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SUMMARY

Gays and lesbians are a part of
our society and our practices:
real people with real lives, not
stereotypes. Understanding
their inner world and their social
milieu is the first step to
providing care that is holistic
and appropriate. The “coming
out” process and other unique
health issves are described.
Guidance is provided on how to
identify and relate to gay and
lesbian patients.

RESUME

Les gais et les lesbiennes font
partie de notre société et de nos
pratiques médicales: ce sont des
gens avec des vies réelles et non
des stéréotypes. La
compréhension de leur monde
intérieur et de leur milieu sodial
constitue la premiére étape pour
en arriver a dispenser des soins
qui soient holistiques et
appropriés. L'artide décrit le
processus de “visibilité” et les
autres problématiques reliées a
la santé. On y trouve certaines
indications pour mieux identifier
et communiquer avec les gais et
les lesbiennes.
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HE GAY AND LESBIAN ELEMENT OF
the Canadian cultural mix
has become increasingly
E— visible in recent years. This
change in presence arises both from
the onset of HIV disease in North
America and from important human
rights and Charter of Rights decisions
across Canada. For example, in the
1992 Leshner case, an Ontario
Human Rights Tribunal directed the
provincial government to extend
spousal benefits to same-sex partners
of its employees. In the 1991 Garneau
case, the British Columbia Supreme
Court made a similar decision, saying
that denial of benefits violated the
Charter. In the Birch case, the
Ontario Court of Appeal held that the
Canadian Human Rights Code
should be interpreted to include sexu-
al orientation as a prohibited ground
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for discrimination. Captain Birch had
been denied promotion within the
Canadian Armed Forces because he
was gay.

Family physicians will inevitably
come into contact with openly gay or
lesbian patients more frequently in
their practices. Even within smaller
communities across Canada, more and
more gays and lesbians are feeling
comfortable in being open and “out”
within their community in both their
personal and working lives. Family
physicians must have a concurrent
increase in their understanding of the
realities of being gay in Canadian soci-
ety: ie, what it means in terms of
lifestyle and the medical, psychological,
and social problems that can affect
these patients. :

What do family physicians

need to know?

We propose four goals for physicians in

keeping with the four principles of

family medicine':

* to improve understanding of and
comfort with the realities of being a
gay man or woman;

* to have the sensitivity and skills to
recognize such patients in their com-
munity and practices;

* to project at least a nonjudgmental
and preferably a supportive attitude
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toward these patients within the
doctor-patient relationship; and

* to have adequate knowledge and
skills to manage patients’ unique
health problems, whether personal,
social, developmental, or medical.

What does it mean to be

gay or lesbian?

Being gay must be seen as a single
contextual facet of a person’s life. It is
not an illness label, nor does it simply
denote sexual contact with a same-
sex partner. Feelings of warmth,
empathy, and emotional connected-
ness in relationships and identifica-
tion with the overall social milieu are
as important as the sexual act in
defining “gayness.”

Gay men and lesbians can and do
live happy, productive lives. They live
and love; work and play; have friends
and family, and often children; and
usually prefer long, committed rela-
tionships. They could be factory work-
ers or artists; be your mailman or your
physician; be young or old; be high fly-
ing swingers or single unemployed
mothers. They can also be lonely and
grief-stricken if they lose their partners;
can have relationship or sexual prob-
lems; and can get sick.

They happen to be attracted to the
same sex, but they do not want to be
the opposite sex. In general, gay men
like handsome men and want to look
“masculine” (they go to the gym a lot
these days); and lesbians do not all look
like truck drivers. They feel normal
and are normal, even though society
often does not treat them that way.
They and we are all people; being gay
is just one aspect of who we are.

Same but different

The mix of emotional and physical ill-
nesses and dysfunction these patients
can have is in some ways like that of

“straight” members of the practice but -

in other ways is dramatically different.
For example, a couple experiencing
relationship difficulties is often forced
to deal with these issues without
the supports normally available to

“straight” couples. Because society
continues largely to condemn homo-
sexuality and gay coupling, a strug-
gling gay couple cannot look to family,
co-workers, or friends for support as
readily as “straight” couples. As a
result, gay and lesbian individuals and
couples must put in place a network of
close friends, a family of choice, to pro-
vide the supports required.

