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Founded in 1996 by healthcare activists, providers, consumers and advocates, the Bronx Community Pride Center, Inc. is a non-profit organization committed to nurturing and empowering members of the Bronx LGBT community to enjoy and realize their full potential by providing direct services, cultural sensitivity trainings, community education and a home to promote health and well-being. Our center is the only multi-service LGBT facility in New York’s largest borough. Despite the challenges of homophobia for the Bronx LGBT community, our supporters and friends are advocating for continued growth of the center and the expansion of its many programs. With their help, we will continue to provide critical direct services, skills building, and programming to empower the Bronx LGBT community.
 In June 1997, a health fair was held – The Bronx Health Jam. At this landmark event, a needs assessment revealed that Jam attendees were reflective of the Bronx community as a whole in terms of age, sex, race, ethnicity, income and levels of insurance.  High rates of smoking, depression and asthma were prevalent, but the most impressive finding was that many LGBT Bronxites were getting no primary care or inadequate primary care, and those that could identify a specific provider were going out of the borough. This despite the fact that the Bronx Community Pride Center had a growing database of healthcare and social services providers who were able to provide quality care to the LGBT community in an informed and sensitive manner.  Some of the specific findings are reported in the ‘Hand Out’ section of this booklet.     

                                          
                                             





Sexuality Matters: Providing Better Healthcare and Social Services for the LGBT Community is a 90-minute workshop for physicians, nurse practitioners, social workers, and other medical/health professionals and students on LGBT health issues and the delivery of informed and sensitive care. Continuing Medical Education (CME) credits are offered. This workshop is a useful first step in training providers of healthcare and social services to deliver quality care to the LGBT community.  It is intended as a means of opening an ongoing dialogue between professionals who may not have had any such training and may also be used as an instrument to better prepare educators to teach this topic.

Through provider training workshops such as this, distribution of a directory of recommended local providers, direct mailings to community members and providers, and regular health columns in local newsletters, the Bronx Community Pride Center is improving access to quality care in the borough.  Thanks to grants from Stonewall Community Foundation, DuPont Pharmaceuticals, Chase Manhattan Foundation and most recently the New York State Department of Health, we have exciting plans for rapid and sustained growth in the coming years.  
The Health Link Line (866-4GAYCARE), a free and confidential telephone crisis and referral hotline open from 9am to 9pm Monday thru Sunday.  The line offers referrals to competent and sensitive Bronx-based medical and social service providers.  Callers receive information from our growing database of providers as well as patient education materials.
Operation Home Base is a drop-in center for homeless and runaway youth that offers intensive case management, housing placement, and family reunification if possible.  Operation Home base also raises awareness through workshops in schools and other venues. 
Spot Next Door is a youth drop-in and educational program during after school hours.  Activities to improve health knowledge and overall wellness include arts and cultural activities, computer and internet access, teen discussion groups, individual counseling, and social activities.  Meals and Metro cards are provided. 
HIV Counseling, Testing and Referrals tailored to the Bronx LGBT community are offered along with partner notification services.  Through relationships with the Adolescent AIDS program at Montefiore Medical Center and the South Bronx Health Center for Children and Families, we have achieved a very smooth referral process. 
Girls and Boys is a program designed to provide services for male-to-female and female-to-male trans-identified residents.  Offerings include bimonthly meetings; case-management and health referrals to more than 65 currently enrolled program members.  Through socializing, networking and group discussion, BCPC provides a safe space to unite and support one another. 
Free Counseling and Case Management is offered at the individual and group level to the LGBT community.  To increase our services we have partnered with Psychiatry Departments at Montefiore Medical Center, Albert Einstein College of Medicine and Mt. Sinai Hospital as well as Hunter College School of Social Work. 
Website and My SPACE Page (www.bronxpride.org) have been developed for the community to access information about The Bronx Community Pride Center as well as to network with the BCPC community from home.  Website includes all upcoming events and program activities as well as contact information for staff members. 
Outreach Activities are expanding and include HIV prevention, Crystal Meth Prevention, Homelessness and Runaway Prevention, and Family Violence Prevention.  Outreach activities are developed with the help of center youth volunteers providing them with the opportunity to provide needed services for their community and get them involved in work that promotes personal development. 
Educational and Career Counseling is offered to all members including resume building and evaluation, help with coursework and general subject tutoring, and career counseling. Internships and volunteer positions are created to help youth transition into advanced educational and professional settings

