levels of eating disorders, self-harm and suicide were greater than gay men and the general population. 

Regional and urban differences in alcohol, tobacco and other drug use 
and mental illness 
 › There were no real differences in rates of harmful drinking or tobacco smoking between regional and urban communities. 

Urban LGBT used significantly more ecstasy than regional LGBT.

 › Regional communities experienced greater psychological distress and suicide than urban communities.

Mental Health and Alcohol, Tobacco other Drugs Services
The evidence picture of services and service providers robustly confirms and extends findings in the Australian and inter-
national literature.  LGBT clients and their communities are highly invisible given their population size and the current high 
caseloads in Queensland’s services, and multiple service gaps clearly currently exist.  Core reasons from the organisational 
perspective include a lack of systematic monitoring and routine information gathering on sexual and gender identity and 
lack of awareness of LGBT cultural issues and understanding of LGBT people in service professionals. Many of these issues sit 
within a context of a public health services sector that is currently underfunded, organisationally stressed and consequently 
poorly placed for even general service delivery. Existing services operate within a largely medicalised model of delivery 
and a crisis-driven mode, rather than a social/cultural model of provision that is prevention oriented. This is not an environ-
ment conducive to specialist services and needs for minority cultural groups. From the communities’ perspectives, there was 
sometimes clear preference for private services, which were often seen as more generally effective and more LGBT culturally 
inclusive, while less accessible due to the high cost of long-term problems and their treatment. 

 › ATOD services are considered as not equipped to effectively treat and/or have sufficient knowledge of LGBT issues. ATOD 
concerns and service access is less than mental health concerns and service access.

 › GPs and private psychologists/psychiatrists are the main services accessed for mental health support. 

 › Cost, hetero-normativity and homophobia and attitudes of self reliance were the major access barriers.
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 › Treatments and interventions (both medical and psycho-social) are often not effective and are highly medicalised with 
little social support.

 › Overall satisfaction and personal experiences with mental and ATOD services is poor.

 › More early intervention and prevention is needed, especially for young people and regional communities.

 › More counsellors for free peer-based pre-transitioning support services and a funded non-medicalised resource/informal 
drop in centre are needed for transgender individuals, along with more medical specialists.

 › More LGBT awareness training for professionals, peer support, more services with an LGBT component and LGBT-specific 
ATOD services are needed. 

 › Friends, partners and LGBT communities/services are the main sources of support.
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2. Recommendations

Government
 › Ensure legal equality for LGBT people in Queensland and inclusion of LGBT people and communities in the life of 

Queensland.

 › Prioritise LGBT people and communities in Queensland mental health (including suicide prevention) and alcohol, tobacco 
and other drugs strategies, plans and programs.

 › Provide support to existing (unfunded) LGBT alcohol and/or drugs groups to promote and improve their services and 
expand services to other parts of Queensland.

 › Promote access to psychologists and psychiatrists, through Medicare subsidised care plans.

 › The continuation of funding of a mental health and wellbeing and an alcohol, tobacco and other drugs coordinator’s at 
QAHC is needed to implement and facilitate the recommendations of this report. 

 › Address the underlying issues that cause poor mental health and alcohol, tobacco and other drug use among LGBT 
people, including stigma, discrimination and social exclusion.

Health and related services
 › All services recognise LGBT communities as a culture per se in the same way ethnicity and racial differences are.

 › Mental health and ATOD workers recognise and acknowledge sexual orientation and gender identity as important 
cultural issues and incorporate LGBT awareness and knowledge in all levels of prevention and treatment.

 › Sexual and gender identity be routinely asked on intake in mental health and ATOD.

 › A standardised state-wide ‘how to ask’ protocol  about sexual and gender identity is rolled out across all mental health 
and ATOD services to ensure consistency in practice and to assist service providers in feeling supported and confident 
when working with LGBT clients.

 › Significant and consistent LGBT awareness training at all entry levels for mental health and ATOD professionals, i.e. TAFE, 
universities. QAHC to develop collaborative partnerships with educational institutions to make this happen.

 › Continuing re-fresh training to existing health workers to counteract a transient workforce particularly in regional areas.

 › Specific LGBT workers be attached throughout mental health and ATOD teams to provide case supervision and to 
support staff with cultural competency.

 › Whole of organisation commitment to sexual and gender identity equality using new training and awareness strategies 
that focus upon increasing communication within organisations about LGBT cultures  and inclusive practice. This includes 
incorporating a values approach that develops an understanding on context and reflexivity in practice and is not just 
content- and skills-based. This training requires regularly revision given the rate of cultural changes in the communities.

 › LGBT-specific mental health and ATOD services to provide homo-normative and trans-normative treatments which 
complement mainstream services.

 › Improved coordination/service provision for LGBT young people who fall in between the gaps created by existing age 
restrictions in current state-wide LGBT youth services.

 › Schools include sexual orientation and gender identity at younger ages in their curricula and LGBT young people’s 
services work with schools at earlier ages including early high school and late primary school.

 › General practitioners (GPs) be better equipped to diagnose and treat mental health issues and refer LGBT people to LGBT 
support and social services. 

 › An expansion of the existing Gender Clinic to provide counselling without requiring a  doctor’s referral.

 › An informal, walk-in, non-medical and free community-based peer support and education service for transgender people, 
especially in the early stages of transitioning, is established in liaison with the Gender Clinic. This service should include 
support for Indigenous transgender (sistergirl) clients as well.

 › An additional medical gender specialist is appointed to the Gender Clinic to assist with the current workload. 

 › Sex education in schools include transgender and sistergirl culture and needs in their curricula.
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 › All state trained and salaried doctors who have transgender patients receive workshop training on transgender-inclusive 
practice and needs.

 › Young transgender people, especially pre-transitioning, are provided intensive community social support and financial 
assistance with transitioning.

 › Mental health and ATOD services adopt a social and cultural framework that focuses on early intervention and prevention 
for transgender people.

LGBT community
 › Community cultural development (CCD), arts/health programs and traditional media-based health promotion strategies 

are used in conjunction with intimate awareness-raising strategies (circles of friends). These approaches should address 
the existing and emergent risk contexts/protective factors holistically, working with the whole of community in urban 
and regional areas. Major risks that need to be addressed are:

 ❚ high levels of ATOD use, in particular high levels of harmful drinking, alcohol dependency and illicit drug use, in particular 
high rates of lesbian harmful drinking, alcohol dependency and tobacco smoking

 ❚ high levels of mental health early intervention, prevention and support  for greater levels of stress, depression, anxiety, self-
harm and suicide, in particular in lesbians, parents, regional communities and younger and older people.

 › QAHC develops an information and support service for friends and partners of LGBT people affected by mental health 
issues.

 › QAHC develops a guided meditation resource that is available online and on CD for LGBT community as a practical tool to 
address high levels of stress and offer an alternative to ATOD use in providing stress relief.

 › Develop an LGBT mental health/ATOD service directory to distribute to broader range of non-scene environments such as 
cafes, bookstores and theatre/artistic environments.

 › QAHC supports regional LGBT communities lacking an LGBT centre to provide capacity to develop one (Townsville).

 › Increase awareness and discussion of mental health and de-stigmatise mental health illness within the LGBT community, 
through social marketing campaigns and peer-based interventions.

 › Promote and celebrate diversity and inclusion within the LGBT community and within the wider community.

 › Develop approaches to build the resiliency of LGBT people and enable them to cope better with stigma, discrimination 
and life events.

 › Adapt quit smoking interventions to be culturally appropriate for the LGBT community, including promoting Quitline and 
providing LGBT quit groups.

 › QAHC to establish an information, assessment and referral service for LGBT people, with a focus on mental health, 
alcohol, tobacco and other drugs issues, to act as a trusted ‘first port of call’ for LGBT people seeking information and 
support.

 › Work with LGBT commercial venues and groups, using a healthy settings approach, to promote harm minimisation 
in relation to alcohol, tobacco and other drugs (e.g. promotion of non-alcoholic drinks, nominated driver scheme, 
availability of health information, training for bar and security staff ).
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3. Literature reviews

An overview of the literature: Alcohol, tobacco and other 
drugs use in lesbian, gay, bisexual and transgender (LGBT) 
communities. 

Introduction
Research has shown that lesbian, gay, bisexual and transgender alcohol, tobacco and other drug use is 2 to 4 fold higher than 
in the broader heterosexual community. While this does not indicate that all LGBT people who use drugs and alcohol experi-
ence problems associated with their use, this figure is still cause for concern. Rates of LGBT substance use have been difficult 
to determine due to convenience sampling, inconsistent methodologies for comparison, and epidemiologic studies on drug 
and alcohol infrequently asking about sexual orientation and transgender identity. Much of the Australian research under-
taken on LGBT drug use has largely focused on urban gay men in relation to drug use and HIV. While this research has been 
useful in identifying patterns of use within Australian gay male cultures, these findings cannot be wholly applied to lesbian, 
bisexual and transgender experience of drug use. 

Reasons for the elevated use of substances by LGBT people range from stress associated with belonging to a minority, heter-
osexism and homophobia, loss of support upon disclosure, confusion around sexual orientation or gender identity,  the role 
of gay bars as a major social outlet, living in isolated rural and remote communities and internalised homophobia. 

Evidence also suggests that improvements need to be made to drug and alcohol treatment services to better meet the needs 
of LGBT clients.  

Alcohol, tobacco and other drug use by lesbian and bisexual women

Tobacco
In North American studies from the mid 90s to 2001, lesbian and bisexual women’s rates of smoking have varied widely from 
11% to 50% (White & Dull, 1997; Skinner & Otis, 1996; Skinner, 1994; Ryan et al., 2001). Further research undertaken in the 
early to mid 2000s reported that American lesbians smoked at a higher rate than heterosexual women (Austin et al., 2004; 
Burgard et al., 2005; Case et al., 2004; Cochran et al., 2001; Mays et al., 2002; Tang et al., 2004 in Hughes et al., 2008). A recent 
study has emerged which found no difference between current smoking rates in heterosexual (19%) and non heterosexual 
women (19%); however, more lesbians than heterosexual women reported lifetime smoking. However, African-American les-
bians were more likely to smoke than African-American heterosexual women and white lesbians (Hughes et al., 2008).

In Australia, rates of smoking amongst lesbian and bisexual women vary between 28% (Comfort, 2007) to 35.6% (Pitts et al., 
2006) to 45.6% (Hillier et al., 2003). This research suggests that Australian lesbians are more likely than heterosexual women 
to smoke. In a small sample study in 1997, 44% of lesbians reported smoking compared to 24.8% of the general female com-
munity (Tremellon, 1997). More recently, a 2005 study reported that one-third (34%) of lesbian respondents living in Sydney 
were current tobacco smokers (Richters et al.). And, in 2007, 28% of lesbian and bisexual women residing in Western Australia 
smoked tobacco, roughly double the general rate for heterosexual women (Comfort, 2007).

Younger lesbian and bisexual women are more likely to smoke tobacco with 76% of younger lesbians and bisexual women 
aged between 14–18 having reported smoking, compared to 19% in the general female population of the same age group 
(Barbeler, 1992). More recently, in a national longitudinal study of young lesbian women in Australia aged 22–27 years, just 
under half (45.6%) were current smokers compared to 25% for heterosexual women within the same age group (Hillier et al., 
2005).
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When compared with same sex attracted male youth (14–21), young lesbians and bisexual women are also more likely to 
smoke cigarettes (59% vs. 49%) (Hillier et al., 2005).

Reasons for the elevated use of tobacco by lesbians and bisexual women range from stress and depression experienced as a 
result of external and internalised homophobia (Gruskin et al., 2001),  cultural factors, including the use of bars as a primary 
means of socialisation where smoking is prevalent (Heeferenen, 1998), the desire to appear more masculine,  peer pressure, 
fitting in,  rebelliousness (for youth), exposure to other LGBT smokers and the perception that LGBT people generally smoke 
(Aaron et al., 2001; Gruskin et al., 2001; Ryan et al., 2001; Remafedi,  2006).

Alcohol
North American research has shown that fewer lesbians than heterosexual women abstain from alcohol; rates of reported 
alcohol problems are higher for lesbians than heterosexual women; and drinking, heavy drinking and problem drinking 
among lesbians show less decline with age than among heterosexual women (Hughes & Wilsnack, 1997).  High levels of 
alcohol use have also been observed amongst women aged 20 to 34 years (Gruskin, 2001), but declined sharply amongst 
those aged 34 to 49 years.  For lesbian women in this particular study, when they drank, they consumed larger amounts than 
heterosexual women. Nearly a third of participants (30.5%) exceeded the national alcohol guidelines of consuming no more 
than 2 standard drinks per day, and no more than 14 standard drinks per week 

Australian research also supports these findings, suggesting that patterns of alcohol consumption are not uniform over age 
(Comfort, 2007), and that  younger lesbians are more likely to drink than heterosexual women and gay men of the same age 
group (Hillier et al., 2005). In Australia, 38.6% of lesbians have reported low-risk-drinking-with-binging (compared to 27.9% 
in heterosexual women) with 7% reporting high risk drinking, compared to 3.9% of heterosexual women (Hillier et al., 2003).   
Research has also indicated that 33% of lesbians in Australia drink above the recommended safe level of four drinks or less 
per day (Murnane et al., 2000).

In a more recent study 30% of Australian lesbians have reported  exceeding the safer drinking guidelines, whilst only 7%  
have described themselves as a heavy drinker, suggesting that ‘these women (are) unaware that their consumption patterns 
(are) potentially harmful and that heavy drinking may be a normalised behaviour amongst lesbian and bisexual women’ 
(Comfort, 2007).

The minority stress model, whereby ‘health disparities are explained by stressors induced by a homophobic society’ (Meyer, 
2003), internalised homophobia (Williamson, 2000), and  the centrality of the ‘gay’ bar to socialisation and social support – 
especially during the years of coming out (Eliason & Hughes, 2002) –  are some explanations for differences between lesbian 
and heterosexual women’s drinking patterns. 

Parallels have also been drawn between problem drinking and sexual identity development whereby lesbian women who 
are younger when they first disclose their sexual orientation, tend to experience more negative consequences of drinking 
than women who disclose at a later age, resulting in a greater number of alcohol dependence symptoms. Therefore, younger 
lesbians, most of whom must negotiate an often difficult developmental stage, may be at risk of consuming alcohol at high 
levels when dealing with issues related to sexual identity (D’Augelli et al., 1998 in Parks, 2007). The risks associated with dis-
closure or ‘coming out’ can include loss of family and community support (Eliason & Hughes, 2004), along with harassment 
and violence, and this can add additional stress on the wellbeing of young lesbians (D’Augelli et al., 1998 in Parks, 2007).  
Alternatively, ‘coming out’ to more family members and social networks can also increase the potential for support (Jordan & 
Deluty, 1998; Morris et al., 2001 in Parks, 2007).

Illicit drug use
North American research suggests that lesbians and bisexual women are more likely than their heterosexual counterparts 
to use illicit drugs (Murname et al., 2000).  In a mid 90s study, 86.8% had used an illicit drug in their lifetime, with 87.2% hav-
ing used cannabis, 46% having used stimulants, and 38% having used hallucinogens (Skinner, 1994). More recent US  studies 
have reported that illicit drug use in lesbian youth is up to 400% higher in some sub-populations when compared to hetero-
sexual youth (Marshal et al., 2008).

In Australia, lesbian and bisexual women are also more likely to use and inject illicit drugs than heterosexual women. In a 
2003 study by Hillier et al., 61.2% of lesbians had reported using illicit drugs in their lifetime (compared to 22.4% of hetero-
sexual women) and 40.7% had used illicit drugs in the past twelve months (compared to 10.2% of heterosexual women). 
Over 10% of lesbians and bisexual women reported injecting illicit drugs compared to only just over 1% of their heterosexual 
counterparts. Cannabis was the most commonly used illicit substance, with 84.6% ever used, and 58.2% used in the past year, 
far exceeding heterosexual rates of cannabis use.
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Similar rates of illicit drug use can be found in the 2004 Sydney Women and Sexual Health Survey where cannabis (38.1%), 
ecstasy (28.3%) and speed (25.3%) had been used by lesbian and bisexual women aged 16–64 in the past six months. Again, 
these rates far exceeded illicit drug use by heterosexual women when compared to the 2004 National Drug Household 
Survey (Richters et al., 2005). The most recent research to date into lesbian and bisexual women’s illicit drug use in Australia 
confirms these results, with 33.6% of lesbian and bisexual women having reported using an illicit drug in the past six months, 
with cannabis (26.4%), ecstasy (17.9%) and speed (17.3%) being the most commonly used, and 10.4% reporting having 
injected an illicit substance in the past 6 months (Comfort, 2007). 

For younger Australian lesbians, cannabis, heroin and injecting drug use exceeds that of young gay men (Hillier et al., 2005). 
Homophobic abuse (Hillier et al., 2003; Hershberger & D’Augelli, 1995); testing gender boundaries; lesbian recreational bar 
culture;  escaping from isolation (Jordan, 2000); and the stress of homophobia are some of the reasons sighted for the ele-
vated use of illicit drugs by young lesbians (Hillier et al., 2005).  For some, drugs are used as a temporary crutch to deal with 
homophobic abuse and the confusion surrounding their sexual orientation. For many young lesbians, drug use reduced with 
self acceptance of their sexual orientation. However, evidence also indicates that, for other young Australian lesbians, drug 
use continued into later life, even after self acceptance of sexual orientation had been achieved (Hillier et al., 2005). 

Alcohol, tobacco and other drug use by gay and bisexual men

Tobacco
In North American studies, prevalence rates of smoking among gay and bisexual men range from 25% to 50%, exceeding use 
by their heterosexual counterparts (Stall et al., 1999; Ryan et al., 2001). Gay male youth also reported higher rates of smoking 
than heterosexual youth (Garofalo et al., 1998).

In Australia, one study has shown current tobacco smoking by gay men to be 43%, in comparison to 21.1% among hetero-
sexual adult men (Gay Men Tobacco Report, 2002).  In 2006, 38% of gay men had used tobacco on more than five occasions 
in the previous month (Pitts et al., 2006), exceeding heterosexual rates of 19.4% (2007 National Drug Strategy Household 
Survey). Tobacco use, however, seems to be declining in both heterosexual and non-heterosexual samples.

Evidence in Australia suggests that HIV-positive men are more likely to use tobacco than both gay and heterosexual men, 
with 54%  reporting smoking  tobacco in 2000 (Greierson et al.,  2000) and 47.6% reporting smoking tobacco in 2006 
(Grierson et al., 2006), also showing a decline in use.  Gay male and bisexual youth have also reported using tobacco at con-
sistent rates with heterosexual male youth; however, these comparisons are inconclusive due to inconsistent methodologies 
(Hillier et al., 2005; 2007 National Drug Strategy Household Survey, 2007). 

The following reasons for the higher prevalence of smoking amongst Australian gay and bisexual men have been docu-
mented:   high levels of stress due to homophobia, anti-gay harassment, discrimination and coming out; gay bar culture as an 
important social focus for gay men; health and socio-economic disparities associated with homosexuality; the possible and 
unique role smoking plays during identity formation; lack of support from parents, other family members and peers; and iso-
lation and loneliness (Hillier et al., 2005; Gay Men Tobacco Report, 2002). 

Alcohol
In the mid 90s a North American study revealed that 81% of gay men aged 26–34 reported using alcohol in the past month 
compared to 73.3% of adult heterosexual males of the same age group (Skinner, 1994). A 2001 study indicated that alcohol 
use was highly prevalent amongst men who have sex with men (MSM) (85%) with 12% reporting three or more alcohol-relat-
ed problems and 8% reporting frequent heavy alcohol use. Earlier studies suggested even higher rates but respondents were 
mostly drawn from pubs and clubs where alcohol use would have been elevated (Murnane, 2000). A Swedish study suggests 
while gay men did not display elevated rates of alcohol use, they did not reduce their drinking with age, in contrast to their 
heterosexual counterparts (Bergmark, 1998).

Most Australian research on drug use by gay men has largely focused on illicit drug use, and has ignored alcohol use. Earlier 
research has suggested that gay men in Australia may have lower levels of abstinence when compared to heterosexual males 
(Prestage et al., 1996). However, a recent study has shown that gay men are drinking at equal or lower levels than their het-
erosexual counterparts (Prestage et al., 2007). While gay men’s alcohol use may be similar to heterosexual men, alcohol was 
singled out by gay MSM as being one of the most problematic substances, both among users and non-users of the drug, due 
to its legality and social acceptability (Bernard et al., 2007).
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77% of HIV-positive men have reported using alcohol in the past twelve months, with earlier studies suggesting that HIV-
positive men drink at higher levels to HIV-negative or gay men who were unaware of their HIV status (Guinan et al., 1992 in 
Murnane, 2000). 

In the Queensland Survey of Aboriginal and Torres Strait Islander MSM, one in six Aboriginal and Torres Strait Islander MSM 
drank at high risk rates, in comparison to about half non-MSM Aboriginal and Torres Strait Islanders.  Both these rates were 
higher than in the adult male Australian population (Lawrence et al., 2004). 

Illicit drug use
Early research in North America regarding illicit substance abuse among gay men recorded very high rates of use (Hughes 
& Elisian, 2002), but these studies contained  methodological flaws such as limited samples, absent control groups, and 
inconsistent definitions of substance  abuse and sexual identity (Hughes & Elisian, 2002; Mullins, 2005).  Recent studies have 
suggested lower rates of illicit substance abuse than the previous early research; however, these levels still exceed the adult 
male heterosexual population, and gay men’s pattern of use differ as well. 

In a study spanning gay men’s illicit drug use across Sydney, Melbourne and Brisbane, three-quarters of gay men had report-
ed using illicit drugs in the six months prior.  The most commonly used illicit drugs were cannabis, followed by amyl nitrate 
followed by party drugs such as speed and ecstasy.  10% had reported injecting drugs in this period, with injecting more 
common in younger gay men and HIV-positive men.  HIV Futures Five confirms that HIV-positive gay men are more likely to 
inject, with 29.2% of respondents reporting that they had ever injected illicit drugs with just under 5% reporting that they 
had shared injecting equipment (Grierson, 2005).

Brisbane gay men have reported the following illicit drug use:  cannabis (57.5%), amyl nitrate (45.5%), speed (26.8%), ecstasy 
(16.1%) cocaine (9.4%), psychostimulants (30.8%), hallucinogens (16.4%) and heroin (6%). Brisbane gay men were also more 
likely to have injected an illicit drug (15.7%) than their Sydney and Melbourne gay male counterparts.  Prevalence rates in this 
study were at least four times higher than for the general Australian population (Knox et al., 1999).

In more recent studies, gay men reported using the following drugs on more than five occasions: cannabis 16.6%, ecstasy 
11.8%, speed 6% and crystal meth 4.2% (Pitts et al., 2006), with young gay men reporting having used party drugs such as 
ecstasy, speed and crystal more so than lesbian and bisexual youth (Hillier et al., 2005). 

One study has indicated that Aboriginal and Torres Straight Islander gay and MSM residing in Queensland  use illicit drugs  
at an alarmingly high rate,  with almost two-thirds of respondents using illicit drugs in the 6 months prior: 56.9% had used 
cannabis, 21.9% speed, 18.8%  ecstasy, 17.5% amyl nitrate and 6.9% crystal. These rates of illicit drug use were consider-
ably higher than the non-MSM respondents and the general population (Lawrence et al., 2004).  It has been argued that 
Indigenous gay and MSM face even more challenges and stressors than non-Indigenous gay and MSM, including higher rates 
of reported sexual abuse; non-acceptance within their own communities; and racism from institutions and the broader gen-
eral community (AFAO, 2004; Lee & Moore, 1998), and these additional stressors could account for the elevated use of illicit 
substances by gay and MSM Aboriginal and Torres Strait Islanders.

Very little Australian research investigating illicit drug use by culturally and linguistically diverse (CALD) gay men has been 
undertaken. The most reliable studies are the two Asian Gay Community Periodic Surveys, Sydney, conducted by the National 
Centre in HIV Social Research in 1999 (N = 319) (Prestage et al., 2000) and in 2002 (N = 457) (Mao et al., 2003).  Over half of 
the participants from both studies were born in South East Asia with a majority from mainland China. The three predominant 
CALD groups among gay men in Sydney were identified as Chinese, Vietnamese and Filipino. In 2002 the most common 
illicit drugs used by Asian gay men were amyl nitrate (27.6%), ecstasy (20.8%) and cannabis (17.5%). There was a significant 
increase in use of amyl nitrate and cannabis from the previous 1999 survey.  Apart from these two drugs, illicit drug use was 
stable over the two surveys, with very few gay Asian men reporting injecting drug use (Mao et al., 2003).

Research indicates that there is a direct link between gay men’s elevated drug use and experience of homophobic abuse 
(Hillier et al., 2005). The Open Doors Action Research Report on Queensland LGBT young people found that high numbers of 
respondents had attempted suicide, self-harmed, and had experienced harassment or violence as a result of their sexuality, 
and these mirrored the high rates of illicit substance abuse, particularly among young gay males (2008). It has been reported 
that rural and remote LGBT people may have increased rates of illicit drug use due to added social pressures such as expe-
riencing higher rates of discrimination and abuse and having less access to LGBT-friendly services. Limited access to illicit 
drug information and the use of illicit drugs in private by rural and remote LGBT people could increase isolation and lead to 
further drug use (What’s the Difference?, 2004). Regional and remote LGBT individuals are also more likely than those in cities 
to report feeling depressed, and more likely to contemplate self-harm (Corboz et al., 2008) which could also lead to further 
drug use.  
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In contrast to the possible isolation of living in a rural and remote area, research suggests that  community-attached gay men 
also seem more likely to use more illicit drugs, confirming that bar and dance parties and the ‘gay’ social scene significantly 
contribute to elevated levels of  illicit drug use (Paul & Stall, 2001 in Mullins, 2005). 

Transgender alcohol, tobacco and other drug use
Transgender has usually been collapsed into lesbian, gay and bisexual drug and alcohol research – therefore there is a pau-
city of reliable data regarding this group of individuals. Transgender people are confronted with stresses similar to gay and 
lesbian individuals. However, they face a whole range of experiences that differ to gay and lesbian experience, which can 
add additional stress and therefore they could be at a  greater risk of drug and alcohol abuse. Early confusion around gender 
identity, pre- and post-transitioning and heightened discrimination are just some of the extra stressors placed upon trans-
gendered individuals (Goldberg et al., 2006).

North American research indicates that substance abuse has played a significant role in high HIV prevalence in transgender 
individuals (mainly male to female ( MTF)), with 35% of MTF transgender individuals testing positive for HIV in a San Francisco 
study (A providers introduction, 2001).

In 2007 an Australian report titled Tranznation was released, reporting on the health and wellbeing of transgender people in 
Australia and New Zealand. The majority of respondents reported earning $20,000 or less per annum, raising questions about 
poverty and quality of life. Tranznation also reported a lower than standard measure of health in transgender people. Up to 
74% of transgender participants reported experiencing at least one form of discrimination on the basis of their gender, while 
one-third reported being threatened by violence. Most discrimination was experienced from family and in the workplace 
(2007). Combining a low income, discrimination, and exposure to violence, places transgender people at high risk of drug 
and alcohol abuse.  In Private Lives, a report on the health and wellbeing of LGBT Australians, transgender individuals report-
ed higher rates of anxiety (40%) and depression (60%), which were higher than their gay and lesbian counterparts. Rates of 
smoking tobacco were also very high with 44.1% of trans-males reporting using tobacco on five or more occasions, whereas 
trans-females (36%) smoked at similar rates to gay and lesbians.  14.7% of trans-males and 10.8% of trans-females reported 
using cannabis, while only roughly 3% of trans-females reported using ecstasy (Pitts et al., 2007).

In Aboriginal and Torres Strait Islander communities, transgender people are known as sistergirls and brotherboys. Sistergirls 
have reported experiencing high levels of discrimination, marginalisation, racism, sexual abuse, poverty and social isolation 
and unemployment, domestic violence and alcohol and substance abuse (Costello & Nannup, 1999). Again, there is very little 
research on sistergirl and brotherboy experience of drug and alcohol use.

Treatment Issues
There had been limited research on the treatment of LGBT people in drug and alcohol professional settings. Research sug-
gests that the treatment of LGBT people for drug and alcohol is the same for heterosexual clients in that the aim of treatment 
is to stop the substance abuse from interfering with the wellbeing of the client. However, it differs in the fact that both the 
client and the counsellor must address the client’s feeling about their sexual orientation and gender identity and the impact 
of homophobia and heterosexism (A providers introduction, 2001).

Research has found that drug and alcohol counsellors’ negative or ambivalent attitudes towards homosexuality may impact 
on an LGBT individual’s drug and alcohol treatment, and that treatment must focus  on and address cultural variables that 
influence onset, maintenance and relapse risk. There exists a large variation among LGBT individuals, and unique issues such 
as coming out, gender identity and stigma may impact on treatment. For example, evidence has suggested that internalised 
homophobia is related to depression and self-harming behaviours, such as substance abuse (Williamson, 2000). Because of 
these unique issues, LGBT people have different treatment needs and these can be overlooked in treatment programs (Elison 
& Hughes, 2004).

In one New Zealand study, 50 self-reporting heterosexual and 50 self-reporting homosexual clients were asked to answer a 
series of questions regarding their treatment for drug and alcohol issues. This study revealed that LGBT respondents’ sexual 
orientation was not being taken into consideration as a treatment factor, and this had a significant negative impact on the 
success of their treatment outcomes.  For example, only 38% of gay men and 12% of lesbians felt that the treatment agency 
was clear about their sexual orientation by the time admission and history-taking was completed, compared to 88% of het-
erosexual males and females.  43% of gay males and 46% of lesbians felt that their sexual orientation had been included as 
part of their treatment, compared to 100% of heterosexual males and females. In terms of group treatment/therapy, only 
14% of gay males felt positively about this form of treatment, compared to 90% of heterosexual males. Interestingly, 65% of 
lesbians reported that they felt positive in group therapy sessions, compared to 96% of heterosexual females. 4% of gay men 
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and 8% of lesbians reported that their significant other was invited to be involved in their treatment, compared to 40% of 
heterosexual males and 20% of heterosexual females. When planning for after care, only 46% of lesbians and 4% of gay males 
felt that their sexual orientation had been taken into consideration (MacEwan, 1994).

Studies have  also suggested a range of strategies to further an individual’s treatment for substance abuse, including: educa-
tion on LGBT issues (Cochran et al., 2007); specialist services for LGBT rather than general services (MacEwan, 1994); including 
sexual orientation on intake forms (Eliason & Hughes, 2007); and the development of LGBT-sensitive policy and programs 
(Leonard et al., 2009).
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Mental Health & Well Being in Lesbian Gay Bisexual 
Transgender (LGBT) Communities: An overview

Mental health, mental illness and positive mental health
‘Mental health’ is a complex construct shaped by multiple cultural & disciplinary lens’s. Indeed there is no single agreed 
definition of ‘mental health’. A common focus of many Western definitions including that defined by the World Health 
Organisation (2005) and the Queensland mental health promotion strategy 2009-2012 relate to several core elements. These 
are – relational - an ability to develop meaningful interpersonal and other social relationships, social participation - engage-
ment or participation in society in productive and diverse roles and activities, resiliency – the ability to cope with change or 
adversity and personal development and self actualisation – the ability to realising/achieve age appropriate goals, growth 
and development. Mental health incorporates notions of both mental illness as well as mental wellness, often defined as 
‘positive mental health’ or good health.

Wellbeing
‘Wellbeing’ is a broader ‘whole of life’ concept in health and one in which ‘mental health’ and in particular, emotional health is 
often discussed and conceptualised. Social and emotional well being problems are distinct from mental illness, although the 
two interact and influence each other. Well being is a holistic concept that includes a broad range of perspectives - economic, 
environmental, ecological, social, spiritual, cultural, psychological, and physical factors (Haworth and Hart, 2007). Well being 
includes concepts such as happiness, life satisfaction and meaning. It has a particular focus on the strength & diversity of rela-
tionships to community, culture and environment (Ungar, 2004).  It has been particularly used and effective in understanding 
the mental health of other cultural minorities such as Indigenous and Torres Strait Islanders, who’s concept of emotional 
health is located within the social, physical and spiritual (AIHWC, 2009). Wellbeing as a field  has  received comparatively lit-
tle attention in LGBT communities, mostly in the area of resilience. The concept of resiliency refers to the natural ability to 
‘bounce-back’ from adversity and successfully negotiate life challenges and stresses (Babington, 2004). 

Critical issues
There are few culture specific definitions of mental health for LGBT communities which is a critical issue. One LGBT defini-
tion of having good (normal) or positive ‘mental health’ has been focused upon identity and its relationships,  defined as ‘the 
opportunity to find & express ones unique sexual or gender identity and express that identity with respect and value from 
others’ (IGLYO, 2007). It is important to consider the hetero-normative aspects of definitions and concepts of mental health & 
well being. The clear relationships of conventional definitions of mental health to ‘normal’ and expected social roles, relation-
ships and ability to participate in society meaningfully are highly politically and culturally influenced, especially by sexual 
and gender diversity and its marginalisation and social exclusion. One positive concept of identity and social contribution 
relevant to mental health & well being for example, is in the area of human creativity where LGBT communities have been 
described as important ‘social innovators’ (Florida, 2002).

A review of the extant international, Australian and Queensland research and grey literature identifies several critical issues 
to consider ; 1) literature excludes bisexual people as a separate group for comparison 2) Research is largely quantitative 
with little qualitative work, 3) Much research is hetero-normatively biased within positivistic science, particularly behavioural 
medicine, psychiatry & psychology, over important other perspectives such as from humanities, anthropology, sociology, 
media & cultural studies, politics and especially queer theory & LGBT studies, 4) Most work focuses upon an illness or deficit 
model instead of wellbeing & positive mental health particular upon depression versus wellness, 5) Significant work in 
framed within the context of gay men & the HIV epidemic and it’s impact of mental health or transgender research and its 
focus on gender dysphoria. There is comparatively little research on lesbian or bisexual and LGBT minority groups such as 
culturally and linquistically diverse and Indigenous LGBT communities. 7) Early research has reinforced hetero-normative 
views of the high degree of pathology in LGBT communities, which may be historically traced to the former pathologisation 
of homosexuality prior to 1976.  This research perspective has created a set of powerful ‘problem narratives’ for LGBT 
communities in research and popular media, and 6) There has been little research on the area of recovery from mental illness 
in LGBT populations.



States of Mind - page 13

Mental Illness and indicators of risk of illness
While research studies differ significantly in their methodologies, samples and definitions of LGBT communities (homosexual, 
gay, lesbian, bisexual, transgender, non-heterosexual), the majority of empirical studies document the considerable evidence 
that LGBT communities and same sex attracted individuals experience higher levels or incidences of psychiatric illnesses in 
comparable, controlled studies to the heterosexual community. Reviews of studies demonstrate consistently elevated levels 
of the major indicators of mental illness - depression and anxiety disorders/problems, suicide, self harm and stress. in gay 
men, lesbians, bisexual people and transgender people (SPA, 2009 ; Meyer and Dietrich, 2008). Other forms of common psy-
chiatric diagnosis or mental health issues include eating disorders body image problems in gay and bisexual men (Russell, 
Keel et al, 2002 ; Feldman and Meyer, 2007). Australia’s LGBT communities, like other countries demonstrate a depression rate 
often at least twice that of the general community (Rodgers, 2000 ;  Hyde, Comfort et al, 2007) with distress, suicide, self harm 
usually at least triple to several times the heterosexual levels (SPA, 2009) despite methodological inconsistencies over defini-
tion and measurement.

Queensland LGBT mental health & well being research
A strategic review of homophobia in Australia and Queensland in 2006 identified homophobia was widespread and likely to 
be a major cause for many poor health outcomes in LGBT Queenslanders including mental health (Hakala, 2006). The current 
study critically examined the data of the national mental health and well being survey conducted in 2007, which included 
57,000 LGBT Queenslanders who identified as homosexual or bisexual and was compared to the 307,000 Queenslanders who 
identified as heterosexual. 40% of those identifying as homo or bisexual experienced a life time diagnosis of a depressive 
disorder and 27% an anxiety disorder compared to 24% and 16% respectively, in the Queensland heterosexual community. 
Presence of a life time substance use disorder was also greater (35%) compared to 28% in the heterosexual community. 
Recent work researching the counselling experiences in LGBT Queenslanders and service providers identified depression, 
anxiety, relationship and family issues as the major issues experienced and that the majority of these issues were related to 
sexual or gender identity in some form (Dunlop, 2007). Queensland wellbeing research found support within the hetero-
sexual community for LGBT people and validation and recognition and support of same sex relationships were important 
predictors of well being in same sex attracted people (Dane and McDonald, 2009). 

Causes of illness and risk factors
Numerous models of causation of mental illness in LGBT communities have been defined in the literature in the last two 
decades. Among the most developed and reputable of these explanations, is the common association of the negative effects 
of social, cultural and political oppression upon multiple aspects of LGBT people’s identity, relationship, lives and culture. 
Homophobia and more recently hetero-normativity, has been extensively researched as the major risk factor both directly 
causing illness as well as indirectly thought their effects on the many other factors known to enhance the risks for becoming 
mentally unwell (Banks, 2003).

Homophobia and hetero-normativity can affect mental health wellbeing in multiple, complex and often interactive ways 
(Dodds, Keogh and Hickson, 2005). Specific mechanisms include ; the direct trauma from homophobic violence, assault and 
hate crime, the development of poor or dysfunctional development or maintenance of LGBT identities with poor self esteem 
(often referred to internalised homophobia or transphobia), identity stereotyping, exposure to negative role models, trauma 
and stress from being uncontrollably  ‘outed’, internal conflicts between identity and cultural values such as religion and from 
the effects of chronic ‘self censoring’ or not disclosing sexual/gender identity (Hakala, 2006). The impairment in the develop-
ment and maintenance of critical relationships to family, friends & intimate partners, to a LGBT community and in developing 
a sense of belonging is frequently viewed as important other causes of mental health issues (Brown, Perlesz and Proctor, 
2002). Lifelong exposure to homophobia and hetero-normativity creates a chronic ‘minority stress’ – psychosocial stress 
derived from minority status and the mismatch between an LGBT person’s culture, needs and experiences and the values 
of dominant culture and it’s societal structures. Social exclusion and disadvantage from experiencing inequalilty in employ-
ment, living standards and life opportunities is another major mechanism in explaining the minority stress model for LGBT 
communities (Takács, 2006). Many of these factors create the experience of social isolation. Social isolation is major factor in 
both directly causing and maintaining mental illness and a significant issue identified in many LGBT studies. Lack of critical 
support and support structures, particularly at time of vulnerable life experiences or time of transition such as when coming 
out  is another common causal factor (Brown et al, 2002). 

While homophobia has been extensively researched in relation to LGBT mental health, there is an increasing emphasis upon 
the role and impact of hetero-normativity (Kentlyn, 2007: Dodds et al, 2005) in relation to LGBT health, including mental 
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health. Hetero-normativity refers to the combined impact of living in a predominately heterosexual world & culture and 
relates well to the concept of minority stress.  It includes the marginalization of  non-heterosexual lifestyles and the view 
that heterosexual is the normal sexual orientation and that physical sex, gender identity  and  gender roles should align 
or internalise  to either all-male or all-female cultural &  social norms. Hetero-normativity is more subtle and complex in its 
effects upon identity and relationships and how these may affect mental health & well being (Rivers, 2009 ; Soulforce, 2009 : 
Habarth, 2008).  

The diversity and complexity of a person’s identity can also influence mental health & well being, particularly from the pres-
sures and stresses created in negotiating multiple identities and life roles (Mann et al, 2006). These ‘intersections of identity’ 
can include being LGBT and ethnic, disabled, being a parent or living in the country and contribute to the increased chance 
of risks and problems.  Times of risk for mental illness also change according to the different points in LGBT people’s lives. 
Times of rapid lifestyle or identity change mean new negotiations, relationships and challenges. Critical times of vulnerability 
include coming out and when initially forming an LGBT identity, entering or leaving new relationships, periods of major iden-
tity changes or change of social role, transitioning, experiences of abuse, violence, discrimination & social exclusion, loss of 
attachment to LGBT community and ageing (Farrington, 2007). LGBT people also experience the same range of experiences, 
pressures and positive influences on mental health all humans so – genetic vulnerability to organic mental illness, influences 
in early life development,  traumatic life events such as loss, grief or trauma and lifestyle and environmental impacts. There is 
less research in examining how homophobia and hetero-normativity influence the impacts of these factors. 

Research on risk & protective factors
In addition to minority status, an extensive review of the Australian literature (Borboz, Dowsett, Mitchell, Couch, Agius and 
Pitts, 2009) identified several key risk and protective factors for the development of mental health problems and illness in 
LGBT people.  Studies demonstrate that being in a relationship is a significant protective factor for both non-heterosexual 
men and women.  The location or residential context suggests that young people, especially women and HIV positive gay or 
bisexual men are more vulnerable to depression or to self harm when living in rural or suburban areas. Sense of belonging 
to a community has been show to protect gay and bisexual men and lesbian women from depression, especially belonging 
to an LGBT community. Social support from peers, friends and family is robust protective factor in most populations. Lesbian 
women’s support from their friends and family has been shown to be particularly important as have the relationships of 
peers and family to the mental health of same sex attracted young people. Disclosure of sexual/gender identity has mixed 
findings. Studies support both being out as well as concealing your identity can be influence mental health and well being, 
for example can be as a way of reducing isolation or as a way of avoiding homophobia. A history or experiences of homopho-
bic victimisation such as assault, harassment or discrimination has be strongly shown to affect depression in gay men and 
lesbian women and especially in same sex attracted young people. Social exclusion such as from workplace discrimination or 
school bullying has also been identified as directly affecting mental health as well as reducing life opportunities. Acceptance 
and support are also important protective factors. This includes the acceptance and support from the heterosexual commu-
nity of LGBT people and acceptance and validation of their relationships (Dane and McDonald, 2005 ;  Mayock et al, 2009).   
Stigma of mental illness is also a risk factor and may exert its effects in many ways such as preventing accessing of services, 
internalising additional negative stereotypes, reducing self esteem and enhancing social isolation (Sane, 2006, 2005). LGBT 
people with existing mental illness experience the dual stigmas of being sexual or gender different as well as the stigma of 
mental illness. This further compounds their isolation and access to services for help, including within the LGBT community 
(Brown et al, 2002). 

The family plays a fundamental support role during experiences of mental illness, to help members manage adverse life 
events/challenges and especially in supporting mental illness recovery. Families themselves experience their own impacts 
when a member become mentally unwell (AFRC, 2008). Family’s responses of homophobic rejection as well as mental health 
stigma felt towards their LGBT family members may be particularly devastating, but this has had little formal research.

Contemporary cultural and political influences in LGBT communities
Multi-disciplinary research has identified several important cultural influences on identity formation, stereotyping and con-
struction of lives that affect identity formation, lifestyles and relationships which may contribute to the development of 
mental health problems and issues. These include the influence on consumer culture upon identity and well being (Ditmar, 
2007), the potential influence of communication technologies such as social networking sites given their high use in LGBT 
communities (Greenfield, 2009 Reynolds, 2008 ; Harris, 2007) and in particular, the  representation of LGBT people in media 
and public culture. While early  research suggested media played a role in promoting positive self images and social identity 
(McKee, 2000), Riggs and Patterson (2009) have suggested that contemporary media representations of lesbians and gay 
men now continue to perpetuate homophobia in more sophisticated and subtle ways. The ‘mainstreaming’ and assimila-
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tion of gay and lesbian culture and it’s increasing ‘normalisation’ toward being more heterosexual is another major cultural & 
political issue (Duggan, 2002, 2003) who’s influence of health is currently largely un-researched. 

As yet there is little work on these areas for LGBT communities, but the effects of stereotyping, cultural mainstreaming and 
commodification of queer identities in Queensland (Taylor, 2009) provides important insights into these factors. There is an 
urgent need to address these areas in consideration of mental health and well being.

Alcohol and illicit drug use and mental health and well being
There has been little research on the direct impact of alcohol and other drugs (ATOD) use in LGBT communities specifically in 
relation to mental health and well being. Most ATOD research has focused upon elevated levels and different patterns of use 
in LGBT communities (see literature review). The contribution of ATOD use towards aspects of wellbeing  and socio-cultural 
aspects of LGBT cultural life such as social connectnedness/improving social relationships, positive exploration/celebration of 
identity and sexual pleasure as well as coping with homophobia and minority stress have been documented (Mullens, Young, 
Hamemik and Dunne, 2009).  

The negative impact of ATOD use upon mental illness have largely focused upon gay and bisexual men surrounding party 
drug use such as amphetamines, crystal met and Ecstasy and the association to psychosis, depression, anxiety and other 
psychiatric disorders and neuro-cognitive effects (Leonard et al, 2009). Other studies have researched illicit use as a form of 
self medication for depression and the high co-morbidity or dual diagnosis (co-existing mental illness and ATOD issues) in 
LGB communities (Cox, 2007). While the pattern of causation has been often difficult to determine, there is a strong associa-
tion between mental problems and certain forms of ATOD use as a form of coping or because of lack of understanding of 
potential mental health harms. This is particularly the case for depression, which has been sepcifically linked to ATOD use and 
sexual risk taking in LGBT populations (Bostwick et al, 2008 ; Meyer, 2005 ; Rodger, 2003). 

Overall, there  is strong evidence in the general literature of the causal influences that many substances including alcohol, 
cannabis and other illicit drugs such as amphetamines can have in directly causing mental illness and exacerbating the 
risk of developing them in the future, particularly for those with genetic predisposition (Burns, Teesson, & Lynskey, 2001 ;  
Degenhardt, and Hall, 2000).  

Wellbeing, resiliency and coping
Much LGBT well being research has focused largely upon resiliency in LGBT communities and individuals, particularly LGBT 
young people where the concept remains the most developed. The resiliency approach had sought to identify the strengths 
and successes of LGBT people in their lives and how they protect themselves against stressors such as homophobia, heter-
normativity and overcome adversity (Russel, 2005).  Research has only begun to identify how LGBT people develop strengths, 
rebound from adversity and develop support during times of stress (Riggs, 2009 : Riggle,  2008 ; Russel and Richards, 2003).