Consider the realities of living in an
environment in which openly sharing
one’s day-to-day pleasures and pains
with co-workers is possible only if ref-
erence to the sex of one’s partner is
carefully censored. Homophobia and
heterosexism (the assumption that
everyone is heterosexual) continue,
unfortunately, to be the predominant
attitudes in North American society.

Living gay

Year by year, more gay and lesbian
individuals and couples demonstrate
that it is quite possible to live openly,
even in smaller communities, without
being ostracized and, in fact, to have a
respected and visible role in the com-
munity. Historically, fear has kept peo-
ple from “coming out.” In the 1970s
and 1980s, older “established” gays
increasingly began to live openly and
honestly in their communities.

These visible role models make it
easier and safer for young gay men and
women to come out in the 1990s, a
trend that is on the increase. Role
models are also essential for develop-
ment of self-esteem. Gay and lesbian
support groups at virtually all universi-
ties and colleges across Canada now
provide social contact with peers and
enable self-disclosure in a safe and sup-
portive environment.

Coming out

Being gay is not an illness, but gays do
have unique health problems. The first
psychosocial problem for gay men and
women can often be the coming out
process, which occurs most commonly
during the late teens or early 20s, but
(particularly when family or societal
disincentives have been strong) it can
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be long delayed, sometimes even after
years of marriage. It could take weeks,
or years, or be a lifelong process.
However, once it has happened, people
occasionally will say, “I’ve always
known that I was gay.”

Coming out should be understood
as redefining one’s own self-identity
and accepting one’s self-worth as a gay
man or lesbian. It involves learning
how to relate to same-sex individuals at
all levels of human interaction and to
family, friends, and society. It is far
more complex than the simple
announcement to family and friends
that one is gay.

The coming out process is first of all
an internal one. It is frequently aided
by contact with other gay men and
women, reading material, or support-
ive counselors who focus on accepting
one’s self and building self-esteem
rather than on changing the sexual ori-
entation dnce that orientation is clearly
homosexual. The next step is to begin
“testing the waters” by self-revelation
to trusted friends or family and then
gradually to extend that circle to what-
ever distance and complexity feels
comfortable (eg, extended family,
extended friends, work). The time of
coming out can often be one of great
social and sexual activity; a second
“adolescence” for someone chronologi-
cally much older.

Patients who are struggling with
coming out often present to family
physicians with substance abuse
(a common problem among gays and
lesbians) or overt depression, with or
without serious suicidal potential (espe-
cially worrisome and common among
gay teenagers). Adolescents face partic-
ular difficulties from added self-esteem
problems, peer pressure, confusion,
lack of role models, and real risk of ver-
bal or physical abuse if labeled gay.

Other health problems

Gays and lesbians are also subject to
many psychosocial problems and ill-
nesses in common with heterosexuals
(eg, relationship problems, family
stresses, financial and work difficulties,

sexual dysfunction). All or any of these
might be presented in the context of a
gay lifestyle to an open and caring
physician, and so knowing that context
is essential to providing good care.

As well, some health issues and dis-
ease potential for gay men and women
clearly are unique. Human immunode-
ficiency virus disease is the obvious
example for men and certainly the
most serious sexually transmitted dis-
ease, but also preventive medicine and
screening programs require special
consideration. Lesbians with no male
sexual partners are at low risk for HIV
and other STDs and usually do not
have birth control pill renewals to
bring them to the office regularly.” The
challenge, then, is often to stimulate
regular health maintenance visits.
Breast examinations, blood pressure
monitoring, and lifestyle or risk assess-
ments still are needed.’