After completing our workshop, if you are interested in taking an active role in the healthcare needs of our community, we ask that you join our healthcare provider referral base by completing our Provider Information form. To learn more about our work, please contact us at info@bronxpride.org, visit our website at www.bronxpride.org, call at (718) 292-4368 or fax at (718) 292 - 4999.
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FORMAT AND TIME USE
ON ARRIVAL
Heterosexual questionnaire 

0-5 min

INTRODUCTION TO WORKSHOP (5 min)
Include statement regarding confidentiality of workshop and respect of others opinions/expressed views





SECTION 1
5-15 min

INRODUCTORY GROUP EXERCISE (10 min)

True/false statements reviewed on overhead projector with reference to studies (see data sheet) - this exercise works best if nobody put on the spot and these are not asked as questions but presenters just review the data.  The aim of this section is to engage reluctant participants who might not appreciate the importance of this topic*

SECTION 2 

15-20 min

BREAK OUT SESSION (5 min) 

in four small groups to create definitions for 

gay/lesbian, 

transgender, 

homophobia, 

heterosexism 

20-30 min

GROUP EXERCISE (10 min)

Report back with definitions to group as whole, discussion 

  





SECTION 3 

30-40 min

GROUP EXERCISE (10 min) 

One presenter facilitates and the other writes on overhead/board

THREE COLUMNS:

1
Create list of barriers to health care in general

 
2
Create list of additional barriers to health care for the LGBT community

 
3
Breaking down the barriers

List of more effective/less effective strategies

Generate list of useful questions to use

40-50 min

HANDOUT AND BREAK (10 min) 

SECTION 4 




50-65 min 

ROLE PLAYS 

Introduction (5 min)

all participants will role-play simultaneously in groups of three

Encourage “artistic license”
Remind respect and confidentiality within the group

ROLE PLAYS  (10 min) 

by participants in threes (provider, patient, observer)

65-80 min

GROUP EXERCISE (15 min)

FACILITATED DISCUSSION of role plays

80-85 min

SUMMARY GROUP EXERCISE (5 min)

Invite participants to share what they have learned during workshop






85-90 min

OPEN DISCUSSION  (5 min)



 
Workshop evaluation reviewing the 4 sections  

___________

90 min total

SECTION 1 


TRUE OR FALSE ?

Domestic violence is unusual in gay or lesbian relationships

Lesbians with cervical dysplasia have been sexually active with men

Primary care physicians routinely vaccinate men who have sex with men against hepatitis A and B

TRUE OR FALSE ?
Domestic violence is unusual in gay or lesbian relationships

Responses to the National Violence Against Women Survey (2000) involving 8,000 U.S. women indicate that more than 11% of women in same-sex relationships have been raped, physically assaulted, or stalked by a female partner. Current data suggest that domestic violence screening should not be omitted based on sexual orientation.
Lesbians with cervical dysplasia have been sexually active with men

Human papillomavirus associated squamous intraepithelial lesions have occurred in lesbians who have never had sex with men.
Lesbian women are less likely to have had a Pap smear or clinical breast exam and receive fewer Pap smears than heterosexual women. 

Primary care physicians routinely vaccinate men who have sex with men against hepatitis A and B 

Even primary care providers completing a survey at gayhealth.com indicated that 11% of them did not routinely vaccinate
TRUE OR FALSE ?

Lesbians are at little or no risk from HIV

Children raised by gay or lesbian parents are no more likely to become homosexual than their counterparts and are just as well adjusted

Men who have sex with men are at increased risk from hepatitis A and B

TRUE OR FALSE ?