Studies have identified that many LGBT people experience considerable success and happiness in life, despite often chronic 
exposure to risk factors  (Mayock et al, 2009 ; Murdoch and Bulch, 2005).  Studies have attempted to identify the factors that 
promote resiliency,  prevent illness and therefore maintain well being. Core among these factors in the literature, are the 
strength of social networks, the importance of friendships, support from friends especially during times of change, trau-
matic life events, using friends to positively ‘manage disclosure’ and friends becoming part of a ‘surrogate family’ (reviewed 
in Mayoch, 2009). Social inclusion and community participation has been shown to be a powerful predictor of wellbeing 
(Farrington, 2007) as have the related concepts of social capital. The LGBT community itself has been commonly identified 
as a strong source of resilience by providing a place for support and information, creating safe spaces and encouraging self 
understanding and acceptance (Mayoch et al, 2009). Resilience research has also investigated how homophobic experiences 
may have several positive outcomes and lead to improvements in resiliency and other forms of life skills and learning (Russel 
and Richards, 2008). This includes the way LGBT individuals ‘re-frame’ their negative experiences in positive ways and devel-
ops new strengths and insights that help in the future. The concept of psychological ‘hardiness’ has also been investigated, 
showing not only how LGBT people successfully navigate stigma and discrimination obstacles, but also manage to construct 
strong, successful, and resilient identities (Smith, 2010). 

Coping is another more individualistic area of resiliency and refers to the particular sets of strategies LGBT people learn or 
develop to cope and deal with homophobic and other forms of stress. Common forms of positive coping strategies used by 
LGBT people that have recieved research attention have included relating/talking to friends and partners, physical exercise 
and creative activities such as music (Mayoch et al, 2009 ; Farrington, 2007-2) as well as a range of negative strategies drug or 
alcohol abuse.  Coping and resiliency also has been investigated in LGBT suicide, where ‘survival’ strategies included creating 
meaningful reasons to live, forming senses of belonging, developing inter-personal relationships and the fundamental role of 
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LGBT services in supporting resiliency (Jonson, Faulkner, Jones and Welsh, 2007). Importantly, resiliency in LGBT communities 
has been explained as an ongoing and emerging process, rather than a fixed trait in communities or individuals and some-
thing that can be learned and shared. 

Research in Australia (Pitts et al, 2007) identified friends, work and study and the importance of friendships and relationships 
as the most important factors that contribute to well being and meaning in life for LGBT Australian’s. The creation of safe 
spaces such by engaging in certain sports such as football was used by same sex attracted women in Australia (Hiller, 2007).  
Recent unpublished Queensland research identified acceptance by heterosexual community as the single most powerful 
predictor for wellbeing followed by partner support and participation/support by LGBT communities (Dane , 2009, personal 
communication/In press). Alternatively, there are arguments that  LGBT people are less likely to be protected by factors 
known to provide resilience, such as strong family connections, peer support and access to culturally competent mental 
health providers (Suicide Prevention Resource Center, 2008).

Lesbian women and women who have sex with women
Lesbian women and women who have sex with women have received comparatively little research and the visibility of 
lesbian women and their general health agenda in Australia is currently in its infancy. In 2008, mental health was a com-
mon general health concern for women who have sex with women, lesbian and same sex attracted women in Queensland 
as was lack of support groups for lesbians to explore their sexuality or support for domestic violence (QAHC-2, 2008). The 
Aids Council of New South Wales (ACON, 2008) and the QAHC Women’s Action Group identifies lesbian mental health as a 
key area. 

There is a clear case emerging that lesbian and bisexual women are at risk and experience poor mental health compared to 
heterosexual women. In the United Kingdom in 2008, 20% of lesbian and bisexual women have deliberately harmed them-
selves compared to 0.4 per cent of the general population, 5% had attempted to take their life and 20%  reported having 
eating disorder, compared to one in 20 of the general population (Hunt and Fish, 2008). Australian research generally sup-
ports that lesbian women experience depression, anxiety, suicide and self harm at levels greater than heterosexual women 
(Hyde, Comfort, Brown, McManus, & Howat, 2007  ;  Nicholas, & Howard, 1998). For example, 44% of lesbians in Western 
Australia had experienced a major depressive episode at some time & generally greater depression and anxiety, self harm 
and suicide risk (thinking & attempts) with poorer mental health outcomes than heterosexual women (Hyde et al, 2007). In 
the national Australian Private Lives study (Mitchell et al, 2007) study 37.9 percent of lesbians had experienced depression 
compared with the national average of 20 percent and 16 percent had suicidal ideation. 

Some research suggests that younger lesbians may experience the greatest depression & anxiety particularly because they 
have a less visible lesbian community and fewer opportunities than same sex attracted young men to act out their sexual 
desire (Dempsey, Hillier & Harrison, 2001; Hillier, 2001).  A broader range of mental health and other health/social risk factors 
have been identified including greater exposure to abusive relationships or domestic violence (DV) than gay men (perhaps 
due to greater disclosure/reporting) (Leonard, Mitchell, Patel and Fox, 2008),  greater use of alcohol, illicit drugs & cigarettes 
than heterosexual women (Hillier, de Visser,  Kavanagh, & McNair, 2004) have  a poorer diet & unhealthy lifestyles (a well 
being factor) and greater obesity (Bowen, Balsam, Diergaarde, et al 2006 ; Bowen, Balsam and Ender, 2008)  and experiences 
of victimisation or sexual coercion by men.  Lesbian women have also been shown to overuse/prescription of psycho-trophic 
medication and rural, especially young lesbians, may be particularly isolated, feel less safe, lack support services & be at risk. 
Bisexual women may be at even more risk due to greater isolation & their invisibility. 

The major issues contributing to mental health risk factors for lesbian women are 1) greater societal invisibility in lesbian 
women’s and of their communities 2) Lack of supprt services for lesbian women 3 ) existing gender inequalities for women in 
Australian society,  4) widespread homophobia and hetero-normativity experienced by women (Mitchell, 2005) and poten-
tially greater alcohol and illicit drug use than heterosexual women (Hiller et al, 2004). Lesbian woman negotiate considerable 
homophobic stresses in how they express their sexual identity often against femininity and rigid gender roles (Dyson, 2009)

 The changing social roles of same sex attracted women in contemporary Australia, particularly in parenting may also bring 
a range of new challenges, stresses and pressures and exposure to new form of homophobia and hetero-normativity. For 
example, lesbian mothers in Queensland report fear of their non-biological partner having no legal rights over/with the bio-
logical mother, particularly if the mother should become incapacitated. Estrangement from family, marginalization within 
and isolation from society and separation from children (sometimes due to custody battles), and inadequate access to cul-
turally sensitive has also been identified. The patriarchal influences in society including within services may have particular 
importance for lesbians & women who have sex with women & mean a constant apprehension about seeking help & may 
delay care. 

US resiliency studies in lesbian women have identified strategies that women in relationships used to both strengthen their 
relationship and protect the unity of the ‘couple’ (Connolly, 2005). Australian research on young same sex attracted young 
women found that many develop a strong positive sense of self and go on to live happy fulfilled lives. Hillier et al (1999) 
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found 60% of the young women reported feeling ‘great’ or ‘pretty good’ about their sexuality, due primarily to their ability to 
resist, reframe and find fault with hetero-normative discourses that provide negative self images (Hillier & Harrison, 2004). 
Hiller (2007) noted that one way the skills of reframing may be learned is through access to safe spaces, where positive ways 
of thinking about sexual difference are allowed to develop unhindered by homophobia and heterosexism.

Gay, same sex attracted and bisexual men  
The mental health and well being of gay men have been the most researched area of LGBT mental health. The experience 
of depression in gay men is high. Studies using various descriptions and methodologies demonstrate from between a third 
(27%) (Rodger, 2003) to half of gay men experience some form of  depressive illness or symptoms in their life in Australia 
(Pitts et al, 2007) and even more (up to 70%) report a history of depression. Levels of both suicide and self harm show simi-
lar patterns of difference.  Levels of self harm in gay men have ranged between 20.8 per in gay men versus 5.4 per cent of 
heterosexual males (Nicholas & Howard, 1998). Gay men’s levels of suicide have varied across studies between 2-7 times that 
reported in heterosexual populations (Cochran, and Mays. 2000). Estimates of the percentage of same-sex attracted people 
who have contemplated or attempted suicide range from 31 per cent to 63 per cent, while same-sex attracted people living 
in rural areas and/or young gay men are at particular risk (D’Augelli, and Hershberr, 1993). 

Using homophobia and hetero-normativity as central explanations, several mechanisms and pressures affecting gay men 
have been identified that contribute to their elevated levels of depression, anxiety, suicide, self harm and body image/eat-
ing disorders and low self esteem compared to heterosexual men (Russell & Keel, 2002). These include issues with coming 
to terms with sexuality, not being able to be open about their sexuality (Russell, 2003). feelings of not being connected/
not fitting in and fear & anxiety of becoming HIV positive and range of other social and well being factors (Adams, Braun & 
McCreanor, 2008.)  Experiences of homophobia & hetero-sexism at work can be particularly impacting, given the importance 
& meaning in work & career for many gay men where discrimination remains common (Bouzianis, Malcolm and Hallab, 2008).  
The sexualised culture of gay male communities, and pressures to uphold a masculine appearance in the face of broader 
heterosexist attitudes and stereotypes surrounding homosexuality also contributes stress and pressures (Duggan & McCreary, 
2004; Levesque & Vichesky, 2006).

Male-to-male intimate relationships remain culturally stigmatised and legislatively under-supported and sexual assault 
& domestic violence in male-male relationships is a significant, but underreported issue in relationships (Proctor, 2002). 
Developing & maintaining intimate relationships & supportive friendships remains a challenge for many gay/bisexual men. 
While media images are more visible, there are few new public positive images or role models, particularly for ‘different & suc-
cessful ways of being gay’ that are not stereotyped. Body image problems and a high risk of eating disorders due to image 
pressures from a youth /physical perfection oriented culture has been especially researched (Bergling, 2007). Aging may have 
a particular impact on gay men’s emotional health given ageism in gay men’s communities & it’s youth and perfection culture 
(Harrison, 2005, 2006). Rural young gay men may be particularly isolated, feel less safe, lack support services & be at risk for 
higher suicide (Brown, 2002). Studies have also focused on the mental health harms (paranoia, concentration/memory loss, 
depression, anxiety & suicidal tendencies) occuring from common recreational drug use in gay men’s cultures, especially for 
amphetamines, crystal, ice, cocaine, ecstasy and ketamine (Special K) and their impact upon functioning in work, relation-
ships & education, often in subtle ways  Bostwick et al, 2008 ; Meyer, 2005 ; Rodger, 2003). 

Like lesbian women, gay men also are undertaking more diverse social roles and challenges parenting, exposing them to 
discrimination from homophobia in new spaces & places. It means moving into territory that is increasingly contested and 
complex to negotiate, especially against an undeveloped rights environments. (Van Reyk, 2007). Research shows gay fathers 
may experience marginalisation and have difficulty developing a positive ‘parent identity’ as a father, particularly if they are 
non-resident or are not a biological parent (Riggs, & Walker, 2004).

HIV and mental health
The HIV epidemic affects predominately gay and bisexual men and in the last 20 years it has had a profound influence on the 
mental health & well being of individuals and communities. Studies have identified this impact occurring in several ways.

These impacts include creating difficulty in forming intimate relationships & social isolation because of HIV stigma/discrimi-
nation (Hurley, 2003) , depression & anxiety  from the impact of being HIV positive & of managing AIDS and social exclusion 
from poor health resulting in lost employment, education & life opportunities reducing self esteem (Newman, Moa, Kidd, 
Saltman and Kippax 2009). There is also grief & generational loss of friends/community and support structures from the early 
impact of the epidemic (Hurley, 1997). HIV infection and HIV treatments may affect brain function and may have psychiatric 
consequences. Depression is often higher in people with HIV (Newman, Moa, Kidd, Saltman and Kippax 2009), especially 
those with advanced disease and there may be neuropsychological impacts & associated disability from HIV/AIDS such as 
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AIDS Dementia Complex & the cognitive/ psychological side effects of some anti-viral drugs . HIV positive gay men may also 
experience lipodystrophy from anti-viral drugs which can affect their body image and self esteem.

Wellness research in gay and bisexual men had identified many factors that promote wellbeing much of which is focused on 
the individual. These include a range of education and personal strategies such as living openly, breaking isolation, overcom-
ing the secret shame of sexual orientation, and positively embracing sexuality and a particular focus on self acceptance and 
developing intimacy (Penn, 1997). Resiliency factors in addition to the ones already identified, have also included peer sup-
port and the role of articulating sexual stories (Mutchler, 2001).

Bisexual people
Bisexual research is complicated by the complexity of definitions and the fluid nature of ‘bisexuality’ (behavioural, attraction-
based, self identification etc) and lack of identification of bisexuality as a identity separate from  being gay or homosexual. 
Research has increasingly identified that people with a bisexual identity or sexual attraction experience the similar types of 
mental health issues (CAMH, 2008) found within lesbian, gay or homosexual communities. Many studies now suggest bisexu-
al people may have even poorer mental health and higher incidence of problems such as depression, anxiety and suicidality 
(CAHM, 2008 : Jorm, Korten, Rodgers, Jacomb, Cristensen, 2002). There have been several explanations proposed to explain 
these greater vulnerabilities, many of which focus on the nature of how bisexuality is positioned socially and poorly recog-
nised and how this affects lifestyles, self identity and relationships of bisexual people, who often experience even greater 
isolation and lack of support than lesbian or gay individuals. These explanations  include greater invisibility and silence of 
bisexuality/bisexual people in both heterosexual and LGB communities, lack of acceptability of bisexuality as a legitimate 
identity, the experience of major negative stereotypes of bisexual people such as promiscuous’/’uncommitted’. There is also 
chronic stress from managing the secrecy associated with a bisexual lifestyle, especially for married bisexual men who must 
often also negotiate mid life transition,  divorce and coming out later in life  and  an associated high degree of  drug and 
alcohol abuse (CAMH, 2008 ; Heath, 2005 ; Brown, 2002). Bisexual people also experience less opportunities for community 
attachment or participation for bisexual people lacking a bisexual culture, greater experiences of sexual coercion, discrimina-
tion and ‘bi-phobia’ within the lesbian and gay communities (McClean, 2008) In addition, there are few services specialised 
for bisexual people and their needs and bisexual people are particularly invisible in mainstream health and welfare services. 
Bisexual people may also experience violence, discrimination and illness at similar or greater rates to self-identified lesbians 
and gay men.

Transgender people
Transgender people’s mental health & well being is connected to understanding their gender identity (GI) which is a persons 
sense of their gender, not sexuality. While transgender people and communities share several of the key established LGB 
mechanisms and risk factors for mental illness based upon minority stress, marginalisation and social exclusion, they have 
in addition a range of unique issues. These issues and needs relate to the process of transitioning, the medico-biological 
nature of gender identity, cultural differences in trans-genderism and trans-phobia, the high counselling and support needs 
for transitioning and the status of trans gender services. Considerable transgender mental health research is located within 
psychiatry regarding the concept of gender identity disorder, its biology and its presence as clinical requirement to support 
transitioning. There is less research addressing the nature of mental health, well being and resiliency in transgender people 
post transitioning and the relevant cultural and social factors. Finally, there is a research bias toward communities and indi-
viduals transitioning from being male to female. 

Wellness
There is substantial work demonstrating that the mental health & well being of transgender people increases markedly upon 
a successful and well supported transitioning to their real gender identity though surgery, counselling and hormone therapy. 
Australian research identified almost two thirds of the 253 respondents in the Tranznation study (a major transgender health 
& well being investigation) reported that they felt mostly or extremely happy with their lives (Couch et al, 2007). Exercise, diet 
and social contact as well as meaningful work and transgender community participation were important factors that sus-
tained well being. Understanding how transgender people construct their identity against dominant values of binary, male 
or female gender categories is critical for understanding issues of internalised trans-phobia and the impact of experiences of 
discrimination (Reid, 2007).
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Illness 
While there is presently no Australian-specific data on self-harm among transgender populations, published case reports 
from Northern America (Gapka & Raj, 2003 in Bockting, Knudson, & Goldberg, 2006), and anecdotal evidence provided by 
mental health professionals working with transgender people, report rates of self-harming behaviour as also high; par-
ticularly in the form of genital mutilation (Ontario Public Health Association, 2003). Studies in North America demonstrate 
the prevalence of attempted suicides among transgender communities ranges from between 16 to 47 per cent (Bockting, 
Knudson, & Goldberg, 2006; Clements-Nolle et al., 2001; Keatley et al., 2006; Kenargy, 2005; Leonard, 2002; San Francisco 
Department of Public Health, 1999). Suicide risk for transgender individuals has been identified as being greater before 
engaging in any gender-related treatment, such as counseling or therapy (Cole et al., 1997). Studies examining psychiatric 
illness in Australia and New Zealand transgender populations found between 53-36% per cent of transgender people met 
variable criteria for clinical depression compared to 6.8 per cent of the general Australian population (Couch et al., 2007). A 
UK study found transgender people self reported more emotional issues that gay or lesbians Another Australian and New 
Zealand study found reported rates of depression much higher than those found in the general Australian population, with 
assigned males being twice as likely to experience depression as assigned females (Pitts, Couch, Mulcare, Croy, and Mitchell, 
2009) Respondents who had experienced greater discrimination were more likely to report being currently depressed. 

The causes of suicide and self-harm particularly for transgender populations is less researched. A major reason for attempted 
suicide in transgender people has been directly attributed to their frustration and exasperation over their gender identity 
and the isolation, rejection and body dissatisfaction that often accompany gender issues (Bockting, Knudson, & Goldberg, 
2006; Cole et al., 1997; Kenargy, 2005; Xavier, 2000.) The prevalence of discrimination, harassment and violence has been 
found to be highest amongst transgender people per se in Australia (Pitts et al., 2006) - 87 % had experienced at least one 
form of discrimination. Many transgender people experience a long history of suppression of transgender feelings prior 
to transitioning that have resulted in isolation, loneliness, and feelings of hopelessness; the fear of disclosing this secret to 
partners, family, friends, and co-workers and risking rejection and employment discrimination which is a major issue for 
transgender people, particularly in the early stages of transitioning (Bockting et al, 2006). Trans-phobia is arguably a more 
extreme and often, more violent form of prejudice, (QAHC. 2005)

The transitioning period is commonly an intense time for trans-gendered people both positively & negatively andencom-
passes particularly high needs in terms of counselling and psychotherapy support, especially for young transgender people. 
The limited number of culturally competent services available for transgender people prohibits many individuals from 
accessing appropriate support, information and care (Leonard, 2002; Lombardi, 2001). The lack of response and sensitivity of 
existing mainstream mental health services to the needs of people with gender identity disorder/dysphoria is also a major 
service gap. This requires education and training of mental health staff, communication between service providers, and effec-
tive case management. 

Though less formally documented, anecdotal and grey literature in NGO’s dealing with transgender issues demonstrates 
transgender communities experience a range of distinct psycho-social stresses. These include potentially greater minority 
stress from being a very small, marginalised culture and lack of culture, pressure & stress from the long time & high cost of 
transitioning and the high demands placed on Transgender people by existing diagnostic criteria that ‘allow’ them to access 
transitioning in the medical system. They must also constantly negotiate health & public services service’s constant confusion 
between gender identity, sexual identity & the relationship of gender identity to ‘gender dysphoria. 

There are also many physical impacts that cause stress and exacerbate existing mental illness or risks. These include the 
effects of hormones treatments & it’s interactions (including affecting mood & anxiety positively or negatively)  &  the trauma 
of surgery.    Stress & depression is often most associated with three phases most transgender people commonly must expe-
rience -‘initially hiding yourself,  ‘attempting to access gender dysphoria support ‘ & the continuous threats of ‘being found 
out’ or ‘unable to pass’ after transitioning. Family issues during transitioning are common and involve rejection as well as 
legal complications such the recognition of their previous relationships prior to transitioning. Transgender people must often 
negotiate many legal & beaurocratic issues – recognition of new gender, difficulties with legal documents such as passports. 

Transgender people may experience issues with their body image & in developing intimate relationships and domestic abuse 
in relationships is high in transgender women & men.  Transgender people’s self confidence is related to their ability & com-
fort in disclosing their trans histories & gender identity issues to be able to cope with their isolation, discrimination & stigma 
they often experience’.  A major barrier to improving mental health outcomes for transgender people are the lack of focus 
on these social pressures & in providing access to the support groups that address them.  Sex work may be associated with 
transgendered people’s lives as way of validating or exploring their gender identity. This may bring a range of risks, stresses 
and pressures such as dis-empowerement/abuse or exposure to physical health risks such as HIV infection, illicit drug use and 
their mental health impacts. Transgender people may also experience the combined effects of multiple layers of inequalities 
in their lives firstly, from trans-phobia and secondly (for male to female transgender people) greater female gender inequali-
ties, particularly if they are unable to ‘pass’ (QAHC, 2005). 
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Aging and mental health  
Research suggests that age has important relationships to mental health & well being, especially for LGBT ‘seniors’. Aging 
involves fundamental biological, social and the lifestyle transitions that interact with the cultural aspects of sexual and 
gender identity as well as with support structures, social roles and expectations in later life. The ‘scene’ culture for gay men 
is youth focused & body conscious, with a limited social ‘role’ and spaces for LGBT seniors, lacking a positive concept of 
‘successful aging’ and promotwing negative stereotypes about ageing (Harrison, 2005, 2006). Queensland needs research 
on LGBT aging (QAHC 2008) showed lesbians expected to be better supported in old age with both more reliance & sup-
port from their partner. The particular invisibility & cultural insensitivity towards LGBT issues in aged care, dementia & 
gerontology-related mental health services is a critical issue, especially given the increasing aging of the population & grow-
ing generations of LGBT seniors (Matrix Guild, 2008). Carer’s and care networks have important roles in maintaining mental 
health, wellbeing and recovery, yet these issues in these critical support structure’s yet these issues are only just being inves-
tigated (Diversity & Older People’s Care Networks, University of Queensland, 2009).

There are other important issues to consider in older LGBT communities in relation to mental health & well being. These 
include the acknowledgement that cultural & sexual expression is important to the mental health of LGBT seniors and the 
common concerns in getting older by LGBT people often being mental health or cognitive ability, depression, body image 
& self esteem. Queensland research showed that gay men’s concerns are self esteem, body image and changes with ageing 
and social isolation when older, whereas Lesbians issues were lost mobility, mental health/cognitive function & independ-
ence (QAHC, 2008 ; Drummond, 2006). Generational issues can include the impact of severe homophobic experiences (sexual 
pathologisation, enforced medical ‘cures’, imprisonment)  from the pre-70’s era & mental health system creating significant 
invisibility, disclosure & therefore service access issues for LGBT people from these generations (Barrett, Harrison, & Kent,  
2009). Other research suggests that older LGBT people may be more prone to the consequences of marginalisation associ-
ated with ageing such as experiences of loss and grief, physical deterioration, loneliness, not recovering from illness and 
dependency, known as ‘accelerated ageing’. Transitioning’ later in life for transgender people may be more problematic and 
can impact on mental health for older transgender people. Ageism in LGBT communities in relation to positive self images 
and self esteem has been identified as an important cultural issue for well being. 

Limited aging LGBT resilience research (Quam and Whiford, 1992) suggests that among aging gay and lesbian adults, there 
are several opportunities for growth-producing experiences such as greater flexibility with role changes associated with 
aging and a greater development of independence and positive self-attributions, which influence adjustment to aging 
(Hrostowski, 2003: Quam, Jean and Whitford 1992). Certainly, research continues to find that a significant proportion of 
‘older homosexuals’ are socially and psychologically well adjusted to their ageing process (i.e., strong support systems, good 
physical health, good finances, and engaging in fulfilling occupations and hobbies). Other research suggests that older LGBT 
people by having learned to cope with homophobia become more ‘crisis competent’. This may actually prepare individuals to 
cope better with ageing and reduce the effects of ageism in the LGBT communities (Meisner and Hynie, 2009).

Young people
 Young people are a particularly vulnerable sub-population of the LGBT communities and have received perhaps the greatest 
attention in mental health & well being research.  These vulnerabilities are due to several factors. These include the interac-
tion of the many stressors and power inequalities young people experience in life in addition to those created by sexual/
gender difference. Young LGBT peoples issues   include pressures of sexual/gender identity formation in addition to other 
transitions already occurring within adolescence affecting self esteem development, higher dependency and loss of their 
social support from family, peers and school at critical life stages. They can also experience a high degree of isolation and lack 
of information access, the impact of homophobia bullying in school and a lack of specialised support services for (Hiller et 
al, 2006; Farrington, 2007). Young LGBT people may also experience significant social exclusion in the form of lost education 
and especially homelessness, creating further vulnerabilities for developing mental illness (Takács, 2006). Family rejection, 
homophobic bullying and isolation are major risk factors (Farrington, 2007). Coming out or transitioning has been identified 
as particular time of both risk and resilience depending on the level and type of support, acceptance and positive valida-
tion of sexual/gender identity (Farrington, 2007). Young LGBT people are particularly at risk for suicide between the period 
between realising their sexual or gender identity and actually coming out. Coming out at a very early age can also increase 
risks because of their greater dependency on family support and lack of independence (Farrington, 2007).

Australian research showed severe lack of support towards young LGBT people from their heterosexual peer who viewed 
suicide as an ‘acceptable and tolerated choice’ open to a young person who becomes aware of their homosexuality (Malloy, 
2007). Many studies have shown elevated levels of depression, anxiety, stress, suicide and self harm in LGBT young people 
much greater than heterosexual young people. Suicide has received particular attention where the levels of suicidality range 
in studies between three to many several times (SPA, 2009 ; Dyson, Mitchell, Smith et al, 2003 ;  Warner, 2004).  There is a par-
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ticularly high level of suicide risk and of illness in Transgender young people (Clements-Nolle et al. 2001 ; Couch et al, 2006; 
Bockting, Knudson, Goldberg 2006). 

Queensland research demonstrated 37% of LGB young people had attempted suicide, 82% had considered suicide, and 59% 
had self harmed and a third had been diagnosed with a mental illness. High levels of discrimination, harassment, bullying, 
abuse and social alienation at school, home, and in their communities were a significant source of distress, especially bullying 
at school (Thorpy, Reid, Waldron, Duivenvoorden, Ackerman,,Brandon , 2008).

Resiliency research is currently led in the LGBT young people’s field.  Recent qualitative work in the UK has demonstrat-
ed young people’s resilience to bullying and homophobia and their reclaiming of pride identities (McDermott, Roen & 
Scourfield, 2008). An in-depth narrative study of resiliency in Ireland (Mayoch et al, 2009) showed young LGBT people pos-
sessed a high degree of well being, despite their exposure to homophobia and experiences of mental illness and suicide. 
Important sources of resilience included friendships, having at least one supportive family member, the LGBT community, a 
supportive important other such as a teacher, developing the ability to re-frame homophobic events, developing self esteem 
and self efficacy in safe environments, the importance of ‘turning events or turning points’ and a range of stress management 
strategies such as talking to friends and partners, listening to music and exercise. Friendships and close friends, especially 
during coming out or challenging times was the most common factor. 

Hiller and Harrison (2004) noted that LGBT young people sometimes dispel homophobia by identifying the inconsistencies 
throughout its belief pattern. One example is young people’s capacity to reframe their homophobic abuse as a wider social 
problem, rather than a problem about their individual self. In an Australian study of experiences of workplace discrimination, 
working age LGBT young people developed multiple strategies to counter-resistance against homo-negative practices at 
work. These included including developing a sense of ‘agency’, questioning homo-negative beliefs, taking informal and for-
mal action and attempting to educate others. Mental health promotion approaches based upon resiliency and coping have 
been peer education developed using the factors that young people have identified that work best for them (Farrington, 
2007-2). Early intervention and well being approaches addressing the effects of homophobic bullying in schools have also 
been developed (Richards and Rivers, 2008 ; Rivers and Noret, 2008).

Disability and mental health
There is extremely limited research on the area of disability in LGBT communities and even less on its relationships to mental 
health & well being.  LGBT people with disabilities experience unique forms of discrimination & social exclusion. Homophobia 
& heteronormtivity is common within the ‘disabled community’ and ‘disablism’ exists within LGBT communities, creating 
forms of double exclusion (NDA, 2005). The focus on ‘the body beautiful’ in gay culture & the barriers to relationships/social 
connection people with disabilities experience, such as literacy/physical/sensory access, compound this isolation and abil-
ity to express their sexual identity. Research has shown that the main health issue for LGBT people with disabilities is mental 
health, especially depression (Mann, Horsley, Saunders, Briggs and Mitchell, 2006). 

Mental health may be affected by several issues for people with disabilities that relate to their additional lack of power, 
autonomy and choices in life and actions they must take because of their disability and their dual identity as ‘disabled’ and 
‘LGBT’. These include their greater risk taking to meet other LGBT people & its associated threat of violence may be greater, 
difficulties coming out in the family may be greater with longer delays in expressing their sexual identity. Mental health may 
be affected by the common ‘desexualisation’  associated with disabilities, created by a culture of ‘over protection &  concern’  
that prevents healthy expression of sexual identity. They may be restricted by tensions over ‘Informed consent’ & same sex 
relations  in their carer’s  and many LGBT people with disabilities often have to  ‘come out twice’ (sexuality and disability) 
(NDA, 2005 ; (Kaufman et al. 2003; Davidson-Paine and Corbett, 1995 ). LGBT people with disabilities certainly experience 
greater invisibility within LGBT community & poorer access to LGBT services, as well as invisibility in disabled services (Mann  
et al, 2006). Friendships, peers and friendship support may also be less developed as a protective factor because of long term 
separation from the ‘abled world’ and increase social disconnectedness (Mann et al, 2006). 

There has been little investigation into the level of psychiatric disability per se in LGBT communities in Australia. Queensland 
research identifies several factors which markedly influence mental health & well being for LGBT people. These were poor 
visibility, lack of social inclusion and limited role models which are amplified for people with disabilities.  Current research by 
Abraham (2009) in Queensland identifies a historic lack of representation of LGBT people with disabilities in the LGBT com-
munities, restricted acceptable stereotypes of LGBT people because of notions of perfection and wealth and lack of media 
inclusivity for LGBT people with disabilities.
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Ethnic background and culturally diverse LGBT communities
There is limited research on cultural differences and their relationships to mental health & well being in LGBT communities. 
However, much that exists compares levels of illness within LGBT communities, rather than comparatively between cultural 
groups. However studies have examined particular LGBT cross cultural issues and vulnerabilities that affect mental health & 
well being. The subjective nature of cross cultural work and the perspectives of the culture of the researcher further add’s 
bias and lack of clarity.  

The increasing diversity of Australia within LGBT communities has meant the development of community-based responses 
to the health & well being needs such as the Australian Gay, Lesbian, Bisexual, Transgender, Intersex & Queer Multicultural 
Council Inc. Multicultural Groups Directory. This reflects the fundamental importance of visibility and recognition of culture 
and community support for a positive sense of identity and availability of specific support services as fundamental to well 
being and resilience. The exclusion of LGBT ethnic needs and issues from both mainstream society and organised LGBT 
communities is identified as a critical issue (Adams, 2007). Research that has compared several ethnic LGBT groups to het-
erosexual groups has found that ethnic groups demonstrate higher levels of mental illness such as depression and suicide, 
including Latino (Cochran, 2006), black American (Richardson, Myers, Bing, & Satz, 1997) as well as cultural influences in 
Japanese gay men (Chong-suk Han, 2006). Black gay and bisexual men in the UK have been shown to experience a lack of 
positive black role models, are more likely to be the victims of hate crimes than white gay men gay, suffer internalised racism 
resulting in greater isolation and invisibility,  lower self-esteem; and greater family stress and breakdown (Carney, 2007)

Culture of origin can interact powerfully with ‘cultures’ of sexual and gender identity and these influences can affect mental 
health & well being directly and indirectly. Ethnic culture means a series of broader relationships to social life, sex, religion, 
beliefs and attitudes, family and lifestyle as well as gender role and expectations.  While in some cultures same sex attraction 
and trans-genderism is accepted, the often greater influence of religion, morality & role of family, means ‘ethnic LGBT people’ 
must negotiate more complex, multiple identities and potentially experience more complex forms of discrimination and 
social exclusion. This is often  complicated by differences in concepts of masculinity and gender expectations between cul-
tures. Mental illness and sexuality/gender identity. Stigma’s may also operate differently across different cultural groups and 
may interact in complex ways to increase isolation and social exclusion.

Research demonstrates several issues for culturally diverse LGBT communities that can affect mental health & well being. The 
particular importance of family and community as a support structure and it loss is a major issue for many ethnic LGBT peo-
ple upon disclosure of their identity as is a lack of their own ethnic LGBT culture.  For many ethnic LGBT individuals,  the self 
censoring,  long term invisibility and suppression of their sexual/gender identity is a major risk factor, for example as identi-
fied in asylum seekers (McNally and Dutertre, 2006). Religion can act as a source of family breakdown upon disclosure of 
identity, and a common experience is a greater lack of acceptance and need to manage different identities in different times 
& places for safety. Other issues can include the psychological ‘double binding’ of holding & negotiating an identity at odds 
with their religious belief. Many ethnic LGBT people feel stress from greater pressures from their family to become married & 
a greater dependence on family support as well as stress from less privacy and their ability to control disclosure of identity in 
small, close ethnic communities (Mann et al, 2006). 

The norms and attitudes of gay subculture, cultural heritage, racial prejudice within mainstream Australian society and 
gay subculture can impose challenges to form and maintain intimate relationships with same sex partners, for example as 
found in gay Asian communities in Australia (Themistou, Wang and Warwick, 2007). Cross cultural value conflicts and power 
inequalities within same sex relationships can also occur, for example gay Asian men may be more prone to domestic abuse 
in Asian-White same sex relationships (Poon, 2002). Broader generational and cultural issues such as ‘Anglo’ individualism vs 
‘Asian’ collectivism, integration differences between younger or ‘more Anglo-Australia’ integrated’ ethnic LGBT generations 
means they experience more acceptance & visibility of sexual diversity than older or migrant/refugee generations. Specific 
issues in studies of LGBT ethnic people/communities include the importance of a sense of belonging, the importance of the 
negotiating the complexity of several cultural worlds and layers of identity (Hillier et al, 2005 ; Murdolo, 2008) empowerment, 
impact of racism in heterosexual and LGBT communities (Nguyen, 2008) and issues surrounding internal conflicts and nego-
tiation with religious belief (Jonathon and Black, 2008). 

Cultural differences can also create barriers to accessing both LGBT and general services such as language, awareness, 
concepts of having ‘helping services’ or beliefs about the causation of mental illness such as fate, spirits or demons. 
Consequently many LGBT ethnic communities and individuals may be particularly underserviced and unsupported. Overall, 
there are potentially multiple impacts of other social & health determinants on mental health in CALD LGBT people - social 
& linguistic isolation, socio-economic disadvantage, pre-existing trauma in refugees & ‘acculturation stress’ in newly arrived 
LGBT people or refugees. Community connectedness and social inclusion consequently are likely to be particularly important 
for LGBT people who may be alienated from their family of origin.
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Indigenous Aboriginal and Torres Strait (ATSI) LGBT communities  
Indigenous or ATSI LGBT people are disproportionately exposed to many mental health risk factors such as alcoholism, home-
lessness, violence, discrimination and often extreme poverty and social exclusion due to colonisation and assimilation and 
the relationships between mainstream, LGBT and ATSI cultures complicates this (QAHC, 2007). Consequently, their mental 
health & well being needs and issues are superimposed upon a high level of existing illness and risk factors also present 
heterosexual ATSI communities (AIHW, 2009).  The concept of ‘well being’ in relation to mental health may be particularly use-
ful for ATSI LGBT communities who’s own culture emphasises wholism, connectnedness and relationships. Indeed Western 
notions of mental health often impose values which themselves are destructive to Indigenous people and their often fragile 
sense of identity and culture.

Research suggests that several issues exist for ATSI LGBT people and communities. These include greater internalised homo-
phobia due to more invisibility, isolation and & repression of sexual identity experienced in people from rural & remote areas, 
extreme social dislocation & exclusion during unsupported relocation. This is  a period of particular vulnerability (mental ill-
ness, alcohol, illicit drug use & HIV infection), especially for ATSI gay men who continue to hide their identity (MSM). Stressors 
also include their  ‘negotiation’ of’ traditional and urban identities, the male to male power/ socio-economic inequalities 
between LGBT & ASTI LGBT partners & the impact of repressing traditional ways of relating, communicating or expressing 
anger i.e. fighting as conflict resolution (Mudalla, personal communication, 2009). 

Generational issues of shame & negative stereotypes attached to sex & sexuality exist often because of the conservative 
Christian nature of some Indigenous cultures (Mann et al 2006). Homophobia may be more extreme in  Indigenous people 
from Christian missionary settled regions & the attachment of ‘paedophilia’ taboo to male to male  sex. The Traditional role 
& identity is based on family relationships prior to ‘coming out’ which often complicates ATSI people’s critical relationship 
to their community & culture.  Transgender ATSI –‘Sista Girls’, have strong positive roles, acceptance & visibility as ‘women’, 
dependant of their degree of female role.  Gay men ‘Brother Boys’, lesbians and bisexuals however, often move to regional/
urban LGBT communities to express their identity & minimise social exclusion by alternating between their invisible ‘tradi-
tional’ & ‘out’ ‘urban LGBT’ identities. LGBT ATSI people also experience significant racial discrimination in the general LGBT 
community (Lawrence, Prestage, Leishman, Muwadda, Costello, Rawstorne and Grulich, 2006) which contributes to low self 
esteem. Stresses associated with coming out may compound underlying broader concerns of Indigenous loss, grief and 
oppression, for example in Koori young men (Mann et al, 2006). 

Trauma and grief are major general issue for ASTI communities including their LGBT members. Trauma can also occur from 
sudden, new or intense racial discrimination often experienced in urban areas, the impact of childhood sexual abuse & male-
to-male sexual violence in ATSI same sex relationships, internal value conflicts between the influence of religion (Christianity) 
and same sex attraction may be especially great in ATSI people. Wellbeing may also be affected from health inequalities such 
as diet, chronic diseases & alcohol use in ATSI communities. Many Aboriginal people come from fractured families in a culture 
where the importance of family is critical for well being. For some sexuality and identity are bound up within a profound 
experience of abuse, both physically and sexually as children which may interfere with homosexual identity formation. 

Queensland research identified a high rate of sexual assault and violence in Indigenous men who have sex with men 
(Lawrence, Prestage, Leishman, Muwadda, Costello, Rawstorne and Grulich, 2006). The importance of cultural and family 
bonds and the lack of family ties in LGBT communities were particularly critical issues in terms of isolation. Relationship sta-
tus was also very low in Indigenous ATSI men versus white gay men perhaps reducing the effect of another protective factor 
(Lawrence, et al, 2006)  Levels of use of illicit drugs and especially alcohol use were above population averages and may con-
tribute to the development mental health issues.

From a services perspective, there is a lack of community spaces/resources, positive role model, media and public images for 
Indigenous LGBT peoples, ‘Sista Girls’ and  ‘Brother Boys’ both in mainstream & LGBT media. Service issues include a lack of 
ATSI & LGBT cultural awareness & discrimination in health services (especially for ‘dual’ cultural issues), high staff turn-over & 
confidentiality concerns due to ATSI relatives working in local services & lack of knowledge, transport, financial resources & 
perceptions of general providers as unfriendly or unapproachable (QAHC, 2005). 

Research suggests that respect for native spirituality & use of traditional, holistic healing approaches acceptable to ATSI LGBT 
people, Sister Girls & Brother Boys recognising the limitations & imperialism of Western mental health concepts is critical. This 
includes acknowledging resiliency, hope & a positive future for ATSI & LGBTATSI cultures as well as potential sources of resil-
ience in Indigenous belief systems such as The Dreaming.
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Rural and regional LGBT communities
Rural LGBT people and communities have been less researched, yet available studies internationally and in Australia identify 
rural LGBT communities as especially vulnerable to developing mental health problems because of the extreme homophobia, 
lack of anonymity and high degree of non-disclosure of identity (Gottschalk, and Newton, 2009). 

One major risk factor for rural LGBT communities is the amplification of isolation (Green, 2004) from lack of LGBT culture and 
a lack of LGBT support services to people in rural areas, meaning peer support and information access is often poor. Gender 
non-conformity is less tolerated and there is often difficulty finding or creating ‘safe spaces’ as well as fewer visible, positive 
role models & potentially greater stereotyping. Sense of belonging was identified as an important factor for mental well 
being for gay men in Australian rural communities and was associated with reduced experiences of depression (Mc Claren,  
Jude and Mc McLachlan, 2009). Rural young LGBT people have also been found to feel less safe, have less access to health 
information and less support and experience greater isolation (Hiller et al 2005). Several studies also demonstrate that, with 
few exceptions, rural and remote areas tend to be more homophobic than urban areas (Flood & Hamilton, 2005; Foster, 1997). 
The Internet may often be an important source of connection to other LGBT people and nformation in rural areas. Rural LGBT 
young people have been identified as being at particularly high risk for suicide (Brown, 2002). Queensland is a highly decen-
tralised state with several major regional areas supporting LGBT communities and a historic high level of social conservatism 
culturally. This means the mental health vulnerabilities of these communities is a particularly important issue. 

Mental health services and service delivery for LGBT communities
The area of health services and service delivery for LGBT communities has recieved considerable international attention in 
recent years, particularly in the US and UK and more recently in the Antipodean context.  The research focus specifically upon 
public mental health services is less developed, though there has been in-depth analysis of counselling practices and com-
munity mental health services in the US and some recent work in Australia.

 Overall, the research literature supports the claim that LGBT people exist as an invisible minority in mental health services. 
This invisibility exists at all points across the mental health system, including places where early intervention and prevention 
occur. This means LGBT communities face significant structural, financial, personal and cultural barriers when attempting to 
access them. These barriers create several issues that affect LGBT populations in preventing or limiting them receiving timely, 
culturally inclusive and specific treatment, prevention and care with several negative health outcomes.

Homophobia and heternormativity
Evidence supports LGBT people have different patterns of use of health services, including mental health services. Studies 
suggests that LGBT people may be reluctant to use of engage with health services because of several factors related to their 
identity, to the culture of mainstream health services and the nature of service practices. Much research notes that health 
services, including mental health, operate within a hetero-normative frame of reference and often hold homophobic atti-
tudes and that LGBT peoples specific needs are ignored or simply not recognised. 

Particularly major barriers to access  or receiving appropriate care includes expectations of overt or covert homophobia upon 
disclosure of their sexual/gender identity, past experiences or current expectations of lack of understanding or awareness of 
their specific LGBT needs and lifestyles, concerns about confidentiality when they are not ‘out’, particularly for young people, 
reluctance of clients to discuss sexuality or gender issues and the limited access of LGBT people to financial, familial and 
social resources (Semp, 2005).

Studies have identified that mental health needs of LGBT clients may be frequently ignored or not recognised in public 
mental health care settings (Hellman and Drescher, 2004) including community services settings. Specific issues include a 
presumption of heterosexuality, failure to view clients sexual/gender identity and experiences of homophobia/heteronor-
mativity in relation to their presenting issues, lack of inclusion of sexual/gender identity in planning treatment, failure to 
recognise partners or LGBT family structures and a failure to address certain lifestyle or culture related health issues such as 
gynaecological issues for lesbian women or sexual health for gay/bisexual men. 

The needs of LGBT people with severe mental  illness, in acute care and accident and emergency services is considered a 
particular gap in mental health services, where communication about identity is more difficult and lack of cultural under-
standing can potentially life threatening. Acute care and hospital accident and emergency departments have been identified 
as being both over accessed as well as being particularly unable to provide culturally sensitive and appropriate services for 
LGBT people (Mitchell, 2009; Sanchez et al 2007).
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Service access and invisibility
Cultural research by Kemp (2005) identified powerful hetero-normative forces within New Zealand public mental health serv-
ices that maintained silence about sexual/gender identity being raised and only allowed certain dialogues between providers 
and clients. This included creating and maintain negative assumptions about the role of a person’s sexual/gender identity 
in relation to their mental health such it being risky or a cause of problems, rather than it being seen positively and holisti-
cally. Clinicians do not raise the subject because it is uncomfortable or risky, so it becomes removed or secondary from any 
real considerations in care. The stigma of mental illness has also been identified as a barrier to LGBT people accessing both 
community-based and public mental health services. 

Queensland research on counselling services identified a dearth of counselling services available for LGBT communities and a 
need for greater accessibility to LGBT friendly counselling services. Like other studies cost, sexual/gender identity and under-
standing of LGBT issues were the important considerations for clients in accessing counselling (Dunlop, 2007). Mental health 
service use specifically by transgender people in a recent study was particularly high, with 47% accessing counselling, psy-
chology or psychiatrist services (Pitts, Couch, Croy, Mitchell, and Mulcare, 2009)

Lack of services and service models
A fundamental issue is the population-based funding and resourcing of mental health & related services for LGBT communi-
ties. Economic rationalisation of the Australian public sector has meant considerable restriction in the provision for mental 
health services for LGBT communities. Current service provision largely consists of dedicated counselling services based in 
some large population cities LGBT centers or AIDS councils, voluntary run LGBT phone counselling services in most major 
cities, some user-led self help groups and a range of private, fee-for-service psychologists, psychiatrists and counsellors who 
specialise or part-specialise in LGBT mental health. 

There is a distinct lack specialised projects or services within many LGBT community center’s despite the overwhelming evi-
dence for need and cost being a major access barrier. There is a bias towards services and service models that are treatment 
or support oriented which reinforce the old associations between same sex attraction and madness and abnormality. In 
particular, there has been little development of early intervention and prevention programs, LGBT community-based men-
tal health promotion approaches or services to improve identification, referral and treatment of LGBT people between the 
communities and the broader public mental health system. LGBT communities in rural or remote locations and for younger 
and older people are generally very underserviced and these gaps magnify , creating particularly urgent need. The design of 
programs should consider the cultural & social construction of mental health and illness within LGBT communities and sub-
cultures, for example use informal, non-stigmatising approaches to maximise access (Farrington, 2007).