In addition to the usual compo-
nents of health maintenance for men,
including safer sex information,
hepatitis B immunization should now
be routine for any gay man with more
than one sexual partner either at pre-
sent or anticipated. Colitis among gay
men is more commonly parasitic in
origin and can be asymptomatic, so
that screening for parasitic disease in
even asymptomatic gay men should be
done regularly. Asymptomatic pharyn-
geal and rectal gonorrhea must be
considered among gay men who are
not monogamous.®

How do you see “them”?

The obvious need is to identify these
patients within your practice and
clearly signal that you are interested
in, and able to receive, that informa-
tion in a supportive, professional man-
ner. To do this could require a critical
review of your practice to determine
the degree to which it reflects the
assumption that everyone is, or ought
to be, heterosexual. To signal gay and
lesbian patients that you are prepared
to hear about and deal with issues
related to their sexual orientation, try
such simple changes as displaying
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gay-positive literature (eg, same-sex
safer sex pamphlets or posters, gay
support group brochures) in addition
to heterosexually oriented literature
and using “sex-neutral” questions in
interviews and questionnaires.

The easiest direct way to get accu-
rate responses is to incorporate non-
judgmental questions about sexual
activity or relationships into every
social history, whether as routine “new
patient” information or when social
context is important for managing a
particular problem. An option, when
faced with an emotionally distressed
patient, is to enquire about problems
in or support from relationships with
men or women. When a sexually trans-
mitted disease is diagnosed, rather
than assuming a heterosexual contact
as the source, ask.

It is extremely important how
these questions are asked and what
words are used. For example, asking
a patient whether he is homosexual is
much less likely to get a truthful
response than asking whether the
individual “has sex with men,
women, or both”; or whether he or
she is living with a man or a woman.
The word “homosexual” is seen as a
Jjudgmental and medicalized term by
many in the gay and lesbian commu-
nity. The terms “gay man or woman”
or “gay or lesbian” are the preferred
and more comfortable terms that
members of the gay community
would normally use to describe
themselves.

It is important as well to realize that
many men who are sexually active with
other men, whether or not they are
married, may well not identify them-
selves as homosexual, gay, or bisexual.
This is particularly true in smaller or
conservative communities. Similarly,
some women in intimate relationships
do not apply the label “lesbian” to
themselves.

The other key to projecting a
nonjudgmental attitude is clearly
identifying and dealing with one’s
own biases and prejudices and try-
ing to discard any moral or religious

judgments and poorly informed
stereotypes. Increasing medical evi-
dence shows that gay men and
women in no sense choose their sex-
ual orientation any more than het-
erosexuals choose to be “straight.””?
The only choice gay men and
women have is whether to live out-
wardly as they know themselves to
be inwardly. To educate yourself, do
not be afraid to ask your identified
gay and lesbian patients more about
their lives and lifestyles. Most will be
delighted that you asked.

Academic medicine, both under-
graduate and graduate, is finally
developing educational programs to
increase awareness of, sensitivity to,
and understanding of gay men and
women. Particularly within family
medicine, specific educational objec-
tives are being developed in some
programs to improve the skill and
knowledge of family practice
trainees. The Section of Teachers of
Family Medicine plans to include
sample educational objectives on
gay and lesbian issues in its new cur-
riculum guide. Seminars or lecture
programs have been developed at
the University of Western Ontario,
University of Saskatchewan, McGill
University, and Memorial University
of Newfoundland, for example.
Unfortunately, most Canadian facul-
ties of medicine did not have formal
objectives or courses as of October
1993. As well, the College of Family
Physicians of Canada and its provin-
cial chapters have begun to have
speakers on gay and lesbian health
issues. The presentation of this
paper at the Annual Scientific
Assembly is one.

Conclusion

Times are changing, and physicians
must change with the times to meet the
needs of all their patients, including the
5% to 10% who are gay and lesbian.’
They are normal people who want to
live normal lives, and expect increas-
ingly to be treated normally by society
and their physicians. Family physicians
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in particular should see “gayness”
as just part of who we are as people:
a context, not a disease.’ [ ]
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