Lesbians are at little or no risk from HIV
An analysis of survey respondents from 6,935 self-identified lesbians revealed that 77% had one or more lifetime male sexual partners, and 6% had a male partner within the preceding year.

 It has been reported in several studies that lesbian and bisexual women are more likely to engage in unprotected vaginal or anal intercourse with a male partner, sexual contact with a homosexual or bisexual man, and sexual contact with an injection user putting them at greater risk for HIV infection.

In addition, data is scarce on HIV/AIDS cases as CDC defines “lesbian” as a woman who exclusively has/has had sex with women
Consider HIV transmission through menstrual blood, unscreened donated semen for reproduction and other non sexual routes 
Children raised by gay or lesbian parents are no more likely to become homosexual than their counterparts and are just as well adjusted
A review of studies from 1978 – 2000 focusing on outcomes for children with lesbian or gay parents have determined that children who grow up with one or two gay or lesbian parent s do not differ from children of heterosexual parent s in emotional, cognitive, social, or sexual functioning. 
Men who have sex with men (MSM) are at increased risk from hepatitis A and B
Hep B is 100x as infectious as HIV and transmitted by similar routes

Unvaccinated, men who have sex with men have a 50% chance of being infected during a lifetime

NYS Department of Health and CDC recommend routine vaccination of both Hep A and B for MSM  

SECTION 2
GAY/LESBIAN 

TRANSGENDER

HOMOPHOBIA

HETEROSEXISM

POINTS TO ENSURE ARE INCLUDED IN DISCUSSION OF DEFINITIONS

GAY/LESBIAN

· Identity versus behavior

· Physical/sexual AND EMOTIONAL components 

TRANSGENDER

· Umbrella term

· New term

· includes transsexual, transvestite, intersexed

HOMOPHOBIA

· irrational fear or hatred

· consider subcategories; internalized, institutional

HETEROSEXISM

· inherent assumption of heterosexuality  

SECTION 3

Barriers to healthcare and social services in general

Additional barriers for LGBT people

Breaking down the barriers

SECTION 4

 
ROLE PLAYS

These sample role plays are presented in several formats to be used according to the target audience.  For each role play the larger group should be split into groups of three.  This ensures that everyone is active in the process and has opportunity to practice the skills the workshop aims to teach.  We have found that distributing the handout that has some useful questions to ask and suggested ways to ask them BEFORE the role plays creates a more relaxed atmosphere and improves the exercise.  Remind participants that the idea of this piece is not to act out the perfect encounter but rather it is to generate discussion after the role plays.

Role Plays 4 & 5 are for two participants and should include a third person acting as an observer. 

Role Plays 8 & 9 are for two participants and should include a third person acting as an observer.

Role Plays 12 & 13 are for three participants (healthcare) and are intended when working with providers who work in clinical and teaching settings.  The role plays are for a patient, a medical provider-in-training and her/his teacher.  These role plays occur in two sections.  The first is between the patient and the medical provider-in-training; the second is between the medical provider-in-training and her/his teacher. 

After the allocated time for each of the role plays, a facilitated discussion should be follow.  Some questions to ask the group might be:

How was it being the patient/provider/teacher?

What worked well/less well?

What was difficult to ask?
ROLE PLAY # 4


Patient Sandra

You are a 23 year old student medical assistant seeing your doctor for hepatitis B vaccination and health care maintenance.  You just moved in with your girlfriend (your mother is extremely upset and you’re not talking).  Your girlfriend was telling you that you still need to get PAP tests - your last one was more than three years ago.

ROLE PLAY # 4


Family Physician

23 year old Sandra has been your patient for over ten years.  You care for her extended family.  She’s here for a routine visit, her first in several years.  You realize that you know little about her and her living situation.  Her mother has expressed her concern to you that she thinks her daughter is “with the wrong crowd”.

ROLE PLAY # 4

 Observer
Sandra is a 23 year old patient being seen by her family physician who cares for her extended family.  