Until recently, there have been few good practise resources or guidelines developed for working with LGBT clients in mental 
health and relates services. Recent developments of such resources within Australia for mental health and related service pro-
fessionals now include those created for psychologists and counsellors (APS, 2002. 2009), medical practitioners and lesbian 
health (AMA, 2002) and for transgender people. General guidelines for culturally inclusive practices for health and welfare 
services, including mental health and drug/alcohol services, have been recently developed in Victoria and Queensland 
(MACGLBTIHW, 2009, QAHC, 2008). 
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4. Research and Consultation Methodologies
The project employed a multi-method, triangulated design supported by a research reference group which comprised mem-
bers of the LGBT communities, researchers in LGBT issues and the related health and services areas and service providers. The 
project attempted to balance a community needs analysis and consultation process with a flexible quantitative and qualita-
tive research design.

The reference group identified the scope and implementation of the study parameters by focusing on answering five key 
questions the study should address. These were: 

 › What are the mental health/ATOD issues LGBT people have?  How do these compare with the general population? 

 › Why do LGBT people have mental health/ATOD issues? 

 › What is the experience of LGBT people in using or attempting to use current mental health/ATOD services? 

 › What information, support and/or other services do LGBT people (including family and friends) need and desire relating 
to their mental health/ATOD use (or reasons for ill health)? 

Three extra questions were included in the project depending on time and resources:

 › What are the differences for lesbian, gay, bisexual and transgendered people? 

 › What are the differences for young, older people, Aboriginals and Islander people and culturally and linguistically 
diverse people? 

 › What are the differences for people living in towns/cities, regional and rural areas? 

The project developed a collaborative research partnership with the University of Queensland School of Psychology support-
ing an honours research project investigating health communication and sexual and gender identity in mental health and 
ATOD service-providers. This project used data gathered from the service-provider’s survey and data obtained from a second 
online survey, specifically designed for the honours project.

Qualitative methodologies included a range of methods to identify key informants for focus groups and in-depth interviews. 
This included snowball sampling through established networks or ‘tribes’ of friends across different Queensland geographical 
regions, purposive sampling using community members attending specific community service projects/programs, and tar-
geted critical case studies. This included community members with experiences of the issues and of services. 

Insider ethnography was the chief methodology for the community and some of the service-provider research. Dinner par-
ties were developed in the project as the chief focus group technique for communities using established circles of friends 
within a particular sub-culture or ‘tribe’ identified by ethnographic mapping of the Queensland LGBT communities.  This 
approach enabled in-depth, informal discussion of the sensitive topics within an established circle of close friends in a posi-
tive and relaxed social environment in a semi-structured manner. A fixed range of specific question probes were used to 
ensure the groups addressed the core project questions while allowing maximum flexibility to explore broader themes and 
spontaneous issues in more depth. Participants were provided an allowance to ‘run’ their own dinner party within their own 
circle of friends. Informed consent was provided and all party conversations were recorded with a sensitive digital micro-
recorder. Conversations were later transcribed by professional transcribers outside of the LGBT community with signed 
release forms to ensure confidentiality. Transcribed qualitative data was initially coded and sorted according to the five major 
and three minor questions of the project into major and minor themes. 

A basic grounded theory approach (Glasser & Strauss, 1966) was also used. This incorporated selective coding, memoing and 
sorting of the data to allow some generation of new hypotheses and observations and to integrate observations across the 
identified categories and themes. In addition, individual case studies were used as a method of analysis for regions, tribes 
and local LGBT communities. This was to provide an in-depth ethnographic analysis of local subcultures and their needs and 
issues, which was considered a strength of the study.

Quantitative methods used a purpose-designed, literature review informed online survey, operated through Survey Monkey 
software package. The survey incorporated a range of both purpose- designed items developed through the early qualitative 
work and existing validated instruments and rating scales with established psychometric properties. Due to potential hetero-
normative bias in research tools, the project especially sought to balance existing similar or comparable research projects/
tools addressing LGBT populations where possible. Existing instruments included the Global Self Esteem Scale, Kessler-10 
Psychological Distress Scale, the Perceived Level of Social Support Scale subscales, Global Well Being Scales and the WHO 
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Alcohol Use Disorders Identification Test (AUDIT). Several items were also selected from the ACON mental health and alcohol/
illicit drug LGBT community survey. 

This instrument was a similar, but more comprehensive survey developed by the National Drug and Alcohol Research Centre 
(NDARC) in New South Wales in partnership with the ACON drug/alcohol and mental health project. A small number of items 
were also selected and modified from a similar LGBT community study being conducted in the Republic of Ireland’s LGBT 
communities (Mayoch, Bryan, Carr & Kitching, 2009).                       

The survey incorporated cross-sectional and longitudinal items and included multiple response formats using a flow design, 
and took approximately 30–50 minutes to complete, dependent on responses. Initial preliminary focus group work also 
informed the development of some of the items. Sampling methodology used both clustering and a sample of convenience. 
The survey was launched online and the sampling design employed a range of strategies to maximise diverse representa-
tion across the LGBT communities. These included state-wide promotion through the LGBT media, through circles of friends, 
mailing electronically to representative and umbrella organisations in the LGBT field in Queensland and through their com-
munications channels, and promotion at LGBT events and through LGBT programs such as outreach. A sample window of 
three months was used, returning a survey response completion rate of 72%. 

Analysis
The survey data set missing data was treated conservatively with skipped responses on individual question items included in 
the calculation of analyses, resulting in conservative estimates. Survey data was descriptively analysed, comparing percent-
ages and cross-tabulations of percentages for categorical scale items, and medians were reported where there was significant 
skewness in the data for interval scale variables. Differences and patterns were identified and inferential statistical analysis 
was performed using non-parametric tests such as chi-square analyses for categorical data and Mann-Whitney U tests for 
interval data using the online statistical analysis software Graph Pad. Inadequate sample sizes for bisexual and transgender 
groups meant statistical power was only available for statistically meaningful gay and lesbian between-group differences. 
Only variables addressing the key project questions and their indicators between lesbian and gay between-group differenc-
es, regional/urban differences and differences between the three major age groups were examined for statistical significance.

Community samples
The qualitative and quantitative samples of the LGBT community were approximately balanced in both their respective sam-
ple sizes and in their demographic characteristics.

Qualitative: focus groups/dinner parties 
A diverse sample of key informants was drawn from 62 members of the LGBT communities from across Queensland. There 
were 29 males and 21 females (including gender queer and transgender females). There was a sample bias in gay men and 
lesbian women. 41% identified as gay men, 14% as lesbian, 30% as transgender, 3% as bisexual and 9% as gender queer. 61% 
of respondents were from urban and metropolitan Brisbane and 38% were from regional Queensland (22% from Cairns and 
16% from Townsville). The largest age range was 40–49 years (32%) followed by 20–29 years (24%), 30–39 years (16%), and 
15–24 years (12%). Older age ranges were less represented with only 8% of respondents in the 50–59 year age range and 
even less for 60–69 years (4%) and 70+ (2%) respectively. All were from Anglo-Australian cultural backgrounds with one gay 
man of Greek background and one of Italian background and one identifying as Sistergirl. One man was HIV-positive.

Quantitative: Online survey
229 respondents completed the online survey. There were 109 (47%) males and 89 (38%) females.  37% identified as gay 
men, 27% as lesbian, 6% as transgender, 10% as bisexual, 4% as gender queer and 2% as queer. 55% of respondents were 
from urban and metropolitan Brisbane, 28% were from regional Queensland and 10% were from rural locations. 

Half of the sample was employed full-time (49%) with 17% employed on a casual basis and 6% working part-time. Nearly a 
quarter (20%) were unemployed. 86% were Anglo-Australian and 8% identified as being culturally or linguistically diverse. 
The major cultures (3%) represented were broadly of the Asia-Pacific countries including India, Korea, Japan, The Philippines, 
Pacific Islands and Sri Lanka, followed by Europe (2%) (Italian, Spanish, Finnish) and a variety of other countries such as 
Hispanic and African. Only 2% identified as Indigenous Australian. 
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The sample was highly educated – over half had university-level education. 25% had completed an undergraduate degree 
with 2% currently completing one and 21% had completed a postgraduate degree and 19% had completed a diploma or cer-
tificate. 10% had not completed school and 13% had completed their HSC at high school. 

The sample was currently employed across a diverse range of occupations – community services (15%), medical/health 
(13%), sales and marketing (10%), hospitality (6%), administration (6%), computing/information technology (6%), professions, 
i.e. accountant, doctor, lawyer (5%), creative industries (4%) and childcare (3%). Construction, manufacturing, sport and finan-
cial services all represented 1% or less. 2% were retired and 3% were students currently studying. 

The median income bracket was $40,999–$59,000 (23%), followed by $20,999–$39,000 (16%), and $9,999–$19,000 (15%). 
For high income brackets, 11% earned $80,999–99,000, 7% $100,000–$199,999 and 4% $200,000–$299,999 and 1% above 
$300,000 per year.  Overall, around one-quarter (27%) earned $19,000 or less. 

The largest age range was 40–49 years (32%) followed by 20–29 years (24%), 30–39 years (16%), and 15–24 years (12%). Older 
age ranges were less represented with only 8% of respondents in the 50–59 year age range and even less for 60–69 years 
(4%) and 70+ (2%) respectively. Nearly a quarter (21%) of the sample were parents.

Service Providers

Qualitative: Focus groups
21 key informants participated in the service-provider consultation and research focus groups and in-depth interviews. 
Informants worked in the Queensland public mental health and ATOD services, as well as in dual/multi-roles across these and 
other services such as homelessness services, Indigenous services and forensic and youth services, particularly in regional 
areas. Key informants were identified through several avenues. This included through personal and professional social net-
works known to one of the researchers; by identifying key project collaborators via the reference group to source providers; 
as well as from respondents to project advertising through websites, emails and other forms of service organisation com-
munications networks. This occurred throughout major cities and regional towns across Queensland. 56% of the respondents 
were female and 43% were male. 75% identified as heterosexual, with one gay man, one lesbian woman and two respond-
ents who were unsure of their sexuality. The sample was distributed across age with 31% 20–29 years, 18% 30–39 years, 31% 
40–49 years and 18% between 50–59 years of age. 62% worked in ATOD services, 31% in mental health services and 2% 
worked in both. 56% worked in the government sector and 43% worked in the community sector. Service providers were 
diverse in their professional training and current professional role. They included psychologists, social workers, occupational 
therapists, mental health workers, clinical nurses, forensic/drug court workers, case workers/counsellors, needle and syringe 
and general ATOD workers, youth workers in regional areas who worked across both mental health ATOD and young people’s 
services as well as Indigenous and homelessness services.

Quantitative: Survey
141 respondents were drawn as a sample of convenience from a group of mental health and ATOD service-providers 
voluntarily attending an LGBT cultural-inclusive practice training program at the coordinating agency – the Queensland 
Association for Healthy Communities, Queensland’s LGBT community-based organisation. 75% of the respondents were 
female and 33% were male and the rest identified as transgender. The mean age of the group was 41 years (standard devia-
tion=7.71 years). The most frequently reported range (29%) was 33–45 years followed by 45–55 years (28%). In terms of 
sexuality, 81% of respondents identified themselves as heterosexual, 8% of respondents identified as lesbian, 6% of respond-
ents identified as gay and 2.8% of respondents identified as bisexual. 

As a measure of LGBT cultural familiarity and potential homophobia, participants were asked a range of questions regard-
ing their relationships to LGBT culture and LGBT people in their lives. 87.9% of respondents reported having attended a gay/
lesbian/bisexual/transgender event or venue and 11.3% reported not having attended an LGBT event. Of those who reported 
having attended a LGBT event, events at clubs were the most frequently reported category. Respondents were also asked to 
describe if they personally knew anyone who was LGBT and to describe the relationship(s). The majority knew at least one 
person, often a friend. In most cases, they knew several people, ranging from friends, work colleagues, family members and 
casual acquaintances.

Respondents were asked to report their highest level of educational attainment. The majority were educated at undergradu-
ate (32%) or postgraduate (43%) university level. Respondents were asked to identify their primary client groups. 42.6% of 
respondents cited adults as their primary client group, with an additional 25.5% of respondents nominating young people 
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as their primary client group. Other categories that received frequent mention were aboriginal clients and clients with a 
disability. Most respondents (80%) reported working within the government sector and 16% of respondents reported work-
ing for the non-government sector. Respondents in the study worked across a variety of settings. Alcohol and drug services 
were most frequently mentioned, with 47% of respondents reporting that they work in such a setting. An additional 36% of 
respondents reported working in a mental health setting. 13.5% of respondents reported working in settings that combine 
both drug/alcohol and mental health services. Respondents in the sample are employed in a wide variety of professional 
roles. The six most frequently nominated professions were psychologist (14%), mental health nurse (13%), case worker (12%), 
social worker (10%) and general nurse (8%). Other responses were spread thinly over an array of therapeutic and manage-
rial roles. On average, respondents have worked in their current role for 3.46 years and within their nominated profession for 
6.10 years.
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5. Mental Health and Wellbeing

Mental Health and Wellbeing Quantitative Results: 
LGBT Community
Responses are organised across the major questions and minor questions of the project.

What are the mental health and wellbeing issues LGBT people have 
in Queensland?

Mental illness and disability

Psychiatric disability 
A fifth (20%) of the community was currently formally diagnosed with a disability and a third (32%) currently received a pen-
sion in some form because of this disability.

The most common form of this disability was psychiatric. Of those that had any disability, 60% reported psychiatric disability 
and 26% reported a disability due to chronically disabling physical health condition (cancer, heart disease, rheumatoid arthri-
tis, HIV, or hepatitis C) followed by a learning disability (14%). 12% of lesbians had a diagnosed disability, compared to 25% 
of gay men. Of those lesbian women and gay men who identified as having a disability, 62% of disabilities were psychiatric in 
lesbian women and 75% were psychiatric in gay men. 

Psychiatric diagnosis and mental illness 
A diagnosis in life by a mental health professional of depression (35%) and anxiety problems or disorders (18%) were the 
most common illnesses diagnosed, followed by panic attacks/disorder (11%), eating disorders (10%), post-traumatic stress/
disorder (8%) and substance use problems/disorder (7%). 

Psychological distress (Kessler-10 Scale)
Almost half (43%) of the LGBT respondents showed high levels of psychological distress on the Kessler-10 psychological dis-
tress scale (a score 22+). 21% showed scores that were very high (a score of 30+).

Self-harm
Over a third of respondents (36%) reported self-harming in their life and almost a quarter (22%) had harmed in the last 12 
months. The most common frequency of harming in the last 12 months was on a rarely to monthly basis (17%).

Suicidal thinking
A third (33%) of respondents reported having thoughts about committing suicide in the last 12 months. 14% reported hav-
ing these thoughts ‘rarely’, 12% ‘sometimes’ and 3% ‘often’.

Attempted suicide – used means not medians as in all for suicide 
Over a quarter (26%) of respondents had attempted suicide in their life. Nearly a fifth (18%) had attempted suicide on more 
than one occasion.

Friends who had attempted suicide
Over half of the respondents (42%) had known of an LGBT friend who had also attempted suicide at some point in their life. A 
third (30%) had several friends who had attempted to take their own life.
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Wellbeing and resiliency

Happiness and satisfaction with life.
Wellbeing was measured using an instrument that measured levels of general happiness and life satisfaction on scale of 
0–10.  The median score on both dimensions was 7/10, representing self- assessed above average happiness and satisfaction.

Self-esteem 
The majority of respondents viewed themselves with average to lower self-esteem. Collectively, over half (57%) of the 
respondents reported themselves as having self-esteem that was average to weak. Nearly a quarter (23%) of people reported 
that they did not agree that they were a person with good self-esteem. The largest response (33%) reported only ‘somewhat 
agreeing’ that they were a person with good self-esteem. 

Wellbeing, resiliency and coping  
Respondents overwhelmingly identified social support factors as the important things in their life for maintaining their posi-
tive mental health and as being important in helping getting through life difficulties and problems. The five most important 
things were partners (the most), friends and family as well as creativity/doing creative things (especially social and music), 
exercise/lifestyle and work. The place of friends and social activities with friends in the community and creative activities 
(theatre, choir, performance, movies, parties etc.) featured strongly as factors that maintained people’s wellness and positive 
mental health.

Coping with homophobia
Respondents were asked how they coped positively with experiences of homophobia in their lives.  They identified a variety 
of supports and personal strategies. Friends, especially LGBT ones, the LGBT community and its groups/resources and family 
were specifically used the most to help cope and positively deal with experiences of homophobia, as was using their intrinsic 
sense of pride, acceptance and normality of their identity. 

Friends and their support, especially from other LGBT friends, was by far the most common response (39%). Turning to the 
‘LGBT community’ was the second most common form of support/coping for dealing with homophobia (13%) – described  as 
‘the community’ (7%) or specifically as LGBT ‘organisations/groups’ (5%) such as LGBT community organisations and groups, 
LGBT youth groups etc. Family and family support was third (11%). Professionals such as counsellors, psychologists, psy-
chiatrists and alternative practitioners/therapists were used by 9% of respondents. The most common professionals were 
counsellors followed by psychologists/psychiatrists. Partners and their support was noted by 7% of respondents. 

Respondents also identified a range of positive and negative personal skills, strategies and approaches to deal with homo-
phobia. The most common of the positive strategies was ‘pride and strength’ (13%) (identifying and using their positive sense 
of self, identity and acceptance, not defining themselves by their sexuality, remembering their intrinsic sense of self worth 
etc.) as a way of proactively psychologically defending themselves against the effects of homophobia. ‘Reframing the issue’ 
(5%) as the ‘other homophobic person’s problem and limitation’ was the second most common personal strategy, equal 
with ‘ignoring it and not letting it affect you’ (5%). ‘Active reprisals’ (actively addressing the issue through legal action, using 
laws, directing verbal abuse back) was the fourth most common (3%), followed by ‘pre-empting’  (2%) (actively thinking and 
problem solving to avoid homophobic situations or people in the future, being selective in who you come out to etc.) and 
information seeking (2%).

Finally, a small number of respondents mentioned using used passive negative strategies such as drug use (2%), retreating 
from life and accepting inequalities etc. (3%).

Why do LGBT people have mental health issues and what are 
their causes? 

Social exclusion because of homophobia
25% of LGBT respondents experienced social exclusion at some point in their life in work, education, or accommodation.
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Religious conflict
The majority of respondents (57%) did currently practice or hold a religion. Of those that did, a fifth (20%) felt some form of 
conflict or confusion between practising their religion and its values and being lesbian gay, bisexual or transgender.

Dysfunctional relationships
20%  reported relationship issues was a main reason for seeking professional help and 16% reported problems with develop-
ing intimacy in a same sex relationship. 5% of the LGBT respondents reported domestic violence in a same sex relationship.

Mental health stigma 
Perceptions of mental health stigma and fear in the communities were mixed. 18% agreed that, as a community, they were 
able to talk openly and honestly about their own mental health issues and illness in the LGBT communities without fear or 
stigma.  20% were not sure and 27% disagreed, agreeing that stigma was an active barrier in the communities.

Profiles of homophobia and hetero-normativity
Homophobia and hetero-sexism were reported across a diverse range of contexts across the lifespan.

Coming out was identified as the time when the most homophobia occurred in life (40%), followed by general verbal abuse 
or harassment and/or repeated exposure to negative comments or beliefs being the most common form of homophobia 
experienced (31%). Other major forms of homophobia included not having your relationship with your partner accepted by 
important others such as your friends, family, work colleagues, service providers or government agencies (26%); discrimina-
tion or bullying at school, college or university (26%); being forcibly ‘outed’ by someone without your consent or control 
(28%); self-censoring and/or constantly having to hide your sexuality or gender identity most of the time (25%); being threat-
ened with physical violence; and rejection by friends or family (23%). Respondents also identified hetero-normative pressures 
and being under-represented in mainstream Australian society as a major issue (25%). 

Mental health, alcohol, tobacco and other drugs use and homophobia
Half of respondents (48%) felt that these experiences had significantly impacted their mental health at the time or at some 
point later on. 

A quarter of respondents (25%) used alcohol, tobacco or other drugs more or differently after a homophobic experience.  
Alcohol was the most common drug used (72%), followed by tobacco (30%), cannabis (27%), speed (13%), benzodiazepines 
(11%) and ecstasy (8%), with minor use of some other illicits such as cocaine and heroin.  Poly-drug use was most common 
(50%). The most common forms of poly-drug use were alcohol and tobacco (22%), alcohol and other illicit drugs (16%) and 
alcohol and cannabis (11%).

Discrimination and prejudice within LGBT communities
Ageism (16%) and mental illness discrimination (12%) were the most common forms of discrimination experienced within 
the communities. Discrimination or negative reactions to bisexual people because of their bisexuality was also evident (8%) 
as was discrimination due to illicit drug use (8%) and having a disability (7%).

Cultural and media pressures of stereotyping
Over a third of respondents (37%) felt they experienced pressure or stress from expectations in stereotypes created by the 
media about how an LGBT person ‘should be or look like’. This pressure was experienced as ‘very’ to ‘extremely’ by a quarter of 
respondents and experienced ‘moderately’ by 15% of respondents. It was experienced equally from both the general media 
and the LGBT media. Gay men (53%) felt this pressure more than lesbians (31%).
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Use of social networking sites
Nearly two-thirds (60%) of respondents used social networking sites. The most frequent amount of use was between 1–2 
hours (20%) and 5–8 hours per week (20%). A significant number (13%) used sites more than 15 hours per week. 11% of peo-
ple answered that using a social networking site had negatively affected or created real problems in an intimate relationship 
with a regular partner. 

What are the cultural differences in attitudes towards mental health in 
the LGBT communities?

Lesbian, gay or bisexual
Nearly half (40%) of the LGBT community felt that lesbian, gay and bisexual people are as mentally healthy as the rest of the 
population. A quarter (23%) did not agree and felt that LGB people were more unhealthy, while 10% were unsure. 

Transgender
Community perceptions of transgender people’s issues differed and were more divided. A quarter (24%) agreed that trans-
gender people were as mentally healthy as the rest of the population, while another quarter disagreed and another quarter 
(20%) were unsure.

Stigma and mental illness
Perception of the level of existing stigma in the LGBT communities was strong. Only 17% agreed that LGBT people can cur-
rently talk openly and honestly about their own mental health issues and illness in the LGBT communities without fear or 
stigma. Another third (33%) disagreed, while a quarter (23%) were unsure. 

What is the experience of LGBT people in using or attempting to use 
current mental health services?

Accessing services and service barriers
Concerns about mental health and wellbeing were the most common, compared to concerns about alcohol, illicit drug use 
or smoking. In the last 12 months, half of respondents (50%) or their friends and/or relatives had experienced real concerns 
or worries about their mental health and emotional wellbeing. Only one-third (30%) had experienced similar concerns about 
their drug, alcohol or tobacco use or issues relating to it. 

A significant proportion of people with health concerns did not access services. Of those who had either mental health or 
ATOD concerns in the last 12 months, only 30% had accessed either of the services for help.

Mental health services were the most accessed. Few people accessed services for alcohol, drug or smoking concerns. 
Most (30%) people had approached a service for their mental health and wellbeing compared to only 3% for drug/alcohol 
concerns.

Mental health service use was regular compared to ATOD service access.

Most people (24%) went to a service for their mental health and wellbeing on a ‘monthly’ or ‘once to a few times’ basis.  For 
drug, alcohol or smoking concerns, respondents went rarely, going ‘only once’ or ‘once to a few times’ (8%). 
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Which services were accessed 
Private psychologists or psychiatrists (41%) and general practitioners (40%) were the most commonly accessed services for 
mental health and wellbeing concerns, followed by counselling services (14%). Respondents often accessed a combination of 
a GP, private psychologist/psychiatrist or counsellor, most often a GP and private psychologist/psychiatrist. 

The local GP was the main and largely sole service accessed when there were concerns about drug, alcohol or tobacco issues.

Main reason for seeking help 
Depression (54%) and stress (49%) were the main reasons for seeking help, followed by anxiety (39%), low self-esteem/feel-
ing of self worth (34%), thinking or attempting suicide (25%), sleeping problems and isolation/loneliness (24%). Other less 
frequent main issues included family issues, relationship issues, obesity and body image, and problems with smoking.

Service satisfaction 
Of the people who accessed a service for their mental health and wellbeing concerns, less than half (44%) were completely 
satisfied with the help they received. Complete satisfaction was even lower (35%) for services people approached for their 
drug, alcohol or smoking concerns. 

Experiences related to sexual and gender identity
People experienced a range of different homophobic and particularly hetero-normative experiences when they did access 
services. The main reason was 1) lack of knowledge of LGBT issues, followed by 2) feeling generally unsafe or uncomfortable 
about disclosing their sexuality/gender identity, 3) lack of awareness that LGBT people exist in the community and finally 4) 
lack of acceptance of LGBT people. 

Homophobic or hetero-normative services 
Most negative experiences occurred in local general practices and counselling services, followed by public mental health 
services and hospital accident and emergency departments for people with mental health and wellbeing concerns, and less 
with psychiatrists/psychologists.  For people accessing services for drug and alcohol issues, most of these negative experi-
ences occurred in local general practices but also telephone counselling services, assessment and referral services and 
pharmacotherapy services.  

Other access barriers
When people had concerns, but did not access a service, their major reasons were 1) the belief that they should be able to 
look after themselves and 2) the cost and affordability of the service. Other issues included 3) experiencing isolation/social 
withdrawal and mistrust of others and 4) concerns of service having prejudice or discriminatory attitudes/behaviours towards 
LGBT people. 

Type and effectiveness of services 
Counselling was a common type of intervention or therapy received – almost half (45%) of the respondents had sought 
counselling in some form in their life. This was followed by cognitive behaviour therapy and stress management and alterna-
tive practices such as tai chi, yoga etc., as well as solution-focused therapies and expressive/arts therapies.  While counselling 
and CBT were commonly used, they were found therapeutically helpful in less than 50% of cases. Respondents considered 
that alternative practices had provided them with the most actual help, followed by expressive therapies and solution-
focused therapy. 
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Psychiatric medication use 
Over a third of the respondents had been prescribed medication for depression (36%) and anxiety (30%) at some point in 
their life. 3% had been prescribed anti-psychosis medications for psychosis and 2% had received electroconvulsive shock 
therapy. 

LGBT-specific needs and current service-provider responsiveness 
Respondents overwhelmingly felt that LGBT people had specific issues that needed to be taken into account in providing 
effective mental health/ATOD services – over two-thirds believed this (62%). Furthermore, over half (56%) felt that it was 
important having LGBT people provide these services to LGBT communities. 

LGBT communities felt there was a clear lack of understanding in their experiences of using services. Over a third (38%) felt 
that service providers in mental health and ATOD services did not understand the specific needs of LGBT people, and a third 
were still not sure (31%). It was felt a significant proportion of these services were not currently meeting those needs. A third 
felt their needs were not currently being met in service provision (30%), while another third (32%) could not say with clarity. 
Lesbian women and transgender people on average felt these service gaps the most. 

Importance of inclusiveness in sexual and gender identity
Overall, the LGBT respondents felt that inclusiveness, as reflected in providers asking them about their sexual and gender 
identity, was essential. Over half (53%) felt that it was important to very important to be asked about their sexual orientation 
or gender identity by a mental health/ATOD service-provider and were comfortable being asking this information. Lesbian 
women felt most strongly about the importance of being asked, while bisexual people felt the least strongly – only 25% were 
comfortable and 56% felt it was important.

How can mental health and drug and alcohol services be improved to 
better meet the needs of the LGBT community in Queensland?
The LGBT respondents overwhelmingly responded that the greatest priority was more funding/resourcing to create new 
services. The services most desired were those that should work in the community, which would provide education, com-
munity development and awareness-raising of information and issues, and where help and support could be obtained across 
social circles and through friendships which was often lacking. These were seen as the most effective ways of combating the 
lack of information, isolation and the impact of homophobia in people’s lives. The development of services to work earlier 
in people’s lives, especially with younger people at risk of homophobia in schools, and creating regional social, support and 
information services were also highlighted.

Specific activities that the community identified as most needed were:

 › the provision of non-scene drug and alcohol free social events and spaces 

 › arts and cultural activities, particularly if they help with people’s lives, careers and personal interests

 › approaches that raise awareness of and challenge mental health stigma and encourage community support and support 
help-seeking   

 › peer education – specifically for drug and alcohol issues 

 › internet-based or online services such as counselling and information

 › some marketing and information provision in the media but which is not stereotyping of people’s sexual or 
gender identity 

Training and organisational change
The second priority the community identified was the need for training, and creating organisational change in health profes-
sionals and a broader range of organisations in being more culturally aware, sensitive and inclusive in their practice towards 
both LGBT people and their specific needs and issues.
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Employing LGBT mental health and ATOD service-providers
The third priority the community identified was the specific employment of LGBT staff in mainstream services because of 
their greater sensitivity, awareness and understanding of the issues. Accessibility to appropriate help and information was 
identified as a significant issue for the community, with cost and affordability a major barrier as well as stigma and reluctance 
to seek help.

Information access and needs
LGBT people identified a preference for a diverse range of sources for obtaining information and resources for their mental 
health and ATOD needs. LGBT media and health promotion activities (45%) and general practitioners (40%) were the most 
preferred sources, with general information sources, i.e. phone services/websites (32%) and social and arts events to pro-
mote/raise awareness of these issues, also important (27%). While overall there were little differences between LGBT people 
in their preferred sources, lesbian women showed more preference for general community health centres as a source (30%) 
compared to gay men (16%). Bisexual people showed less preference for general practitioners (30%) and LGBT media and 
health promotion events (34%).

What information, support and/or other services do LGBT people 
including family and friends need relating to their mental health or 
reasons for ill health?

Protective factors 

Attachment and sense of belonging to an LGBT community
Sense of attachment and belonging to an LGBT community was moderate. One-third of the community sample (30%) had 
little or no sense of attachment and belonging. Half (54%) had a weak to average sense of being connected to and part of a 
lesbian, gay, bisexual, transgender community. Only 17% of respondents described their sense of attachment as strong.

Relationship status and quality of and support in the relationship
Relationships were common. Half (49%) of the respondents were in a regular relationship. Of those in a relationship, 87% 
reported being satisfied in the relationship, feeling happy and emotionally supported.

Contact with friends 
Weekly contact was the most common frequency of contact, with over a third (31%) of the sample seeing their friends on a 
weekly basis.  Half of respondents (53%) generally had between daily or weekly contact. 

Different sources of support during experiences of mental health or ATOD issues

LGBT and straight friends were the most common source of support (21%) during experiences of mental health or ATOD 
problems, followed by partners (18%), pets (11%) and family (11%).

Perceptions of community support for people with mental health/ATOD needs
Perceptions of community support were divided, but generally not strong. A quarter (24%) of respondents agreed that the 
LGBT community is supportive to other LGBT people who have mental health issues or have a mental illness. A quarter was 
unsure (27%), while 17% disagreed.

Strength of social support from friends and family when needing help/support 
Over two-thirds of respondents (70%) agreed to very strongly agreed that they had support from their friends compared to 
their family (42%) during times of need/support or when help was needed to solve problems. 

Residential living 
Over half the sample (55%) lived in urban locations, compared to regional (28%) and rural locales (10%).
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Self-esteem 
Self-esteem was average to strong. Half the sample (52%) agreed to somewhat agreed that they saw themselves as a person 
with good self-esteem. 20% disagreed and 10% strongly agreed. 

Age of realising sexuality, coming out and staying in the closet.
Respondents’ average age of realising their sexuality/gender identity was 15.5 years and their average age of actually coming 
out was 18.5 years. This reflects a significant amount of time (3 years) in a mental health risk context for suicide.  The median 
time spent ‘in the closet’ was 2 years for lesbians and 7 years for gay men. 

Health knowledge and health literacy  
The respondents generally felt they had good to extremely good knowledge and understanding of mental health and well-
being, tobacco use and especially alcohol use. Their knowledge and awareness was relatively lower for illicit and party drugs.

Mental health and wellbeing knowledge
The majority of respondents (65%) described their level of knowledge about mental health and wellbeing as ‘good’ (32%) to 
‘extremely good’ (32%). 

Knowledge of alcohol use
The majority of respondents (76%) described their levels of understanding and knowledge about alcohol use as ‘good’ (39%) 
and ‘extremely good’ (29%). 

Knowledge of tobacco use
The majority of respondents (66%) described their levels of understanding and knowledge about tobacco use as ‘good’ (37%) 
and ‘extremely good’ (33%). 

Knowledge of illicit and party drugs
Knowledge and understanding of illicit and party drugs was lower than alcohol and tobacco. The majority of respondents 
(51%) described their levels of understanding and knowledge about illicit and party drugs as ‘good’ (27%) and ‘extremely 
good’ (23%). 

What are the relationships between mental health and the use of 
alcohol, tobacco and other drugs?

Co-morbidity, dual diagnosis and service provision
Mental health concerns were a major factor in causing drug/alcohol issues. Service provision for co-existing concerns about 
mental health and drug alcohol issues was not holistic and was uncoordinated. Dual diagnosis or having treatment/care for 
both a mental health and a drug/alcohol problem was rare, occurring in only 10% of respondents. Service providers, howev-
er, reported that nearly half (46%) of their LGBT clients did have a dual diagnosis or co-morbidity, while over a quarter (25%) 
were unsure. 

When respondents had experienced such issues, they mostly felt that their mental health issues occurred first and were also 
the cause of their drug and alcohol issues. When respondents had sought help for both mental health and drug/alcohol 
problems, they also usually accessed different services rather than getting help at the same service for both issues.

Drug and alcohol use was also a cause of mental health problems. Alcohol had caused the most issues for people, followed 
by amphetamines and cannabis. While most respondents were aware that amphetamines can cause mental health issues 
such as psychosis, there was less awareness about the impact of cannabis and alcohol. 3% of respondents had used crystal, 
ice or speed specifically to help their mood when they had experienced depression.
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What are the differences between LGBT people?

Illness indicators: lesbian, gay, bisexual, transgender differences

Self-harm
47% of lesbian women attempted self-harm in their life which was significantly more than gay men (31%) (x2=6.93, P<0.001). 
28% of Lesbians had attempted self-harm in the last 12 months compared to 16% for gay men. 

Suicide

Attempted suicide in life
Significantly more lesbians (68%) had attempted suicide in their life than gay men (25%) (x2=27.47, p<0.001). 

Repeated attempted suicide in life
Lesbians (28%) had attempted suicide on more than one occasion in their life more than gay men (17%). 

Suicidal thinking
Paradoxically, lesbians had suicidal thoughts the least (28%) compared to gay men (40%).

Experience of friends who had attempted suicide
Lesbians had experienced a greater number (31%) of between 3–10 friends who had attempted suicide than gay men (13%).

Lifetime psychiatric diagnoses 

Depression
Diagnosed lifetime depression did not differ significantly between lesbians (40%) and gay men (35%).

Anxiety 
Diagnosis of anxiety disorders/problems was similar between lesbians (22%) and gay men (20%). 

Eating disorders
Eating disorders/problems were significantly greater in lesbians (17%) compared to gay men (5%) (x2=8.47, P<0.001).

Post-traumatic stress disorder
Post-traumatic stress disorder was more common in lesbians (15%) than gay men (8%).

Substance abuse problems
Substance abuse problems were greater in lesbians (11%) compared to gay men (6%), but not significantly.

Presence of psychosis and diagnosis of psychosis (schizophrenia, drug-induced psychosis, other psychosis)

Gay men showed a higher level of symptoms of psychosis (12%) compared to lesbian women (7%) on one measure of psy-
chosis, but less on another (20% and 18% respectively). There were small  differences in the diagnosis of psychosis; gay men 
experienced a diagnosis of drug-induced psychosis (2%) and schizophrenia (1%) compared to lesbian women (0%). Lesbian 
and gay men were equivalent on other forms of psychosis (3% respectively).

Current levels of psychological distress – Kessler-10 instrument (K-10)

There were no significant differences in current level of psychological distress between lesbian woman (40%) and gay men 
(42%). 
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Social exclusion
There were no significant differences in lifetime experiences of social exclusion (work, education, accommodation) from 
homophobia between lesbians (26%) and gay men (27%).

Dysfunctional relationships 
There were no significant differences in reported domestic violence in a relationship between lesbian women (6%) and gay 
men (4%).

Mental health stigma 
Lesbians were more undecided/not sure (30%) about the level of existing mental health stigma in the LGBT 

Levels of health knowledge   

Mental health and wellbeing 
Lesbians showed slightly better (good to extremely good) knowledge of mental health and wellbeing (47%) compared to gay 
men (35% good knowledge).

Alcohol
Good knowledge of alcohol was similar for lesbians (41%) and gay men (41%). 

Tobacco
Knowledge of tobacco was extremely good and slightly stronger in lesbians (41%) than gay men (34%).

Illicit drugs
Knowledge of illicit drugs was good and comparable across lesbians (33%), gay men (39%) and bisexuals (39%) but quite less 
in transgender people (42% limited knowledge).

Profiles of homophobia
Lifetime experiences of homophobia were approximately similar between lesbians and gay men, averaging between 
20 to 50%. 

Gay men experienced more violence and threats of violence (22% vs 19%  and 33% vs 14%), were more pressured from self-
censoring (32% vs 22%) and experienced more loss of friends (28% vs 19%). Gay men also reported more bullying (33% vs 
19%) at school than lesbians, which approached being significantly greater (x2=3.75, P=0.052). 

Lesbians’ experiences of homophobia were greater in the areas of legal inequalities (28% vs 17%), lack of legal  recognition/
support of their relationships, which approached significance (P=0.09) (39% vs 27%), and homophobia experienced during 
coming out (49% vs 40%). 

Mental health and ATOD use and homophobia
Over half (54%) of gay men and 46% of lesbians felt that their homophobic experiences had affected their mental health and 
wellbeing at the time or later on.  A third (27%) of gay men and lesbians (33%) felt they had used alcohol, tobacco or other 
drugs more or differently after these experiences(s).  

Discrimination and prejudice within LGBT communities
Gay men experienced more ageism (26%) and disability discrimination (13%) within the communities than lesbians 
(9% and 1%).  
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Pressures of stereotyping to look or be a certain way
Gay men experienced more pressure from stereotyping (45%) compared to lesbians (28%) and felt more pressure (very to 
extremely) from the LGBT media (26%) than lesbians (10%).

Delays between realising sexuality, coming out and staying in the closet
There was no significant difference in the age lesbians (15 years) and gay men (14 years) realised their sexuality. Median age 
of coming out for lesbians was 19 years and 18 years for gay men. However, gay men spent significantly more time ‘in the 
closet’ (7 years) compared to lesbians (2 years) (U=2642.5, P=0.001).

Happiness and satisfaction with life
Happiness and life satisfaction scales did not differ significantly between gay men and lesbians. The median score for hap-
piness was 8 for lesbians and 7 for gay men. Satisfaction with life scores for lesbians were a median of 7, and for gay men a 
median of 8.

Attachment and sense of belonging to LGBT community
Sense of attachment and belonging (‘rarely’ to ‘somewhat’) to an LGBT community was moderate and similar for gay men 
(56%) and lesbians (56%).

Relationship status and quality of relationship
Significantly more lesbians (70%) were in relationships than gay men (40%) (x2=12.85, p<0.00). 

Contact with friends 
Contact with friends was moderate to high for LGBT people with the greatest amount of contact being daily or weekly. Gay 
men (62%) and lesbians (57%) had similar levels. 

Different sources of support
Lesbians generally relied on other lesbians, and gay men relied on other gay men as their main source of support when they 
needed help. Partners (34%) and pets (20%) were used more by lesbians than gay men (12% and 5%), a fact influenced by 
the high number of lesbians in relationships. Lesbians had also used friends more (33% compared to 18% in gay men) for 
help with ATOD/mental health issues.

Perceptions of community support for people with mental health needs
Lesbian women agreed sightly more (25%) that LGBT communities were supportive, compared to gay men (16%), for people 
with mental health issues. 

Social support from friends when needing help/support
Level of support available from friends between lesbian women and gay men was similar and generally weak in strength.  
Levels of social support (mean % agree–strongly agree–very strongly agree) was between 68% for gay men and slightly 
higher for lesbian women (74%).
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Social support from family when needing help/support
Level of support available from the family between lesbian women and gay men was similar and weak in strength. Family 
support was greatest for lesbian women (53%) and less for gay men (38%).

Residential living 
There were no differences in living in urban or regional locations between lesbian women (58%) and gay men (53%).

Self-esteem 
44% of lesbian women ‘agreed’ they had good level of self-esteem (agreed–strongly agreed) compared to 35% in gay men.    

Regional and urban differences in LGBT communities
The major differences in mental illness indicators between regional and urban LGBT people was in the diagnosis of substance 
abuse problems (12% vs 7%), and particularly attempted suicide in life. 63% of regional LGBT people had attempted suicide 
at some point in life, compared to 27% in urban areas. This was a highly significant difference (x2=22.30, P<0.001). Regional 
LGBT people also repeatedly attempted suicide much more often – 49% in regional areas compared to 18% in the cities. 
Regional LGBT people had attempted suicide more times – 3.33 times on average, compared to 1.87 times for people living in 
the cities.

Despite these higher levels of illness, regional communities agreed more strongly that LGBT (52%) people and transgender 
people (38%) were as mentally healthy as the rest of the general community, compared to urban communities (35% and 21% 
respectively). 

Regional LGBT people were slightly less in relationships (46% vs 57%) than urban LGBT people. They also had slightly less reg-
ular contact with their LGBT friends (53% vs 61%) on a daily–weekly basis. While the level of concern about issues was similar 
in the last 12 months, LGBT people in regional areas also sought professional help from services less (30% vs 41%). Regional 
communities agreed more (35%) that LGBT communities were supportive than urban communities did (21%) for people with 
mental health issues. Regional communities also disagreed more strongly that they could be open and honest in being able 
to discuss these issues (30%) compared to urban communities (11%), suggesting a more supportive community but greater 
stigma. 

There were no differences in the rates of experiences of sexuality/sexual identity related social exclusion between urban and 
regional LGBT people. However, regional LGBT people experienced certain forms of homophobia more than urban people. 
These related to being open about their identity and feeling safe – including greater threats of violence (45% vs 26%), the 
threat of being outed (21% vs 11%) and more hetero-normative pressures (32% vs 24%) presumably due to less visible and 
developed LGBT culture.

Age differences
Restriction of age variation in the sample meant meaningful comparisons between age groups was restricted to the age 
ranges of 20–29, 30–39 and 40–49 years. 

Depression
Depression appeared more common in mid-career and in later life. Lifetime diagnosis of depression was almost significantly 
smaller in the 20–29 age group (23%), when compared to the 30–39 age range (47%) (x2=3.18, P=0.07)  and was significantly 
lower when compared to the 50–70 years age group (55%) (x2=4.74, P=0.02). 

Self-harm
Self-harm was greatest in early and early mid-life, but decreased with age. Self-harm was greater in the 20–29 age group 
(41%) compared to the 40–49 years age group (27%) and significantly greater in the 30–39 age group (45%) compared to the 
40–49 years age group (27%) (x2=4.47, P=0.03).   There were no significant differences between the 40–49 age range (27%) 
and 50–70 years (35%).
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Suicide
The percentage of LGBT people who attempted suicide was quite consistent across all age ranges (28%, 26%, 26% and 22% 
respectively), but the number of times suicide was attempted more than once,  was much higher in younger people (23%) 
compared to 14–17% in the other age ranges.

Access and experience of services: lesbian, gay, bisexual, transgender 
differences
Concerns over mental health were much greater than concerns about alcohol, tobacco and other drug use/issues in the com-
munities. These mental health concerns in the last 12 months were equal between lesbian women (39%) and gay men (41%).

Concerns about ATOD issues in the last 12 months were also equal between lesbian women (25%) and gay men (24%). For 
those who had mental health or ATOD concerns, lesbian women (39%) and gay men (41%) were similar. There was little dif-
ference between LGBT people with their satisfaction with services. Complete or somewhat satisfaction was below 20%.

Main/most common reason for accessing help in the last 12 months
There were few differences between LGBT people in the main reasons people sought help. However, for gay men, 27% had 
depression as the main/most common issue compared to lesbians (19%), and relationship issues were more common in les-
bians (12%) than gay men (6%), a fact contributed by the higher number of lesbian women in relationships in the study.

Accessing counselling
Counselling was accessed equally between gay men and lesbian women.

Medication use
Lesbian women used more anti-depressants in their life (49%) than gay men (35%), while use of anti-anxiety medication 
(both 31%) and anti-psychotic medication was the same (3%).

Parents
Parents showed a significantly greater level of diagnosed lifetime depression (49%), compared to the general sample (33%) 
(x2=3.76, p=0.05). The majority of parents were lesbian or bisexual women.

Relationship status and its relationship to wellbeing
Being in a relationship had a powerful effect on both wellbeing and illness. Happiness and satisfaction with life was greater in 
those in a current relationship (median score 8), compared to those who were currently single (median score 5 and 6 respec-
tively). These median differences were highly significant (p<0.005). 

Single respondents had more concerns in the last 12 months about their mental health and wellbeing (63%) compared to 
those in a relationship (47%). Diagnosed depression (19%) and anxiety (10%) in the last 12 months were also lower in those 
in relationships, compared to those who were single (27% and 20% respectively). 

Lifetime self-harm was also less for those in a relationship (35%) compared to those who were single (45%). Self-esteem 
was stronger for those in a relationship. 42% in relationships ‘agreed’ to ‘strongly agreed’ that they had good self-esteem, 
compared to 24% in respondents who were single. Those in relationships mainly sought help for depression, stress and rela-
tionship issues, while those who were single sought more help for loneliness/isolation and self-esteem issues. Almost twice 
as many respondents had received counselling in the last 12 months who were single (33%) compared to those in relation-
ships (18%). Significantly more regional lesbian women (13%) were in a relationship than regional gay men (8%) (x2=4.76, 
P<0.03).
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Mental Health and Wellbeing Qualitative Results: 
LGBT Community

What are the mental health issues of LGBT communities?
Participants identified a broad range of issues in the LGBT communities and in their own lives.

Major themes 

Depression
Depression was very common in the communities and often in partners, and was often caused by or associated with drug 
and alcohol use, self-harm, suicide as well as low self-esteem or rejection/isolation issues. 

Gay Man, Brisbane
‘Yes, myself and my flat mate that I live with has got some major problems…I’ve suffered with depression for many, 
many years.’

Suicide 
Suicide was commonly discussed and particularly so in rural settings, in young people and transgender people and after 
relationship failure. 

Young transgender man, Cairns
‘It got to the point where I just didn’t know what to do, especially as I grew up in a small country town, so, you know, 
sport and…was just non-existent, basically.  I’m going through, having thinking I was going through this myself, it 
actually got to the point where I actually did try to commit suicide and everything like that.  If it hadn’t been actually 
for my friend coming into the house at the time, I probably wouldn’t be here now.’ 

Young gay man, Cairns
‘That is the big thing, especially in country areas. The suicide rate is massive, you know, from gay boys killing 
themselves, because they just don’t know where to turn.  They don’t know who they can turn to for help and things 
like that.’

Stress
Stress was described often in various ways – as a result of trauma such as post-traumatic stress disorder ( homophobia), 
chronic worry, stress being in the background, stress from constantly using survival strategies such as pre-empting issues and 
hyper-awareness of homophobia such as violence or always being ready for a fight against a homophobic experience.

Young lesbian, Brisbane
‘Like, maybe if they’re just coming out and need to deal with it, with stress and that they might resort to that, because 
they don’t have any other way to release any stresses that they have or any other problems that they’re having with 
life, they resort to that – which then, you know, turns around and bites them in the arse, like, a year down the track.’
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Gay man, Townsville
‘Well, stress generally in gay people, whether it’s not being fitting in, as a general thing, like, people stress, whether it 
be the young people that are coming out, like, old people with jobs, like, stress is just like coverage, kind of thing.’ 

Self-harm  
Self-harm was common, particularly cutting and drug taking. Self-harming was often described as a way of relieving 
emotional pain.

Lesbian woman, Brisbane
‘One was – I didn’t even know she was diagnosed, but I reckon she was depressed, and then she smoked a lot of 
marijuana and now she’s psychotic.  The other ones, one had severe depression and went into a suicide attempt and 
a self-harmer; and the second one, when I met her she smoked a lot of marijuana, was a self-harmer and depressed.’

Anxiety
Anxiety was identified often in several ways such as post-traumatic stress disorder, social phobia and agoraphobia and 
fear generally.

Lesbian woman, Cairns
‘Self-esteem, anxiety, depression…low self-esteem.  It’s massive for LGBT women.’ 

Low self-esteem
This issue was raised often in relation to a person’s sense of identity, experiences of homophobia or internalised homophobia.

Lesbian woman, Cairns
‘In counselling practice I would say that the main issue that comes to me from women is low self-esteem, and that 
just not thinking they deserve a place in the world.’

Mental health harms associated with drug and alcohol use
These were often identified as resulting from using alcohol, cannabis as well as party drugs, often together and excessively, 
and from not being aware of their impact. 

Lesbian woman, Brisbane
Q  So do you think the dope came first, and then the health issues, mental health issues, came afterwards? 

A  ‘Yes, afterwards. Yes, because the other girl, when I met her, she was the sane one.  I was the messed up one. 
Then she started smoking a lot of marijuana and now she’s really psychotic, like, mood swings and everything.’

Social and functional impact 
Participants often identified several impacts from mental health issues such as fear, home-bounded-ness, social isolation, 
being in fights and aggression, as well as having impaired confidence and ability to relate to others and socialise.
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Transgender woman, 50s, Brisbane
‘Unfortunately, a lot of trans people, by the time they actually get to a place like this (a support service), are socially 
inept.  Their confidence and so on has suffered so badly, they’re not socially competent and they’re scared of 
everybody.  They lose the art of communication and social etiquette.’

Minor themes

Trauma, loss and grief
Issues such as rape, violence, abuse and loss such as parental loss were often identified.

Body image and eating problems
These issues were raised by both gay men and lesbians.

Psychosis 
Psychosis was sometimes described and in relation to drug use.

What is the cause(s) of mental health issues in LGBT communities?
Respondents spoke broadly and richly regarding the causes of their own issues and the causes they perceived in others in the 
LGBT communities.  The terms ‘pressures’ and ‘stress’ were commonly used. A variety of pressures and stresses were described, 
often framed in terms of the cultural pressures created by homophobia and hetero-normativity. The richness of the responses 
to this ‘deficit’ question itself highlights the existence of powerful problem narratives present in LGBT communities.

Major themes 

Loneliness and social isolation
This was raised by most of the communities and across people of all ages and backgrounds, often compounded in rural and 
regional areas due to conservative attitudes.

Young lesbian woman, Brisbane
‘Definitely.  I think that a lot of gay people have it within them to be depressed and it takes even being stigmatised or 
getting in with drugs or whatever to trigger it off, and maybe if they weren’t gay and never had that added pressure 
in life it may never have arisen or surfaced.  It’s like anyone, I think, if something  happens in their life there is a high 
chance it will trigger it off, but because gay people are so discriminated against, that often brings out mental health 
in them a lot worse, maybe, than the straight community.’ 

Q  When you say a lot of gay people ‘have it in them’, what did you mean by that? 

A  ‘The ability to be depressed, because I believe that being isolated or secluded is enough to make you doubt 
yourself and have issues of self-confidence, which is linked, I think, with depression. That goes hand in hand.  A 
lot of depressed people have self-confidence issues and, yeah, because they’re stigmatised it’s a lot easier for 
them to become depressed and isolated.’
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Young gay man, late teens, Brisbane
‘That’s the only reason I know about this place, because of me trying to commit suicide because I was lonely and 
actually hated myself because I was gay – that why would anyone like me, and all that sort of stuff.’

Lesbian woman, Cairns
‘If you look at…in terms of gay and lesbian communities across the world, and certainly in the older communities, 
too, if there’s a history of isolation and abuse and self-abuse – I mean, in terms of youth suicide, the number of gays 
and lesbians, the youth suicide in this country is appalling in its own right.’

Workplace pressures and stresses due to homophobia and discrimination. 
This included direct discrimination as well as social exclusion or reduced opportunities in the workplace such as threats of 
losing your job, having a limited career or the ‘glass ceiling’, unfair demands or less pay or losing their clients in business. 

Young gay man, Brisbane
‘“Oh, my God, what are my friends going to think of me when they find out? What are my parents going to think of 
me?”  Also, like, with the occupation, “Oh, my God, am I going to lose my job?”  or “I really want to work here.  Will 
they victimise me and say, “No, you’re gay, you can’t work here?”  You know, little things that some people might see, 
like, it’s not going to happen, but it does, and that sort of amplifies in your head and, you know.’

Coming out
While a positive experience in itself, many also discussed the stresses surrounding the process of coming out about their 
sexuality or when transitioning in their gender identity. These included negative reactions from others when coming out, 
losing their friends or experiencing family rejection, isolation when coming out, coming out too late, not coming out, com-
ing out while experiencing  other stresses such as mental illness, or coming out at already difficult life times such as during 
parental loss.

Lesbian woman, Cairns
‘It’s a big risk.   Straight people don’t go through that, you know.   They don’t know you can alienate families just by 
saying, “I’m gay.”  When you say it, how are they going to be about it?  You know, you might think, “Okay, they’re 
going to do this, right, and they’re actually not that way.”  That causes a lot of sort of anxiety as well, I think, you 
know, that build-up, and when are we going to tell them, and how are they going to react, and the whole thing.’

Self-acceptance/poor self-worth/internalised homophobia
Low self-acceptance of yourself and your sexuality/gender identity, often because of negative reactions by others, was com-
mon, resulting in self-hatred or low self-image and self-esteem and internalised homophobia or transphobia.

Young lesbian, late teens, Brisbane
‘Acceptance.  They crave acceptance, and when they don’t get it, it stresses them out, makes them feel down, like, 
whether they’re at school, whether they’re not there, just with family and friends… acceptance is something that 
people crave into and can cause stress, which may then lead to the abuse of alcohol and drugs, etc.’ 
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Violence or the constant threat of violence or general homophobia
This included experiences of violent assault and personal injury, and disturbingly was particularly discussed by young people 
and people living in rural or regional areas. Violence in some cases was extreme such as pack rape or severe assault result-
ing in injuries leading to post-traumatic stress disorder and having major impact in their employment and relationships. 
Sometimes the connection of these experiences to their mental health impact upon people was not apparent. Stress from 
‘pre-empting’ and hyperawareness for such experiences of homophobia generally, as well as living in a hetero-normative 
world requiring constant monitoring, were also raised.

Bisexual man, Cairns
‘The fourth one was actually a straight guy who fucked me, and then beat me in the head, within the same week that 
I still had the injuries from…How did it affect me?  I resigned from work, moved out of Colin’s place and lived on the 
street for a while, moved in with Michael, changed addresses eight times.  I was seeing a psychologist.’

Lesbian woman, Brisbane 
‘My girlfriend has.  I guess I have, but only because I was dating the person I was. She used to get bashed by guys and 
left in the gutter, and they’d steal her pushbike.’ 

Q  Because she was a dyke?  

A  ‘Yes.’

Gay man, Brisbane
 ‘Yes.  I still feel like a second or third class citizen.  I’m a very proud person of who I am, but you go outside of the city 
and you go further into the country, you can just see how bad it is out there and how much we are hated.  You’d never 
ever think that someone from an African or American country or an Aboriginal person being treated as bad as what 
we are treated.’

Stereotyping and pressure to ‘fit in’ or conform as well as perform
Stereotyping and the pressures of conformity towards perceptions of what an LGBT person should be or look like was often 
discussed from both within LGBT communities and from mainstream people’s reactions. This included rejection when you 
failed to conform to an LGBT stereotype – pressures to be or look a certain way – as well as dangers when conforming to a 
stereotype, for example in rural areas. These stereotypes were often described in terms of an image of the ‘perfect gay life’,  
often linked to commodities or consumption such as being wealthy and gay, body image, having fashion accessories or look-
ing or behaving ‘gay’ in a certain way or lifestyle, including drug use. The pressure to show this success was often discussed.

Young lesbian, Brisbane
‘It just seems to be targeted more at guys. I don’t know, because straight normal people think, like, I was the only gay 
person at my school, so anyone that would find out I was gay would go, “Oh, why don’t you like shopping?  Why don’t 
you like doing your hair and wearing all fancy clothes and all that stuff, wearing makeup and that?”  I said, “Well, I’m 
not a female like you ladies.”  It’s more focused on, like, if you’re a male and you’re gay, you must be feminine, and if 
you’re a female and gay you must be masculine so, you know, whatever sexuality you are…’

Gay man, Townsville
‘That’s what they think, though.  Because there’s no support for people that are different, a lot of people try to 
conform to the gay stereotype, and they’re the people that get bashed. Yeah, the hair and the arms, and the whole 
voice, the whole thing.’
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Older gay man, Brisbane
‘To keep yourself hyper for work, for social life, because social life no longer is a thing just to enjoy, it’s a thing to 
perform, to go to the right restaurants, go to the right holidays, go for the right weekend holiday things, or even to 
the restaurant, you know, that has to be seen to be there now I think a lot of it, the gays in particular, yes.  It’s a shame 
because I think they fall for the consumer… It used to be the male thing, but I think the women now are picking up on 
it. If you take the stresses of trying to look good in this day and age, having a nice flat or house if you’re a young guy 
or girl in particular, trying to be socially acceptable in the gay community, and job prospects, it must be very hard to 
try and bring it all together.’

Family rejection or pressure to become straight
This included outright rejection by parents and siblings and the constant need to ‘re-negotiate’ their sexuality/gender iden-
tity with new family relationships such as stepfathers etc. More subtle stresses included the pressure to ‘become straight’ at a 
later point in time or returning ‘to the closet’.

Indigenous young bisexual girl, Cairns
‘It was really, really hard, yeah.  See, my mum, she reacted in a physical way, so she sort of flipped when she found 
out about me being gay.  She flipped, and my first girlfriend, because she was Indigenous as well, she killed herself 
and I went to my mother for support, and she just turned around and she started emotionally abusing me, over and 
over again.  When I needed that support, she didn’t believe that it was love.  She didn’t understand at that time, but 
because of the confusion I think she probably thought it’s not normal for an Indigenous person to be gay or bi or 
transgender, or whatever.  In the community I come from it’s just not normal.’  

Relationship issues or breakdown
Problems in relationships or relationships breaking down or not working, often due to stresses from homophobia, were com-
monly discussed, especially lack of support and acceptance of the relationship. 

‘Yes, I think so.  There have been times when I’ve been single, that I’ve definitely drunk more alcohol and often, too, 
had alcohol when I’ve got home every night, a couple of glasses.  Again, that might lock into loneliness or still being 
in the process of getting over the last relationship, but definitely the sort of emotional turmoil, the de-stress around 
getting over, you know, the last relationship. Because I do have some space. I do give it time, a couple of years, 18 
months, between relationships...two days.’

Young gay man, Cairns
‘So, you know, especially coming from a relationships side of things, you know, to be able to walk into a restaurant or 
into a motel and, you know, not be questioned about what’s going on or anything like that, it’s a big thing.   To walk 
into a restaurant and to be asked or, sorry, not into a restaurant but into an accommodation place, and be asked if I 
want two separate beds or something like that – like, some people are going to take offence to it.’

Young gay man, Cairns
‘Depends, I guess. If your family support’s there, you know, to get external family support, friends support it (the 
relationship), then, yeah, you’ll get support. If they don’t, you’re on your own.  I’ve had that, a couple of friends, where 
my friends don’t like the person I’m dating, so they would say, “Dump him or you lose us”.’

Social exclusion
Many described social disadvantage or loss of life opportunities because of homophobia, especially at work and in their 
career, and also though bullying at school resulting in drop out and the impact of loss of income and greater poverty and 
how this affects mental health.
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Gender queer man, Brisbane
Q  With the depression stuff, what do you think is causing that?

A  ‘Well, depression, like you can’t put it down to one thing.  There’s the high rate of unemployment and poverty 
and drug abuse in the queer community, so that’s probably the result. You learn to be a second class citizen with 
unequal rights and not fully accepted in society. You feel depressed by this but that is life.’

Lesbian woman, Brisbane
‘Yes, that’s very interesting. I’m thinking of how that relates to queer stuff.  With the queer community, you know, gets 
a lot of social exclusion, so it doesn’t often have the opportunity to have a good income. Does that mean people are 
ending up in a bad or worse mental health system, the public mental health system which is worse? And that’s where 
they end up getting bad treatment on top of it?’

Pressure to succeed, compete and achieve often in mainstreamed, gendered roles that are exaggerated by achievement/suc-
cess values of competitive modern life.

This included the pressure to achieve idealised, perfect and often unrealistic life goals or expectations, such as a high paying 
job or career path, wealth accumulation or social status, particularly so for gay men, who felt a strong pressure to show that 
‘they were successful’ to each other. Lesbians discussed the pressure to achieve the ‘white picket fence’ of family, parenting 
and a suburban family lifestyle, especially as a way of pleasing and showing success to their parents and family. Transgender 
people discussed the need to achieve perfect femininity as ‘the perfect woman’, often at great cost. Many of these issues 
were discussed in the context of LGBT culture being ‘mainstreamed’ into heterosexual culture and losing it’s uniqueness and 
identity, often as a way of being ‘bought out’ or to demonstrate personal success/achievement. However, this pressure was 
also considered to be part of the culture of contemporary Australia.

Transgender woman, 50s, Brisbane
‘I tried in those years to do myself in eight times because I could not cope with the pressure.  It’s not only outside 
pressure, it’s internal pressure of trying to conform.  You have to be the best at everything.  You have to be the most 
feminine.  You have to have all the good things, you know.  You have to look better than any other biological girl out 
there – make up wise, hair wise, clothes, the style, the whole lot.’

Gay man, 50s, Brisbane
‘I’m happy in my life but, at the same time, there’s this expectation that you’re meant to be, as a gay man, able to 
achieve all these things because you don’t have to worry about the kids, you don’t have to worry about the wife.  You 
can get where you want to.  If you’re not going to the upper level of your career, then you’re almost viewed as…yes, 
but that’s not the point.  The point is, gay society to a degree and society as a whole generally say, “No, you’re a dud”’.  

Gay man, Brisbane
‘We are very competitive.  Our gay culture makes us even more so.’ 

Q  Why? 

A  ‘Our minority.’

Gay man, 30s, Cairns
‘I’d call it society pressure and someone says, “Shit this is what everyone expects of me.  This is what society expects 
of me.  I am meant to become a manager.  I am meant to become a CEO.  I’m meant to aim for all that”, and when 
someone says, “I don’t want that”, people just go “fuck”.  It goes to sexuality.  It goes to every aspect of someone’s life. 
Well, everyone expects, because you’re gay, you’re going to have $20,000 in the bank to do whatever you want with.  
Some gay people cannot fly to Sydney on the drop of a hat.’
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Lesbian woman, Brisbane
‘I think until you let it go it will eat at you.  Like, I don’t know, I always dreamed about getting married and having 
kids, buying a house and stuff, and that’s why I’m weird to my friends because I’m actually doing it.  Like, we’re 
engaged and we’ve bought a house, and to other lesbian friends, they think we’re really weird to strive for that perfect 
picture, whereas for myself I need it.  Like, I’ve let it go to the point where it’s not going to be with a man, it’s not going 
to be easy to fall pregnant and all of those things, but I still want to do it.  Yeah, I think that’s really hard to let go of, 
and the fact that, I don’t know, me and my friends were talking the other night about how gay couples or mainly 
lesbian couples struggle to have long-term relationships.’

Lesbian woman, Cairns
‘It doesn’t bother me because I’ve got a lot more confidence, but ten years ago when I left, you know, I felt a lot of 
pressure.  It was because you’re expected here, as the young person, to do certain things and to be part of a certain 
group and to be a certain way. That’s just not gay/straight, whatever.  That is the Australian culture, you know.’  

Minor themes

Lack of rights/human rights
While homophobia and hetero-normativity were often spoken about, there was disturbingly little mention of legislative and 
human rights per se. These included the impact of or pressures created by inequalities in laws, low status in society, govern-
ment policies and the political oppression, particularly in the context of Queensland’s conservative political history. Indeed, it 
was the absence of having equal human rights and its connection in having direct effects on health that was striking.

Trauma, loss, abuse and grief
People spoke of the impact on their life of traumatic life events, often in key support structures such as friends or family. This 
resulted in loss or trauma such as loss of parents or close friends or family instability. These often occurred at critical periods 
in their life such as when young or coming out and sometimes initiated their first experience of mental illness.

Lack of support
Simple lack of support was discussed in term of supportive relationships to other people or services, especially in rural areas. 

Gender inequalities 
Lesbian and bisexual women often spoke of the major gender inequalities, that remain entrenched in Australian culture in 
life opportunities and employment, as being as major an issue as homophobia in their lives.

General pressures of life and living 
These included living such fast paced, busy lives with multiple commitments or social relationships, dealing with life’s increas-
ing complexity and trying to avoid mainstream culture often by ‘censoring back’, for example, the content of media. And the 
constant need for a fight. These were often discussed as life being generally harder or more challenging for LGBT people.

Loss of friendships/rejection by friends
This was particularly in younger LGBT people.

Poverty and low income
The direct impact of being poor or on low income, especially for gay men, was discussed.

Self-censoring
This referred to the constant need to change or modify  behaviour regarding  sexuality or gender identity.
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Religion
Religion, especially Catholicism, was sometimes a factor, particularly in terms of family rejection or in fuelling internalised 
homophobia.

Other issues within LGBT communities
These included homophobic blackmail, prejudice against differences in LGBT communities, lack of positive role models, lack 
of support, and other tribes or sub-cultures such as the gender queer community being invisible or not validated in the gen-
eral LGBT communities.

Impact of HIV
This included the loss of friends and relationships and general social rejection. 

What is the relationship between mental health and wellbeing and 
alcohol, tobacco and other drug use?  
Respondents identified many aspects of using alcohol, tobacco and a range of illicit drugs in their lives that related in diverse 
ways to their mental health and wellbeing. These relationships were both direct and indirect as well as having both positive 
and negative dimensions. Alcohol and cannabis use featured very strongly (especially in lesbians) as well as party drug use 
such as ecstasy, speed and ‘pills’, while tobacco was less reported.

Major themes

Facilitation of socialising, having fun, relaxing, improving communication and 
self- expression, and connecting to others
This was a major positive dimension. It included many things – helping with intimacy with close friends; relaxing at social 
events/relaxing generally; making it easier to overcome shyness and cope with sexual/social rejection, to socialise and 
connect with friends, your ‘tribe’ and strangers; simply having fun; breaking down barriers and providing courage and confi-
dence; removing censoring and allowing people to express themselves; and fantasy/exploration. Peer pressure and Australian 
values around drinking were often a strong part of this. Friendships were sometimes based on drug use rather than on sub-
stance in the relationship.

Gay man, Brisbane
‘I have friends I go out with, and one of my close friends, he and I will literally drink ourselves into oblivion and we will 
have the best time together, laughing, joking and sharing experiences.’  

Gay man, Brisbane
‘Absolutely, yes, it helps people just on a social level without talking about sex, but I am in the minority. It breaks 
down the walls.  You always have that, “I won’t say that because that person might think I’m an idiot”, but when you 
have a few drinks you get Dutch courage and you can say whatever you like, so it just gives you Dutch courage.’

Dealing with stress, coping with problem and a way of avoiding reality and 
difficult issues in life
This included things such as dealing with isolation, coping when you go out (for transgender young people), after relation-
ship breakups, when unemployed (among young Indigenous gay men), helping to cope with pressures at social events, 
smoking to deal with stress, drinking to overcome fear, lost opportunities, coping with job stress, and using drugs as a form 
of escaping or denial was often described.  Use often initially made people feel better at first, but ‘dragged’ you down over 
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time. Other functions included keeping yourself in a routine, as a way of helping emotional pain and anguish, of escaping 
problems and issues in your life, drinking more when single (especially for lesbian women), to numb yourself and not deal-
ing with underlying issues and using alcohol as a ‘crutch’. Use was sometimes discussed in terms of dealing with major loss 
or because of grief. Sometimes these reasons for use were seen as a positive coping response, such as dealing with general 
stress and especially for relaxing. At other times it was seen as having been negative, making problems only worse. 

Gay man, Cairns 
‘What helped me was – okay, the pot was a massive coping agent and, yes, I saw that…the pot was a massive coping 
agent thing, and the Valium just gave me that extra high as well.’   

Lesbian woman, Cairns
‘Then you factor in the gay and lesbian community, and it sky-rockets.  Then the drug and alcohol dependency that’s 
associated with not fitting in, not being part of the group, all of those sorts of things. Then these people who have 
been isolated throughout, I would hope, sort of maybe just older than me or maybe my generation, who have never 
made those connections, who have never felt all right about who they are, so the best way is to swallow down a 
bottle of wine, you know.’

Removing sexual inhibition, improving sexual satisfaction and success in 
sexual encounters
This was an especially strong theme amongst gay men. It included alcohol and party drugs making it easier to meet sexual 
partners on the scene or at social events, creating confidence to approach partners/pick up, improving the intensity and 
quality of sex, and drug use (usually cannabis or party drugs but alcohol too) being an integral part of having sex both in 
regular and casual relationships. There were also negative effects such as impact of alcohol on sexual performance for gay 
men over 40.

Gay man, 30s, Cairns
‘My first sexual experience was with drugs and alcohol and it was followed on for over 20 years with drugs and 
alcohol involved.  I was in two long-term relationships.  That’s the only time the drugs and alcohol went out of my 
sexual experiences, with the one monogamous partner at the time and then my second monogamous partner at that 
time, but every other experience has been drugs and alcohol and sex together.  I couldn’t have one without the other.’

‘I drink shitloads.  I don’t deny it.  I do at times.  It’s nothing for me to drink bottles of beers and then go out and have 
a few more and I need a week to recover and I won’t drink alcohol for.  I don’t know what I’m escaping from.  I go and 
meet people and get sex because I get who I want.  It doesn’t matter.  But when I’m straight, I don’t get anybody.’

Self-acceptance, homophobia and self-esteem, especially around your 
sexuality/gender identity and coming out 
This was often related to alcohol and drug use, especially regarding coming out and its stresses, developing self-acceptance 
of your sexuality, coping with going out, not fitting in, self-hate, use associated with not caring about yourself and internal-
ised homophobia, dealing with homophobic family or other forms of sexuality-related rejection such as from friends, using 
alcohol and drugs after experiences of homophobia or alcohol/drug use increasing homophobic experiences, e.g. young gay 
men are often being bashed when drunk and being ‘a smart arse’. 

Gay man, Brisbane
‘I really believe what’s in sober comes out drunk so, for me, it opens a doorway and it allows me to express myself 
a little better and it takes away that fear, from the normal day-to-day function that you go to.  In a working 
environment, I do that all the time, but in a social environment I think it’s got to do with acceptance, being accepted 
who you are (as a gay man), so I’m taking that to that level.  If I’m being really honest about it, that’s where I’ve used 
that myself.’
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Use a direct cause for mental illness and in response to mental health issues
Depression was often reported as being due to excessive drug use (alcohol, illicits, cannabis), excessive cannabis use causing 
paranoia, depression, anxiety and mental illness (especially hydroponic cannabis with high THC content), bad moods from 
alcohol use, using drugs when or after being mentally unwell and fear of mental illness relapse from drug use. These descrip-
tions were sometimes discussed in terms of certain drugs such as cannabis not being seen as a drug leading to excessive use 
and lack of awareness about potential consequences or the potency of hydroponic cannabis resulting in psychosis and hos-
pitalisation. Alcohol and drug use also being caused by mental or other health issues such as depression was also common.

Gender queer man, Brisbane
‘I don’t think there’s a problem with the occasional use of recreational drugs but, yes, when you start having it all 
the time, then people get paranoid and the cases you hear of paranoia from people who’ve never even seen it, they 
are having some crazy shit sometimes.  The thing is, like half the problem with using speed and the reason it causes 
psychosis, it’s not just the speed, it’s the fact you don’t eat for four days, plus you don’t sleep for four days.  It’s a three-
way effect kind of thing.  It’s not just the speed itself.’

Lesbian woman, 25 Brisbane
‘One was – I didn’t even know she was diagnosed, but I reckon she was depressed, and then she smoked a lot of 
marijuana and now she’s psychotic.  The other ones, one had severe depression and went into a suicide attempt and 
a self-harmer; and the second one, when I met her she smoked a lot of marijuana, was a self-harmer and depressed.’

Personal, lifestyle issues and their relationships to gay culture and life
Drug use was often mentioned as a central part of a ‘full on’ gay lifestyle, a large part of gay culture, especially scene culture 
or when entering the scene for the first time, involving sometimes heavy multiple drug use (alcohol, several pills, cannabis) 
especially for young people when coming out or moving from the country to live in the city. Other issues included alcohol 
affecting the ability to work and interfering with relationships, getting into trouble when drunk, causing aggression, losing 
weight (by smoking tobacco and speed use in gay men), and alcohol causing weight gain. Young people spoke of the nega-
tive impact of alcohol on their artistic expression and performances. The need for drug and alcohol free spaces or the lack 
of them in the community was also raised as an issue. Party drugs with friends was sometimes considered a cheaper form of 
drug use than buying alcohol all night in a commercial venue. Unsafe/risky sex was also discussed in its relationship to men-
tal health, often as a form of or associated with self-harming.

Lesbian woman, Brisbane
‘Yes.  This is probably a bit out there, but I’ve had sex with six men and I’ve not used a condom with any of them, 
because I did it when I was unwell, like, when I was 15 I ran away from home, I lived on the streets for two weeks and 
I prostituted myself to have a roof over my head.  I never used a condom because I didn’t care, whereas now I would 
not dream of it.  Like, even with a woman I would be so scared of what she had, but it definitely has a lot to do with if 
you don’t care about yourself, then you don’t take precautions to keep safe, whether it be through safe, through not 
cutting too deep when you slit your wrists, through not overdosing when you inject with drugs.  Like, if you don’t care 
about yourself, you will be risky because you don’t fear what comes after it.’
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Minor themes

Lack of positive role models
Lesbian women and gay men spoke about the lack of positive role models for LGBT people, especially younger people in the 
community and in rural areas.

Alcohol/drug use is a problem
This included personally admitting or seeing the experiences or impacts of alcohol/drug use on friends such as overdoses 
and death, and destruction of their lives. This was an attitude often raised by young LGBT people.  

Family influences
Family influences sometimes featured in discussions, especially concerning alcohol. This included the influence of family his-
tory or family values affecting alcohol use, particularly parents’ attitudes or parents’ use influencing their current attitudes 
towards alcohol and drinking.

How do the mental health and alcohol, tobacco and other drug use 
compare to the general community?
Participants overwhelmingly responded that the LGBT community had both more mental health issues and often more 
severe and longer term than the general community. Participants also overwhelmingly responded that the LGBT communi-
ties used more alcohol and other drugs.

Gay man, Brisbane
‘I think there’s a lot of damage to people and it’s a harsh word to say damage.  People have done hard roads to 
coming out or when they’ve come out and had disappointments. There’s so much against you to get through and 
that takes a lot of strength to be able to do that and to finally get to the end and say, “Oh shit, I’m okay”.’

Gay man, Brisbane
‘That’s why there’s such a large community of people that are mentally ill in our communities because we are 
considered to be subnormal and we’ve got the religious rights saying, “We are an abomination in God’s eyes.”  How 
would you like to be living with that persecution for your whole entire life?’

Gender queer man, Brisbane
‘I know there’s definitely a higher proportion of them that suffer and are medicated for depression than I have seen 
amongst other friends.’ 

Lesbian woman, 26, Brisbane
Q  Do you think those issues are greater in the community than in the heterosexual community?  Are they 

bigger or lesser, or just different? 

A  ‘Yes, they seem to be a lot more intense, like, I don’t know how to word it without seeming like I’m being harsh, 
but so many gay people are really messed up, like, extremely messed up, and have had, like, crazy things happen 
to them in their lives.  I don’t have a lot of heterosexual friends.  I can’t even say that it’s the same there, but I 
don’t know, it just seems really ongoing, like, they’re not getting on top of it.  You meet them and five years later 
they’re still rolling through the same stuff and haven’t got any help, or help’s not working for them.’
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What are the cultural differences in attitudes?
Participants spoke broadly about the attitudes, beliefs and myths about mental health in the LGBT communities. 

Major themes

Stigma, fear and rejection and a ‘privatisation’ of problems and their 
communication
Stigma and fear about mental illness and people with mental health issues was widespread. There was still widespread 
silence about these issues and social rejection of people with issues, including the belief that mental health issues equated 
with ‘madness’ or danger to others. This was especially an issue in small or regional communities with more conservative 
cultures and difficulties in maintaining privacy. People felt uncomfortable or would not generally discuss their mental health 
issues with others, even close friends. Lesbian women, however, appeared more open, tolerant and less stigmatising and 
rejecting about mental health issues. Stress and anxiety was mentioned as being more acceptable by gay men.

Gay man, Brisbane
‘I’ve seen some that have been very depressed, but because there is such a stigma about mental health, people don’t 
want to talk about it. I think there’s a lot of silence about.  Until you’re really quite close to someone, it’s hard to say 
anything about any mental health issues to them, too, because it’s not just stigmatised by ourselves.  It’s stigmatised 
by other people and you’ve got to wait until you’re close enough to someone to approach it.  Wait until it’s a one on 
one situation until you can even approach them about it because you don’t know how they’re going to react.’

Gay man, Townsville
‘I mean, go out to the club and everyone just sort of treated you like a leper.  You know, you went on Gaydar just to 
chat and meet people, and then it went around like wildfire, “Oh, so-and-so’s on line, he’s mentally unstable”.’

Lesbian woman, Brisbane
Q  What do you think the attitudes are within the women’s community, about illness and mental health 

issues and problems? 

A  ‘I think most people are pretty accepting of it.  Yeah, I think  definitely accepting – I know when I was well, kind 
of associated with those people that we were saying, whereas now that I’m well a lot of my friends are as well, 
so you kind of go with what’s comfortable, I guess.  I don’t know.  I think it’s really acceptable.  I don’t think that 
they’re judged within the lesbian community for having a mental illness.’ 

Q  Really?     

A  ‘By other lesbians.  I don’t think so, because they think that they kind of hang with people that are mentally 
unwell as well.’

Gay man, Townsville
‘I think communities in general are more accepting of anxiety problems.’

High degree of personal autonomy, self-reliance and independence
This included beliefs that everybody has problems, especially LGBT people, and you should look after yourself, not worry 
others with your problems or ask others for help, and even a sense of pride in their independence. Expectations of lack of 
support or experiences of non-inclusive services reinforced this.
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Young gay man, Cairns
Q  Why do you reckon we do that?  You said we’re proud. 

A  ‘Just proud.  It’s to do with pride and all that sort of stuff.  It is a general perception, I suppose, that gay and 
lesbian people are seen as very headstrong, very independent, don’t want to be seen as having problems 
because people say that the lifestyle is the lifestyle, so we don’t want to go out and talk about it.’

Young gay man, 19, Cairns
‘Not a lot of people like to ask for help.  You turn around and look for yourself. You don’t go and ask for help when 
you’ve got problems like this, like all the things we’ve talked about tonight. You’ve got the GLBT sort of thing, 
superimposement, that makes it that little bit harder and more reluctant to do it.’

Bisexual man, Cairns
‘I wouldn’t go to anyone’.

Q  You wouldn’t?  Why?  

A  ‘ I just feel that it’s me that has to deal with it – whether that’s right or wrong, but it’s something that I feel…It’s 
me that has to work it out…’

Lack of support
Participants generally felt that support and sympathy for these issues in the community generally wasn’t there and from 
partners, family or friends. There was sometimes a sense of guilt or denial about this. The lesbian community was seen as 
the exception to this, which was considered supportive – a ‘sisterhood’ – as well as being more understanding of mental 
health issues. 

Ethnic older gay man, Brisbane
‘The family, they never really offered any great support.  I remember once I was saying – I don’t think it was a word I 
heard – I was saying “stress” and the response I got from the family was, “Oh stress, we’re all under stress, the stress 
of shopping, the stress of driving, the stress of whatever”, but no, in that environment, they wouldn’t have been any 
help whatsoever.’

Perceptions and lack of awareness/understanding of mental health 
Mental health was not seen as a physical health issue or like a physical disability. Seeing depression as a mental illness is an 
example. This was starting to change in the community and the community was opening up and becoming more compas-
sionate and public discussion of mental health was happening. It was felt the communities needed to be more observant 
and active about such issues in being able to discuss these issues and address them, which often sorts out who your ‘real 
friends’ are.

Gender queer man, 26, Brisbane
‘You can have your legs cut off and people will be very empathetic about you having a physical disability, but a 
mental disability, “My God”. I’ve seen some that have been very depressed, but because there is such a stigma about 
mental health, people don’t want to talk about it.’

Normalisation or denial of issues
There were several attitudes and beliefs about problems and issues.  
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‘It’s a/the gay life’
One was queer life is generally more difficult and we as a culture ignore our problems and ‘get on with it’ or that we just wait 
for such issues to naturally pass – part of ‘the gay life’. There were several themes about shame and denial of these issues 
in ourselves and as a community or that we are consciously running away from them. An extension of this was that many 
people knew people with mental health issues. Mental health issues are simply so common in a relatively small culture and 
community that everybody is exposed to them, making them normalised and accepted, especially for stress and anxiety 
which were so common. One person felt that heterosexual people were more compassionate about these issues that LGBT 
people in the respective club scenes.

Lesbian woman, Brisbane
‘I think having a mental illness is pretty common, whether it’s diagnosed or not like this, maybe a lot of depression, 
and untreated, like, they definitely aren’t doing anything about it, they kind of perceive it as normal, as if it’s what is 
expected, even. I know that a lot of people have said to me “Why are gay and lesbian people always messed up?”, and 
Mum and Dad always said to me, you know, “Why are all your friends that you bring home so messed up?”’  

‘The more head fucked the better’
Another belief specific to younger people was that there was a competitive social status amongst peers attached to having 
mental health and drug and alcohol needs, if they were especially severe or complex – ‘the more fucked up the better’. In 
some cases people even made them up.

Young bisexual girl, Brisbane
‘You know, it’s like a perverse sort of infamy kind of thing, like, who’s the most unstable or whatever…People were, 
“Yeah, I’m seeing a psychiatrist”, and someone else would be, like, “I’ve been seeing a psychiatrist for three months 
now”.   Someone else:  “Yeah, well, I’ve been to six different psychiatrists and they all put me on shit”, ya-ya-ya.  Or: “I 
cut myself.  Look.  It’s strange”.’

‘Being fucked gets me help I really need more easily’

In other cases people deliberately exaggerated their illness or issues such as suicide to simply bypass their perceived barriers 
and because of their urgency in getting care in the difficult to access public system. This notion was also the case for service 
providers who would exaggerate a client’s issues simply to get them faster access for needed help. Often it was the risk to/of 
the person that was what gained them entry. 

Gender queer man, Brisbane
Q  Were you talking suicidal at this point?

A  ‘No, not at all.  I was actually quite manic, but I seriously pretended that I was going to kill my mother.  I’m not 
kidding, to try and get into there.  Like I rang 000 and said, “I need an ambulance.  I need to go to mental health.”  
I thought you’re just going to have to pretend that you want to kill me and I sat with the cops for hours and the 
cops were like, what’s going on?  I just had to act my way into mental health because I knew I needed some kind 
of help, and it was a fucking dreadful experience just even getting in there because I went into this waiting room 
with like five other people who were in there and they were – like, one of them was ultra-aggressive and yelling.’

Where do you go for support?
Participants talked broadly about where and who they sought and found support from when they experienced mental health 
and/or drug and alcohol issues.

Friends
Friends, especially close friends, were by far the major source of support and this included both LGBT and heterosexual 
friends, older friends with more life experience and friends with similar experiences of issues. 
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Gay man, Brisbane
‘My support was having all my friends.  There would be at least one of them every day.  I was the luckiest person in 
there and, frankly, I would still be in there if it wasn’t for that support.’

Young transgender man, Cairns
‘I think I’m lucky in the sense that my support network really are my friends.  I know I can go and talk to some of my 
friends and say, “‘I feel absolutely shit”, and I know they’ll be there for me and I can talk to them about anything.’  

Circles of friends and ‘tribes’
Support was often strongest within a close circle of friends within a cultural sub-group of people, especially, for example, 
lesbian women in regional areas or in friends practising creative expression together, such as artists in the gender queer com-
munity. Lesbians generally seemed to support each other the most. This was opposed to the notion of the LGBT community 
as generally not supportive.

Lesbian woman, Cairns
‘I think there’s a culture amongst lesbians who are in friendship groups to look after each other.’

Gay man, Townsville
‘Well, I know when I first came back up here and I had mental illness, basically it was my own little tribe that 
supported me.’ 

Q  Where are they (others) getting that support from? 

A  ‘… just a close-knit group, that’s it.’

Partners
Support from partners was equally mixed. In some cases support was there and was strong, in others these issues could not 
be spoken about or there was fear they would be ‘dumped’ in the relationship. 

Ethnic gay older man, Brisbane
Q  Have you been able to talk to him about any of this stuff (partner’s experience of mental health issues)? 

A  ‘No, he has limitations, “Well what do you want me to do, what do you want me to say?”  He actually asks me.  I 
might ask something or other: “Well, how do you want me to respond that that?”’

LGBT services
LGBT services such as QAHC and its ‘retreats’ and local LGBT youth groups as well as broader support to the LGBT communi-
ties were mentioned as important sources of support.

Young bisexual man, Cairns
‘Most people, you know, the first point of call is QAHC for people in the community. They go to QAHC and have a chat 
with one the guys there, and then they are able to refer them on from there.’

Lesbian woman, Cairns
Like, you…I obviously think that Kevin at QAHS is “major” in Cairns, and I think, you know, QAHS is sort of getting 
bigger and better, so moving into those offices was good because there’s certainly been a lot more support and 
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services happening there.  But in the last couple of years, when QAHS relocated and got bigger and has gone to Drake 
Street, I’ve really seen that it’s actually expanded, and I think, you know, Kevin being such an advocate for women has 
made a difference.’

Family not supportive
Generally family was not seen as a source of support for issues.

Ethnic older gay man, Brisbane
‘The family, they never really offered any great support.  I remember once I was saying – I don’t think it was a word I 
heard – I was saying “stress” and the response I got from the family was, “Oh stress, we’re all under stress, the stress of 
shopping, the stress of driving, the stress of whatever”. But no, in that environment, they wouldn’t have been any help 
whatsoever.’

What keeps you well?
Participants were asked what were the things that they felt helped keep them in good health mentally and what contributed 
to them maintaining their overall wellbeing and also what helped them when life wasn’t so good. There were several areas of 
wellbeing and resiliency identified.

Being creative/expressing yourself, especially around your culture
This included activities such as singing, drag, going to movies, theatre, choir and a range of expressive arts forms and collec-
tively experiencing artistic events and performances that celebrate your identity and culture with friends.

Gender queer woman, Brisbane
Q  So what’s that about the creativity that makes it healthy? 

A   ‘Because it feels like you’ve got a full life, you know, you can go to an event and there are performances that 
you can identify, you know. There’s art that’s being made, and I mean that probably appeals to me because I’m 
into that sort of thing, but it feels like there’s a culture, you know, there’s a strong enough culture that you’re 
connected to something.’

Transgender young man, Townsville
Q  With your drag and your performances and stuff like that, and social things like that, do you think 

they’re important to the group?  

A  ‘They are important, but non-existent.  You have to travel out of town in order to do them. They are very 
important in every form of being able to express yourself, and you cannot do that in Townsville.’

Young gay man, Cairns
Q  What makes life really happy? 

A  ‘The theatre.  I love going to drama classes and doing my musicals, it’s fantastic, and the round of applause at 
the end of the show is like…’ 

Q  You like performing too?  

A  ‘Yes, I do…it’s like walking outside the stage.’
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Healthy lifestyle and wellbeing factors
This included being in touch with nature and spiritualty, exercise and walking, diet and eating well and fish oil, camping/
bushwalking and being in the country or near water and balancing life more.

Gender queer man, Brisbane
‘Yes, it’s true what they say, healthy body/healthy mind, like, just when you get your heart rate up, it helps your brain.  
It increases the blood flow through.  It’s just a physiological fact, I guess.   Yes, so the gym session…We’re depressed 
that we still look the same way after the gym session, but it helped our minds.’

‘So for me it’s been a magnificent diet.  It’s been gradually re-introducing things into my life rather than going, okay, 
I’m ready to go back to doing what I was now, so I just kind of gradually pitched things back into my life  and not 
going back to 24/7 stuff.’

Fun, enjoyable, social activities with friends and social events in the 
LGBT community
This included partying, having coffee, having a strong network of friends, visiting and contacting friends, being able to talk to 
friends on a down day, visiting with and surrounding yourself with friends, creating a sense of family and community,  QAHC 
retreats and BBQs. This also included participation in community events and feeling connected to a community. This was 
most often discussed in regional areas. 

Young gay man, Cairns 
Q  What makes life good?  What are the things that keep us really happy, healthy?  What keeps us cruising 

along and getting there?

A  ‘The community. Being able to go out to events – we have the out committee and all that here – and being able 
to go to things like that, being able to go to the Tropical Park Festival, QU Youth Group, the Tropical Film Festival, 
having those sorts of events where you can actually go to them and be with people from the community and 
actually celebrate the diversity within your community as well.’

Gay man, Cairns
‘It’s the things within the social environment in Cairns that brings us out to be much more companions, so on a day 
to day basis we will connect because we’re like-minded people, we’re good friends, but on a monthly basis I’ll catch 
up with Michael because we see each other at the choir and we interact.  That involves us together. There’s a level of 
bond that we have.  There’s a beautiful bond.’

Gay man, Townsville
‘It’s the social group, people you can just drop in on, you know, for a chat.’

Gay man, HIV-positive, regional Queensland
‘When you’re really having a rough time, what do you think helps?  What do you think makes a difference in a good 
way?  Me going to the movies…’

What are the communities’/your experiences of using services?
Participants spoke about a range of issues in their experiences of using services for their mental health and/or drug and 
alcohol issues. There was a powerful dominant negative discourse reflecting mistrust, frustration and lack of satisfaction or 
relevance of currently existing services, their homophobia and especially their hetero-normativity.
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Major themes

Public ATOD/mental health services are underfunded, highly stressed and time pressured and provide poor quality ‘band-aid’ 
care, often in a de-humanising or even pathogenic environment. 

This was a major discourse and theme. Issues included long waiting lists, uncompassionate staff, mental health services 
under huge pressures to reduce waiting lists, and unsafe environments such as acute care being unsupervised. There was 
a loss of faith in services and the public system generally, feelings of being let down when help was needed the most and 
even fear of the public system making vulnerable people even worse. The public system was seen as unwell itself with a high 
proportion of already very sick people. It was felt this environment generally makes it even more difficult to develop a rela-
tionship (which takes time) to be able to create trust and discuss sensitive issues such as sexuality/gender identity. It was also 
felt that this situation strongly contributed to professionals’ own stresses and time constraints in being able to have the time 
and resources to understand sexuality/gender identity issues in their busy caseload. Public services were considered clinical 
or judgemental, while the community/NGO sector was considered more informal and therefore accessible. Not surprisingly 
there was a strong culture of LGBT people looking after or taking care of themselves.

Gender queer man, Brisbane
‘My experiences with services is unbelievable.  You know, there’s not enough patient beds and there’s been times 
when I feel as I’ve needed to go back into Mental Health and, you know, I’ve spoken to the psychiatric evaluator in the 
emergency department, and a lot of the time they will just give a patient some Valium and…and send them home, 
like even if they say they’re suicidal. Unless they’ve got like a specific set plan and it’s executable, they’re very reluctant 
to admit people, simply because there aren’t enough beds, so it’s under-resourced, I think.’‘ 

Young lesbian woman, Brisbane
Q  When you say they just ‘push you through,’ what did you mean?  