ROLE PLAY # 5

Patient Wanda

You are 75 years old and have multiple medical problems.  You are here to see you family physician for follow-up of a recent hospitalization.  You want to make your life partner of 34 years, Rosa, your healthcare proxy, but your doctor has never discussed this with you and you have never told her/him about your relationship.  When you joined the clinic ten years ago you had to check the “single” box on the intake questionnaire.

ROLE PLAY # 5


Family Physician

You are seeing Wanda, an elderly patient with serious health problems.  You are unsure how well she is taking care of herself - she always seems rather isolated and as far as you know, no other family members are involved in her care.

ROLE PLAY # 5

Observer

Wanda is an elderly patient with multiple health problems seeing her family physician two weeks after a hospitalization.
  
ROLE PLAY # 8

Patient Bill
You are a 42 year old father of 2 teenage children.  You separated from your wife, the children’s mother, one year ago and have joint custody of your children.  You recently started a physical relationship with a man.  This is your first gay relationship, and you have strong feelings for him.  You are very confused.  You are seeing the family doctor because of several weeks of headaches which started after your 14 year old son, Sam, found a note from you to your male lover about your relationship.  He was very upset and has refused to speak with you since.  


ROLE PLAY # 8


Healthcare Provider

You have cared for this patient and his family for many years, and you remember that it is a year since Bill separated from his wife.  He returns to clinic today for follow-up of the headaches which you evaluated one week ago.  You did a physical then which was unremarkable and drew some labs which are normal.  You realize that he seems rather anxious today and think that his headaches may be due to stress.


ROLE PLAY # 8

Observer
Patient is 42 year old father here for follow-up of headaches
ROLE PLAY # 9


Patient Jim

You are a 32 year old security guard seeing your newly assigned primary care provider.  You have only come because you want a referral to a dermatologist for a painful blistering rash on the penis that has been troubling you intermittently for several months. You are a little annoyed because you have been waiting an hour and have to be back at work in 30 minutes. You consider yourself straight and you are married with three children, all under six years.  You frequently have anonymous sex with men at a local cruising spot.  Usually you only have oral sex with men as this “doesn’t count”.  You sometimes have anal sex and usually don’t use a condom as you are always “the man” and think you are “safe” from HIV.  You have never talked about this piece of your life with anybody.


ROLE PLAY # 9

Healthcare Provider
This is the first time you are seeing this 32 year old married security guard, Jim, who has no significant medical history.  He says the only thing he needs is a referral note to a dermatologist and he has to rush because he is due back at work in 30 minutes.


ROLE PLAY # 9


Observer

Jim is a 32 year old security guard seeing his PMD because of a rash.

HAND-OUTS FOR COPY

LGBT COMMUNITY AND HEALTH 


SOME FACTS AND FIGURES
THE BRONX:
· 1.3 million of New York’s inhabitants reside in the Bronx.

· Poorest of 5 boroughs

· Includes 3 poorest zips in NYC & poorest Congressional district in entire US

· Almost half of inhabitants are living below the poverty level – double the percent in NYC overall
· 47% are male and 53% are female
· 31% are Black, 48% are Hispanic and 15% are white.

· One third qualify for Medicaid, 27% uninsured

· Residents aged 25 and older have completed fewer years of education than those in NYC overall

FAMILIES:
· The reported number of same-sex couples in the United States rose to 770,000 in 2005 (GLMA)

· In the Bronx, 41% self-identified lesbians are raising children
· More than 50% of gay men and 70% of lesbians are in steady relationships
· An estimated 6 to 14 million children in the United States have gay or lesbian parents
· 1/3 of female same-sex  couples and 1/5 of male same-sex couples are raising children

· Many hospitals do not have written policies that allow same-sex parents the same access for visitation and medical decision-making for their minor children as opposite-sex parents

· A review of studies from 1978 – 2000 focusing on outcomes for children with lesbian or gay parents have determined that children who grow up with one or two gay or lesbian parents do not differ from children of heterosexual parents in emotional, cognitive, social, or sexual functioning.
· Children’s optimal development seems to be influenced more by the nature of the relationships and interactions within the family unit than by the particular structural form it takes.