A  ‘You never really had – I never really found that I could build a personal relationship with them, because they 
were so strapped for staff and it was so hectic in there all the time, and you only had your half an hour once a 
week or once a fortnight, but the relationship never even developed. I didn’t like my psychiatrist at all.  I was 15. 
She was, like, 55 and old-fashioned and just thought I was a teenager with an attitude. She told me I should 
go on a disability pension and I’d be set for life.  Yep.   I was very shocked.  Yes, just connecting with them, like, 
I couldn’t connect with them.  I don’t know if I did have an attitude.  I probably did, like, I was a teenager who 
didn’t want help, but still, they’ve got to try to build a relationship with you, and none of them tried. They just 
through that I had a personality disorder and sent me on my way.’

Hetero-normativity was a major experience or expectation in services
Hetero-normatively was a strong theme. Many respondents often felt uncomfortable about professionals simply not under-
standing their specific needs as LGBT people or having awareness of LGBT issues, people and culture. This included issues 
such as their relationships, partners, lifestyle issues, coming out and how these impacted their health. Many reported dif-
ficulties talking with their psychiatrist, GP, school counsellor or other professional about their sexuality/gender identity for 
this reason. 

It was also felt that professionals need not always be LGBT themselves and that LGBT people wanted choice and not to be 
‘ghettoised’, which can also be damaging. However, it was considered critical for professionals working with LGBT people to 
understand their culture, specific needs and issues. This included being reflexive and aware of their own culture, background 
and especially their assumptions such as hetero-normative privilege in a dominantly heterosexual world. 

Young gay man, Cairns
‘…I still think the services aren’t good enough, especially with the LGBT focus – there are not enough appropriate 
services. If somebody wanted to talk about their sexuality to their psychologist or something, I don’t think that…it 
would be pretty hard.’
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Gender queer woman, Brisbane
‘I reckon there’s something about, given that no-one can understand someone else’s experience, but they can 
understand their own experience and recognise – I think there’s a big thing about recognising your own experiences, 
the privileges as much as the pain, like, I think some people don’t understand the privilege in your life for what it is, 
whether it’s how they fit with the dominant or how much money they, you know, economic things, if they haven’t had 
a chance to think about all of those things, you know, how privileged they are.  Like…I think it makes a difference, 
because they can’t say, “I know how you feel because I’m gay and you’re gay”. But I guess if someone experienced 
something, like, they’ve got to understand who they are and how they’ve come to be who they are, and all of the 
social and political things that came into their life, I think they’re in a better position to be able to consider that.’

Ethnic older gay man, Brisbane
Q  Do you feel he understands your life issues? 

A  ‘Not as a gay person.  I think if it’s anything, it might be from other patients who might be gay or lesbian or like 
gender, but he does ask a question or two if it’s something he’s not aware of or something he didn’t generally 
pick up on the first time around…’

Lack of LGBT mental health/ATOD services/health professionals and lack of 
information on LGBT services (clients and professionals)
There was a strong sense of lack of LGBT services specifically for people with mental health/ATOD issues, despite a high need 
for such services. There was also a lack of awareness or information about where to go for help and support for mental health 
and ATOD issues in the communities in terms of what services are available or where to go and how to find them. This includ-
ed not just LGBT services, but LGBT-friendly services/providers and mental health/ATOD services generally. 

Lesbian woman, Brisbane
‘A lot of people that even do want help think it’s easier not to get help, because they don’t even know where to 
start.  Like, I’ve never had a drug problem.  My brother does, and I went to try and find information for him, and I’m 
Googling on the internet to try and find drug and alcohol resources, so that’s me who’s doing the Social Work degree, 
who’s been to mental health services.’

Gender queen man, Brisbane
Q  You know you said when you were in hospital, your friends were so supportive.  Did you get a referral 

to QAHC or any other queer community support?  

A  ‘No.’

Sexuality/gender identity is not on the radar in monitoring or practise and 
clients don’t raise it
Sexual orientation or gender identity was rarely raised by professionals and, if it did get mentioned, it was usually as part 
of a broader investigation or came up by accident. If sexuality/gender identity was raised by clients, it often still remained 
unaddressed. There was no monitoring of sexuality/gender identity as part of routine intake or assessment procedures. This 
included, at the extreme end, school counsellors or psychiatrist failing to address/raise/follow-up sexuality even in cases of 
often severe homophobic bullying. Conversely, sexuality/gender identity was often not raised by LGBT people because of 
fear or because they did not see it as relevant or appropriate, creating a ‘cone of silence’ on both sides.

Bisexual man, Cairns
‘I haven’t discussed that I’m gay (with my psychiatrist).  I don’t need to discuss my sexuality.  I am who I am – gay.’  
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Homophobia and discrimination is still common
This included experiencing direct homophobia from professionals, other patients, fear of professionals’ homophobic reac-
tions to their sexuality/gender identity and feelings of self- censorship in hetero-normative self-help groups.  Nurses were 
considered especially homophobic and conservative. Inappropriate/unprofessional behaviours such as school principals 
being judgemental when students came out and ‘sending them’ for counselling remained in the systems.

Older gay man, Brisbane
Q  How was that group (self-help group) with sexuality and stuff? 

A  ‘Again, that was the first one I went to and I felt it was still taboo.’

Gay man, Townsville
‘Personally, I don’t think that a lot of people would know what would go on in the, like, what you’d be asked, I mean, 
fear of being asked something that you don’t want to talk about.’

Gay man, Cairns
‘Regardless. Gone in and they’ve just gone through my file and I had one that went, “You’re kidding”, and looked at 
me as if I was a fucking piece of vermin.’

LGBT services and LGBT professionals were good quality and helpful
Services such as QAHC and Open Doors and gay GPs were considered an important first point of call and having LGBT staff 
and contacts was critical. LGBT services were generally seen as providing high quality social support and services generally. 
Respondents also spoke about how having gay GPs was especially helpful. QAHC’s relocation from Townsville created a great 
sense of loss of support. The expansion of QAHC’s work in Cairns was considered very important, particularly its work with 
women. A need for services for young LGBT people who fall in the ‘gaps’ created by services age restrictions was also an issue. 
Sexual health services such as the Dolls House in Cairns with LGBT staff were also considered extremely helpful in providing 
support and care. LGBT professionals themselves such as psychologists, GPs and social workers were generally considered 
extremely helpful and important to have in mainstream organisations. 

Gay man, Brisbane
Q  Do gay people tend to go to the gay medical practices or not?  

A  ‘I would certainly now, I wouldn’t have once, but I wouldn’t hesitate to go now…’

Gay man, Cairns
‘I’ve been to the Doll’s House and I’ve been to another doctor that’s part of the gay community. I wouldn’t go to 
anyone…We’ve got some good gay doctors and psychologists here in Cairns.’

Gay man, HIV-positive, rural Queensland (discussing his positive social experiences of the 
QAHC Retreat’s social program)
‘Or just talking to somebody, go and visit somebody.  I really enjoy that camping up at Camp Duckadang.’ 

Q  How did you find it? 

A  ‘That was excellent.  Yes, two nights.  We went on the Friday and we came back on the Sunday.’ 

Q  Did you make any friends? 

A  ‘Too many “girlfriends” to choose from.’  

Q  How many people went? 
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A   ‘…I think there was maybe 53 if you count Amanda and Shane [facilitators], 54 probably.’

Young gay man, Cairns
‘There are a lot of services there for her.  Most people, you know, the first point of call is QAHC for people in the 
community. They go QAHC and have a chat with one the guys there, and then they are able to refer them on from 
there.  I don’t know about Sam and Chrissy, sort of thing, you know, with people being in the youth group coming 
and having a chat with youth and stuff like that, but I’d like to think that by having the youth group and having Sam 
and Chrissy there or, you know, having Rob (who’s becoming a doctor and stuff like that) there to go, “Look, I’ve got 
this problem,” or, “So-and-so’s got this problem,” or, “We’ve noticed this.”  I think it’s a big thing as well.’ 

Q  How do you mean big?  

A   ‘Like, being able to go, “Right, I know where I can go for help.”’

Cost was major access barrier: Private services are good, but costly
Cost of private help was a major barrier. This was especially for mental health issues where help was often long term and 
expensive, especially private counselling. For those that could afford private health services the quality was often, but not 
always, considered good. Services environments were high quality and staff were more friendly, helpful and professional. This 
included also not only more appropriate, effective and balanced treatment and care approaches but care was also more cul-
turally sensitive and inclusive of LGBT people’s specific needs surrounding their sexuality/gender identity. 

Lesbian woman, Brisbane
 ‘You’ve got to pay for them all, don’t you?  You’ve got to pay for any of that kind of shit.  I cannot afford it – I’m on a 
minimum wage, and I could not afford to go to a psychologist or a counsellor once a week, just can’t afford it.  I live 
week to week.’

‘Definitely, definitely, being able to afford it, and in the public system where you can afford it, there’s a higher 
demand, not enough resources.’ c.

Gender queer man, Brisbane
‘They might be able to tell you what’s the problem – is this the result of your father not loving you, whatever, but they 
just don’t have that sort of caring thing and, in terms of holistic care for any client, I don’t think it’s just about the 
mental stuff, it’s about your physical health.  It’s about your spiritual health.  It’s all inter-connected.’

ATOD and other government services are not accessed
Respondents’ perceptions of ATOD services as well as government services generally were that they were not helpful 
or accessed.

Lesbian woman, Cairns
‘No, no.  I don’t go to ATOD.  I actually go to…I find that ATOD is very clinical, it’s very Queensland Government 
backed with…it is supported by state government funding and federal government.  It’s an NGO, it’s much more 
casual, so it’s not the tuck/tuck/tuck model, which I find ATOD to be.’   

Transgender communities
The transgender communities identified several themes and issues which are examined in detail.
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What are the mental health issues of transgender people in Queensland?
Depression, stress, anxiety, suicide, self-harm, poor self-esteem and internalised transphobia were common in the transgen-
der community, especially for young transgender people. These issues impacted daily functioning and the ability to work and 
develop relationships.

Transgender woman, Brisbane
‘Depression, and they just don’t know where to go.  Even though they have access to the internet, a lot of the 
information on the internet is very, very confusing for them and then they speak to mum and dad, who might not be 
so supportive and won’t take them to a doctor.  It comes back to internalising everything and the only way they can 
release that pressure is by self-harming, slashing their wrists, their arms, drugs.....there is no real assistance out there 
for the young kids until they come to the notice of mental health authorities.’

Transgender woman, Brisbane
‘There’s often quite a lot of stress, especially with transitioning, especially outside people, so if a lot of people have a 
lot of shared stress, people aren’t talking about that?  People abandon people if they know they’re really depressed.’

Transgender woman, Brisbane
‘Socialising of course.  Unfortunately, a lot of trans people, by the time they actually get to a place like this, are 
socially inept.  Their confidence and so on has suffered so badly, they’re not socially competent and they’re scared of 
everybody. They lose the art of communication and social etiquette.’

Transgender woman, Brisbane
‘That’s just thinking that you want to kill yourself, but the number who actually go and do it or attempt it is quite 
high, I would think. There have been 141 suicide victims and not one has left a suicide note.’ 

Q  That’s just in Queensland?

A  ‘Yes, just in Queensland, just around the ridges.  I don’t travel any more than 20 Ks.  That’s my area.  They identify 
them at Mt Gravatt.  That’s where they put them and we wait until they get to claim the body but most parents 
don’t claim the bodies as a true identity.  They will trade them as the male or female as they were born, but 
they’re pleased to accept that they were transgender.’

What are the causes of these issues?
Transphobia was a major issue in being the cause of issues for transgender people in many ways. These included its life 
impact in creating social exclusion and discrimination, for example in work and poverty; the stress of transitioning process; 
the frustrations and barriers created externally; and the loss of friends and family. These issues also contributed significantly 
to problematic drug and alcohol use and, along with mental health issues, had the effect of creating only further social exclu-
sion. There were other harms such as Sista-Girls and young transgender people getting involved in sex work to finance their 
surgery and other transitioning costs. The financial pressures of transitioning themselves were a major form of stress.

Transgender woman, Brisbane
‘Yes, non-acceptance in the wider community, but more so, I think, frustration with the journey itself, with one’s 
self, one’s body, all the things that one has to go through. When I look in the mirror all I can see is a man and, in 
the community, it’s only a perception, but it is actually a lot of internalised transphobia.  Trannies do not like being 
trannies. It’s the limit society puts on you and I think that’s where that frustration is.’  

Transgender woman, Brisbane
‘Employment is a huge issue which creates a lot of anxiety.  From one angle I see patients at the clinic who are just 
too afraid to even try to get a job.  You have people who do try but are unsuccessful, yet people like myself, who 
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was actually employed at a fairly high level in government, when I transitioned very publicly, six months later I was 
sidelined, no job.’

Transgender woman, Brisbane
‘There’s anxiety, perhaps fear even, the effect of coming out to people, to your family, to your friends, at work – even 
depression – and I wonder whether people do use alcohol more as a result of those feelings. My perception is that, 
within the trans community, there’s quite a lot of alcohol abuse that I’ve noticed, probably recreational drug use as 
well, and I think most of that’s down to frustration with one’s self – I’m not talking about myself here, just a perception 
of mine – frustration with one’s self, having to go through the process or not being able to go through the transition 
process or barriers that are put up, acceptance by the community…’

Transgender woman, Brisbane
‘Also, with the drug and alcohol, that can trigger further things like schizophrenia; whereas if these issues were 
addressed earlier, it doesn’t have to lead to that extent that we’re sort of depressed and that limits our opportunity to 
gain employment, how we interact with people in society.’

Transgender woman, Brisbane
‘But the young people are people who are poorer or unemployed or, for whatever reason, don’t have any money.  
Where does that meet with them? They simply can’t do it.  They have to live with it. It’s a vicious circle. It causes 
depression, anxiety, self-harm. Some become sex objects because it’s the only way they can get the money for 
the surgery.’

What are the experiences of services and treatments?
Transgender respondents spoke about the significant costs and trauma associated with the often extensive psychological 
testing and medical investigations as part of the gender re-assignment process. Lack of doctors specialising in transgender 
medicine was a major concern which has created a dependency on a small number of specialists, some of whom are nearing 
retirement and already overstretched, resulting in service delays.  There was a common misunderstanding/lack of aware-
ness in health providers, including doctors, surrounding gender identity generally. There is a need for training, including in 
the sexual health clinics. Many were taking long-term psychiatric medication which was not effective. There was also a lack 
of services and approaches to provide early intervention during the early, vulnerable stages of transitioning, especially for 
young transgender people who are particularly vulnerable. 

The lack of general and financial support for young people transitioning only increased these delays and created further 
mental health consequences. Respondents also spoke of frustration and complex issues created by the relationship of gender 
identity and mental illness and psychiatry. This included the pathologisation of gender difference through the concept of 
GID (gender identity disorder), confusing GID for other forms of mental illness, and difficulties separating other forms of co-
existing mental illness with GID which could affect people’s ability to be able to transition in the system. 

Transgender woman, Brisbane
‘I’ve always said for years that trans people are the only section of the community that actually have to go through 
a vast array of psychological testing to prove that they are sane people to go through to have a surgery.  No other 
section of society has to do this and it costs thousands, let alone trying to find sympathetic doctors that understand 
or who specialise in the area.’

Transgender woman, Brisbane
‘People want to see her and the waiting time to get to see her now might be four months.  I think once a person takes 
the step of actually coming out and making that decision that they want a transition, then they really want to go 
ahead quickly and they find that even four months is a big frustration.’
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Transgender woman, Brisbane
‘Yes, I mean I spent four or five years going to a psychiatrist and that was her solution.  For me the drug she prescribed 
didn’t work.  I hated it.  It made me so zoned out I couldn’t drive and I thought, “No I’d rather be depressed and be able 
to drive”, than be on this medication.’  

Q  Was it an anti-depressant? 

A   ‘Yes.’

Transgender woman, Brisbane
‘Because young kids that are 12, 13 or 14 cannot access a doctor for help with their gender issues until they are in the 
Mental Health Department through self-harming, etc., and then they can get help.’ 

Q  What are some of the other issues?  You said ‘etc.’; what else other than self-harming?  What are some of 
the issues?  

A  ‘Depression and they just don’t know where to go.  Even though they have access to the internet, a lot of the 
information on the internet is very, very confusing for them and then they speak to mum and dad, who might 
not be so supportive and won’t take them to a doctor.  It comes back to internalising everything and the only 
way they can release that pressure is by self-harming, slashing their wrists, their arms, drugs.  Even Gayle has 
told me this, that there is no real assistance out there for the young kids until they come to the notice of mental 
health authorities.  Then it’s not always the case of giving those kids access to support services or referring the 
kids to her, even though she can see kids as young as 14 at Bialla, which she has done.’

Transgender woman, Brisbane
‘Now they can’t discriminate against schizophrenics or bipolar people, manic-depressives.  Now they actually can’t 
deny surgery on those bases, be it rightly or wrongly. The diagnosis can be dear, but then it’s up to the clinicians to 
work out what are the symptoms presenting a symptom of the schizophrenia, or did the stress and everything from 
trying to deal with their gender issues lead in to bipolar or schizophrenia.  There’s no research to say that somebody 
who was diagnosed as schizophrenia prior to having surgery had the surgery and their schizophrenia disappeared.  
There’s no research to say that, so they tread very, very carefully and they’re the most vulnerable of the vulnerable.’

What do you want to see in future services? 
The current Gender Clinic was perceived as lacking sufficient resources and a waiting time of four months was considered 
unacceptably long, particularly for people who are transitioning and need the process to be fast and accessible. There was 
also a strong need for informal peer support that was transgender community-based and provided free. This was considered 
to be especially helpful as an early intervention, and social services to support people early in their transitioning experience 
which is generally heavily medicalised with little social support. There is also a need for better and more accessible 
information on transgender issues and training to be provided to sexual health services and all state doctors who have 
transgender clients.

Transgender woman, Brisbane
‘It seems to me that this is all coming back to resource centre, some kind of resource centre, some kind of facility 
where people, before actually formally commencing a transition, can have access to assistance, counselling-type 
assistance. Yes, I think that’s important. I highjacked your question before about de-medicalising the whole process, 
but I think counselling.  It doesn’t have to be even a psychologist, but someone who can talk to people and has a 
knowledge and understanding of their issues. Somebody from within the trans community preferably.’



States of Mind - page 68

Transgender woman, Brisbane
‘And a lot of these concerns actually start at a young age.  A lot of trannies, sister girls actually, are aware of a 
problem in their gender identity, even though they might not know the terminology.  It can start as a child and, in my 
case, it did. It typically does.’

What are the cultural issues and attitudes?
Stigma and difficulties discussing mental illness was an issue for transgender people, something that was considered shared 
with attitudes generally in society. It was also felt that stigma about depression in part was less so and changing due to pub-
lic mental health promotion initiatives such as Beyond Blue.

Sister girls (Indigenous transgender people) spoke of their experiences of tensions regarding participation in the LGBT 
mainstream communities, particularly labelling of being ‘a trannie or transgender’ that negatively affected their sense of 
identity as women. Sister girls spoke of the rigidity of gender ‘policing’ in schools on Palm Island which negatively affected 
young Sister Girls developing their natural identity as women at an early age. Sister girls also identified the negative impact 
of government intervention on Palm Island and Indigenous communities which also affected them as a part of Indigenous 
Australian culture. At several levels, Sister girls experienced much greater acceptance and inclusion within their Indigenous 
communities and their own families than white transgender people did with mainstream and LGBT communities. Access to 
work and the particularly high level of unemployment was a major issue for Sister Girls. Sex work played a role in Sista Girls, 
particularly when they moved to the cities needing work, and it sometimes formed a role in exploring their gender identity 
as women.

Transgender woman, Brisbane
‘I don’t know.  In my experience, people tend not to talk about it and denial is one thing, I think. It’s not something 
that most of us do anyway – look at the general community, not just the transgender community.  It’s something that 
people tend to bottle up.’

Transgender woman, Brisbane
‘There’s probably more talking about that kind of stuff rather than stuff that’s related to transitioning; not psychiatry 
stuff related to gender identity but things kind of related to stress or depression or anxiety, that kind of thing? Yes.’

Sister Girl
Q  How has that hindered you?  

A   ‘Well, it actually gets chucked back in your face if you’re a transgender person and, no, that doesn’t define who 
I am.  I’m an Aboriginal woman and that’s it.  I don’t want to be labelled transgender.  I am a woman. It actually 
pulls you back.’

Sources of support
Support was available in the transgender community, but to a certain level and at a more casual level surrounding shared 
issues, such as stress during transitioning. Respondents also identified that they had limitations in their own skills and psy-
chological limits to provide help and the degree of help that was needed to be provided by professionals. 

Transgender woman, Brisbane
‘I can see if there is an issue but also if it comes from another person, I’ve been there, I’ve done that, so I consider 
okay, and it’s done on a casual basis.  You talk them through it, but also knowing that they would need to talk to a 
professional about that, sort of steer them in that way, but also keep maintaining that communication happening, 
just give them that ear.’

‘At the social level, you can only really take so many people under your wing, so to speak, before you start wrecking 
your own social life.  I’m always happy to help somebody – I think all of us are – but if somebody doesn’t respond or 
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it’s too hard, we can guide them to see the right people and then get on with our lives, with other things.  This is me – I 
don’t feel compelled to take that person because they need so much help under my wing and try and help them all 
the way, but compassion is there of course. I don’t think there are too many people who are happy to spend too much 
time with another person to discuss their depression.’

Wellbeing and resiliency and coping

Transgender woman, Brisbane
Respondents talked about the things that were important in keeping them well and the things that helped them in getting 
through difficult times. These factors were social and cultural in nature and included being around other transgender people 
and other cultures, friends and family and socialising.

‘Being around your own. Friends, and family. Friends and family and being around your own kind who, if you’re 
having a real down day, you can speak to them and they understand what you’re talking about.  Sometimes you’re 
having a down day because of some trannie shit and your family still don’t quite understand but they accept it, but 
having another trannie friend, they accept it. Socialising of course.’ 

What sort of services do you want to see in the future? What is needed 
for LGBT communities?
Participants spoke passionately and at length about the types of services they believed they and the communities needed 
and wanted to see created in the future.

New LGBT services and more funding
Services identified were broad and included: LGBT workers placed throughout  mainstream services so that the community 
would not feel stigmatised or ghettoised; establish an LGBT centre in Townsville; an LGBT mental health support group; an 
LGBT community outreach service to raise awareness of where help and other services are; services and information available 
in non-scene, non-stigmatising places; more specialist doctors; as well as a non-medical, informal peer-based information 
and support service for transgender people, especially those who are in the early stages of transitioning. A need for QAHC 
and other LGBT services to provide specific transgender services, staffed by transgender people, was also identified and for 
ATSI transgender people to be represented in these services as well. More funding and resources to generally improve care in 
these health areas was considered important, such as using state and federal initiatives.

Lesbian woman, Brisbane
‘So we need to put money into making it more accessible and more comfortable, get a better understanding amongst 
the workers, and getting some community work and even, instead of the top-down approach, maybe more of a 
bottom-up approach, asking the queer community, “What do you need to put money into?” finding out what they 
need, and building from there, rather than the experts walking in and saying, “This is how it’s going to be”.’

Young gay and lesbian people, Brisbane
Person 1: ‘Open Doors was the first one in Queensland....that there are monthly or fortnightly drop-ins at places like 
the Sunshine Coast, the Gold Coast, Rockhampton and places like that.   I think it’s fantastic.’   

Person 2: ‘That’s good what you say, but then we get back to the fact that they’ve now cut Sally’s funding, so she’s not 
going to be able to continue, so we don’t know whether the little places that she’s supporting will continue.’
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Young LGBT people a priority
Early intervention especially for young LGBT people was considered important. This included a focus on regional LGBT young 
people, school education about sexual orientation and gender identity, incorporating transgender education into school 
sex education, services for young homeless LGBT people and services that cover the ‘gaps’ artificially created by current age 
restrictions in LGBT youth services. Starting these services at younger age in schools was also identified.

Young gay man, Cairns
‘I still think the services aren’t good enough, especially with the LGBT focus there are not enough appropriate services.’

Young bisexual girl, homeless, Brisbane
‘I don’t care what actually happens, as long as there’s just people out to help us and stuff, especially us really young 
kids who are on the streets.’

Provide the right help much earlier in people’s lives – early intervention
Many participants strongly felt that their issues had not been properly diagnosed, addressed or adequately supported at an 
earlier time in their life or when they needed the most support, information, help or treatment. This had created major, often 
lifelong problems.

Gender queer man, Brisbane
‘Just generally, in a broad sense, there’s not enough early intervention services.  You don’t want to wait until you’re 
committed before you get mental health treatment.’  

Lesbian woman, Brisbane
‘And maybe, too, like, education in schools, have it out there so that future generations are stopping the stigma that 
is associated with sexuality and try drumming it from a younger age, rather than the population that’s already out 
there in the world, and getting some awareness in schools.  I know that I’m mostly part of a gay group, and this is 
where I met my girlfriend, and the schools didn’t want anything to do with us. They threw out our stuff into the bin 
in front of us.  They didn’t want us coming to school talking about it, and the first time I ever learnt anything about it 
was at uni, and that was probably only because I had a gay lecturer.’

A diversity of services/projects that provide awareness, information and health promotion and community and cultural 
development for the LGBT communities 

Mental health and drug and alcohol information was felt very lacking in the community. Suggestions to address this included 
things such as a service directory, a mental health campaign to raise awareness about the mental health epidemic in LGBT 
communities and referral information to help friends.  Several health promotion strategies were suggested. These included 
raising awareness of mental health harms from alcohol, cannabis and party drug use; low cost, mass media strategies such 
as addressing drug use and sexual contexts, i.e. SNS’s and sex impacts/partner choices; and art events as drug and alcohol 
free platforms that are focused on circles of friends within tribes. The limitations of health promotion-style approaches were 
also raised.

Other suggestions included outreaching mental health/drug and alcohol information into the community, using internet 
chat rooms as peer support/information and removing internet firewalls that prevent information access. It was felt 
that it was important to provide information across a variety of spaces and places including ones that were non-scene 
or stigmatising.

Gender queer man, Brisbane
‘I think creative events can be used as a platform to preach to people while they don’t notice it.’ 

Q  Is that a good thing?

A   ‘I think so, if you can get a message through to people without them really noticing it.’ 
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Q  Why do you think creative events would do it? 

A   ‘Because they’re something that people will actually make time for and if you’re sitting in a theatre, and you’re 
not allowed to drink in a theatre, you’re not drinking.  It’s about the environment as well.’

Gay man, Brisbane
‘If you’re looking at how you want to deal with this, my suggestion is very simple.  There should be a campaign – and 
it comes back to personal awareness.  I think that’s where you’ve got to start…not wait until it gets to, for want of a 
better word, an epidemic level [of mental health issues] or to a level where it creates problems…’

Lesbian woman, Brisbane
‘Yeah, and definitely, like, community awareness, like, some outreach things and getting it known out there where 
they can go for help.  A lot of people that even do want help think it’s easier not to get help, because they don’t even 
know where to start.’

Gender queer man, Brisbane
‘Whether you’re listening to the radio or watching TV or reading the newspaper, just walking past stores, driving past 
them, you’re exposed to so many marketing messages. When you’ve got a health promotion message, you’re not just 
competing against other health promotion messages, you’re competing to try and get this retained through 30,000 
other messages every day.’

Training and organisational change
A general need for more training with organisations and professionals was identified. This included training health profes-
sionals to be more understanding and sympathetic to LGBT people’s needs, making organisations more LGBT-friendly and 
accessible so that clients would be asked about their sexuality/gender identity. It was important to make LGBT people feel 
less ‘siloed’  and make asking about sexuality/gender identity less ‘problematised’ by opening up mainstream organisations 
and integrating LGBT practice into professionals’ work.   GPs were identified as needing training to be better equipped to 
diagnose and treat mental health issues. There was also a need to provide workshops to train doctors to better understand 
and work with transgender people and their issues.  Importantly, the training of health professionals should not just be con-
tent-based, but help professionals become more self-reflexive about their own culture, privileges and assumptions.

Lesbian woman, Brisbane
‘I think that being gay is a culture, too, like, there’s many ways you have to speak to them not to offend them. There’s 
many ways you have to speak to an Asian person not to offend them, so I think that that needs to be integrated into 
practice, whether it’s a course, giving them information, even displaying pamphlets for gay and lesbian people in 
their office to make it a bit more gay friendly when you walk in.  You’d think, “Oh, there’s something gay here.  I’m 
accepted.  I’ll be able to open up.”  Having that as you walk in would be really helpful.’

Young gay man, Cairns
‘I think there really needs to be more services to have a LGBT component, at least a focus. That’s what I was saying 
about the service providers, I mean, training service providers so that they are able to deal with the LGBT issues as 
well, and also making them recognise that they are LGBT- friendly or they’ve had accredited training or something 
like that.’  
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Triangulation of qualitative and quantitative results:  
Mental health and wellbeing
Overall there was robust correspondence between the quantitative and qualitative data in addressing the major research 
questions. The majority of the major themes coded and identified in the qualitative data were triangulated and supported by 
the survey results and many of the minor themes were also triangulated. 

What are the mental health issues for LGBT communities?
The major issued identified were depression, stress/anxiety, suicide, self-harm, low self-esteem and mental health harms from 
drug and alcohol use and a significant level of psychiatric disability. Other issues include trauma, loss and grief, body image, 
eating problems and psychosis.

How does this compare to the general community – are the issues greater, 
less or the same?
Overall, LGBT communities had a greater incidence of mental health issues compared to heterosexual population research 
statistics. The issues were often described as more severe than the general community and chronic in their nature, often 
being unprevented, untreated or ineffectively treated.  Overall, LGBT communities overwhelmingly responded that the LGBT 
communities used more alcohol and illicit drugs than the general community.

What are the causes of the mental health issues?
The major causes were homophobia (especially violence, when coming out, or discrimination at work and school); isolation; 
homophobia-related social exclusion; stereotyping and commoditisation of identity; social and lifestyle pressures to perform, 
succeed and compete as a queer person and demonstrate success; poor acceptance and internalised homophobia; family 
rejection; and relationship breakdown. 

Lack of human rights, co-existing experiences of trauma and lack of support, poverty, self-censoring, the stresses and pace of 
living, religion, discrimination within LGBT communities, and the impact of HIV were also important. 

What are the factors that promote wellbeing and maintain mental and emotional good health?

 The most important factors which promoted wellbeing and provided resiliency were friends, socialising with friends in the 
LGBT community, being creative and expressing yourself, and a broad range of lifestyle factors such as exercise, diet/eating 
well, outdoor activities nature etc. 

Sources of support, coping and resiliency
Friends (heterosexual and LGBT), the LGBT community, LGBT services and partners were the main sources of support.

Relationships between mental health and alcohol, drug and tobacco use
Alcohol use and a range of illicit drugs including cannabis, ecstasy, and amphetamines were causing mental health harms 
such as depression, anxiety and psychosis in both gay men and lesbians.

Experiences of homophobia were often a direct cause of mental health issues as well as a direct cause of alcohol and illicit 
drug use or using them more.

Drugs such as amphetamines, ecstasy and tobacco are used for positive and social effects such as improving mood, enhanc-
ing sexual pleasure and reducing weight. 

What are the cultural differences in attitudes?
Concerns about mental health and accessing services are much greater in LGBT communities than ATOD issues.
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Mental health problems and alcohol and drug use are both normalised in LGBT communities, but in different ways.

Mental health issues are stigmatised compared to alcohol/drug use which is much less so.

What are the experiences of services?

ATOD
ATOD services are significantly underutilised by LGBT communities.

General practitioners are the main source of care.

Service use is characterised by late presentation to established ATOD, and mental health issues often of great severity.

Mental health
Mental health services are significantly underutilised by LGBT communities, but are more accessed than ATOD services 
though GPs and private psychiatrists and psychologists.

General practitioners, private psychiatrists and psychologists are the main source of mental health care with some public 
services accessed such as acute care.

Services issues
LGBT communities are not satisfied with the quality of mental health and ATOD public services per se. These services are 
currently extremely underfunded, organisationally stressed, poorly coordinated and not holistic, resulting in generally poor 
quality service provision in many areas. Private services were considered better quality and more culturally inclusive.

Lack of early intervention or prevention, resulting in chronic long-term problems, was a major issue. 

Treatments and interventions are hetero-normative and highly medicalised. Service providers have little understanding or 
awareness of LGBT communities’ needs. Up to a third of the LGBT community is receiving psychotropic medication with little 
social support. Standard treatments such as CBT and counselling and psychotropic medication were often effective, while 
being long-term in nature.  

LGBT services are well accessed and provide good quality, culturally responsive services.

Regional LGBT communities experienced particular service gaps for both general and LGBT-specific services.

Barriers to services
Hetero-normativity and lack of cultural inclusivity is the major cultural barrier. Homophobia and discrimination is also com-
mon and is culturally institutionalised in many service organisations. Sexual orientation and gender identity questions  are 
absent in intake, assessment or referral practices.

Autonomy, self-reliance and a reluctance to seek help per se was a major cultural/attitudinal barrier in the LGBT community 
resulting in delayed help or non-help-seeking behaviour.

Cost of affordable private services is a major barrier particularly for socially excluded LGBT people.

Future desired services
Funding to develop new LGBT-specific services. 

Services to provide earlier intervention and improve prevention.

Services for young LGBT people. 

Services for regional LGBT communities.

Services should use a diversity of LGBT community-based projects and services. 

Strategies to combat lack of information, isolation and impact of homophobia include education and information, awareness 
raising, stigma challenging, peer support, outreach, media, internet and community and creative cultural development. 
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Services should focus upon friends and circles of friends in communities.

Training and organisational services to improve LGBT cultural inclusiveness and accessibility in health services as well as gen-
eral practitioners.

Services should be free or low cost. 
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6. Alcohol, Tobacco and other Drugs

Quantitative Results: LGBT Community Survey
Survey questions were asked about alcohol use, tobacco use, illicit drug use in  lifetime and in the last 12 months, injecting 
illicit drugs, concerns about personal  ATOD use, cutting down or ceasing drug use, knowing where to go if respond-
ents needed to seek help with drug and alcohol issues, and LGBT drug and alcohol-free events in their area. The data was 
organised into three levels of analysis: LGBT whole of community, gay and lesbian comparison, and urban and regional com-
parison.

Data from the LGBT survey is compared with the findings contained in the 2007 National Drug Strategy Household Survey,  
however, caution is recommended with this comparison due to the significant discrepancy in sample size and methodology. 

LGBT whole of community

Alcohol
Respondents were asked to complete the Alcohol Use Disorders Identification Test (AUDIT) developed and validated by the 
World Health Organization (1989). The AUDIT elicits a score of between 0 and 40. A score of 7 or less indicates low risk alco-
hol use. A score of 8 or more indicates risky or harmful alcohol use. A score of 13 or more suggests a likelihood of alcohol 
dependency. The AUDIT is not a diagnostic, but rather an interpretive and indicative, tool. 

48% showed scores of 8+ reflecting drinking at harmful levels. 22% of LGBT respondents showed scores of 13+ reflecting 
alcohol dependency. 

Tobacco
19.5% of respondents indicated that they were smokers, roughly the same as the national average (19.4%).  18.8% of LGBT 
respondents indicated that they smoked daily, again roughly the same as the national daily smoking average/rate of 16.6% 
for the general population. 

Illicit drug use

Ever used
The five most commonly ever used illicit drugs reported by LGBT community respondents were cannabis (52.8%), followed 
by ecstasy (31.4%), methamphetamine powder (27.5%), amyl nitrate (24.4%) and cocaine (21.8%). 
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Table 1:  llicit Drugs Ever Used: LGBT Whole of Community

Drug LGBT % 2007 NDHS %

Heroin 9.6

Meth (powder) 27.5 6.3 (meth: base/powder/ice)

Meth (base) 7.4

Meth (ice) 10.4

Cocaine 21.8 5.9

Methadone 3.0

Ketamine 5.6

Cannabis 52.8 33.5

GHB 5.2

Other opiates 13.1

LSD 21.3

Ecstasy 31.4 8.9

Benzos 20.9

Amyl nitrate 24.4

Nitrous oxide 10.4

MDA 6.5

Steroids 2.1

Glue, petrol, paint 3.9

Overall, reported LGBT rates of illicit drug use were significantly higher than within the broader general population. 

Used in last 12 months
The five most commonly used illicit drugs in the last 12 months reported by LGBT community respondents were cannabis 
(28.4%), followed by ecstasy (15.2%), amyl nitrate (10.4%), methamphetamine powder (10.0%) and cocaine (5.6%).
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Table 2:  Illicit Drugs used in last 12 months: LGBT Whole of Community

Drug LGBT % 2007 NDHS %

Heroin 1.3

Meth (powder) 10.0 2.3 (meth: base/powder/ice) 

Meth (base) 2.6

Meth (ice) 3.4

Cocaine 5.6 1.6

Methadone .04

Ketamwine 1.7

Cannabis 24.8 9.1

GHB .08

Other opiates 4.8

LSD 3.4

Ecstasy 15.2 3.5

Benzos 9.6

Amyl nitrate 10.4

Nitrous oxide 2.1

MDA .08

Steroids 1.7

Glue, petrol, paint 0.0

Again, LGBT drug use in the last 12 months was considerably higher than that found within the broader general population.

Injecting 
12.6% of respondents reported having injected an illicit drug in their lifetime, exceeding that of the broader general popula-
tion (1.9%). 7.4% of respondents reported having shared injecting equipment in their lifetime. 1.7%  of respondents reported 
having injected in the last 30 days.

Thought about cutting down or ceasing  use
37.1% of respondents reported having thought about cutting down or ceasing their alcohol, tobacco or other drug use in the 
last 12 months. 

Knowing where  to access services
58.5% of respondents reported knowing where to go if they wanted to cut down or cease their alcohol, tobacco or other 
drug use.

Drug and alcohol free LGBT events
45.8% of respondents agreed or strongly agreed that there were not enough drug and alcohol free LGBT events in their area.
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Lesbian and gay comparisons

Alcohol
There were no significant differences between lesbian women and gay men in levels of harmful drinking. There were no sig-
nificant differences in alcohol dependence in lesbians compared to gay men. 

Tobacco
26.8% of lesbian respondents reported smoking, exceeding that of gay male respondents (18.3%) and that of the general 
women’s population (17.1%). 25.3% of lesbian respondents reported that they smoked daily, exceeding gay male respond-
ents (18.3%) and the general women’s population rate of daily smoking (15.2%). Gay male respondents reported smoking 
and daily smoking at roughly the same rates as the general male population.

Illicit drug use

Ever used
Lesbian respondents reported using cannabis more than gay male respondents in their lifetime. Gay men reported using sig-
nificantly more methamphetamine (crystal), ketamine, GHB, other opiates and amyl nitrate than lesbian respondents in their 
lifetime.

Table 3:  Illicit Drugs Ever Used: Gay and Lesbian Comparison

Drug Gay % Lesbian %

Heroin 8.0 11.1

Meth (powder) 34.4 31.7

Meth (base) 9.1 4.7

Meth (ice) 13.7* 4.7

Cocaine 22.9 25.3

Methadone 5.7 3.2

Ketamine 11.1* 0.0

Cannabis 56.3 68.2*

GHB 11.4* 1.5

Other opiates 12.6* 1.1

LSD 27.5 22.2

Ecstasy 37.9 39.6

Benzos 26.4 22.2

Amyl nitrate 41.3* 17.4

Nitrous oxide 11.4 11.1

MDA 6.8 7.9

Steroids 2.2 0.0

Glue, petrol, paint 3.4 4.7

*Chi-square statistically significant at P<0.05 Alpha level
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Used in last 12 months
Cannabis use was roughly similar between gay and lesbian respondents. Amyl nitrate use in the last 12 months was the only 
significant difference reported with more gay men than lesbians using this substance. 

Table 4:  Illicit Drugs Used in Last 12 months: Gay and Lesbian Comparison

Drug Gay % Lesbian %

Heroin 1.1 1.5

Meth (powder) 12.6 9.5

Meth (base) 5.7 0.0

Meth (ice) 4.6 3.1

Cocaine 4.6 9.5

Methadone 0.0 1.5 

Ketamine 3.4 0.0

Cannabis 26.4 28.5

GHB 1.1 0.0

Other opiates 4.5 6.3

LSD 5.7 3.1

Ecstasy 20.6 17.4

Benzos 9.1 9.5

Amyl nitrate 21.8* 3.1

Nitrous oxide 2.2 1.5

MDA 1.1 0.0

Steroids 0.0 0.0

Glue, petrol, paint 0.0 0.0

*Chi-square statistically significant at P<0.05 Alpha level

Injecting
Slightly more gay male respondents reported injecting an illicit drug in their lifetime, and in the last 30 days than lesbian 
respondents. However, slightly more lesbian respondents reported ever sharing injecting equipment than gay male respond-
ents.  

14.9% of gay male respondents reported injecting an illicit drug in their lifetime compared to 12.6% of lesbian respondents. 
9.5% of lesbian respondents reported ever having shared injecting equipment compared to 6.8 of gay male respondents. 
2.2% of gay male respondents had injected in the last 30 days, compared to 0% of lesbian respondents.
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Thought about cutting down or ceasing  use
More lesbian respondents (46%) reported having thought about cutting down or ceasing their drug use than gay male 
respondents (37.9%).  

Knowing where to access services
68.2% of lesbian and 62% of gay male respondents knew where to go if they wanted to cut down or cease their drug and 
alcohol use.

Drug and alcohol-free LGBT events
45.8% of gay men and 45.9% of lesbian respondents reported that there are not enough drug and alcohol free LGBT events 
in their area.

Urban and rural comparisons

Alcohol
There were no significant differences between regional LGB communities in alcohol dependence compared to urban LGB 
communities. There were no significant differences in regional and urban gay men or between regional and urban lesbians in 
levels of harmful drinking. There were no significant differences between regional LGB communities in harmful drinking lev-
els compared to urban LGB communities. 

Tobacco
20.5% of urban LGBT reported that they were smokers, roughly the same as regional LGBT (19.9%).

Illicit drug use

Ever used
Apart from nitrous oxide (bulbs), there were no significant differences between drugs ever used in urban LGBT and regional 
LGBT communities.
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Table 5:  Illicit Drugs Ever Used: Urban and Rural Comparison

Drug Urban % Regional %

Heroin 11.9 7.6

Meth (powder) 31.7 30.1

Meth (base) 4.7 7.9

Meth (ice) 4.7 10.3

Cocaine 25.3 25.3

Methadone 3.1 3.7

Ketamine 5.5 9.2

Cannabis 53.1 60

GHB 4.7 7.6

Other opiates 12.6 15.3

LSD 26.9 16.9

Ecstasy 34.9 30.7

Benzos 22.2 21.5

Amyl nitrate 28.6 21.5

Nitrous oxide 14.3* 6.1

MDA 8.7 6.1

Steroids .07 6.1

Glue, petrol, paint 2.3 2.6

*Chi-square statistically significant at P<0.05 Alpha level

Used in last  12 months
Urban LGBT reported using ecstasy more than regional LGBT, representing the only significant difference between the two 
samples.
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Table 6:  Illicit Drugs Used in Last 12 Months: Urban and Regional Comparison

Drug Urban % Regional %

Heroin 1.5 1.5

Meth (powder) 11.1 9.2

Meth (base) 2.3 4.6

Meth (ice) 3.1 6.1

Cocaine 7.9 4.6

Methadone 0.0 0.0

Ketamine .07 4.6

Cannabis 26.9 29.2

GHB 1.5 0.0

Other opiates 3.1 7.6

LSD 4.7 3.0

Ecstasy 21.4* 12.3

Benzos 10.3 9.2

Amyl nitrate 11.9 10.7

Nitrous oxide 3.9 0.0

MDA 1.5 0.0

Steroids 0.0 6.1

Glue, petrol, paint 0.0 0.0

*Chi-square statistically significant at P<0.05 Alpha level

Injecting
15% of urban LGBT and 10.7% of regional LGBT reported ever having injected in their lifetime. 9.2% of regional LGBT 
respondents and 6.3% of urban LGBT respondents  reported ever sharing injecting equipment in their lifetime, and 3% of 
regional LGBT reported having injected drugs in the last 30 days compared to 1.5% urban LGBT.

Thought about cutting down or ceasing use
41.5% of regional LGBT and 37.3% of urban respondents reported wanting to cut down or cease their alcohol, tobacco or 
other drug use. 

Knowing where  to access services
64.6% of regional respondents and 59.5% of urban LGBT respondents reported knowing where to go if they wanted to cut 
down or cease their alcohol, tobacco or other drug use. 

Drug and alcohol free LGBT events
40.4% of urban respondents and 41.5% of regional LGBT respondents agreed or strongly agreed that there were not enough 
drug and alcohol free LGBT events in their area, indicating no difference.  
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Qualitative Results: Detailed Case Studies. LGBT 
Communities – Alcohol, Tobacco and Other Drugs
A detailed analysis of regional, LGBT and age differences was reported using an individual case study approach. This allowed 
a deeper and more contextual analysis of the issues and needs in local communities and greater cultural exploration of differ-
ent LGBT ‘tribes’ and their sub-cultures. This style of analysis also allowed the complexities, and often the contradictions, that 
existed with the data to be interrogated, comparing the macro and the micro and the tensions between them.

Eight community consultations were undertaken in Cairns, Townsville and Brisbane. Consultations took place in homes uti-
lising the dinner party model. Each host was asked to invite between four and eight friends to the dinner party.  Again, this 
model was chosen to allow richer collection of data from LGBT social networks or ‘tribes’ in order to investigate the diversity 
and complexity that exists within LGBT communities and particularly the many ‘textures’ that exist between communities in 
different regions. 

Cairns 

Three consultations/dinner parties were undertaken in Cairns: a gay men’s  consult, a lesbian t consult, and a youth consult 
sourced from  an LGBT youth group.

Cairns Gay Men’s Consult

Demographics
Five males attended the dinner party consultation. One was aged between 30–39, three aged between 40–49, and one 
aged between 50–59. Income ranged from $12,000 to $50,000 per annum. One Participant identified as HIV-positive, one as 
unsure, and three as HIV-negative. One identified as bisexual, and four identified as gay.

Summary snapshot
 › The Cairns gay male scene can be transient and largely consists of men who have moved from Brisbane, large cities 

interstate and from overseas. Some are moving to escape the pressures of city life and drug and alcohol use.

 › A high proportion of gay men are in a relationship. 

 › Drugs most used by this tribe are alcohol, tobacco and cannabis; however, other illicits such as party drugs are present 
within the broader LGBT Cairns community.

 › Support in this tribe is strong, and regional LGBT social networks are considered more supportive than those in larger 
cities.

 › Living in a regional area has its downfalls such as lack of anonymity.

 › Pressure to perform successfully as gay men was evident.

 › Participants would be reluctant to access public ATOD services and, for some, private services would not be 
economically possible.

The LGBT scene/s in Cairns 
Participants informed us that no exclusive gay bar exists in Cairns. Those that do open usually last about six months, as the 
community is not large enough to make the clubs/bars financially viable.   Socialising is therefore largely centred around pri-
vate BBQs, straight bars, restaurants, private parties and pool parties, and this is where people network together. According 
to participants, the LGBT scene is largely made up of people who have moved from Brisbane, major interstate cities and from 
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overseas, with a high proportion of people living as couples or in a relationship. Participants noted that there is quite a large 
wealthy LGBT presence in the area: 

‘There’s a huge group of “Gap” people that live between here and Port Douglas and between Port Douglas and 
Mossman that are very successful people. They own their own businesses… very wealthy.’

‘It’s also a fact that a lot of gays and lesbians actually sell up in Victoria and NSW and they come up here and buy 
cheap houses.’

‘A lot of English people here, gay couples, all making good money.’

Participants also argued that some people who have moved to Cairns from interstate have moved to get away from the stress 
of big city lifestyles:

‘… there’s a lot of gays with partners down in Sydney and get out because of the lifestyle. Because of the drug culture 
there now, you’re picking up your second or third guy and they want to get away from doing the heavy drug scene 
and come to cairns and just chill. They come to a better lifestyle, the warmth, the culture, the environment.’

‘When people from interstate come here, what happens is people come here and they come here for relaxation, 
environment, ecology, all that and, all of a sudden, within that time there’s a lot of people that just go, “Fuck it, I want 
to get to know who I am this time.” A lot of them go, “Oh my god, I need to learn”, and in that learning a lot of people 
stay and that’s us. We are the ex-party boys that came here [to Cairns].’

Reference was also made to the issues and potential difficulties gay men face when they have moved from a big city to 
Cairns, with some dealing with issues around drug and alcohol, mental health, and relationships:

‘There’s a lot of people who move up here because they are druggies. That can be classed to some extent as a mental 
health issue and they’ll come up here to escape or rationalise it, to give themselves a bit of time to really focus 
themselves on who they actually are. People come up here and they have too much time. They suddenly realise that 
they are focusing too much.’

‘Gay people, they move up and they’re trying to escape from the reality of what they’re in at the time and they want 
to escape to a place that’s a little bit more relaxed and they live up here, and certainly the general population I see 
have got mental health problems as well. Maybe they don’t have mental health problems but they’re moving up here 
because they’re having issues with relationships or they’ve got drug problems or they’ve got alcohol problems. It’s a 
mental health issue, but they don’t see it.’

‘Why don’t people stay? Its not a fact that they hate Cairns, its the fact that they hate themselves within this space, 
so they get to know who they are, and they go back to the cities, and they come back up here going, “Oh god, I didn’t 
realise how beautiful it was up here”. People grow up very fast. That’s what I mean about toughening up. People 
toughen up here.’

Further mention around issues of ‘toughening up’ of people who reside in the ‘top end’ of the country were framed in an his-
torical perspective:  

‘…its part of the culture of how Cairns and Darwin and these northern parts of Australia were formed. It was a rugged 
place, it was the outback place, tough men went there. Anyone who was running away from anything in life went out 
to those remote areas and were tough. Everyone who comes up here from Sydney, Melbourne, from whatever with 
whatever issues, they either stay, go through their issues and stay, or otherwise say “I’m outta here, I don’t like it”.’

This tribe described the large influx of LGBT couples moving from big cities interstate, and from overseas.  A major draw card 
to moving to Cairns is also the fact that Cairns has a domestic and international airport, and this access to areas outside of 
Cairns locations is attractive to many:

‘Why do people stay here? Most people stay because we have access to an  international and domestic airport. Its 
about access outside of Cairns…you can be in Sydney in 3 hours.’
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While some people moving to the Cains area are aware that they may be experiencing mental health or drug and alcohol 
issues, there are others who are not:

‘Some people who move up here wouldn’t even recognise that that’s why they’re moving up here. They saying “I’m 
getting away from Sydney but I don’t know why I’m moving away”. They’re getting away from Brisbane or Melbourne 
and moving up here to get away from everything and they’re not even recognising the fact that they’re trying to deal 
with issues.’

‘…and then they go back to Sydney. They come up here to try and work away from the alcohol and drug dependency 
they’ve got and they suddenly see themselves too much.’

Drug use and the drug scene
Participants identified two broad groups of drug takers in Cairns LGBT communities: 

‘There are two cross-sections: the party boys, who really party hard, and us, who relax and are getting to know each 
other and we’re getting to know ourselves.’

Differences between the Cairns drug scene, and the drug scenes of major cities were also discussed: 

‘I mean there’s a huge drug scene here but it’s nothing quite like what you see in Sydney when you’re hitting pills from 
Friday afternoon right through till Sunday.’

‘…no, it’s more of a one nighter when you’re doing the drug scene here [in Cairns].’ 

‘It’s a different drug scene [in Cairns]. It’s a party scene. You go to (private) parties.’

This group indicated that the main drugs used within their tribe were alcohol and cannabis:

‘Pot is very big up here. They grow it here.’

‘Pot is just massively used up here. There would be more people who’d go home and have a joint at the end of the day 
than have a beer.’

‘Booze is the biggest, then pot.’

Some participants acknowledged that they drink too much alcohol. The climate was seen as a contributing factor to 
increased levels of alcohol use: 

‘It’s very much a tropical thing (up here) and you want to have that cold beer but if you’re in Sydney or Melbourne in a 
cold climate, you might want to have a tea or coffee.  Whereas up here, it’s a way of life.’

However, work responsibilities do impede and influence drinking:

‘In my job, I work with children, so I have to make sure when I go to work, I’m fully functional and fully together.’

Other participants talked about how they have successfully balanced their lives: 

‘We are very social people. We can combine the party life, the quiet life and also the beauty of Cairns…’

LGBT community support
Participants all considered that their small social networks were very supportive, more so when compared to larger cities, and 
especially if one member of their group was experiencing drug and alcohol issues: 
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‘We’re here because we have smaller tribes and support each other stronger than what they might do in some of the 
bigger cities and because you’ve got  more specific friends rather than a whole bunch of acquaintances. There’s a lot 
more support if you say, “I want to stop using this”, or “I want to stop using”.’

‘We actually hold each other. We have our arms around each other, amorous. We hold each other when we are out 
partying, when we’re having a good time. We put our arms around each other and we have a laugh and it’s all okay. 
And while we’re laughing and having a really good time, you go, “You need to give up the booze”.’

However, living in a smaller LGBT community can have its downfalls, where anonymity is almost impossible: 

‘After being in a 12 month relationship, I don’t fuck around as much as I did. I don’t fuck guys in Cairns, that’s why I 
got a bad reputation in the first place. I fuck guys who are not locals.’

Whilst support networks were considered strong by participants, there also was a tendency by participants to not overwhelm 
their friends and social networks with their problems:

‘To a certain degree, there’s people who also say, “Shit, I’ve got problems but everyone has problems”, and I just don’t 
want to put my problems onto this person because I’m sure their problems are far more significant than mine.’

‘Some people within this circle would go, “Yes I’m having fucking millions of problems”, and other people would pull 
back and say nothing…“I don’t want to overload you”.’ 

Pressures
Participants discussed some of the pressures they feel as gay men. Expectations to succeed from the broader and LGBT com-
munities, thus contributing to an urge to over-perform, and stereotypes of what it is to be a gay man, were two major themes 
that emerged.

‘I’d call it society pressure and someone says, “Shit, this is what everyone expects of me”. This is what society expects of 
me. I am meant to be a manager, a CEO. I’m meant to aim for all that.’

‘Everyone expects because you’re gay, you’re going to have $20,000 in the bank to do whatever you want. Some gay 
people in Cairns cannot fly to Sydney at the drop of a hat.’

‘…and there’s the stereotype, “Oh you’re gay, so you’ve got a lot of money”. I was reading this article in DNA [gay 
magazine] about successful gays. Half of them own their own companies and businesses. Here I am, a gay male, 
living in a reservations hotel.’

‘I’m happy with life, but at the same time there’s this expectation that you’re meant to be, as a gay man, able to 
achieve all these things because you don’t have to worry about the kids, you don’t have to worry about the wife. If 
you’re not going to the upper level of your career, then you’re viewed as a failure.’

Accessing services
Participants indicated that they would know where to go (the Dolls House) if they needed to get help for mental health or 
drug and alcohol issues:

‘I’ve been to the Dolls House because there was a really good psychiatrist there. I would trust him because I know 
someone who has seen him. I know he’s pretty gay-friendly.’

One person expressed concern that to access a counsellor on a weekly basis would be expensive:

‘I cannot afford – I’m on a minimum wage, and I could not afford to go to a psychologist or counsellor once a week. 
Just can’t afford it. I live week to week.’
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Another participant indicated that he wouldn’t seek help at all, as it is up to him alone to work out his problems:

‘I wouldn’t go to anyone…I just feel that it’s me that has to deal with it – whether that’s right or wrong, but it’s 
something that I feel…Its me that has to work it out…’

Wellbeing
Participants indicated that community engagement, LGBT social activities and their social circle and friends contributed enor-
mously to their wellbeing: 

‘Engaging in the community together is something that helps [with wellness]. It’s more than just getting together 
with the community and like the choir, it helps facilitate wellness…the choirs are very important.’

‘There’s a connection between smaller groups as well. It’s the things within the social environment in Cairns that 
brings us out to be much more closer…companions, so on a day to day basis we will connect because we’re like-
minded people, we’re good friends, but on a monthly basis I’ll catch up with “Andy” because we see each other at the 
choir and we interact.’ 

Cairns Lesbian Consult

Demographics
Seven women participated in the dinner party consultation. Ages of participants were: 35, 36, 37, 43, 51 and 52. All identified 
as lesbian, six identified as Anglo-Australian, with one identifying as PNG/Chinese. Income ranged from $20,000–$70,000.

Summary snapshot
 › The Cairns lesbian scene was considered transient and easily assessable.

 › Alcohol in this tribe is largely consumed in moderation, along with very little illicit drug use. The desire to stay in control 
and previous problematic experience with drugs and alcohol were reasons cited for this. 

 › Being single was attributed to higher levels of drug and alcohol use.

 › Isolation, low self-esteem, gender inequality, menopause and homophobia were identified as stressors that could 
increase lesbian drug and alcohol use.

 › Services were considered not well equipped to deal with specific needs of LGBT clients.

 › Drug and alcohol free LGBT social events were seen as contributing to wellbeing.

The Cairns lesbian scenes/s
One participant described the LGBT scene in Cairns as being easily accessible, due to its transient nature and the small size of 
the communities:

‘The thing that strikes me about Cairns in particular, too, is that because it is a mobile community there’s more 
chance to get in. Like, if you arrive in Melbourne and try to meet people, unless you have a connection, its bloody like 
hitting your head against a brick wall. It’s like, “You’re not coming into our group”, but here, because the population 
is transient, because the community is, like, you can go to a community event, you can go to all those sorts of things, 
and they’re small enough for people to recognise you the second time or something. I think having a small, transient 
community is a completely different experience.’
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Most of the participants were not originally from Cairns and, like the gay men we interviewed, came to Cairns for a different 
lifestyle, and found there was more community attachment than what could be found in major cities, along with a different 
drug scene:

‘When I left Sydney to come up here…I made a conscious choice to change, not change my life, you know, but I just 
wanted to do something different. I mean, the party scene up here is not like the party scene down there [in Sydney]. 
It’s completely different. There is more community here.’

Alcohol 
Alcohol within this tribe was largely consumed in moderation. However, participants have observed high levels of alcohol 
and drug use in lesbians not attached to their social circle/tribe:

‘I am not concerned, because I think even amongst my peers around here, I just don’t think that we go overboard, 
although there are women on the scene that have gone completely overboard – they go overboard every single time.’

‘I just don’t see the sense of urgency amongst the people that I’m hanging with up here anyway, to get off their faces.’ 

‘I must admit the girls around here that we hang around with are pretty good. But others I have seen them a lot, 
when they drink, they are on a mission, and it’s to get them completely plastered to the point where they don’t even 
remember how to get home…they are single.’

Participants made further associations between being a single lesbian and higher alcohol use:

I think when you’re single, that’s possibly when there is more drinking and when you’re couples it tends to go down 
a lot.

‘There have been times when I have been single, that I’ve definitely drunk more alcohol and often, too, had alcohol 
when I got home every night, a couple of glasses. Again, that might lock into loneliness or still being in the process 
of getting over a relationship, but definitely the sort of emotional turmoil, the de-stress around getting over the 
last relationship. Because I do leave myself some space. I do give it time, a couple of years, 18 months, between 
relationships…two days [laughter].’

Younger and coming out
Participants discussed their own alcohol use when they were younger and coming out. Prior to coming out, participants 
considered that their higher level of alcohol use was associated with their young age at the time, their heterosexual social 
network at the time, and issues associated with not being out: 

‘Like I know when I was growing up here and much younger, before I came out, I was very much drinking, drinking, 
drinking, because that’s what you did. Then when I came out it changed, and the women I met, they weren’t that way. 
They were, like, we’d go out and have a few beers, but you don’t have to get plastered. To me that’s when it changed. 
When I came out as a lesbian my drinking changed a great deal and I drank a lot less, and as I’ve gotten older, less 
and less.’

‘When I came out, my friends changed, and they didn’t drink as much…it’s possible that I was drinking more, 
because, you know, I had issues that I hadn’t come out, but its also because of the people I was with. They were big 
drinkers.’

Influences: Queensland drinking culture; heterosexual friends; gay 
male friends
Participants attributed heavier drinking to the Northern Queensland culture, and argued that their heterosexual friends can 
influence and add to an increase in their own alcohol and illicit drug use:
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‘It’s the culture here. It’s the Queensland culture to go out and get drunk. A lot of the gay scene has followed that 
trend.’

‘In terms of myself, with the gay community, it’s been very much kind of social drinking and not a big deal, but the 
non-gay community it’s been very much “Right, lets go for it. Let’s get pissed”. I drink harder when I’m with straight 
friends or straight work colleagues.’

‘…but the other thing is my heterosexual friends, particularly the old friends, are huge drinkers, and I just can’t keep 
up. They are massive drinkers.’

Participants considered that gay men in general consume more alcohol than lesbians, and that their gay male friends have 
also influenced their alcohol use in the past:

‘…gay men drink more booze…’

‘…and my gay boyfriends, like “Mike” and “Paul”…they do things like they send a bloody carton of booze, just before 
they arrive…and that’s just for the first night…’

Illicit drug use
Some participants had tried and/or had problems in the past with illicit drugs, while others had not. Those that had experi-
enced problematic use were now somewhat anti-drug: 

‘I’ve got a long history of using drugs in my younger days. Its since having seen the long-term effects of what it does 
to people, you know, I would do anything I could to stop people taking it. I’m dead against it now.’

‘For a period in Adelaide, I mean, I just really became addicted to heroin. That was just really awful because you just 
saw people’s lives just going down the toilet.’

Those that had none or very little experience with illicit drugs were also concerned about the impact that illicit drugs can 
have, but were more tolerant of casual users than heavy users: 

‘I hate all forms of [illicit] drugs, but I’ve been lucky. I’ve not really dealt with drugs as an issue in my life amongst 
family and friends. Personally I think it destroys people, and the people around them. I try not to judge people who 
take them. I have a lot of friends who have smoked and still smoke dope, and that’s not an issue for me. That’s their 
choice. If they were serious heavy users I’d probably be worried, but if they’re a casual user that’s their choice too. 
Yeah, I have quite a strong feeling against drugs generally.’

‘I personally don’t like it [illicit drugs]. I try not to mix with people who take it.’

‘I’ve seen what it does to people and I’m concerned from that point of view.’

Again, participants considered that their gay male friends influenced their illicit drug use, whereby gay men had introduced 
them to a variety of drugs, and gay men had an influence on how much they would/had consumed:

‘When I was with my gay boyfriends in Sydney…the gay boys took me down that track [illicit drugs]. It was parties 
and things, you know. It was the whole thing at the time.’

‘I’ve only ever had the pure stuff [cocaine]…again, my gay boyfriends…’

Control
Participants stated that they posses the desire to stay in control, and this had an impact on what types of drugs they took 
and how they took them: 
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‘I think it’s an element of losing your sense of self and sense of control that I don’t feel the need to do.’

‘I don’t like to be out of control either, so I still find that when I’m on my big sprees I still have control. Even though my 
awareness and everything is not as alert, I still have control, to the point where I am normally the one that looks after 
people around me.’

‘I’m really lucky to have had experienced dope, hash. I’ve had coke, speed, MDA, and also in terms of me, I felt  that 
I’m actually able to at least understand, like, I have an understanding of all those drugs and for me its about being in 
control, so the preferred drugs would be the ones where I’m in control, such as coke.’

‘My preferred drugs now would be smoking dope and, if I could afford it, cocaine, because those two would be for me 
the two where I could still feel in control.’

Stressors and pressures that may impact on lesbian drug use
Participants were asked about reasons for lesbian drug use. Participants identified isolation, self- abuse, suicidal tendencies, 
anxiety, low self-esteem, gender, menopause and homophobia as factors that may increase lesbian alcohol, tobacco and 
other drug  use. 

Isolation, self-abuse, and low self-esteem 
‘If there’s a history of isolation and abuse, and self-abuse – I mean, in terms of youth suicide, the number of gays and 
lesbians, the youth suicide in this country is appalling in its own right. Then you factor in the gay and lesbian, and it 
skyrockets. Then the drug and alcohol dependency that’s associated with not fitting in, not being part of the group, 
all those sorts of things…I don’t believe that people continually want to get out of reality if they have some sense of 
self worth.’

‘I’d say the people we don’t know are the ones to worry about really, because the support network is really quite 
strong, and if you can access that, then I think you’re quite lucky to feel confident enough to be able to do that. What 
a lot of us have done is come here and gone, “Oh, a big gay network!” I mean, we’ve found it and we’ve developed 
friendships and we’ve got that support very quickly, surprisingly quickly. But for many, that’s not a reality and they’ve 
lived with it their whole lives, I suspect.’

Menopause and drinking
‘There’s a tendency, for me, to drink more because of menopause…there’s also a tendency for GPs to give you 
something to make you sleep…I can’t sleep, so I have to watch myself [with alcohol].’

Gender inequality 
‘Issues in the lesbian community?  Anxiety, low self-esteem. It’s massive for LGBT women… I think it’s our gender, 
definitely, that would be number 1…I mean, basically we are in a patriarchal society and you knew, even in my 
situation, when my brother was born it was deigned immediately that he would go to uni. When I was born, it was 
not deigned that way…It took me a long time before I actually end up going to uni and then realising I had a brain 
etc. But that was from birth, and this is what happens to women in Australia, whether you’re LGBT or not.’

‘There’s a lot of women out there that just don’t get ahead because of the simple fact of the glass ceiling. I was in a 
situation personally, it wasn’t my fault, where I was given a job and I was given “X” amount of dollars and I had to 
train a guy to come and do my job, and he automatically got $3000 more and was a lot slower at what he was doing, 
and I just felt, well, there’s no hope here, so I left the company.’

Homophobia
‘[In the workplace] there was a huge amount of homophobia…they just continually made jokes about gays and 
lesbians, particularly about gay boys. I mean, I had been in [work] environments where you would have been shot 
down in flames by anybody if you made those comments.’
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‘In cairns, I have had clients who have actually seen me with my partner…we were holding hands…that was on the 
Sunday…and that client rang up and cancelled their appointment on the Monday.’

Support in community
Participants considered that their own, along with other lesbian friendship groups/tribes, were supportive, and that these 
networks would support those who may be experiencing problematic drug and alcohol use.

‘I think there is a culture amongst lesbians who are in friendship groups to look after each other. Say if we all went to 
the pub next Saturday night, or to the bar, and one got blind drunk, there would  be others saying “What’s going on?”, 
because that’s not normal behaviour…or if it was depressive drunk behaviour, there would be an element of concern 
and care…and there would be people looking after that person.’

‘If somebody from the people I’ve met up here actually got really drunk when were out, I’d be quite concerned. It’s just 
not the done thing. They’re very very sensible. Everyone’s very sensible.’

‘I think this [LGBT community] is especially strong.’

‘I definitely have support in my network here, and they would be very understanding, very supportive [if I had to give 
up or cut down on ATOD use], but my heterosexual friends wouldn’t understand.’

Services
Participants were not confident that ATOD services would be well equipped to deal with the specific needs of LGBT clients: 

‘I’m sure they are very good, but I think they are just overworked. There’s a massive problem here, and it’s outside 
the gay community. You know, we have a massive Indigenous population who have huge alcohol problems. ATOD 
cannot cope with the Indigenous population, let alone start thinking about the gay population.’

Participants also considered that the ATOD sector and their staff were overworked and would access a private service rather 
than a public service:

‘They’re overrun, overworked and they’re just not interested.’

‘The people that work there, they’re exhausted and they just, you know, are pulling their hair out. I think that would 
be the last place I would go.’

‘I would go private, but there’s so many people that can’t afford to go private.’

Creating communities
Participants felt that events they created themselves, particularly those that are drug and alcohol free, increased 
their wellbeing: 

‘I think I’m more of a party animal because of my past, you know, because I was a late comer- outer…but I find that 
the lesbian community is quite moderate as far as alcohol and drugs, hence the reason why I try to create some 
events that are not geared – l mean, as much as I love dancing and going out at night – I’m inclined to create events 
where they don’t have that.’

‘But we’ve found that, like, in our small group, we go out with our mates and there’s four of us on most weekends, but 
we’ll go out and do mountain biking or canoeing or whatever, and there’s no alcohol, no drugs, just a picnic and the 
end with some nice food.’
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Cairns Youth

Demographics
Five participants took part in a drug and alcohol free youth consult BBQ. Four identified as male and one as female. Three 
identified as gay, one as bisexual and one as lesbian. Four were HIV-negative, with one unsure of status. Ages were 15, 16, 20, 
23 and 23. Four identified as Anglo-Australian, with one identifying as ATSI.

Summary snapshot
 › Attachment to the LGBT scene and increased drug and alcohol use was identified. 

 › Alcohol use was the main drug identified by participants.

 › Some participants had experienced problems with their drug and alcohol use.

 › Most felt they would be unable to adequately support a friend who was experiencing a drug and alcohol problem.

 › Major issues for young LGBT people identified were coming out, family rejection, suicide, homophobia and violence. It 
was considered that these issues lead to drug and alcohol abuse.

 › Participants considered that LGBT youth would present late to services due to the complex relationship between drug 
and alcohol use and sexual orientation, LGBT pride and the reluctance to discuss their problems.

 › Participants felt that services were not well equipped to treat young LGBT people.

Perceptions of alcohol, tobacco and other drug use
Young regional LGB youth identified attachment to the ‘scene’ with increased drug and alcohol use, more using discreetly in 
small groups and drinking as a way of relieving stress. 

‘I don’t think until we’re about the legal age, about 18, that you start getting out onto the queer scene, that the 
alcohol and the drugs really start happening…we rarely get under-aged people trying to sneak into our parties.’

‘…like down there in Brisbane it’s more open. But here it’s more of a secret, they are doing it in little groups…more 
pot…I think it’s actually pretty bad in Cairns.’

 ‘When we get together for stress relief, we drink.’

Impact of alcohol 
Some participants had experienced alcohol abuse and were aware of the potential harms associated with this.

‘I recently went to the doctor and he put me on a three month detox. That got me to the point where I am sort of well 
now. I was actually drinking a lot. My doctor said, “No more alcohol for you. You’re fucking your liver”. I’ve just turned 
23, you know, and I don’t want that to be happening at this stage.’

‘I think it’s the amount it impacts on your daily functionality, you know, drinking too much, for example, and it’s too 
hard when you’re vomiting the next morning so that you cant go to work.’

Some participants were aware of and planned their alcohol use. 

‘….you can really plan your alcohol use.’

‘Yeah, the alcohol and drug thing was affecting my life for a while…but now I don’t drink during the week…If I’m 
going to have a big weekend I plan myself properly, you know, make sure I’ve got nothing else that I’ve committed 
myself that I have to do, and I can then go out and have a good night.’
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Support in tribe and community
Participants were asked whether they felt comfortable supporting someone with a drug and alcohol problem. Some felt that 
they would not feel comfortable with doing so, while others felt that they couldn’t pressure people into getting help.

‘I still don’t feel comfortable – hopefully I’d tell them to go and get some help but, like, I don’t know where I’d send 
them to, sort of thing, to help them.’

‘…If my friend had a problem, I would say, like, I wouldn’t tell them to go and get help. What I would probably do is 
ask them do they want to get help, you know what I mean, but I wouldn’t push them into doing something…’

Major issues for young LGB
Participants identified coming out, family rejection, suicide, homophobia, and violence as the major issues for LGB regional 
youth, and for some these stressors had a major impact on their drug and alcohol use. 

Coming out 
‘I mean at my age you have the whole coming out issues, confronting it and coming to terms with it, but I think I 
have, I know that I have excellent support out there, and I have three gay teachers at school who I can go and talk to. 
I know that I have QAHC and our queer youth group, and I have friends and family, so I feel quite secure…’

‘What helped me [coming out] was, okay, the pot was a massive coping agent thing, and the Valium just gave me an 
extra high. If it hadn’t been for the fact that I actually met someone who was gay, who I was actually able to talk to…
and he said, “Move up here to Cairns”, I would probably be dead or smoking  narcotics, just to control the pain and 
everything like that…I have a smoke now and then, but I don’t smoke it near as much…’

Family rejection
‘I come from an Indigenous background. My mum’s one of 13, and none of my uncles want to know me because I’m a 
lesbian. It took mum about a year to come back and ask me to be her daughter again. It was really hard…’

‘Well, a friend of mine is going through a lot of counselling. He comes from a family that is very very Catholic, and to 
his family it wasn’t right, it wasn’t accepted. It wasn’t what was supposed to be happening, and so he never told his 
mum and his mother found out through the school, and she didn’t talk to him for a while. He couldn’t talk to me for 
a while, you know, because he didn’t want to have anything to do with the community. You know, I think he wanted 
to crawl back inside and say “I don’t want to become a reject”, because of who he was, because he obviously he didn’t 
want to get criticised by his mother.’

Suicide
‘I’ve known I was gay since I was 15 years old. I actually started being a drag queen at 16…I got to the point where I just 
didn’t know what to do, especially as I was growing up in a small country town. It actually got to the point where I did actu-
ally try to commit suicide. If it hadn’t been for a friend coming into the house at the time, I wouldn’t be here now.’

Homophobia
‘I think the gay and lesbian issue is still big, there’s still a lot to do in some places. You get frowned upon, looked down upon, 
sort of thing, and it is hard, especially being able to go out and get work and everything like that as well. I have had job 
knock-back because of it.’

Violence
‘I was in one of the clubs a couple of years ago in my younger days and I was talking to this dude that I’d met, who was a coal 
miner – and I guess probably a lot of the gay people sort of thought that I was way too open and stuff, but I’ve always been 
open. One of the security guards followed me home after it shut at 5 and…I started using drugs after that, actually, especially 
by the week after that, two bottles of gin and speed. That was all I guess a coping mechanism…’
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Services
Participants were asked how confident they would feel in accessing a service for drug and alcohol or mental health issues. 
Participants felt that services were not equipped to deal with young LGBT clients and that services should be offered LGBT 
awareness training. 

‘I think maybe you might think things are good and there are services about, but it’s probably more of a relative than 
an absolute thing compared to like five years. Things are a lot better, but I think the services are not good enough, 
especially with the LGBT focus. There are not enough appropriate services. If somebody wanted to talk about their 
sexuality to their psychologist or something…I think it would be pretty hard.’

‘I think there should be a training program which could be brought into help service providers and stuff like that as 
well, to deal with gay and lesbian issues…especially from a relationships side of things.’

Support for LGBT youth experiencing drug and alcohol issues
Participants were asked where would LGBT youth obtain information and/or seek help if they were experiencing drug and 
alcohol issues. Participants felt that LGBT youth would present late for problematic use due to the complex relationship 
between drug and alcohol abuse and sexual orientation, LGB pride, and the reluctance to discuss problems with other 
LGBT people.

Presenting late for treatment
‘I reckon they don’t [seek help]…until they get such a problem where they’re thrown out of home or something…I think it’s 
always the last resort. On top of your problems, you’ve got the whole LGBT thing superimposed, that makes it that little bit 
harder and more reluctant to do it [get help].’

Pride
‘We are proud. It’s all to do with pride and all that sort of stuff. It is a general perception, I suppose, that gay and 
lesbian people are seen as very headstrong, very independent, don’t want to be seen as having problems because 
people say that the lifestyle is the lifestyle, so we don’t want to go out and talk about it.’

Reluctance to discuss problems
‘A lot of people in the LGBT community don’t want to talk about it [problems] to friends. They don’t talk about it 
to their family member. They keep it to themselves. I’ve had problems with alcohol abuse, drug abuse. I’ve tried to 
commit suicide. I’ve been gay bashed because I’m gay, but most people wouldn’t talk about it. People see it happen. 
Like if I was to see “David” get bashed in the street, I might see him the next day and he’d probably go, “Oh no, it was 
nothing”, like he’ll just sweep it under the rug…’

‘…I think even just talking about our own problems to other gay boys and other gay girls, it just doesn’t happen. 
That’s what I’ve actually seen. It just does not happen.’

The positives
Community engagement, participating and attending LGBT-specific cultural events and involvement in the arts were identi-
fied as things that ‘made life good’.

‘I think it’s the community you associate with…’
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‘Being able to go out to events – we have the Out Committee and all that here – and being able to go to things 
like the Tropical Pride Festival, Queer Youth group, Tropical Film Festival, having those sorts of events where you 
can actually go to them and be with people from the community and actually celebrate the diversity within your 
community as well.’

‘Theatre makes my life happy. I love going to drama classes and doing my musicals, it’s fantastic, and the round of 
applause at the end of the show…’

‘I sing!’

Townsville

Townsville Gay Men’s Consult

Demographics
Eight participants attended this dinner party consultation. Four were aged between 20–29, one aged between 30–39 and 
three were aged between 40–49. All identified as males and Anglo-Australian. One indentified as bisexual and seven as gay.

Summary snapshot
 › This tribe consists of a diverse range of people from the LGBT community.

 › This tribe was considered supportive by participants; however, the broader LGBT scene was not.

 › Alcohol use was considered to be mainly consumed during weekends, tobacco use was considered to be declining, and 
younger LGBT were considered to be taking party drugs.

 › Participants considered that lesbians drank more alcohol than gay men, and that gay men consumed more illicit drugs 
than lesbians.

 › Socialising and friends were seen as contributing to wellbeing.

Townsville gay tribe and LGBT scene
This group/tribe is made up of a diverse range of LGBT individuals; however, the Townsville ‘scene’ was described as small and 
not as varied in terms of subcultures when compared to other major cities. 

‘We have a cross section in our group, gay, lesbian, transgender, there’s bisexual people in our group. I mean, if you 
look at, like, Sydney, you’ve got all your different groups. You get your typical girly queens, drag queens, you get that. 
They sort of hang out in their sort of groups and there’s a lot of them, where in Townsville, you know, there’s only a 
small group of gay people identified. There’s sort of not enough of one group to actually stand together, if you know 
what I mean.’

Participants acknowledged the lack of anonymity that comes with living in a smaller town, where LGBT individuals’ drug and 
alcohol use is under scrutiny by the LGBT ‘scene’. 

‘You see, a town like this isn’t Sydney or Brisbane or Melbourne, where you could go out and get plastered, you could 
shoot up, and three people would know about it. You do that here one night, and everyone will know about it. Within 
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a couple of days everybody would have known you were in the gutter outside the ‘Sovereign’ [local gay bar], stoned 
off your face.’

…‘it’s a small community, so if one person does something bad, hits the drugs or whatever, they make controversy. 
That’s the way it is. That’s just it.’

Support in the community
Participants felt that their group/tribe is supportive whereas newly arrived people or those not as well connected often strug-
gle to gain support.

‘It depends on the group you’re in. Some people are in good groups like us, all of us have a lot of friends – but there’s 
people out there that have only three or four friends, and that’s it. So if they wanted to give up the booze or the 
smokes or whatever, they don’t have a good support group.’ 

‘I know quite a few guys who have come to this town, that have been here for six months, and because they couldn’t 
click into groups, the stress of them just standing there on their own in the club and no-one talking to them, they go 
out and no-one talks to them, they pack up and leave.’

‘You’re not accepted straight away, you know. Even if you are in, you’re still going to be niggled upon by others 
because you’re new, you’re not a familiar face.’

Participants considered that the broader LGBT Townsville scene was not very supportive when it came to mental health and/
or drug and alcohol issues. 

Well, I know when I first came back up here and I had a mental illness, basically it was my own little circle that 
supported me. I mean, go to the [gay] club and everyone just sort of treated you like a leper. You know, you went on 
Gaydar to just chat and meet people, and then it went around like wildfire, “Oh, so and so’s on line, he’s mentally 
unstable”.’

Alcohol use
Participants felt that alcohol was largely consumed on weekends by LGBT people, that younger LGBT people tended to drink 
out a lot more, while others drank at home due to the cost of alcohol. 

‘…but alcohol, a lot of the sort of gay community up here, of the ones that are going out, they are probably of the 
younger generation, but a lot of the time I wouldn’t say that they are drinking on a daily basis. It’s more of a weekend 
thing, like, social drinking kind of thing, because a lot of them probably don’t have the money to go out and drink piss 
every night.’ 

‘…it’s an economical thing. A lot more people now are drinking at home than used to.’ 

One participant felt that living in Townville contributed to alcohol use.

‘In order to live in Townsville you have to be drunk two-thirds of the time, so I mean that’s just a given. It is pretty 
prevalent…’

Tobacco use
Participants felt that rates of LGBT smoking were declining due to the banning of smoking in pubs and clubs, and that smok-
ing was no longer fashionable.

‘I think there’s not as many smokers around.’
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‘I think the smoking culture has started to cut down as well. I think that’s come from the restriction in social smoking, 
not smoking in restaurants, clubs and that. I think that’s put people off.’

‘Smoking is no longer chic.’

Illicit drug use
Participants felt that younger LGBT were more inclined to use party drugs such as ecstasy; however, they questioned the 
quality of the drugs available in Townsville.

‘I’d say the mainstream clubs, where a lot of the younger gays would go, ecstasy would have to be there. It’s a drug 
that goes with nightclubbing.’

‘A lot of it is made locally, so it’s not good quality.’

Participants acknowledge that LGBT injecting drug use did exist in Townsville.
‘Well, I know down at the needle exchange there were quite a few gay boys that were going down there.’

‘They were working 9 to 5 normal jobs, and they used to come down at 5 o’clock and get their needles and change 
and go home. Cocaine mostly, and sometimes speed, but cocaine mostly.’

Perceived differences in drug and alcohol use between gay men and lesbians
Participants were asked about their perceptions regarding differences between gay and lesbian drug and alcohol use in 
Townsville. Participants felt that lesbians were drinking more than gay men in Townsville, but that gay men were taking more 
illicit drugs.

‘Yes, there is a difference – the girls. Being the publican, when we have the boy’s dances at my pub, we’d have maybe 
120 to 140 guys. We’d turn over $2000 in the bar. When we’ve had 120 to 140 of the lesbian girls, we’d turn over 
$5000. Even on a soft night of 80 people, the girls, they would drink about $2000…’

‘Well, technically, like, the lesbians turn over this much and the gays turn over this much, I’d say at the same time 
it’s not as though the guys are having less of a good time, kind of thing. I’d say they are resourcing other things to 
accommodate for the alcohol, therefore not having to spend so much money on alcohol, they would be turning 
to drugs.’

Attitudes towards drugs and alcohol
One participant suggested that presenting drug use to the LGBT communities as ‘wrong’ would have little effect in changing 
LGBT drug and alcohol behaviour and attitudes.

‘…compared to what’s right and what’s wrong. We’re poofs. We’ve been through all that shit before you know. We’ve 
been told that what we live everyday is wrong, so being told that what drugs we’re taking is wrong isn’t going to 
affect us any…’

Things that encourage wellbeing 
Friends and socialising were seen as contributing to wellbeing.

‘Friends…it’s the social thing…and probably because this place is so small, our groups inter-cross all the time, so 
you’re not just in your one little tribe.’
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Brisbane

Four consults were conducted with Brisbane tribes: one transgender, one gay men’s  and three youth consults. The youth 
consult results have been combined.

Transgender

Demographics
Six people participated in this discussion. All identified as male to female transgender. Five identified as straight, one as 
unsure. Ages were 46, 43, 63, 54, 45, 69. Five identified as Anglo-Australian, and one as ATSI. Income ranged from $15,000–
$45,000.

Summary snapshot
 › Transgender people were considered to be at higher risk of drug and alcohol abuse.

 › Transitioning, cost of medication and surgery, transphobia, internalised transphobia, unemployment, discrimination, and 
family rejection were seen as contributing to drug and alcohol abuse.

 › Cultural differences exist between Anglo-Australians and sister girls.

 › The broader LGBT community was seen as somewhat supportive, but counterproductive as it could hinder the transition 
process.

 › Participants considered that apart from the Gender Clinic, services were not equipped to treat transgender individuals.

 › More services, such as expanding the Gender Clinic and funding for an informal resource/drop-in centre, was suggested.

 › Family, friends, peer support and socialising were seen as contributing to transgender wellbeing.

Perception of drugs and alcohol use in transgender communities
Participants felt that transgender people were at more risk of drug and alcohol abuse. Frustration borne out of stresses asso-
ciated with transitioning, lack of community acceptance, transphobia, internalised transphobia, family rejection, and lack of 
employment opportunities were discussed by participants. 

One participant summed up some of the issues thus: 

‘My perception is that within the trans community, there’s quite a lot of alcohol abuse that I’ve noticed, and 
recreational drug use as well, and I think that’s done to frustration with one’s self  – having to go through the process 
or not being able to go through the transition process or barriers that are put up, acceptance by the community 
because, for many of us, our lives, during and post-transition, can be quite difficult in the wider community. So I see 
that some people probably reveal their frustrations in that way…it’s the frustration of the journey itself, with one’s 
self, one’s body, all the things that one has to go through.’

Other participants described societal limitations, coming out and depression as potentially placing transgender people at 
more risk of drug and alcohol abuse.

‘It’s the limit society puts on you and I think that’s where the frustration is. Sometimes we do turn to other recreational 
things. The limitation society puts on you plays a big part and that’s where the frustration is.’

‘It’s more than just frustration. There’s anxiety, perhaps even fear, the effect of coming out to people, to your family, 
to your friends, at work – even depression – and I wonder whether people do use alcohol more as a result of those 
feelings…’
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Transitioning
Participants discussed the process of transitioning and identified issues associated with this journey that could impact on 
drug and alcohol abuse. Participants highlighted three stages of transitioning: pre-transition, during transition, and post-
transition. 

Pre-transitioning
Internal conflict and gender identity confusion during pre-transitioning were identified as issues that may increase drug and 
alcohol use.

‘There’s a whole different set of circumstances…the difficulties are within because one is in the wrong body…this 
internal conflict going on…a lot of pre-transition or people who have not  thought about transition have this internal 
conflict going on that leads to all kinds of difficulties. Quite commonly, I believe it leads to alcohol abuse primarily, 
and it just goes on from there.’ 

During transition
Lack of understanding by the broader community and struggling with physiological aspects were identified within the actual 
transitioning period.

‘…and during transition, which is a huge journey, not many people can comprehend it, and there’s so much that goes 
on during that journey; when one actually commences transition and really has difficulties with one’s physiological 
aspect and struggles with all of that.’

Post-transition
After transitioning, transgender people continue to experience a whole range of barriers, mainly from the broader commu-
nity, which can lead to further drug and alcohol abuse. 

‘When they’re through their transition and living as their chosen gender out there in the wider community, then they 
attract all of this other nonsense from the community quite often…that’s enough to drive people to drink…’

Cost of transitioning and medication
The high cost of medication and transitioning is out of range for many transgender people. This can impact on 
transgender individuals’ mental health, with some having to turn to sex work to fund the surgery due to limited 
employment opportunities.

‘The cost of transition is absolutely phenomenal, tens of thousands…that’s without thinking about your wardrobe, 
those kinds of things…hair removal etc.’

‘It’s not just the surgery, but the meds. It’s the costs of the meds and it just seems to me, and maybe that’s all I’m 
seeing, but it seems to me that by far the majority of trans people are not well off…’

‘But the young people are people who are poorer or unemployed – they simply can’t afford it. It’s a vicious circle…it 
causes depression, anxiety, self-harm…’

‘Some become sex objects because that’s the only way they can get the money for the surgery…and once you get into 
the sex industry, you get caught up in other shit and you don’t even sort of get there to be able to make the money for 
surgery.’

Employment
Employment was seen by participants as providing freedom and independence, along with a sense of purpose and social 
opportunities. 

‘We see employment gives you freedom, actually independence, and that’s a big thing – not actually having to go to 
Centrelink.’ 
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‘It gives you purpose as well, the social aspect.’

However, employment opportunities for transgender people are often limited. Participants spoke about the fear and anxiety 
associated with looking for work and being dismissed after transition.

‘Employment is a huge issue which creates a lot of anxiety. From one angle I know of trans people who are just too 
afraid to even try and get a job. You have people who do try but are unsuccessful, yet people like myself who was 
actually employed at a fairly high level in government, when I transitioned publicly, six months later I was sidelined, 
no job.’

Internalised transphobia
Participants discussed the negative impacts of internalised transphobia, highlighting low self-esteem, self-loathing and isola-
tion, and how this can be carried on well into later life.

‘When I look in the mirror all I can see is a man, and, in the community, it’s only perception, but it is actually a lot of 
internalised transphobia. Trannies do not like being trannies.’

‘And the family, teachers, classmates – if it emerges that this is not right, something’s wrong here, and then you take 
on, you internalise or supply, different views on how you should be. That’s where it can sort of stem from and if there’s 
not someone you can talk to, like a counsellor or what not, you can carry that on even after surgery. You need to 
address those issues.’

Family rejection
Participants discussed experiences of rejection by members of their family, highlighting ignorance and transphobia.

‘I have two children and two grandchildren and I’ve gained complete acceptance throughout the family except for 
one person, my son-in-law…he has had a huge impact because he prevented me from seeing my grandchildren.’ 

‘My father. He refused to discuss anything about my condition, refused to understand that it could be different from 
being gay, just absolutely refused to accept or try to understand it.’

Prescription drugs
There was a high level of prescription drug use in transgender communities, with many having been prescribed anti-depres-
sants over long periods of their life. 

‘I’m just over 12 months off anti-depressants after being on them for 31 years.’

‘I was on Valium when I was 12 and a half and I got off those when I was 15.’

Drugs, alcohol and medication 
Participants discussed the possible dangers of mixing hormone medication with alcohol and other drugs which could result 
in elevated risks for stroke, liver and kidney disease. 

‘It’s alleged that if you’re on hormones and you smoke, you’re at higher risk of stroke.’

‘The two hair retardants that are being used, they can take a heavy toll on your liver and kidneys over several years, 
and if you’re a heavy drinker, that’s something to be aware of.’ 
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Participants also spoke about how alcohol abuse could interfere with taking hormones and this could lead to additional 
health concerns.

‘…high levels of drinking, that can cause a transient lifestyle, like unstable home, and then that hormone level can 
go up because you’re not taking the hormones on a regular basis, so it’s all static, so that can initiate so many other 
health problems.’

Sister Girls
In Aboriginal and Torres Strait Island (ATSI) communities, male to female transgender people are known as sister girls, and 
female to male referred to as brotherboys.

One participant identified as sister girl and spoke about the cultural experiences of being transgender in ATSI communities.  
She spoke about how ATSI communities could be more accepting of transgender people, the importance of family, and pro-
tocols that transgender people have to follow.

‘I think for Indigenous people, we actually need that connection to communities, our people, but I believe that family 
is so strong. It actually has been my saving grace because acceptance into the community has not been there all 
the time.’

‘Obviously, there’s protocols that you need to adhere to…You pay respect to elders and you pay respect to culture and 
protocols.’

This participant considered that most sister girls stay in their communities; however, those that do venture to Brisbane face a 
range of challenges including acceptance and sex work to survive financially.

‘I come from a very supportive family. A lot of the time you’ll notice that most of the girls stay in the community, 
but the ones that come to Brisbane here, really, I see limitations. For me, I had to fight and struggle [when came to 
Brisbane]. I don’t know how I made it through, but also to survive through the streets. I didn’t choose the sex industry. 
It was forced on me by society because I wanted to make a living.’ 

Another cultural difference highlighted was that a majority of sister girls do not take hormones or undergo surgery.

‘In Palm Island there is a large percentage [sister girls] there but a lot of the sister girls don’t go on hormones and they 
don’t go through the gender reassignment and that’s a cultural thing as well.’

Cost of medication and surgery also limited the opportunity to undertake surgery and hormone replacement medication.

‘There have been a couple of sister girls that have been through the gender reassignment up there, but also getting 
access to work. It takes money to go through all these processes and in the Indigenous community there’s such high 
unemployment.’

LGBT community
Participants were asked about acceptance of transgender people within the broader LGBT community. Participants felt 
acceptance was inconsistent, and immersing oneself into the LGBT community could hinder the transition process and pro-
vide a false sense of security.