· All available evidence demonstrates that the sexual orientation of parents have no impact on the sexual orientation of their children and that children of lesbian and gay parents are no more likely than any other child to grow up to be gay.

YOUTH:
· Gay and lesbian youth are at increased risk for suicide attempts
· Task Force on Youth suicide reports that gay and lesbian youth comprised 30% of completed suicide. 40% of lesbian, gay, bisexual or transgender youth have either attempted or seriously contemplated suicide.

· Almost half of gay adolescents and 20% of lesbian adolescents have reported being verbally or physically assaulted in secondary school. 

· LGBT youth are 4 times more likely to be threatened with a weapon on school property and in turn are 5 times more likely to miss school for fear of their personal safety.
ELDERS:
· Elders in same-sex relationships are at high risk of economic devastation due to the fact that legal protections are not afforded to same-sex couples (e.g. Medicaid spend-down protections).
· The prevailing stereotypes of the ageing gay person include experiencing loneliness and isolation, being oversexed, experiencing mental health problems and exclusion from the gay youth culture.

· These characteristics may be present in some individuals, but are not accurate descriptors of the diverse aged gay community.

· 60% of older lesbians and gay men report some degree of isolation in respect to relationships and social networks.

· 32% feel they have an active social life; 10% feel they have none. 25% feel they do not have adequate support.

· Older gay people are more likely to be in longer term relationships than younger gay people which are significant considering that partners are most likely to be caregivers if care is required.

· Many older LGBT people fear experiencing discrimination, homophobia and elder abuse in disclosing their identity to service providers.

· Homophobia among healthcare staff is a well documented phenomenon which can have negative effects on service users’ health and well being.

· HIV and AIDS diagnoses over age 50 are rapidly increasing.
HEALTH CARE PROVIDERS:
· The first ever inclusion of health objectives addressing sexual orientation was in 10 of the 28 prevention focus areas for the US included in Healthy People 2010, however, gender identity and transgender populations were entirely ignored and data has not been collected to track these set objectives. 
· Despite the high rates of alcohol and other substance abuse in the LGBT community, treatment providers are not responding to these needs.

· Chemical dependence treatment providers receive limited or no training in working with LGBT individuals and rarely discuss sexual orientation with their clients.

· Often, providers assume that clients are heterosexual, unless they specifically state otherwise. 

· In a survey of 424 bisexual women and 1,921 self identified lesbians receiving gynecologic care, only 9.3% had ever been asked by their physician about their sexual orientation

· In the same survey, more than one third of participants believed that disclosure of their sexual orientation to their physician would adversely affect their health.

· Of those who disclosed their sexual orientation, 30% experienced a negative response from their physician.

· Research has revealed many types of negative interactions between LGBTs and their health care providers including anxiety, hostility, decreased likelihood of touch, excessive curiosity, demeaning jokes and inappropriate health care referrals. 

· Of 185 medical students, 62% said that they had heard anti-gay comments from classroom instructor, 42% from clinical instructor. 

ACCESS TO HEALTH CARE:
· Standards of care, teaching materials and language used in practice settings are based on the assumptions of heterosexuality.

· Gay men and lesbian women frequently experience culturally insensitive or hostile health care environments and report negative health care experiences as a result of providers’ hostile responses to their sexual orientation.

· As a result, gay and lesbian patients may be reluctant to disclose their orientation to providers. Fear of being stigmatized by providers may lead to avoidance of care.

· Gay and lesbian health care consumers in NYC found that 17% of their respondents reported avoiding or delaying seeking health care because of their sexual orientation.
· Barriers to accessing healthcare can have an indirect impact on health by limiting people’s ability to access care and screening when needed.
· Insurance Companies, governments, hospitals and health clinics may still not recognize LGBT relationships as legitimate family structures and deny LGBT families’ privileges granted heterosexual partnerships. 
HIV / AIDS:

· Internationally, there are over 40 million people living with HIV / AIDS worldwide. Almost half become infected with HIV before they are 25 and are killed by AIDS before they are 35.
· The cumulative estimated number of deaths of persons with AIDS in the United States through the end of year 2004 was 518,568 adults and adolescents and 5,492 children under age 13,
· In New York City as of the end of 2004, there were 94,495 known persons living with HIV / AIDS, of whom 4% had been diagnosed in 2004.
· Of the 3,653 newly diagnosed HIV cases, 28% had a concurrent AIDS diagnoses, 68% were males, 54% were Black, 29% Hispanic, and 53% were between 20 and 39 years old.
HIV / AIDS – SOUTH BRONX: 

· As per the NYC Department of Health and Mental Hygiene, some of the highest rates of new HIV infection are found within this neighborhood.
· The Bronx had 25% of the NYC’s HIV diagnoses. Of this, 60% were male, 53% were Black, 42% were Hispanic and 91% were between ages 20 and 59 years.
· The rate of diagnoses and the number of people presently living with HIV / AIDS is more than double that of NYC overall.

· Of the 94, 495 New Yorkers known to be living with HIV / AIDS in 2004, 20,627 were living in the Bronx.

· HIV related deaths are 55% higher than the Bronx overall and more than 3 times the NYC rate.

· Since the beginning of the HIV / AIDS epidemic, 17,267 deaths have been reported for persons with HIV / AIDS in the Bronx. Almost 98% has progressed to AIDS. Deaths topped 1,000 per year between 1991 and 1996, and in 2004 they numbered 595.

· 24% of HIV diagnoses are made after the disease has progressed.
SPECIFIC HEALTH CONCERNS:
· Data suggests that gay men and lesbian women face disparities across a broad spectrum of diseases.

Men who have Sex with Men (MSM)
· HIV/AIDS Surveillance data reports that 43% of the cumulative total of male adult/adolescent HIV infection cases in the US was among MSM.
· MSM account for 51% of all new HIV cases in the Bronx.
· New HIV diagnoses among MSM under age 30 have increased by 33% during the past 6 years.
· The less than 30 age group now accounts for 44% of all new diagnoses among MSM in New York.

· 90% of new diagnoses among MSM are young MSM of color.
· MSM men tend to have higher prevalence of Hepatitis A, B, C, E and G than the general population.
· MSM that have self identified as being gay appear to have higher smoking rates than the general population.

· MSM have a smoking prevalence of 33.2%, which was 55.9% higher than that of heterosexual men in a 2004 study.
· MSM men are at increased risk for lung cancer and heart disease due to high rates of cigarette smoking and alcoholism.
· MSM men are at increased risk for anal cancer, non-Hodgkin’s lymphoma and Hodgkin’s disease

· Higher rates of depression have been reported from men who have same sex partners
· Among urban MSM who suffered depression, 21% had made a suicide plan and 12% had previously attempted suicide with most attempts occurring before age 25.
Women who have Sex with Women (WSW)
· Data from the Women’s Health Initiative study (2000) indicate that tobacco use is higher among WSW and that a higher percentage of WSW respondents reported being recovering alcoholics.
· Heavy cigarette smoking and alcohol use places them at more risk for malignant neoplasm, coronary heart disease, hypertension, peripheral vascular disease and chronic pulmonary conditions.
· The Women’s Health Initiative data showed a higher prevalence of myocardial infarction in WSW.
· WSW are less likely to get screened for cervical or breast cancers and are less likely to have had a pap smear or clinical breast exam.
· Lifetime risk of breast cancer in lesbians has been estimated as high as 1 in 3 lesbian women, compared with 1 in 8 women overall.
· Even women who have never engaged in heterosexual penile – vaginal intercourse are found to have cervical cytological abnormalities.
· Failing to offer routine gynecologic examinations to lesbians ignores the universal need for screening. 

· Risk factors for ovarian cancer (parity, less exogenous hormone use, smoking and higher body mass index) are more prevalent in WSW than in the general population.
· WSW who also use injection drugs, have higher levels of HIV related risk behavior and higher rates of HIV seroconversion.

· Significant proportions of self identified lesbians and bisexual women have also reported engagement in high risk sexual behaviors including unprotected sex with gay /bisexual men. 
· WSW have an unusually high prevalence of bacterial vaginosis which can lead to numerous problems in the upper genital tract, as well as increased risks of acquiring gonorrhea and HIV.

Transgender Persons
· Paramedics have stopped treating patients upon realizing that the patients were transgender (GLMA)
· Male to female and female to male transgender individuals experience severe unemployment, housing and healthcare discrimination and may engage in behaviors that put them at risk for HIV.
· Gaps exist in education, housing status, incarceration status, and income status as compared to the population at large. These differences are the effects of the experience of long term and severe discrimination.
· Male to female transgender persons are more socially disadvantaged and have higher HIV prevalence. Many male to female transgender persons turn to sex 

work and are more likely to engage in receptive rather than insertive anal sex.

· Among male to female transgender individuals, being African American is found to be the strongest risk factor for HIV infection.
· Inconsistent condom use during receptive anal sex is commonly reported, particularly with main partners.
· Many transgender persons enter the medical system in pursuit of hormones, however, health care providers need to question hormonal and nonhormonal injection drug practices and refer harm reduction and treatment intervention.
· There are risks of thromboembolism, liver abnormalities and possibility of the development of pituitary prolactinoma with estrogen use. 
· For female to male transgender persons, androgen therapy carries an increased risk for heart disease, endometrial hyperplasia and subsequent endometrial carcinoma.
· Initiating hormone treatment therapy late (between the ages of 18 – 21) may lead to the development of psychiatric disorders and unfavorable outcomes are related to late start rather than an early start of sex reassignment surgery. 
· Integrating hormone treatments into HIV care yields positive psycho-social results.
· The prevalence of suicide attempts among male to female and female to male transgender persons is much higher than that found in US household probability samples.
Mental Illness and Substance Abuse
· More than 75% of homosexual and bisexual respondents experience discrimination and are more likely to have at least 1 of 5 psychiatric disorders in midlife. 
· LGBT clients receiving substance abuse treatment demonstrates that clients enter treatment with more severe substance abuse problems and greater psychopathology when compared with heterosexual clients.

· Gay and bisexual men in substance abuse treatment indicate that prevalence of sexually transmitted diseases correlate significantly with psychiatric diagnoses. 
· MSM with specific phobias and major depression are more likely to contract oral gonorrhea. 
· MSM with generalized anxiety disorder are more likely to contract genital gonorrhea. 
· MSM with social phobia are more likely to contract syphilis. 
· MSM with bipolar disorder are more likely to be HIV positive.

· MSM have higher rates of dieting and eating disorders than heterosexual men. Clinical eating disorders could be diagnosed in 17% of MSM and 14% WSW.

· Several studies have honed in on the increasing rates of methamphetamine use among MSM and have found that methamphetamine users as compared with cocaine users were more likely to identify as gay or bisexual.

· Rectally inserting MDMA into the anus has been associated with rapid intoxication, increased rates of anal dysplasia, and damage to the lining of the anus, thereby increasing risk of acquiring HIV. 

HIV and Youth
· Every borough except Staten Island has seen HIV increase among MSM younger than 30 since 2001.

· New diagnoses have doubled among MSM ages 13 to 19, while declining by 22% among older MSM.

· Blacks and Hispanics still bear a disproportionate share of New York’s burden. Blacks received twice as many HIV diagnoses as whites in 2006 and Hispanics received 55% more than whites.

· More 90% of the MSM under age 20 diagnosed with HIV in 2006 were black or Hispanic.

Domestic Violence
· Responses to the National Violence Against Women Survey (2000) involving 8,000 U.S. women indicate that more than 11% of women in same-sex relationships have been raped, physically assaulted, or stalked by a female partner. 
· Current data suggest that domestic violence screening should not be omitted based on sexual orientation.