‘Acceptance in the LGBT community has not been there all the time. I’ve actually found being in the LGBT community 
has actually hindered the process of me becoming the woman that I am, and that’s why I’ve disowned that tie. It 
actually gets chucked back into your face if you’re a transgender person, and that does not define who I am. I’m an 
aboriginal woman and that’s it. I don’t want to be labelled as transgender. I am a woman.’

‘Well, because it is accepting and you sort of run around, you get caught up in that. It can be like a false sense of 
safety and the years tick by and then you’ve got to try and actually live your life as a woman.’
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One participant described a level of competitiveness that exists within LGBT communities which can have negative impacts 
on transgender people.

‘Other transgender people or even showgirls from the gay community can actually be very nasty. They can pull 
you down because they have that competition, the competitiveness to look attractive and to be able to pass [as 
a woman].’

Some participants expressed a desire to live outside of an LGBT community and be immersed and accepted in the broader 
mainstream society and avoid being labelled. 

‘I think I’m a normal trans person. All I want to do is to blend into the wider community. I don’t want to be labelled.’

Some participants were critical of the way that transgender has been ‘lumped in’ with gay, lesbian and bisexual issues, seeing 
it as a tokenistic gesture. 

‘We’ve got our own rights as a community with transgender, but I do get annoyed when we seem to have to be an 
item tacked onto the gay or lesbian movement. I honestly believe that the G and the L community have tacked on 
the T  just to improve their chances of funding because none of the Ts and the Is get anything from it: not that we’re 
asking for a heap of money or anything, but we don’t get any help. I think it’s not actually that constructive.’

Services
Participants were largely happy with the Brisbane Gender Clinic, but argued that that there was room for more improvement. 
Providing more resources and counsellors that pre-transitioning transgender people could access prior to entering a transi-
tion program was seen as helpful.

‘I think the clinic, okay it’s slow…waiting time is four months, but that’s because of lack of resources. Otherwise I think 
the clinic is operating very well. Thank God for the doctor there – and it could be expanded to operate better, provide 
a better service, yes, but that’s purely resources and money. It could also bring on board other thinks like counselling, 
so trans people could have access to real help on a more casual basis if you like, rather than entering the program to 
just transition…so they can get more information  with regards to the emotional and how people may interact and 
other experiences.’

Participants felt that services in general were not equipped with relevant transgender knowledge and skills, and that late 
treatment of mental health issues can have a negative impact on transgender individuals. 

‘There’s not a service you can actually go to, to get true and genuine conversation. You can find a counsellor but 
they’re not educated enough. Even simple things like terminology – male/female.’

‘Also with drugs and alcohol, that can trigger further things like schizophrenia; whereas if these issues were addressed 
earlier, it doesn’t have to lead to that.’

‘The pre-transitioning stage – because mental illness and drug abuse starts very early on and the longer a trans 
person delays seeing anybody through fear, not just fear from the person they’re going to see, but fear of family and 
everything else, the more chance there is for serious mental health issues and drug abuse.’

Participants considered that a walk-in service, where a doctor’s referral was not required, would greatly benefit transgender-
people.

‘…but people have to be referred by a doctor. It’s not a walk-in. Maybe some walk-in service for a couple of hours 
a week, if that could be organised and advertised, would be helpful for a lot of people…for those who don’t know 
where to start…just to go in and have a chat.  ATASQ does this, but they operate with little or no funding.’

Participants described the fear and stress involved for a transgender person to initially approach a service, and that a more 
informal service or a drop-in centre would make this step a little easier and provide much needed support.
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‘There’s a fear. They’re afraid to tell anybody because it’s a huge first step. I remember with myself, I was afraid of 
being rejected by the GP or being humiliated by whoever I was dealing with,  whereas if you had a drop-in centre or 
something like that…like a resource centre.’

‘You see, most trans people are quite brave to even mention it to their GP, afraid to mention it to anybody, but if 
there’s somewhere that’s available, that’s informal, where you could ring and arrange to go and see somebody, that’s 
the first and scariest step, and after that, it’s easier.’

Finally, a lack of specialised services for transgender people in Queensland was identified.

‘I’ve always said for years that trans people are the only section of the community that actually have to go through a 
vast array of psychological testing to prove that they are sane people to go through to have surgery. No other section 
of society has to do this and it costs thousands, let alone trying to find sympathetic doctors that understand or who 
specialise in the area.’

Positives
Participants were asked what are the things that make you well. Family, friends, peer support and socialising were 
all identified.

‘Friends and family and being around your own kind, who, if you’re having a real down day, you can speak to them 
and they understand what you’re talking about. Sometimes you’re having a down day because of trannie shit and 
your family still don’t quite understand but they accept it, but having another trannie friend, they accept it.’

‘Socialising of course. Unfortunately a lot of trans people’s confidence and so on has suffered badly, they’re not 
socially competent and they’re scared of everybody.’

Brisbane Gay Mens Consult

Demographics
Six people attended. All identified as male, gay, and Anglo-Australian. All were HIV-negative. Ages were: 43, 43, 45, 45, 47, 58. 
Income ranged from $14,000–$65,000.

This group spoke mostly about the use of alcohol in their tribe and in the broader LGBT communities.

Brisbane gay men
 › Alcohol was the main drug used within this tribe.

 › Alcohol was seen as building confidence to find sexual partners.

 › Isolation and drinking was identified.

 › Experiencing a crisis was seen as contributing to higher levels of alcohol use.

 › Alcohol use was connected with social acceptance and ‘fitting in’.

 › Alcohol use was associated with relaxing, but also seen as contributing to depression.

 › Participants were divided as to whether gay men drink more alcohol than heterosexual men.
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Alcohol
Participants considered that alcohol provided an opportunity to build self-confidence when going out and picking up other 
men, and acted as a buffer for possible rejection.

‘I think we just drink to meet people to break down the wall. I think it’s to make us feel a bit more relaxed about who 
we are, and having enough gets us to actually approach that person.’

‘When you’re out on the prowl to look for a sexual partner, you see a guy you really like, if you haven’t got the ‘Dutch 
courage’ to go and approach them, you won’t approach them, but if you actually have alcohol in your system, 
you will probably approach them…and if they reject you, you can say, “They rejected me, so what”, and it’s the 
anesthetising effect of alcohol that gives you the courage to go up and speak to that person.’

Participants described how, during the act of picking up, their alcohol intake could increase.

‘If I’m on the cusp [of being drunk] and this cute guy comes along and he’s drinking heavily and he’s flattering me, I 
just start drinking more.’

For some, being intoxicated is the only they feel they will meet sexual partners.

‘I drink shitloads. I don’t deny it. It’s nothing for me to drink bottles of beers and then go out and have a few more and 
I need a week to recover. I don’t know what I’m escaping from. I go and meet people for sex and I get who I want. But 
when I’m sober, I don’t get anybody – why?’

Problem drinking

One participant described the connection between problem drinking and isolation.

‘I’ve been told by a few people that I drink too much. I also got done for drink-driving and I’m aware what people say 
and think about me and, in a way, that’s turned me into a recluse when I drink.’

Alcohol was also seen as a relaxant, but could have negative side effects such as depression.

‘Alcohol does a lot for me, it relaxes me, and depresses me.’

One participant felt that he drank because he was depressed, but was unsure exactly why he drank. He was also unsure as to 
where he would go for help, as he didn’t consider himself to be an alcoholic in the clinical sense, but considered he had the 
support of a least one friend.

‘…but why do I drink so much? And I still don’t know why. There is no-one to talk to about it. I don’t want to go to 
AA because I can go for weeks without a drink, so I don’t think I’m an alcoholic because the people I know who are 
alcoholics drink at 10 in the morning. I just drink when I feel like I need a drink because I’m depressed. “Mike” has been 
a good support; he’s probably the only person I can go to, to talk about it.’

Stresses and increased use of alcohol
One participant, who was normally a very reserved drinker, explained how a particular stressful event can change his use 
of alcohol.

‘I thought I was promised a job and I went to the interviews and I’d been told that it was mine and they gave it to 
someone else and I went home that night and drank a whole bottle of wine, which was very unusual for me.’ 

Loneliness was also identified as a reason for increased alcohol use.
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‘I think loneliness is a big factor, feeling if you’re rejected. They’re factors that would cause me to come home and 
open up a bottle. I don’t come home and open a bottle of wine and have a couple of drinks if I’m really happy.’

Alcohol was also seen as a coping mechanism.   

‘I think the majority of the reason why people use alcohol or other drugs is because there is an inherent problem that 
they’re trying not dealing with and that’s their way of turning off. We all turn to some sort of crutch to get by in life.’

Feeling connected to a group or social circle was often associated with alcohol use.

‘Last Saturday night I went to [gay bar]…and drank more than usual, but once you’re in the group and you have a 
few drinks, you do relax more and, for me, if everyone else is having a few drinks, I feel more part of the group.’

Healthy drinking contexts
Using alcohol in moderation, especially with a social activity such as dining with friends, was identified as an enjoyable and 
healthy activity.

‘The other side to my drinking which I really enjoy is good wine with good food and I’ll go through the course of wines 
and dinner and, hopefully at the end of dinner, end up a bit pissy but not drunk, and waking up the next morning 
feeling fine.’

‘Going out to dinner is never usually a disaster because I will drink and eat and by the time I get to main course, that’s 
it, I stop drinking which probably works out well…’

Support in community to cut down or abstain
Some participants had positive responses from community, while others had negative responses.

‘If I don’t want to drink, there’s not an issue. Nobody hassles me and says, “Come on, don’t be a wimp” or whatever, 
and it’s probably the group that I’m mixing in.’

‘People around me thought something was wrong with me because, “Why do you want to give up drinking? Oh, 
you’re a drunk”. I said, “I just don’t want to drink. I’ve had enough, I need a rest”.’

Comparisons in alcohol consumption between LGBT and heterosexuals
Participants’ responses were divided as to whether LGBT drink more alcohol than their heterosexual counterparts.

‘I think we’re drinking less.’

‘I think we’re drinking more.’

Brisbane Youth Consults
Fourteen participants took part in the LGBT youth consultations. Ages ranged from 13 to 24. Three identified as transgender, 
one as bisexual, five as lesbian and five as gay men. All identified as Anglo-Australian.

Summary snapshot
 › Main drugs used were alcohol, cigarettes, cannabis and ecstasy.
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 › Some participants were anti-drug.

 › Reasons for drug use included coming out, pressure from the LGBT community, acceptance and peer pressure, stress 
relief, normalisation, coping mechanism, drug use in LGBT scenes, homophobia in school, non-acceptance, peer pressure 
and escapism.

 › Positives of using drugs included making one feel good and that it was fun.

 › Friends and exercise were seen as contributing to wellbeing.

Drugs used
Participants were divided as to drug taking. Drugs used by some participants were mainly alcohol, tobacco, cannabis and 
ecstasy, whilst others were very anti-drug. 

‘I just look at it quite heavily because I absolutely hated it. I don’t necessarily have a reason to hate it. I just do. I think 
very poorly of people who use it…everything. Alcohol, cigarettes, drugs, everything. I look down on people who 
use  it.’

Reasons for use

 ❚ Coming out
‘…if they’re coming out and they need to deal with it, that could be a reason.’

‘Oh my God, what are my friends going to think of me when they find out? What are my parents going to think of me? 
Also, like with my occupation, Oh my God, am I going to lose my job? Will they victimise me?’

 ❚ Stress relief and relaxation
‘With stress and that, they might resort to that, because they don’t have any other way to release any stresses that 
they have or any problems that they’re having with life, they resort to that – which then, you know, turns around and 
bites them in the arse, like, a year down the track.’

‘Smoking helps with stress for me, and, like, when I’m upset and stuff, people, if they see me upset they always throw a 
smoke my way…’

‘It helps them to relax, they use it because initially it makes them feel better, but after a while it does the complete 
opposite and drags them down, and usually by that point you’re generally too late.’

 ❚ Coping mechanism
‘I think a lot of gay people take drugs and that because they feel bad about themselves I think. You know, just trying 
to cope with the whole reality of it.’

 ❚ Pressure from gay community 
‘…people are put into pressure, like, in the gay community, to take drugs, just to fit in and to feel accepted within their 
own community. For people who just come out, they might fall in with the wrong crowd or something like that.’

 ❚ Normalisation of drugs in LGBT communities
‘Normalised in gay culture, there a lot of [people]…who come out and say, “Yeah, I don’t really take drugs”, whatever, 
and after a couple of months of functioning within a subculture where there is such a high rate of drug use, they be 
like, “Oh, I’ll give it a go”, because it’s something that’s gone from sort of mainstream society where it’s kind of friends  
to something that’s such a normal thing. In fact, it’s quite abnormal if you don’t.’
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 ❚ Fashionable
‘I think young gay people do take a lot of drugs, like, it seems to be so frigging fashionable and that sort of stuff.’

 ❚ Homophobia in school
‘Yes, school, it’s like an extremely homophobic thing. I don’t know if that was just me because I was the openly gay 
person at school and I used to get picked on and teased on all the time. When I was going to school, I used to get, like, 
a lot of people saying that a lot of gay people are stupid, why don’t they go and kill themselves and stuff like that, and 
I was just agreeing with them because I didn’t want them to know I was gay.’

 ❚ Non-acceptance. 
‘People look down on you and, you know, spit on you, and you just feel bad within yourself. You want to be like 
everyone, accepted, and they take it very hard. I remember when I was younger that was the main reason I took 
drugs. You have to have a very strong shell.’

 ❚ Peer pressure
‘Like, you don’t have people in your face saying, “Do this and you’ll be accepted”…I might walk in and see everyone 
smoking, so I think that must be the norm, and then I’ll want to start smoking, just so that I fit with the group, so that 
I feel normal. That’s just the thing; no one’s saying “If you want to be with us you’ve got to smoke this”. That’s just 
something that’s going on in your head – look, I want to feel like the rest of them, and so you automatically want to 
do it.’

 ❚ Escapism 
‘When you go out and drink, it makes you forget about it all, and you just drink, whatever…what happens in real life 
doesn’t occur when you’re drinking…and it usually brings you out of your shell, too, so I guess it’s a way to escape. It 
gets you away from things you don’t want to deal with.’

Positives of drug use
Making you feel good and being fun were seen as positive sides of drug and alcohol use.

‘The plain and simple fact is, drugs make you feel good.’

‘It’s just fun.’

Wellbeing
Friends and exercise were seen as things that contribute to wellbeing. 

‘Friends I can trust, and other things like going for a walk, just going to the water and everything, it just calms 
me down.’
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Triangulation of qualitative and quantitative 
findings: Alcohol, tobacco and other drugs

Drugs used
Alcohol was reported as the most widely used drug. Almost half reported high levels of harmful drinking with nearly a quar-
ter reflecting alcohol dependency. Lesbian women’s rates of harmful drinking were over twice that of the general women’s 
population.

Lesbian smoking rates were significantly higher than the general women’s rate. 

Cannabis was used by a quarter of LGBT in the past 12 months, followed by ecstasy, amyl nitrate, methamphetamine powder 
and cocaine. These levels were significantly higher than that found within the general population.

Reasons for use
The major reasons LGBT people use alcohol, tobacco and other drugs were expectations to succeed, over performing, 
stereotyping, coming out, being single, isolation, loneliness, normalisation of drugs and alcohol in LGBT communities, low 
self-esteem, confidence building for seeking  sexual partners,  menopause, gender inequality, homophobia, internalised 
homophobia, family rejection, violence and abuse, transitioning, transphobia, and internalised  transphobia.

Drug and alcohol use had positive effects such as a way to de-stress, and facilitated connection to friendship circles and the  
celebration of LGBT community and culture.

Cultural differences and attitudes 
Drug and alcohol use is normalised in LGBT communities, and are associated with coping with stressors, socialising, seeking 
sexual partners and use during sexual activity. There is, however, some low level stigma associated with drug and alcohol 
use, mainly due to previous problematic personal experience, with anti-drug attitudes more prominent and divided in LGBT 
youth  cultures.

Differences for lesbians, gay men, bisexuals and transgender people
Lesbians are drinking at roughly the same levels as gay men. Lesbians are smoking tobacco more than gay men.  Gay men 
have used more amyl nitrate, opiates, and party drugs such as methamphetamine ice, ketamine, and GHB, in their lifetime 
than lesbians. 

Transgender people are at particularly high risk of drug and alcohol abuse.

LGBT youth are at significantly high risk of drug and alcohol abuse.

Regional and urban differences in ATOD use
There were no real differences in rates of harmful drinking or tobacco smoking between regional and urban communities. 
Urban LGBT used significantly more ecstasy than regional LGBT.
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Support and services
ATOD services are seen as not equipped to effectively treat and/or having insufficient knowledge of LGBT issues.

More counsellors for pre-transitioning and a funded non-medicalised resource/informal drop-in centre are needed for trans-
gender individuals.

More LGBT awareness training for professionals, peer support, more services with an LGBT component, and LGBT-specific 
ATOD services are needed.
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7. Services: Mental Health and Alcohol, Tobacco  
and other Drugs

Quantitative results: service-provider survey 

Frequency of LGBT clients in current place of employment
By and large, respondents in the study do not work for organisations that deal extensively with LGBT clients. 51.8% of 
respondents report that no LGBT clients have used their service in the past 12 months. The next largest groups of respond-
ents work for services that have seen between one and 10 LGBT clients in the past 12 months. Moreover, there are a small 
number of respondents employed by services that work extensively with LGBT clients (between 20 and 50 clients in the past 
12 months).

Respondents have less experience with transgender clients in their current workplace. 72.3% of respondents report that no 
transgender clients have used their service in the past 12 months. 19.9% of respondents report that one transgender client 
has used their service in the past 12 months. Eight respondents report that between two and five transgender clients have 
used their service in the past 12 months. There are only two respondents employed by organisations that work extensively 
with transgender clients (between 20 and 50 clients in the past 12 months). 

Respondents’ attitudes regarding LGBT clients
Respondents were asked a variety of questions pertaining to their personal interactions with LGBT clients. In addition, 
respondents were asked to reflect on some of their own values, attitudes and notions of best practice vis-à-vis LGBT clients.

Respondents were asked to rate their confidence working with LGBT clients. There are a large number of missing responses 
to this survey item (42.6%) although this may reflect differences in the variations of survey administered to respondents. The 
distribution of responses for those who did complete the item is outlined in Table 7 below. 
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Table 7:  Level of confidence in working with LGBT clients

Level of confidence in working with LGBT clients

Level of confidence None Low Sound High Very high

Frequency 1 21 40 15 4

Most respondents agree that lesbians, gay men and bisexual people are as mentally healthy as the rest of the population 
(60.3%) but express slightly higher levels of disagreement and uncertainty when considering transgender people: 50.4% of 
respondents disagree – or are uncertain – that transgender people experience a level of mental health comparable to the 
rest of the population. 

A stronger pattern emerges when respondents are asked to relate a person’s gender/sexual identity to their mental health 
and wellbeing. 53.9% of respondents believe that sexual identity is slightly or strongly related to a person’s mental health and 
wellbeing, while 56% of respondents agree that gender identity is slightly or strongly related to a person’s mental health and 
wellbeing. 

Experience with LGBT people in current service environment
Respondents were asked to nominate the five most common mental health issues that lesbian, gay and bisexual clients 
present with at their current service. Many respondents did not nominate any issues in response to this item and completion 
rates fall further as respondents move beyond considering the most common reason. Depression is by far the most common 
reason identified by respondents (26.2%), while anxiety is clearly the second most common reason identified. 

Respondents were asked to respond similarly in ranking alcohol and drug issues effecting gay, lesbian and bisexual clients 
in their service. The data is again impacted by low completion rates; 67.4% or respondents did not nominate any reason. 
Alcohol is the most common reason mentioned by respondents (14.9%). Respondents were divided equally across alcohol, 
cannabis and general substance addiction when asked to nominate the second most common alcohol and drug issue effect-
ing gay, lesbian and bisexual clients that present at their service. 

The same two questions were asked with respect to transgender people. Again, the missing response rate was very high 
(around 67%) and this becomes higher as respondents move beyond considering the most common mental health/drug and 
alcohol problem. Depression and anxiety are, again, the two most common mental health issues highlighted by respondents, 
while alcohol is nominated most frequently as both the first and second most common drug and alcohol issue affecting their 
transgender clients. 

Although the most common mental health and drug and alcohol issues provided are the same for gay and lesbian and trans-
gender clients, there are differences in the total range of issues identified by respondents. The full range of issues highlighted 
by respondents is presented in Table 8 on the following page.
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Table 8:  Common mental health and drug and alcohol issues affecting gay/lesbian/bisexual and 
transgender clients

Issue type Mental Health Drug and Alcohol

Client type GLB Transgender GLB Transgender

Issues  ■ Depression

 ■ Anxiety

 ■ Relationship stress

 ■ Identity confusion

 ■ Isolation 

 ■ Stigma/
Discrimination

 ■ Coming out 

 ■ Suicide 

 ■ Self-harm 

 ■ Self-esteem 

 ■ Psychosis 

 ■ HIV/AIDS 

 ■ Personality disorder

 ■ Dual diagnosis

 ■ Gender /Sexual 
issues 

 ■ Acceptance

 ■ Depression

 ■ Anxiety

 ■ Harassment

 ■ Relationship and 
conflict

 ■ Anger management 

 ■ Past abuse

 ■ Dysphoria

 ■ Self-harm

 ■ Discrimination/
Stigma 

 ■ Loss of family

 ■ Safety

 ■ Personality disorder

 ■ Practical service 
assistance

 ■ Suicide 

 ■ Alcohol

 ■ Cannabis

 ■ General substance 
addiction

 ■ Opiates

 ■ Amphetamines 

 ■ Benzodiazepines 

 ■ Cigarettes 

 ■ Peer pressure

 ■ Alcohol 

 ■ Cigarettes

 ■ Cannabis 

 ■ Connect with 
alcohol treatment 
services

 ■ General substance 
addiction

Respondents were asked questions relating to the inclusion and significance of LGBT co-workers in their current place of 
employment. 58.9% of respondents work alongside gay/lesbian/bisexual co-workers; 7.8% of respondents believe that this 
is not the case for them; and 31.9% of respondents are unsure. Most respondents who answer yes to this question work with 
either one or two gay/lesbian/bisexual co-workers. Only 3.5% of respondents report that transgender staff work within their 
service; four respondents report that one transgender staff member works in their service and one respondent reports that 
there are three transgender staff members working in their service. 

49.6% of respondents believe that it is important to have gay/lesbian/bisexual staff providing mental health services to gay/
lesbian/bisexual clients; the remainder either disagree (20.6%) or are uncertain (26.3%) that this is the case. Where respond-
ents believe that it is important to have gay/lesbian/bisexual staff providing mental health and AoD services to gay/lesbian/
bisexual clients, their three most common reasons for believing this is the case are: ‘better understanding’,  ‘comfort’  and 
‘empathy’. For respondents who disagree that this is the case, the two most common reasons listed are: ‘sexuality is not rel-
evant’ and ‘need for equal treatment’. 

Respondents were asked the same questions with regards to transgender clients. 44% of respondents believe that it is impor-
tant to have transgender staff providing alcohol and other drugs  and mental health services to transgender clients. 19.9% of 
respondents (n=28) disagree that this is the case and 31.9% of respondents are unsure. Again, for those who agree that this 
is the case, ‘better understanding’, ‘acceptance’ and ‘comfort/support’ are the three most common reasons. For respondents in 
disagreement, ‘equal treatment’, ‘general empathy’, ‘sexuality not relevant’ and ‘unnecessary’ are the most common responses. 

Services practices 
Respondents were asked questions relating to protocols regarding the collection of information about clients’ sexuality/
sexual identity and gender identity during the intake, assessment and referral processes. 

12.8% of respondents work for services where clients are asked about their sexuality at the point of intake; asking about gen-
der identity at this point is more common (20.6%).
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25.5% of respondents work for services where clients are asked about their sexuality during assessment; questions are asked 
about gender identity at a similar rate (27.7%).  

14.2% of respondents work for services where clients are asked about their sexuality at the point of referral; 22% of respond-
ents are unsure about whether or not this is the case. 19.9% of respondents work for services where clients are asked about 
their gender identity during the referral process. 

Regardless or organisational practices, most respondents believe that there are clients who present at their service who iden-
tity as gay, lesbian or bisexual, but do not disclose this at intake, assessment or referral (85.25). For those who hold this view, 
‘fear’ (34%), ‘perception of irrelevance’ (11.3%), ‘discomfort’ (6.4%) and ‘stigmatisation’ (5.7%) are the most common reasons 
mentioned. 

Similarly, 74.5% of respondents believe that there are clients who identify as transgender but do not disclose this at intake, 
assessment or referral. ‘Fear’ is, again, the most commonly mentioned reason (30.5%). Other common reasons include ‘per-
ceptions of irrelevance’ (9.2%), ‘discomfort’ (4.3%) and ‘stigma’ (2.8%).

Irrespective of organisational protocols or perceptions of clients’ willingness to disclose, most respondents indicate that 
they are either ‘always comfortable’ or ‘comfortable’ asking clients about their sexual identity (55.4%). An additional 34.8% of 
respondents indicate that they are ‘sometimes comfortable’ asking clients about their sexual identity. Only 5% of respondents 
are ‘not comfortable’ asking clients about their sexual identity. 

58.9% of respondents are either ‘always comfortable’ or ‘comfortable’ asking clients about their gender identity. Again, only 
5% of respondents suggest they are ‘not comfortable’ asking clients about their gender identity.

50.4% of respondents believe that not asking about sexuality/sexual identity within a service setting has an impact on the 
client. The remainder are either unsure, or disagree that this is the case. For those who believe that not asking about sexual-
ity can impact the client, the most common reasons listed are: ‘non-engagement’ (7.8%), ‘a sense that key issues may not be 
addressed’ (7.1%), ‘omission of information that may be relevant to the treatment plan’ (6.4%), ‘possible feelings of discrimina-
tion’ (5.7%) and ‘reducing client’s sense that they are in a safe/ accepting environment to disclose in’ (2.8%). 

Similarly, 48.9% of respondents believe that not asking about gender identity within a service setting has an impact on the 
client. The remainder are either unsure (32.6%), or disagree that this is the case (13.5%). For respondents who believe that not 
asking about gender identity can impact the client, similar reasons are listed as per sexual identity. 

63.8% of respondents believe that there are specific issues that need to be taken into account when addressing the needs 
of LGBT clients in AoD and/or mental health settings. 29.1% of respondents are unsure and only two respondents disagree 
that this is the case. Although most respondents believe that there are specific issues, only 23.4% of respondents report 
that strategies to take such issues into account exist in their service environment. The most frequent response to this item is 
uncertainty (43.3%). In other words, nearly half the respondents are unaware of whether or not such strategies are in place. 
Respondents who confirmed such strategies are in place were asked to elaborate. Many responses to this item were unclear, 
but included awareness-raising in the workplace, information on referrals and relevant organisations, and training sessions 
on how to address the specific needs of LGBT clients. Other strategies mentioned included provision of posters and bro-
chures, record helping processes, training in the biopsychosocial model, awareness-raising around use of neutral/inoffensive 
language and training in non-judgmental interaction. 

Respondents who note the existence of such strategies in their workplace are largely unaware of how well the strategies 
have been implemented (48.9%). 23.3% of respondents who answered this item believe that current strategies have been 
implemented either ‘moderately well’ or ‘well’, while 9.2% of respondents believe that such strategies have been poorly imple-
mented. 

Respondents who work in services where LGBT strategies have been implemented are also largely unsure of whether or not 
such strategies are being monitored and evaluated for their effectiveness (49.6%). Only 12.8% of respondents) confirm that 
there are monitoring and evaluation systems in place in their organisation.

Barriers and constraints in service environment
Respondents were asked whether they perceive any barriers to providing Alcohol and other drug  and/or mental health serv-
ices to LGBT clients. 34% of respondents perceive that barriers do exist, while 30.5% of respondents perceive no such barriers. 
28.4% of respondents are unsure of whether barriers exist. Respondents who perceived barriers were asked to describe those 
barriers in detail. The five most common responses were ‘discrimination’, ‘lack of specific resources’, ‘lack of adequate training 
in LGBT issues’, ‘lack of awareness and education’ and ‘an unwillingness for people to change and modify their approach’.
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Respondents were also asked whether they perceive any issues or constraints when referring LGBT clients to other AoD and/
or mental health services. 78.7% of respondents do not perceive any such barriers.

Strategies for providing a welcoming environment to LGBT clients
Respondents were referred to a list of strategies that mental health/AoD services may use to help create a welcoming envi-
ronment for LGBT clients. The five most common responses were: ‘anti-discrimination policies in the workplace’ (25.5%), 
‘posters’ (9.2%), ‘brochures’ (5%), ‘employing LGBT staff’ (4.3%) and ‘referral guides’ (4.3%). 20.6% of respondents said there are 
no such strategies in place. 

Strategies that support services around addressing the needs of LGBT clients
Respondents were asked to rate the usefulness of a range of strategies for providing services with support around address-
ing the needs of LGBT clients with Alcohol and other drug  and/or mental health issues. Respondents were asked to rate the 
usefulness of each strategy on a three-point scale (1=not useful, 2=useful, 3=very useful). Findings are summarised in Table 
9 below.

Table 9:  Usefulness of strategies to assist services in addressing LGBT client needs

Strategy type Rating (percentage in agreement)

Not useful Useful Very Useful

Referral info for clients 0.7% 37.6% 50.4%

Referral info for service providers 2.1% 33.3% 54.6%

Links to LGBT services and networks in Queensland 0.7% 28.4% 58.9%

Support in creating a LGBT-friendly environment 2.1% 29.8% 56.7%

Print resources (e.g. brochures) 1.4% 33.3% 53.9%

Websites 1.4% 36.9% 48.9%

Good/best practice guidelines 1.4% 34.8% 51.8%

Online forums 7.8% 46.8% 33.3%

Current therapeutic models 2.8% 36.2% 48.9%

Information on health issues for LGBT clients 0.7% 25.5% 61.7%

Information on homophobia, heterosexism, and the 
impact on LGBT clients

2.8% 31.9% 53.2%

Information on sexual and gender identity 2.1% 30.5% 56%

Training of sexual health history 4.3% 34% 48.9%
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Perceptions of how well services are coping with sexual/gender diversity
In general, respondents are dissatisfied or unsure with respect to how well their service organisation is dealing with issues of 
sexual/gender diversity. Responses are laid out in Table 10 and Table 11 below. 

Table 10:  How well respondents feel their service deals with sexual diversity in their client group

Performance of service in dealing with sexual diversity

Response Very poorly Poorly Not sure Well Very well

Percentage 4.3% 24.8% 36.9% 16.3% 7.8%

Frequency 6 35 52 23 11

Table 11:  How well respondents feel their service deals with gender diversity in their client group

Performance of service in dealing with gender diversity

Response Very poorly Poorly Not sure Well Very well

Percentage 7.8% 22.7% 42.6% 12.8% 5.7%

Frequency  11 32 60 18 8

Changes in service with respect to engaging and retaining LGBT clients
Most respondents are unable to recall any changes in their service environment over time with respect to engaging and 
retaining LGBT clients. 28.4% of respondents believe there have been no changes, while 56% of respondents are not sure 
whether there have been any changes. Only 8.5% of respondents are able to recall any such changes. For those respondents 
able to recall changes, the three most frequent changes are: ‘introduction of training’, ‘policy changes’, and ‘fostering a non-
judgmental approach to client engagement’.

Respondents were asked for feedback on how they believe that AoD and mental health services could be improved to better 
meet the needs of the LGBT community. The five most common responses listed are: ‘more training’ (20%), ‘more education’ 
(12.1%), ‘steps to promote acceptance’ (3.5%), ‘fostering more respect for specific issues and needs’ (2.8%), and ‘employing 
LGBT staff’ (2.8%).

Awareness of specific LGBT services
Respondents were asked to list specific LGBT services that they are aware of. The rate of missing responses to this item is 
high (46.1%). Moreover, there are an additional 13.5% who are unable to recall any. For those that list specific services, the 
most commonly mentioned are: QAHC (14.2%,) and ‘Open Doors’ (5.7%). Other specific services mentioned include ‘PFLAG’, 
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‘Expanded Horizons , and ‘Kobi House’. In addition, respondents list a range of general service options; respondents may have 
had awareness for specific services but did not interpret the question to mean specific organisations. Service categories listed 
include ‘sexual health services’, ‘support groups’, ‘gay and lesbian counselling’, and ‘phonelines’. 

Respondents report having referred LGBT clients to an array of specific services and service categories. Again, the missing 
response rate to this item is high (50.4%). In addition, 17.7% of respondents have not referred LGBT clients to another service. 
For those who report making referrals, ‘sexual health services’ (7.1%), ‘support groups’ (5.7%), and ‘QAHC’ (5%) are the most 
common responses. Other categories/services mentioned include; ‘ATSAQ’, ‘LGBT-friendly GPs’, ‘Open Doors’, ‘phoneline’, ‘LGBT 
counselling’, ‘PFLAG’, ‘EHP’, ‘Rainbow Brigade’ and ‘Kobi House’.

Communication within workplace
Respondents were asked to list one change in the way people communicate with them, which would improve commu-
nication about sexual and gender identity in their workplace. 69.5% of respondents did not complete this item of the 
questionnaire. For those who did, a wide variety of suggestions are offered. The five most common responses are ‘using the 
same language’, ‘openness’, ‘respect’, ‘non-judgemental attitude’ and ‘not using gender-specific language’. Other responses to 
the item include ‘sexuality and gender identification on intake and assessment’, ‘training’, ‘empathy’, ‘honesty’, ‘being able to 
admit when you are out of your depth’, ‘build empathy and therapeutic alliance’, ‘not making assumptions about gender of 
partner’ and ‘not making it a taboo subject’.

Communication channels – current state versus need state
Respondents were prompted with five different communication channels used to send and receive work-related information. 
Respondents were asked to reflect on the amount of information that they currently receive through each of the channels 
and the amount of information that they need to receive through each of the same channels in order to work effectively with 
issues around LGBT mental health. For each medium, respondents rated ‘information received’ and ‘information needed’ on 
an increasing five-point scale. Findings are outlined in Table 12.
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Table 12:  Communication channels – uses and needs 

Face-to-face contact

(1 = very little, 5 = a lot)

Response 1 2 3 4 5

Information received 32.6% 9.2% 14.2% 9.2% 5%

Information needed 2.1% 5% 15.6% 22.7% 22.7%

Telephone calls

(1 = very little, 5 = a lot)

Response 1 2 3 4 5

Information received 36.2% 11.3% 11.3% 5.7% 5%

Information needed 5% 7.1% 23.4% 14.2% 16.3%

Written (Memos, letters, etc.)

(1 = very little, 5 = a lot)

Response 1 2 3 4 5

Information received 35.5% 11.3% 13.5% 6.4% 2.1%

Information needed 2.8% 8.5% 18.4% 19.9% 16.3%

Email

(1 = very little, 5 = a lot)

Response 1 2w 3 4 5

Information received 29.8% 9.9% 11.3% 9.9% 9.9%

Information needed 2.1% 4.3% 15.6% 22.7% 22%

Intranet

(1 = very little, 5 = a lot)

Response 1 2 3 4 5

Information received 34% 9.2% 12.1% 9.2% 3.5%

Information needed 4.3% 7.1% 14.9% 17.7% 22%

Respondent feedback reveals deficits in actual versus desired communication input across all five mediums. The deficit 
appears to be most pronounced in the case of intranet and face-to-face communication opportunities, suggesting that 
opportunities for exchange within the service setting are important to respondents. 



States of Mind - page 118

Qualitative Results: Service provider consultations/focus groups 
& in-depth interviews
Professionals were asked a series of questions about working with LGBT clients 

These were:

1. Does your intake, assessment intake or referral service involve asking clients about their sexual orientation or gen-
der identity?

2. Are there any barriers to asking a client about their sexual orientation or gender identity 

3. Do you perceive any barriers to providing AOD and mental health services to LGBT clients?

4. What are the most common mental health and drug and alcohol and other drugs issues for lesbian gay, bisexual and 
transgender people?

5. LGBT training and support for services

Does your intake, assessment intake or referral service involve asking clients 
about their sexual orientation or gender identity?
Almost all professionals reported that they did not ask about clients sexual orientation or gender identity as they were not 
required to:

We don’t actually report sexual preference as a denominator. It’s not on the national minimum data set.

..so it’s not asked on intake, so it’s really hard for us to identify and put the research together and to look at the 
reasons why

Those that did ask only did so once they had established a relationship with the client:

Yes, if they wanted to tell me about it, then I’m more than happy to go there, but some clients I probably wouldn’t ask 
at this stage because we don’t have that rapport. ...unless they’re happy to tell me about it at first, then some of them, 
I just go, I wont discuss it at this stage...

Other service providers reported that sexual orientation or gender identity would not surface until the client had disclosed:

I think I would be waiting until that person makes some acknowledgement or disclosure about that, and then some 
discussion might ensure from that.

If the person wants to talk about it then all well and good, but I certainly don’t ask the person straight up. I sort of 
gauge how things are going, what’s gone on and why. 

Whilst others only asked if they considered their client was a risk 

No, depends if they are at risk to themselves or others like unsafe sex

If it’s mainly related to issues and actions, basically, if they are going to use more substances, I’d delve into that lots 
more, but if its not really an issue I really wouldn’t engage too much.

Some service providers argued that asking about sexual orientation and gender identity depended on the type of service  cli-
ents were attending, for example, it would be more common in sexual health service 

...and its if the setting is medicalised, like sexual health, or HCV testing , then I think service providers would ask. 

However some service providers acknowledged that counsellors may be referring LGBT clients to sexual health once orienta-
tion is disclosed: 

If sexuality or anything of a sexual nature is brought up by clients, counsellors will refer them to sexual health as they 
feel that this is biological, and therefore should be referred to sexual health.
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Are there any barriers to asking a client about their sexual orientation or 
gender identity?
Service providers indicated a wide range of barriers they face when asking clients about sexual orientation and 
gender identity:

 ❚ Offending Clients
I do feel a little discomfort sometimes asking that, either because you feel that you might not only offend them, but 
sometimes they don’t like being asked. I find it a hard question to ask

 ❚ Not knowing how to ask
I would like to feel more comfortable in being able to ask. I don’t know how to ask.

 ❚ Lack of LGBT knowledge and support
In terms of transgender, I just didn’t understand – I guess knowledge about what they go through, a little more about 
the process would be helpful

I worry about using the right terminology

I feel abandoned with it, and it’s a really sensitive question

 ❚ The assessment process
Sexual orientation and gender identity are not seen as primary in an assessment. The assessment process is limited to 
about 45 mins and there are about 5 or 6 other areas of info from they client they need such as substance use, mental 
health, risk taking behaviour, child safety etc. If they were to ask about sexuality, this could take up the whole session 
and they don’t have the time.

 ❚ Anxiety associated with asking
Sometimes I think for staff it’s almost like, “Well, I want to normalise this, I don’t want to give too much weight or 
gravity to it. Nor do I want to ignore it”.  You know it may be an initial concern, but you don’t want to overplay it…..I 
think that’s the anxiety in it that you have, that you’ll overplay it.

Personally, I’m reasonably ok about asking. I suppose I’m anxious, I suppose, that I’d hate to think I were to make an 
utterance or respond in a manner that that person felt was phobic.

 ❚ Administrative concerns
I mean, some people even get confused as to how to even file client’s reports. With a transgender client they might 
say, “What should I put on the stickers?”

Do you perceive any barriers to providing ATOD and mental health services to 
LGBT clients?
Service providers identified a range of barriers to providing a service to LGBT clients:

 ❚ Lack of training and knowledge 
I feel I have a lack of lack of training & a lack of understanding on how to sensitively ask questions.

We are starved of good quality information…
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 ❚ Lack of referral pathways and support for LGBT clients and their family 
and friends
I don’t know where to refer someone when I need to

I couldn’t refer them anywhere appropriate that I thought, we don’t have anywhere here to send them to.

Support for our clients who are having issues, you know, that’s the bit I fall down at. ...when our (LGBT) clients need 
something and need someone to talk to, someone that can understand what they’re going through, or what – you 
know “Our family – my son is gay. He’s only 12”. You know, what does that mean for him for the rest of his life? I 
don’t know. I just don’t know. I don’t know what to do with that kind of thing– maybe some telephone support on a 
1800 number.

 ❚ Lack of resources
There are limited opportunities to access information. Most AOD and mental health workers in government do not have 
access to internet, and if they do, a net nanny will stop them. For example, words with sex or drugs are blocked, and they are 
reported for trying to access this info.

 ❚ Lack of cultural competency
I think some providers feel uncomfortable, and they fear they might project this discomfort. In the end, this means that LGBT 
issues won’t be recognised and risks won be picked up.

What are the most common mental health and drug and alcohol and other 
drugs issues for lesbian gay, bisexual and transgender people?
Service providers reported a range stressors that may impact on the mental health and drug and alcohol use of LGBT clients. 
These included:  

 ❚ Non-acceptance by family and community
I actually  had one guy in his late 20’s who was using lots of drugs and alcohol, because he had so much trouble 
coping. He didn’t feel accepted by his family and by the community.

 ❚ Depression
Depression is a big one from the (gay) guys I have seen, along with self harm

 ❚ Isolation
So how many other young gay and lesbian guys and girls who have these early sexual feelings and feel that they are 
isolated – who do they talk to? They can’t talk to mum and dad because their views of the relationship isn’t strong 
enough for that. Their peers - well, they’ll only hurt them further, possibly physically, so what do they do?

 ❚  Social exclusion
They (LGBT) have more drug and alcohol issues based on a whole range of things. Part of that I think is part of the 
exclusion from society as well, like, you’ve already been excluded

 ❚ Marginalisation
Well, its all about marginalisation, where you’re already rejected, I think, so you just say “Fuck it”, I’m going to hit the 
booze or whatever. 
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 ❚ Relationships
Relationships…it’s about being able to meet someone, having the family, your whole social environment. They say 
“Oh good, you’ve got a boyfriend, do you want to bring him out for a drink?’. You want that support. And if you don’t 
have that then life can be tough

 ❚ Homophobia
I was really shocked at just how red neck this town is, and just how they’re not accepting of it.

 ❚ Violence
I’ve got some gay clients, they won’t go out to Flinders street because they get targeted

 ❚ Abuse
People with heavy use do tend to mask something, and I don’t think there’s any variation to that theme, thinks 
like abuse

 ❚ Guilt
This one client wasn’t going well in school. He had had a sort of sexual relationship with another boy at school, an 
older individual, and he felt that what he was doing was wrong. He was concerned about his feelings of guilt and 
everything. He ended up being hooked up with mental health.

 ❚ Risks associated with coming out
A lot of guys when they’re coming out will explore their sexuality through sex work as well. It’s a way of saying “I’m 
not gay, but I’ m doing sex work and I’m coming out doing it this way”. It’s more acceptable to say, “I’m doing it as a 
sex worker. I’m not gay – that’s why I’m doing it”.

 ❚ Stress associated with gender identity issues 
.....a lot of mental illness comes out of stress. You put pressure on something and it will snap. If a person is having 
to go through the issues of gender identity, logic would tell me that there’s a greater chance that their mental state 
snaps, because of the pressure and the stress that it’s creating. Either that – and similarly there is a greater propensity 
for them to turn to a use of substances for their lifestyle stress – either that, or the issues arising from the gender 
stuff, so I’m going to stay away from people because that’s the only way I can deal with it – will give rise to other 
stresses which will then cause other social exclusion. Similarly with the drinking, the drinking or the drugs that are 
arising because I can’t be comfortable with my gender, will then give a rise to loss of employment etc, which will then 
precipitate mental health concerns....

 ❚ Late reporting for ATOD
They (LGBT) wont report to ATOD until things are really bad, then they will come in. Even though they might be 
drinking at unsafe levels and there’s a light on their alcohol use – all these things – but they actually don’t see that 
coming to ATOD is going to help.

LGBT Training and support
Professionals  were asked about LGBT training and support, and whether that would be beneficial. Some service providers 
had attended  LGBT awareness training whilst others hadn’t. Professionals were asked about further improvements to LGBT 
awareness training , barriers associated with LGBT training, and asked for their ideas on how training could be better rolled 
out and implemented within their own service.
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Barriers

 ❚ Transient workforce
We have a high turn over of staff here on an annual basis…so it would be good to run the training two to three times 
a year so you actually get to everyone

….we have a transient workforce up here...people move jobs in North Queensland, you know, the army, the husband 
moves away and the wife follows

…how do you actually build a corporate knowledge without having a consistent workforce? That’s a huge challenge 
for you guys to face. To me, the only way to do it, to get around it, is to really amp up the training so you actually get 
a baseline. At the moment I don’t think they’re really close. 

 ❚ Resistance from workforce
People who go to these are motivated. They may go back to the office and spread the news, but other staff will say, 
“Oh they did this 10 years ago”.

There are long term staff, with a high level of burn out and hey are probably resistant to doing this. You have to look 
at two things if you are trying to do this: 1. How are the clinicians going to fell its going to benefit them?, and  2. How 
is this going to increase their workload

Training is all about changing attitudes and vocabulary and that takes time. Changing attitudes is the hardest. That’s 
where all training struggles the most.

...so its really hard to get a lot of people from an organisation to go somewhere and its hard when you have one or 
two persons that have done the training to go back and bring what they learnt into the organisation because they 
are still up against barriers or other people don’t see the importance. For me it would be better if it was someone who 
came into our service for a couple of hours.

Suggestions to better improve training

 ❚ Consistency
You need to have LGBT awareness training staring early in all training. Students, pre-rego training, and it should be 
on the curriculum from day one, and not just some two hour lecture. All lectures should refer to it, so it becomes part 
of the dialogue, part of normal culture. That is do-able.

 ❚ Organisational Approaches
You need someone to drive you internally to some degree, or to give some credence to it. Otherwise it will be ignored, 
I think. So its almost you rely upon, have to engender a couple of people in the organisations to get it to happen...its 
the personal relationships you have  within your organisation  where you get things done...so in terms of introducing 
training, I suppose its like we need first to foster some on-board persons within the organisations

.......maybe it’s like getting it functioning at some level initially, and then looking at enhancement. You have to engage 
or foster that with individual organisations.