HEALTH CARE RECOMMENDATIONS
· Be sensitive to verbal / body language, the use of pronouns and patient name preferences to create an atmosphere of trust and openness. 
· Use open ended questions in a non judgmental way.
· A sexual history should be taken using the terms partners, practices, prevention of STDs, past history of STDs and prevention of pregnancy (for women)
· All patients should be assessed for high risk behaviors.

· STD education along with STD and HIV testing should be provided by healthcare providers and should focus on STDs specific to the population including HIV, Hepatitis A/B/C, chlamydial infection, gonococcal infection, HSV (1 & 2), syphilis and trichomonas.  

· Make note that many of the bacterial and viral causes of STDs can also infect the pharynx, urethra or rectum.
· Healthcare providers should advise ALL patients to use barrier protection when engaging in insertive and/or receptive anal intercourse, oral – genital contact and any vaginal penetration (fingers, sex toy or penis). Both condoms and dental dam should be available in MD offices and clinics.
· Efforts for identifying and vaccinating MSM who are susceptible to HAV and HBV should be intensified. For adult patients who have not received either vaccine, a combination HAV/HBV vaccination is available.

· Screening for anal dysplasia and pre invasive anal cancer with use of the anal Pap smear should be done annually for MSM, particularly those who are HIV positive.  

· Screening for cervical cancer in WSW (and all women) should begin about 3 years after initiating vaginal intercourse, but no later than 21 years and should be done annually, and or every 6 months if dysplasia is noted. Beginning at age 30, women who have had 3 normal Pap tests results in a row may get screened every 2 to 3 years.    
· Life stressor identification and close screening for depression, suicide ideation and illicit substance abuse is crucial. 

· Primary care providers are in an important position to initiate and encourage discussion with their patients about life experience or feelings that may influence the development of depression.
· Assess for tobacco use and encourage cessation. Cessation interventions should be offered. 

· Healthcare providers should screen for intimate partner violence particularly in the WSW population.

·  Patients should be reassured that children who grow up with one or two gay or lesbian parents do not differ in emotional, cognitive, social, or sexual functioning compared with children whose parents are heterosexual. 
HETEROSEXUAL QUESTIONNAIRE

How long have you been heterosexual?  When did you first discover that you are heterosexual?  Have you always been heterosexual?  What do you think caused your heterosexuality?

Have you told your parents that you are heterosexual?  How did they react?  Do your friends and neighbors know that you are straight?  To the best of your knowledge, are your parents heterosexual?

Given that divorce rates are spiraling, don’t you worry about the instability of heterosexual relationships?

Did any of your teachers tell you that heterosexual behavior can cause sexually transmitted disease, AIDS, and unwanted pregnancies?  Did they tell you it was wrong?

Have you experienced negative portrayals of heterosexuals in the media?

Do you have something against people of your own sex?

Would you be interested in changing your heterosexuality by working with a psychiatrist competent in this field?  Have you tried aversion therapy?

Given that over 95% of child molesters are heterosexual, do you really think that it is appropriate to have heterosexual teachers?  Should we ban heterosexuals from adopting or becoming foster parents?

Have you ever been in a same sex relationship?  Do you think that maybe all you need is a good gay lover?

Do you think that your heterosexuality will interfere with your ability to raise healthy gay children?

It is okay to be heterosexual but do you have to flaunt it?

BREAKING DOWN THE BARRIERS:

· MONETARY ACCESS

Insurance for domestic partners

· THE OFFICE/HOSPITAL

Magazines and posters including gay/lesbian couples

Statement of non-discrimination including sexuality on display

Intake forms that use appropriate terms such as significant other, partner......

Know about local lesbian/gay organizations

· WITH THE PATIENT

Clarify issues of confidentiality

Open ended questioning

Use the patient’s words

Silences can be golden

Genograms as a tool

Explain to the patient that your questions are routine
Some possible questions to use:

Tell me about your living situation?

Who lives with you?

Who is important to you?

Where do you get your support?

Who is close to you? 

Who would you call in an emergency?

How would you describe your sexuality?

Are you sexually active?

Have you been sexually active?

With men, women or both?

Do you have any need to discuss birth control?

What does safer sex mean to you?
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