With LGBT training, at a high level - I don’t think it would score much of a rating, if you know what I mean. I think if 
you want to get someone on the ground who’s going to help introduce that training, you’re going to have to target 
at that level, you know...theatre waiting lists and bed occupancy, they’re the budgetary issues, you know. If you put 
your hand up for LGBT, like, to introduce, they’re not going to give it much credence or weight. You would be better off 
working at grass roots level.
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I think in an org you really have to push to get the constitution changed and objectives in there, mission statement, 
and then bring it down through the policies so you change the culture of the organisation to see that as an important 
group. I think that’s what you actually need to do because then the organisation is totally on board and people 
do have their value issues. That starts to come out in supervision and stuff like that. They’re issues that can be 
brought up

 ❚ Workforce diversity
We must increase diversity in the workforce. Have an LGBT staff member. That helps because these issues can then 
become part of the work place culture, and that also gives positive role models which are comfortable for clients

 ❚ LGBT specific team/worker
An LGBT specific team or worker in existing services. Same as other places have a youth team, indigenous team, a 
CALD team or worker. This team or person could give counsellors supervision and training and act as a support to the 
counsellors. This will make it easier, because the issues and awareness are coming from the inside, not the outside.

Certainly I find it best when indigenous health workers are attached to teams, as opposed to a team of their own. 
That might sound good, but my experience is that in terms of the time to manage those teams, they will consume you 
in terms of the issues that arise out of those teams....my  perception is that a separate team can consume your time 
trying to blend in that work and community and resources, use of resources, time, their time. If they’re attached to a 
team, specific teams, I find that they work better. That’s my view.

Service Provider Triangulations of Datasets
Overall there was good correspondence between the quantitative and qualitative service-provider data in addressing the six 
major service-provider research questions. 

 › LGBT clients were generally invisible in mental health and ATOD services. LGB clients were seen in services, but rarely. 
Transgender clients were seen even more rarely.

 › There was inconsistency in treating LGBT holistically or confidently. Sexuality and gender identity was often not seen as 
relevant or related when considering mental health or ATOD needs and issues. 

 › Overall, sexuality or gender identity is largely neglected in services. It is particularly absent at the point of intake. When 
it does arise and is recorded, it is usually only on more in-depth assessment, and it’s consideration in treatment planning 
remains extremely rare. Risk was a important factor motivating its recording.

 › Services providers were often, but not always uncomfortable in asking or raising sexuality or gender identity. This was for 
many reasons. These included the sense of privacy and concern over offending clients, general anxiety or discomfort, not 
seeing sexuality or gender identity as relevant, not feeling confident for knowing how to ask and lacking LGBT-specific 
information and knowledge.

 › A significant proportion of service providers felt there were barriers to providing both mental health and ATOD services 
to their LGBT clients and many were unsure. These barriers included concerns over cultural competency and specific 
knowledge of LGBT issues, their lack of training and resources in their organisation and lack of knowledge on where to 
refer clients.

 › Service providers felt that LGBT clients did experience a range of specific needs that needed to be taken into account in 
their care.

 › Services providers did identify many of the same issues in their LGBT clients that were identified by the community – 
depression, anxiety, stress, and many of the causes of these issues such as homophobia, lack of acceptance, isolation, 
social exclusion, coming out stresses, identity issues for transgender people, discrimination and late reporting for 
ATOS issues.

 › Service providers perceived that gaps existed in their services for LGBT clients. Many were either not aware of the 
strategies in place to address LGBT clients specific needs or didn’t feel their organisation as a whole was competent 
in dealing with these issues and needs. A range of strategies were identified to address this situation with a particular 
focus on training, information and knowledge, organisational practice and workforce diversity. Barriers to these 
recommendations were also identified.
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8. Research Findings Dissemination: Q-ARTS – Using 
the Arts in Health Research Awareness-Raising

A significant aspect of the project was to trial innovative reach and dissemination strategies to actively engage LGBT commu-
nities and raise awareness of the findings and their implications.

The literature review and the emerging data identified lack of sense of community, cultural complexity, creativity/self-expres-
sion and circles of friends as important concepts to consider in developing the strategy.

Q-QARTS 

Conceptual development
Early scoping of the project’s environment identified several difficulties in using conventional community development as a 
research dissemination approach in Queensland. The literature review identified the critical role of arts development (White, 
2009) as an effective method for cultural development, health promotion and community development and for providing 
cultural cohesion in minority communities. Collaborative conference work with the Centre for Public Culture and Ideas 
(Griffith University) International Creative Communities Conference identified the role of creativity and social innovation 
within LGBT communities. The project consequently engaged an experimental community-arts-driven dissemination 
program called Q-ARTS to more directly and creatively engage with LGBT communities in raising awareness about the 
research findings. 

Q-ARTS activities included arts and health research and developing a production and mentoring scheme in collaboration 
with Young People and The Arts Australia, a national arts development NGO which assisted in the development process of 
the mentoring scheme. This scheme identified, supported and resourced a diverse range of established and community 
artists and performers representing the diversity in the LGBT communities assisted by support mentors using mentoring 
workshops. Q-ARTS commissioned two independent arts events, Cabaret Q and Bi-Dentity, which used different models. 
Cabaret Q was developed as a free community cabaret held at the Riverside Function Centre in Brisbane and was promoted 
over several months.  Bi-Dentity was developed as a collaborative profit-share enterprise with a Brisbane LGBT community 
theatre company and worked within local communities and local community theatre groups.  Members of the community 
with experience or interest in the project’s issues were especially encouraged to be involved in the Q-ARTS projects.

Process 
Overall production and artist support was assisted by externally contracted established professional artists with professional, 
mentoring and academic experience in theatre and performance art. Q-ARTS engaged Mr Chris Ryan, a professional per-
formance teacher and dramaturge, and Mr Sven Svenson, a notable Brisbane playwright and dramaturge*. Collectively, the 
mentors provided overall artistic co-direction, dramaturge and support for the Q-ARTS projects. 

*Dramaturge refers to the research and development aspects of theatre and performance. It is particularly important when 
developing new work where the socio-historical background is important to the understanding of the production.

Research dissemination 
States of Mind Research findings were disseminated using a ‘play-re-play’ technique developed specifically in the project 
which repeatedly layered the research findings across different mediums and processes.  Artists were initially invited to inter-
pret the findings and develop their work within the project brief and framework. 

This resulted in a variety of performances addressing many of the major research themes and findings as well as reflect-
ing their own concerns as community members in active performance. The research results were then again re-presented 
through design. The event programs reiterated the research findings in conjunction with individual performances, acts and 
characters. All artist mentors were paid professionals.
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 ‘Cabaret Q: A night of queer and quirky performance’
Cabaret Q formed the launch of the community findings of the States of Mind project. Local LGBT artists creatively inter-
preted the findings, and then in turn presented these findings in a performative format, hoping that the LGBT communities 
would respond and engage more directly.

Cabaret Q was a free event that consisted of 16 performances over three locations across Brisbane on one night, with 
attendees transported by bus to various locations. Twenty-eight artists were engaged, supported by a technical crew of 15 
volunteers and professionals. The cabaret was performed across two to three hours and used multiple art forms including 
installation, performance, comedy, drag and music. Over 200 members of the LGBT community attended the evening. On 
arrival, the audience was presented with a performance program and were given fact sheets of the community research find-
ings in a different format.

‘Bi-Dentity. All Love Is Good. Love Knows Gender. Love Has No Agenda.’
Bi-Dentity was a commissioned Q-Arts project supporting the development of new community theatre company Closet 
Dwellers. It was used to sustain the findings though a series of performances across several weeks. The play was an inde-
pendent piece written by an emerging Brisbane writer, Lucy Moxon, and developed within a circle of friends within Brisbane’s 
queer community theatre circuit. Bi-Dentity was set in suburban Brisbane and the plot centred on the complex lives and 
stories of a group of local Brisbane actors and actresses as they dramatically rehearsed a version of the US play Hair Spray, 
exploring sexual identity, roles and relationships in the process. The play ran six performances at a theatre space in subur-
ban Brisbane (Paddington) and formed the debut performance of Closet Dwellers. The production group consisted of eight 
professional and amateur actors/actresses with an overall production group of thirteen people including director, lighting 
and stage management and fight choreography. The play performances attracted over 200 people of diverse age and back-
ground and generated return profit of $3000 to the company and an honouarium to QAHC, demonstrating sustainability.
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9. Discussion
The evidence picture of the study has replicated findings in the Queensland, national and international literature and has 
identified new phenomena, possibly unique to Queensland.  Extending from previous work that is largely deficit-oriented 
and illness-focused, this investigation has also critically identified the factors that promote wellbeing, prevent illness and 
enhance coping and resiliency in LGBT communities. It has also highlighted more the complexity of the social, cultural and 
political factors that influence mental health, wellbeing and drug and alcohol use in LGBT communities, than that currently 
described in the literature. This includes insight into how the dynamics and pressures of contemporary modern life interact 
with the impact of homophobia and hetero-sexism and the complexity of relationships between gender, role and identity in 
LGBT people’s rapidly changing lives and culture. 

Illness 
The incidences of mental illness indicators were consistent with previous findings in the literature examining mental illness in 
LGBT communities in other Australian states.  Importantly, the pattern and magnitudes of these indicators replicate and are 
similar to those reported in the Queensland 2007 mental health and wellbeing survey in the LGBT communities. This demon-
strates both the reliability and validity of the results in this smaller community sample. 

Overall, the LGBT communities clearly demonstrated higher levels of mental illness and indicators of morbidity.  Lifetime 
attempted suicide, self-harm, professionally diagnosed depression and current levels of psychological distress were all 
comparatively greater than that in the Queensland general community.  The Kessler-10 assessment demonstrated the 
Queensland LGBT communities as a whole experience major psychological distress from between double to several times 
that experienced by general Australian samples in comparable studies. The diagnosis of lifetime clinical depression in this 
study was 35%, similar to levels reported in other states’ LGBT communities (Private Lives, 2007). Importantly, this incidence 
of depression is similar to the 27% reported in the national mental health and wellbeing survey of Queensland’s 56,000 LGBT 
citizens conducted in 2007. In both studies that used major sample sizes, LGBT rates doubled the heterosexual community 
rate of depressive illness (16%) in Queensland. Similarly suicidal ideation in LGBT communities was 33% compared to 13% in 
the general population. Attempted suicide in life in the general community was 3.3% compared to a disturbing seven times 
increase of 26% in the LGBT communities found in the current study. Similarly, LGBT community levels of lifetime reported 
self-harm (36%) far exceeded equivalent comparisons to rates in general Queensland community samples of 12% (Diego De 
Leo & Heller, 2004). 

Collectively, these results identify that Queensland’s LGBT communities are at significant risk compared to the general com-
munity in terms of psychiatric morbidity, mortality and associated disability. This does not include the impact that major 
chronic mental illness has upon physical illnesses, given the strong links of depression to cardio-vascular disease, obesity and 
other chronic physical illnesses.  The amplification of existing homophobic social disadvantage and exclusion from additional 
psychiatric disability is of particular concern.

Risks
Adopting a risk and resilience perspective, a range of existing and new risk factors has been identified. LGBT communities 
clearly experience a significant degree of social exclusion in their work and education and have significant experiences of 
homophobia. Importantly, these experiences were often not isolated events, but occurred many times in multiple aspects 
of people’s lives such as coming out, in workplaces, in developing intimate relationships and in relationships to family and 
friends. This observation supports the notion of lifelong ‘minority stress’ being a major factor in explaining the mental health 
inequalities this research identified. It is clear from the findings that homophobia and hetero-normativity interact in complex 
ways in creating mental health issues or contributing to enhanced vulnerabilities. 

Specific risk factors identified in the literature and in this study included direct homophobic trauma and violence, social 
rejection, poor validation of critical personal relationships, impaired identity formation and internalised homophobia, loss 
of life opportunities and inequalities, low self-esteem and loss of major sources of support and, arguably, increasingly a loss 
of sense of culture and community attachment. The lack of social support in services and of culturally hetero-normative 
practices, combined with access barriers due to social disadvantage, only enhance these issues. These experiences appear 
particularly extreme for those living in rural/regional Queensland and for younger and older people who have both less 
access to many protective factors, such as less access to LGBT culture and community attachment opportunities, social sup-
port structures and greater isolation. Homophobia and hetero-normativity were often directly related to mental health issues, 
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especially when they co-occurred with other stressors such as loss, genetic vulnerability, social disadvantage, relationship fail-
ure and the general pressures of modern living. 

Homophobia, and especially in this study hetero-normativity, may be viewed as complex cultural risk factors. They may both 
directly precipitate mental illness and problematic ATOD use, create long-term chronic stress as well as powerfully modulate 
the effects of a range of other conventional mental health risk factors, especially poverty, social exclusion and isolation.

Wellness, resiliency and positive mental health
There has been relatively little research in the areas of wellbeing, resiliency, coping and positive mental health in LGBT 
Australians. The study particularly identified a range of social and cultural factors that promoted wellness, helped develop 
resiliency and coping, prevented illness, fostered a positive sense of self, identity and community and strengthened relation-
ships to other projective factors. Firstly, happiness and overall life satisfaction were, on the whole, generally positive for the 
LGBT communities, despite such high levels of current and lifetime illness. This suggests that the communities experience 
substantial resiliency in the face of continued human rights and mental health inequalities. Importantly, this also challenges 
the ‘picture of pathology or problems’ many studies in the deficit and illness literature present, which often serve to only 
amplify community ‘problem narratives’ and contribute to cultural low self-esteem. A strengths approach that builds upon 
this resiliency and develops its sources for future service delivery is critical.

The particular focus of friends, partners, and social/community activities involving creative self-expression and exercise, 
were identified as major sources of this resiliency and wellbeing. Friendships and partners were also strongly identified in 
the Post-t study (2007) as a fundamental aspect of wellbeing and resiliency for LGBT communities. Community attachment 
– being socially involved in an LGBT community, especially for rural LGBT people – remained a strong source of wellbe-
ing, while ‘circles of intimate friendships’, commonly salient throughout people’s lives, were particularly powerful for urban 
communities where LGBT communities are larger, more diverse and have greater cultural complexity, existing as several com-
munities rather than one. 

However, as an overall picture, the sense of and attachment to an ‘LGBT community’ was at best average and the support 
offered by the communities was equally mixed, if not weak. This has major implications for models of service delivery. On 
the one hand, focusing on close circles of friends and their partners may be more effective, yet to ignore strengthening and 
developing both increasingly diverse and potentially increasingly mainstreamed communities means a dilution of this pow-
erful broader protective factor.

Creative expression of cultural identity and physical exercise have long-established practical roles in mental illness preven-
tion and in recovery from mental and physical illness and played important natural roles in fostering a sense of wellbeing, 
connectedness and resiliency. The importance of intimate relationships and their effects on enhancing wellbeing and reduc-
ing illness was also demonstrated in this research. These factors are essential to consider when guiding the development of 
future prevention and health promotion programs designed to maintain wellbeing and positive mental health and provide 
realistic goals for programs in the light of existing structural and legal inequalities, not just a focus on individuals and their 
friends. Equally, it is critical to consider where homophobia and hetero-sexism act as barriers to these protective factors. This 
includes acknowledging and removing structural barriers to same sex and transgender relationship support and recognition 
issues, improving the access to and exercise of ‘cultural rights’ in expressing LGBT cultures and identity (UNESCO), promoting 
healthy lifestyles such as exercise and diet and creating opportunities for meaningful community participation and involve-
ment. The general pressures of modern life and how they interact with the other stresses of being LGBT were generally 
spoken about in the study, and sustainable liveability and lifestyles are likely to be important consideration for the wellbeing 
of LGBT communities.

What is most perplexing about this research is the juxtaposition between communities that exhibit such significant indicators 
of poor health and social disadvantage/exclusion, while also continuing to demonstrate resiliency and wellbeing in the face 
of a continuingly undeveloped LGBT human rights environment, a position perhaps best described by the words of one com-
munity respondent: 

‘You realise you’re a second class citizen and you get depressed. But that’s life isn’t it…’ 

Alcohol, drugs and tobacco
The patterns and levels of illicit drug and alcohol use in LGBT communities shared similarities with that of comparable 
research in LGBT communities in other Australian states. Importantly, Queensland’s LGBT communities’ patterns and levels of 
use were significantly elevated for alcohol and illicit drug use compared to the heterosexual community for all main classes 
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of drugs investigated – alcohol, cannabis, and especially party illicit drugs, particularly amphetamines and ecstasy – confirm-
ing previous work in Queensland’s LGBT communities in 2005 (QAHC, 2007). 

The level of harmful drinking levels and of alcohol dependency was alarming. Nearly half (45%) of the LGBT communities 
showed levels of harmful drinking assessed by the AUDIT scale and nearly a quarter (22%) showed clinical alcohol dependen-
cy. Consistent with the literature, reasons for this elevated use revealed a range of positive and negative cultural and personal 
dimensions of substance use. Homophobia and hetero-normative pressures were clearly identified as a major reason for 
greater use and in managing its associated stress. Substance use also powerfully promoted wellbeing and cultural expression 
in terms of enhancing sex and sexual relationships, in improving interpersonal relationships and social connective-ness and 
in helping communities positively celebrate their identity.  

Conversely, the research identified serious mental health harms associated with alcohol and drug use in the communities, 
often resulting in major mental illness and problems. There was a high degree of ‘normalisation of drug use’ and compara-
tively little access to ATOD services. Several factors may explain this. Participation in the LGBT ‘scene culture’ during coming 
out and the positive role of Alcohol and other drugs in helping socialising and identity-formation especially for young peo-
ple may establish alcohol and other drugs use patterns early in life, which later could lead to sustained heavy use. A lack of 
drug and alcohol free spaces in the Queensland LGBT scene contributes to this. The positive role of drug use in coping with 
the chronic minority stresses in a homophobic, hetero-sexist dominant culture as a cultural coping strategy is a major factor.  
ATOD services with their historic religious or abstinence values combined with their hetero-normative culture and practices 
contribute to a lack of access for ATOD-related issues.

The alcohol, tobacco and other drugs picture for transgender communities was, however, sometimes different. Transitioning 
and the biological changes it entails demands developing a strong sense of general health awareness and a discipline in 
lifestyle practices which includes watching drinking and drug use. Transgender people spoke of the need to maintain this 
awareness and behaviour while also being vulnerable to minority stress-related drug and alcohol use. Consequently, harmful 
alcohol and drug use may be particularly dangerous for transgender communities 

Knowledge of Alcohol, tobacco and other drugs and related harm issues was comparatively lower than awareness of mental 
health, and the qualitative data suggest a considerable lack of basic awareness and understanding that highly socially nor-
malised substances in high doses with sustained, chronic patterns of use can have major effects upon the brain and mental 
health per se. Despite these negative observations, it is critical that any harm-minimisation perspective through appropriate 
peer education and health promotion strategies is balanced and enhances the positive dimensions of this use and the impor-
tant role it plays in supporting social health and wellbeing. A more detailed understanding of the risk contexts of harmful use 
and the protective contexts of positive use is needed. Arguably, it appears that the harms that can occur from the common 
and ‘highly normalised’ substances alcohol and cannabis are much greater that the communities are aware.

Relationship of mental health and wellbeing and alcohol and other 
drug use
The AUDIT and Kessler-10 assessments of psychological distress and dependent alcohol use show similar proportions and, 
importantly, similar co-variation within the communities. Nearly half of the LGBT communities had similar profiles of harmful 
drinking and high levels of psychological distress, suggesting problems in these two areas are related. Nearly a quarter had 
extreme scores on both measures, indicating major problems in alcohol dependency and severe mental illness. This com-
bined with the survey and the focus group results suggests that stress and mental health factors are significant causal factors 
in problematic ATOD use. Experiences of homophobia were clearly identified as being a major cause of these stresses, that 
lead to later problematic alcohol or substance use. The data without question support the practice of using alcohol and illicit 
drugs as a way of coping with experiences of homophobia, but this use was often unconscious,  a fact that may further con-
tribute to the development of longer-term harmful use patterns as a negative coping strategy for minority stress.

Overall,  the data point to a complex set of relationships and life trajectories where early experiences of homophobia, espe-
cially during coming out, combined with immersion into a culturally safe, but drug and alcohol contexted scene environment 
and lack of harm awareness, enhance harms later in life or over a longer period of time. Respondents spoke of  multiple forms 
of drug use involving alcohol, cannabis and party drugs – often during times of several stresses and life pressures, such as 
work or study demands, relationships loss or failure, acute episodes of homophobia and an over-committed busy life – as 
being a risk context for mental health harms, as well as direct experiences of extreme homophobia.

Importantly, risk contexts for both ATOD and mental health issues clearly emerged as complex, multi-faced and interactive, 
meaning single-message conventional health promotion campaigns  are likely to be ineffective and need to be embedded in 
broader community and cultural development approaches that deal with the complexities of people’s real lives.
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Mental health and alcohol and drug discourses
Though in-depth analysis on these issues were limited in the design of the current study, several potential differences existed 
in the ways LGBT communities constructed ‘mental health’ and drug and alcohol use and issues. There was a suggestion that 
drug and alcohol use included a discourse of both high normalisation and non-stigmatisation, possibly accounting for the 
levels of harms often reported. Mental illness or at least certain types such as severe illnesses like depression or psychosis 
also remained normalised, but also stigmatised and more privatised, while general stress and anxiety were more normalised, 
but more socially accepted within the communities. This is a practical place to begin a difficult dialogue about topics that are 
largely silent in the communities. 

Mental health issues in lesbian communities also appeared more accepted, tolerated and ‘understood’ as well as more sup-
ported. It may be important to use this as a ‘cultural base’ to begin a broader LGBT mental health promotion strategy that can 
be developed later for all of the community. Further investigation in these discourses is needed and would provide a strong 
base to inform future program planning. The lack of presentation to ATOD services by LGBT communities and lack of concern 
about ATOD issues in the communities because of normalisation may be contributing factors that ironically maintain drug 
and alcohol related mental health harms in the communities.

Mental health, ATOD use and risky sex
Unsafe or risky sexual practices were common in almost a quarter of the sample, mostly in gay men, but also in lesbian and 
bisexual women.  Gay men spoke of the strong positive association of sex, positively managing stress and alcohol, tobacco 
and other drug use and especially when vulnerable,  to coercion, such in unsupervised inpatient care. Lesbian and bisexual 
women spoke of their experiences of major mental illness and multiple sexual partners, often associated with high levels of 
multiple ATOD use. The data collectively suggest likely sexual risk-taking behaviours occur across many contexts involving 
periods of high stress,  drug and alcohol use, mental illness and enhanced vulnerabilities from low self-esteem, a well docu-
mented risk factor associated with HIV transmission in gay men.  

Lesbian, gay, bisexual, transgender differences and similarities

Lesbian women  
Reliable statistical sample sizes for examining LGBT differences were low for comparing lesbian and gay comparisons, yet 
several differences did emerge. Lesbian women were identified as being particularly at risk. Lesbians demonstrated higher 
levels of certain lifetime diagnosed mental illness (eating problems), lifetime suicide attempts and lifetime self-harm com-
pared to gay men, and a trend for greater ATOD issues where they drank at more harmful levels, experienced greater alcohol 
dependency and in particular smoked significantly more tobacco that gay men. To some extent, these findings were backed 
up by some in-depth interviews, where lesbian women spoke of the high degree of long-term mental health problems in 
themselves, their partners and the lives of friends to such a degree that they had become normalised in lesbian women’s 
communities. However, this data should still be treated cautiously, requiring further investigation and triangulation in com-
munity work. 

Although the majority of lesbian women (70%) were in a satisfying relationship and the majority of parents were lesbian 
women, relationship status per se did not equate to providing the wellbeing and protective effect relationships appeared to 
provide for the community sample as a whole. Lesbian women also spent less time ‘in the closet’, reflecting a reduction in one 
mental health risk factor, compared to gay men. Lesbian women also tended to speak of closer emotional support between 
each other and through their friendship circles, sometimes described as a ‘sisterhood’, with possibly greater emotional sup-
port than that experienced by gay men and possibly experiencing less mental health stigma. This suggests that other risk 
factors(s), possibly accumulated risk factors and several causal mechanisms, are operating to contribute to their higher levels 
of illness. 

The ‘double’ impact of both gender and sexual inequalities in lesbian women has been well identified. Many women in the 
study spoke powerfully of the stresses and pressures of these inequalities in their lives – for example, in affecting their edu-
cation, in influencing life expectations and relationships to family and in their workplaces – often on top of the impact of 
homophobia. Lesbian women’s invisibility exists at multiple levels in Australian society. These structural inequalities include 
both a historic and current lack of specific services for lesbian women This fact may powerfully contribute to lesbian women’s 
markedly higher lifetime rates of illness and substance use.
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While the level of social exclusion experienced by lesbian women was similar to gay men, lesbians’ experiences of homo-
phobia had some suggestion of greater experiences of invisibility, greater legal inequalities and less recognition of their 
relationships. In-depth qualitative analysis suggested many women experience significant pressures, especially from their 
families, to normalise and assimilate into society into expected gender roles and behaviour. Pressures to achieve and perform 
these expectations, sometimes described as the ‘white picket fence’ (stable monogamous relationships with parenting and 
house purchase), were often described It is possible that greater invisibility, loss of identity to these effects of hetero-norma-
tive mainstreaming, existing gender inequalities and lack of services synergise in creating greater isolation, pressures and 
stresses for lesbian women. 

Through only a tentative exploration of the data, diagnosed lifetime depression was significantly greater in parents (49%) 
than non-parents (33%). This may be a finding potentially indicating similar pressures created by the challenges of ‘another 
layer’ of gender and role expectations and negotiations: experiences of new forms of homophobia, new inequalities, less 
established rights, and negotiations of greater life complexity and demands being a same sex parent. 

Overall the gendered findings meld well with and enrich the concept of ‘minority stress’ and its relationship to multiple, 
interactive stressors – legal and human rights inequalities, social and economic disadvantage, interpersonal pressures and 
cultural risk factors.  Collectively, this argues that wholism and understanding multiple risk contexts in service responses is 
critical for effective prevention, particularly for LGBT people who are in new and more complex life roles, experiencing new 
life expectations and challenges, who currently lack support within conventional existing LGBT programs and certainly in 
mainstream society.

Regional communities
Regional LGBT communities demonstrated a significantly greater degree of psychological distress, attempted suicide and a 
trend for greater alcohol dependency than urban communities. Many factors identified in the literature and strongly reported 
in the focus groups identified the potential risk factors almost certainly behind these alarming statistics. These included 
major social isolation, a smaller and less visible LGBT community and culture, lack of support and a poor, often transient gen-
eral service infrastructure. These factors, combined with barriers in accessing services, a particularly autonomous rural coping 
style, more extreme and more violent forms of homophobia and inability to disclose your sexuality/gender identity (greater 
hetero-normative pressures), synergise to create a greater profile of mental health and ATOD risks. The need for peer support 
and education that helps create culture and sense of belonging and reduce isolation is particularly needed in regional com-
munities. This may be particularly relevant for rural gay men, who were substantially less in relationships that rural lesbian 
women and appeared at extremely high risk for suicide.

Cultural commodification, stereotyping and hetero-normative 
mainstreaming
The qualitative investigation identified new phenomena which extend well from recent Queensland research on the cul-
tural impact of commercialisation and commodification of LGBT cultures (Foster, 2009) and the broader cultural challenges 
LGBT communities in Australia currently face. The first of these is the stereotyping and restriction of people’s expression of 
their personal and cultural identity. Chronic social exposure to stereotyping – stereotype threat – is a powerful psychologi-
cal mechanism that has several effects, including affecting anxiety, identity formation and achievement. In this study, young 
people often spoke of being forced to be or look gay in a certain stereotyped or idealised way at school to be accepted as 
LGBT, while working adults spoke of the need to conform to communities’ expectations of a ‘successful image’ of an LGBT 
person which was often linked to material success.  Rural communities spoke of the dangers of appearing stereotypically gay. 
Both lesbian women and gay men also spoke of a lack of positive role models for LGBT people, especially for young or rural 
LGBT people.

The study identified the operation of a potential complex, long-term cultural ‘double bind’, perhaps accounting more broadly 
for the health inequalities identified.   LGBT Queenslanders have experienced a decade environment of partial human rights 
and inequality. This has potentially provided a ‘false sense’ of normality and equal citizenship, leading to an abandonment of 
political activism and the emergence of an ‘acceptable’ LGBT identity, largely though a commercial, rather than civic and cit-
izenship-based, process of identity construction. One outcome of these dual processes is the decreasing ‘sense of difference’ 
LGBT increasingly have from heterosexual, mainstream society in their identity. Referred to as ‘mainstreaming’, this desire ‘to 
be the same’ as the heterosexual community equates to a ‘normalisation’ of identity where the values, cultural practices and 
societal expectations of heterosexual society are actively and fully embraced. When this occurs in an environment of only 
partial rights and still widespread existing cultural/institutional homophobia, the results of such cultural assimilation may 
be destructive. 
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Many people, especially young people, spoke of their sexuality as not being ‘a major part’ of their identity, while at the same 
time paradoxically spoke of their experiences of homophobia and social exclusion and their difficulties in achieving their 
goals and expectations. This research was conducted at a time of political change after a decade of conservative politics 
and neo-liberal values had been entrenched in Australian society. This period has created a powerful patriarchal culture of 
individual performance, achievement and pressure on the individual to behave in an often conservative and commercially 
defined way which includes a high expectation of personal success to which many LGBT people within their communities 
strive to achieve. This was a major theme in the focus groups. Individuals commonly spoke in various ways of pressures sur-
rounding expectations to achieve, to show personal success and to be successfully ‘gay’, often in a commodified, stereotyped 
or idealised way.  Paradoxically, significant homophobia, social exclusion and reduced life opportunities for this success, 
achievement and ‘normality’ clearly continue to strongly exist, albeit it more subtly, for many across life in the study. Chronic 
social exposure to LGBT stereotype threats may powerfully contribute further to these internal and external pressures.

Such circumstances create an invisible ‘slippery ladder’ trap in which individuals constantly ‘climb harder and fall faster’ that 
their heterosexual counterparts, while never experiencing true equalities and achievement compared to the heterosexual 
community. It also means often ‘falling short’ of the idealised images and expectations of self worth and of being ‘successfully 
gay’, images reinforced and manipulated through the gay and general media and the hetero-normative, competitive nature 
of Australian social life. The community sample was highly educated to degree and postgraduate degree level, yet this was 
not necessarily reflected in income parity, for example.  Workplace discrimination also formed a consistently major type of 
homophobic experience for all ages. 

The long-term impact of remaining inequalities, political immobilisation and ‘slippery ladder marathons’ and the striving 
for self-worth defined by it may be a cultural stressor experienced by many LGBT people as a particular form of modern 
minority stress. 

The impact of neo-liberalism: LGBT cultures at risk
While there has been international research of the sexual politics of neo-liberalism and its effects on cultural mainstreaming 
and assimilation of LGBT cultures,  there has been relatively little work on neo-liberalism’s impact in the Australian setting 
and, in particular, its effects upon the health and wellbeing of  antipodean LGBT communities. 

Neo-liberal ideologies and the social effects of their policies are a useful ‘explanatory lens’ for understanding much of the 
mainstreaming data in the current study. Neo-liberalism is a masculine, patriarchal and male gendered ideology that pro-
motes several social core values enforced through political and economic rule. These include the fundamental importance 
of the market, increasingly in all forms of social life,  a high level of commercialisation and commodification of culture, the 
importance of self interest and the ‘individual’,  the reduction of risk, the importance of competition and meritocracy, high 
personal self-reliance and autonomy, the importance of self and personal responsibility and choice. At a broader level, 
neo-liberal policies support the reduction of the state (including its democratic and rights structures) and the economic 
rationalisation and corporatisation of state welfare and social programs. 

Several observations in the data support the influence of neo-liberalism in affecting the mainstream assimilation of 
Queensland’s LGBT communities and cultural life. From the perspectives of communities, the data capture several elements; 
the fragmentation of a common sense of community, commercially influenced identity stereotyping, the often extreme 
achievement and performance pressures and expectations of success, the narrow expression of LGBT culture and desire 
to be heterosexual or abandonment of LGBT distinctiveness. The recent rapid economic development and expansion of 
Queensland, coupled with its desire to quickly offset its conservative political history and its relatively small size, may be 
among the driving forces of mainstreaming.   

Neo-liberalism also increases the division between rich and poor, increasing poverty within communities. Social exclusion 
and cost as a barrier to services were major issues, as were the often extreme degrees of self-help, self-reliance and autonomy 
that prevented help seeking or helping others. Isolation was a major issue for many in the focus groups. Neo-liberal values 
with their focus upon the individual and competition are likely to have contributed to increased isolation and disconnection 
between people, disconnection between communities and ultimately the disconnection and assimilation of Brisbane’s queer 
culture. Neo-liberalism also affects health services through downsizing, corporatisation of community services and the main-
streaming of minority services, completing the other side of assimilation. The stress and overload in current public services 
significantly contributed to them being unable to provide culturally inclusive services.   

Consideration of these observations suggests that neo-liberal values could play a direct role in the mainstreaming and nor-
malisation of LGBT culture.  Neo-liberalism has an insidious, intrinsically performative influence upon the individual and 
society (performance at work, in study, in business, in interpersonal and social relationships and in sex, and the intrinsic 
importance of ‘performance’ in society). This may also influence the performativity of LGBT people’s identity and cause an 
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exaggeration of mainstreamed, gendered roles, as individuals compete and perform in their ‘desire for sameness’, paradoxi-
cally ‘achieving’ the loss of their hard fight for identity as well as culture. 

These exaggerated performances may each bring their own unique set of risks and health impacts. In the study, gay men felt 
pressures in the mainstreamed, male gendered role of competing their personal and professional attainment against other 
gay men, and in its demonstration though wealth, position and commodities, often adopting a ‘25/8’ lifestyle of extreme 
work, socialising or status seeking, sometimes using extreme drug and alcohol use as a corollary. Lesbian women felt the 
pressures to perform and achieve their mainstreamed, expected gendered role of partnering, parenting and raising offspring 
to achieve the ‘white picket fence’ and a complex set of challenges as a same sex parent. Transgender women felt the pres-
sure to perform and achieve being ‘the perfect woman’ and out-feminise their transgender peer competition. While bisexual 
people were under-represented, there was a flavour of the notion of bisexuality providing greater ‘choice’ in sexual and inti-
mate relationships, but often being a major stressor and source of relationship failure for their homosexual partners. 

Lesbian women in parenting roles may particularly experience the forces of mainstreaming and the internal and external 
conflicts it simultaneously creates; the need to self-sacrifice as a parent within a culture of self interest, lack of financial or 
obvious consumption-based reward (for parents generally) and the pressures to conform to gender roles while experiencing 
the negotiations of new forms of homophobia, lack of support and isolation for same sex or single parents and a rights sys-
tem which lags behind the realities and complexities of same sex parenting. Disturbing in the study was the lack of mention 
of human rights and legal inequalities as a cause of health problems, demonstrating a lack of awareness of the importance of 
human rights and an awareness of current partial rights.

The roles that alcohol, tobacco and other drugs play in this picture of mainstreaming, assimilation and commodification of 
LGBT cultures, and the increasing life and lifestyle complexities of negotiating challenges many LGBT people in Queensland 
face, is intriguing. What is more intriguing and beyond the current study’s scope, is their potential cultural role in counter-
acting the effects of mainstreaming, commodification and loss of culture and preventing or slowing this identity loss or 
‘identity theft’. 

Even more intriguing is the relationships of chronic psychological pressure to identity and LGBT communities. Participants 
in the study commonly spoke of ‘pressures’ in their lives, many from simply the pressures of the speed, pace and complexity 
of contemporary social life combined with being LGBT. Pressure has the effect of making human identity more plastic and 
fluid, making it more susceptible to re-shaping, as has been well demonstrated in psychological studies of interrogation, 
brain washing, cult practices and aggressive marketing. The combination of chronically high pressure/stress, combined with 
exposure to powerful commercially designed stereotypes, media messages and public representations of LGBT identities to 
suit the neo-liberal appetite for new (in this case, LGBT) cultural market segments, poses risks of lost authentic culture, and a 
re-shaping and social control of future LGBT cultures and their communities.

The concept of cultural mainstreaming is a powerful one, at the centre of debate on the future of lesbian, gay, and bisexual 
cultures and identity internationally.  It is also central to improving the health and indeed the future of LGBT communities 
and culture. It brings together the intimate relationships that human rights and culture have to good individual and popula-
tion health for minority cultures. 

The results of this study strongly suggest LGBT cultures are in the process of being rapidly mainstreamed in Queensland 
and possibly more broadly in Australia. The potential result will be a set of neutralised or under-accessed rights which will 
again decline, with rapid identity loss and cultural damage and eventual LGBT services assimilation into mainstream services 
with a complex sequelae of poor health outcomes for LGBT communities. Cultural mainstreaming is also a particular chal-
lenge for community-based LGBT organisations, whose current focus in Australia is largely on socio-behavioural and health 
issues, rather than on integrating these with politico-cultural risk factors and employing cultural interventions to augment 
their health improvement approaches. While only preliminary in their nature, these observations logically extend from 
recent Queensland work by Taylor in 2009 examining the emergence of ‘queer’ cultures and identities as a cultural reaction 
of self-preservation in the face of commodification, mainstreaming and assimilation with it’s potential health consequences. 
Originating from largely global influences within neo-liberal globalisation, these ‘glocalised’ (local issues created by global 
influences) phenomena are influenced by many factors and dynamics. Critical amongst these are the roles of media and the 
many other social institutions that powerfully ‘construct’ the ‘market shapes’ of the future ‘public culture of LGBT life’ with its 
expectations, stereotypes and narratives. 

These broad discussions of mainstreaming are well summarised by the following young man in the study, who captures the 
relationship between health issues and neo-liberal capitalism, and its hand in shaping media and public culture and the 
changing nature of sexual diversity and identity politics through mainstreaming.  

‘Well, internalised homophobia is a big problem.  We’ve lost an identity or we’ve lost the politics that used to be 
behind gay culture, that people see me being in a couple with another boy or me being in a couple with another girl, 
having a white picket fence and the dog or the cat, like that that’s the new aspiration, whereas before, people were 
quite happy to have radical relationships, so people are trying to achieve this idealised notion and that not everyone 
achieves.  They’re setting themselves goals that sometimes aren’t always going to pan out.’
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Q  So there’s a delusion about how we can lead a straight life? 

A  ‘Yes, and I don’t think we should really – like, I’m not saying we shouldn’t have equal rights for equal couples, but 
I think we have to realise that as queer people our sexuality is different and which shouldn’t aspire to the same 
oppressive institutions as heterosexual couples in a marriage because what purpose would it serve?  It actually 
only serves to further oppress the people in our community that reject that notion.’ 

Q  So you’re saying it’s being absorbed? 

A  Yes, it’s totally being absorbed into this pattern, and then why can’t they just be like this?’  

 What do you think is driving that? 

A  ‘Like a lot of gay men think they can buy their way out of homophobia.  It’s kind of like the racism we’ve seen 
over the course of history in Australia.  Like, in the 1950s and 60s, “Oh my God, the wogs”, and, when they started 
to open small businesses, it was, you know, their hard workers, and then we had the Asian invasion, “Oh, they’re 
hard workers”.  It’s essentially a belief that mobility detracts from your sexuality.  Like, if you’re wealthy, nothing 
else matters or if you at least exhibit the sort of social pointers of what a rich person is, then it doesn’t matter 
and it makes it totally irrelevant. Then when people fall short of that, they feel quite depressed.  I think it’s highly 
problematic, not that that’s just one cause.’

Q  But it’s an expectation? 

A  ‘I think so, absolutely, particularly in younger queers these days. I was talking to someone on line and it went 
from that to “Here’s my phone number, text me”, okay, and then literally there’s three text messages and he went 
from, “Are you’re sure you’re keen for a relationship”, to “Maybe you’ll love me after you’ve seen me”. I’m not 
saying that heterosexual couples aren’t like them or heterosexual men or women aren’t that forward but, at the 
same time, I think there’s a higher degree of meaning to achieve that, to feel normal.’ 

Q  What you’re saying is in a heterosexual relationship there isn’t this pressure? 

A  ‘Yes, like this is how to go about it, and the stages you’ve gone through to achieve the dynamics.’ 

Q  Does that expectation affect any other things? 

A  ‘The media interest is always there to romanticise the couple, so is society, but in pre-class societies there wasn’t 
really homophobia, so I guess it’s about that desire for class mobility as well – the papers, the pressures on a set 
of people that you would hope to be rejecting sort of hetero–normative paradigms.’ 

Q  So to be able to access world class mobility, you have to be straight? 

A  ‘Yes, pretty much.’ 

Q  You mentioned the media? 

A  ‘Well, like even Channel 7 took the ‘L’ word off because one of their sponsors said, “We won’t advertise on your 
station if you have the ‘L’ word”, and I mean the ‘L’ word is hardly queer.  It’s very ultra lipstick lesbian.  They’re 
a very couply kind of thing and the power of money has such an effect that it can reject ostensive positive role 
models that young queers in regional areas don’t have access to shit. That’s why there’s possibly such a high rate 
of suicide as well in regional areas because they’ve got no positive role models’. 

Q  What do you think of the images that are provided by the media about queers? 

A  ‘It’s usually gay couples, so if you choose not to hold those values, then it’s kind of like you should be 
marginalised within your own community because you can have all the privileges as straight people, you just 
have to do X, Y, Z.’
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Services and service providers

Stretched, medicalised and crisis-driven services
The evidence picture of services and service providers robustly confirms and extends findings in the Australian and inter-
national literature.  LGBT clients and their communities are highly invisible given their population size, and current high 
caseloads in Queensland’s services and multiple service gaps clearly currently exist.  Core reasons from the organisational 
perspective include a lack of systematic monitoring and routine information gathering on sexual and gender identity and 
lack of awareness of LGBT cultural issues and understanding of LGBT people in service professionals. Many of these issues sit 
within a context of a public health services sector that is currently underfunded, organisationally stressed and consequently 
poorly placed for even general service delivery. Existing services operate within a largely medicalised model of delivery 
and a crisis-driven mode, rather than a social/cultural model of provision that is prevention oriented. This is not an environ-
ment conducive to specialist services and needs for minority cultural groups. From the communities’ perspectives, there was 
sometimes clear preference for private services, which were often seen as more generally effective and more LGBT culturally 
inclusive, while less accessible due to the high cost of long-term problems and their treatment. 

Lack of awareness and hetero-normativity vs homo-normative practice
The recognition by providers that LGBT communities have specific needs, but being largely unable, unresourced or unwilling 
to take measures to address them despite anti-discrimination policies in many organisation, was disturbing.  Government 
ATOD and mental health services were often seen as too clinical, bureaucratic, conservative and medical compared to 
community-based and not-for-profit services which were more favoured by the LGBT communities. While homophobia was 
present in many service experiences, it was hetero-normativity which appeared to present the major access barrier. The 
study’s service-provider sample was a largely female workforce with a high degree of acceptance and awareness of LGBT 
culture and, arguably, mostly not significantly homophobic in their attitudes and values. Many professionals had a genuine 
willingness and interest in helping and working more with LGBT clients as an area of trans-cultural health.  Detailed in-depth 
discussion often revealed that many providers could often identify the same causes of many of the issues that were also iden-
tified in the community, but were often uncomfortable asking about sexual/gender identity; not knowing ‘how’ to ask’ was a 
major source of this discomfort.  

What was most striking is that providers were often unable to translate this into culturally inclusive practice and, in particular, 
effective homo-normative treatments and interventions. The communities often spoke about their treatments or care not 
being effective, and often only medical in nature with little social support or referral to LGBT supports. There is a clear need 
for developing more diverse models of delivering training for culture-specific skills in many areas of LGBT professional prac-
tice in mainstream services. LGBT need both cultural inclusivity to access services and homo-normative practices to improve 
their health and wellbeing given the high level of ignorance.

Privatisation of communication 
Embracing the influence of neo-liberalism as a perspective for the services data, the rationalisation of services has resulting 
in a narrowing of the service system, thus failing the needs of cultural minority groups, and the creation of a user-pays pri-
vate system beyond the reach of groups that experience already high levels of social exclusion and poverty. Communication 
styles within services also appeared to create a ‘cone of silence’. This included a ‘privatisation’ of open discussion about sexual 
or gender identity, from both client and professional perspectives, and often driven by a risk aversion of discrimination in 
professionals and a privacy or relevance concern by clients. Clients’ assumptions about homophobia and in particular the 
expectation of lack of LGBT knowledge, combined with service providers’ perception of sexual or gender identity as private 
or not related to health issues, meant that open discussion about ATOD/mental health issues rarely occurred, particularly in a 
time- and resource-stretched service environment where relationships could only be superficial and transitory. Lack of who-
lism in care, i.e. lack of a relationship between sexual/gender identity and health, was often absent or disconnected in both 
clients and service providers. 

Self-help and autonomy in help seeking
Another major barrier to seeking help was the belief that the individual should, or be able to, emotionally look after them-
selves. Focus groups often spoke about LGBT people and communities being very independent, proud, headstrong, self 
sufficient, resilient, and with the cultural expectation that you look after yourself, sometimes almost as a rite of passage to 
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being LGBT and to have survived. These attitudes may be even stronger in regional communities. It is important to consider 
working with these attitudes in a pro-active way, such as utilising self-help and user-led approaches which at the same time 
improve connection, sense of community and belonging as well as providing alternative messages about improving help 
seeking, altruism and caring for each other in the communities. 

Medical versus social and cultural support
There was a high degree of psychiatric drug treatment and a high level of counselling and psychological interventions such 
as CBT, both of which were often not found to be effective for many respondents. Social support and referral to LGBT social 
services were equally lacking. Collectively, this medicalisation of what are clearly powerfully socially-influenced problems is 
a major issue. Furthermore, the suggestion of psychological treatments being ineffective possibly due to their hetero-nor-
mative bias strengthens the case that culturally inclusive practice is not enough to provide services that are helpful to LGBT 
communities – they also require culturally appropriate interventions.
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