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PREFACE

“It’s only a paper dream, sailing over a cardboard sea, but it wouldn’t be make-

believe if you believed in me” (Arlen, Harberg & Rose, 1933)

For some gay men living in a heterosexist world, being able to live with their ‘self” will
remain a fantasy. In terms of their mental well-being the consequence of constantly denying
the self, iIn an attempt to please and appease the dominant social discourse, can be
devastating. Epidemiological studies suggest that gay men are four times more likely to report
a serious suicide attempt, with sexual orientation being a significant risk factor for predicting

mental health problems and subsequent suicide.

Whilst the current political agenda for mental health professionals i1s to use evidence based
practice (EBP), much of the evidence available concerns itself with positivist research. Whilst
the merits of such research must not be denied, it remains a reductionist approach often
obscuring the individual and his/her experience. In caring for a person’s mental well-being
their psyche has to be understood 1n the context of their lived experiences. The essence of
mental health nursing lies within the psychotherapeutic relationship and requires attending to
the subjective world of another. When the focus of that attending relates to ‘difficult topics’,
for example suicidality and homosexuality, it can be discomforting, but is none the less an
everyday occurrence nherent in the practice of mental health nurses. The challenge for
research 1s not to shy away from emotionally difficult topics but to move beyond the social, as
well as the professional, taboos in pursuit of exploring the complexities of being human.
Research that facilitates sense making of these highly complex interactions can help ensure

that mental health nurses will be able to offer more sensitive services.

My career as a mental health nurse spans 32 years, the past 16 years being employed as a

lecturer, but continuing to work one day per week in clinical practice. For the past five years |



have spent the one day per week working as a primary mental health nurse offering therapy to
people with common mental health problems, their emotional difficulties often manifesting
from early psychological trauma. My motivation for undertaking this study arose from
numerous patients | have engaged with therapeutically during my career and, more recently.
with a number of gay men who experienced depression and suicidality. As part of my
professional and personal development I have increasingly felt that a better understanding of
the psychosocial world of gay men would enhance my therapeutic work and hopetully

provide them with a more understanding and sensitive service.

For me embarking on my PhD was a journey into the unknown. I specifically wanted to
explore the lived experiences of gay men in relation to their sexual orientation and their
suicidality. I wanted to move beyond statistical estimates of risk to an exploration of the more
complex intra, inter and extra-personal 1ssues which have affected the lives of gay men and
which may have impacted upon their mental well being. In clinical practice my preferred way
of working is to use a psychoanalytical approach as I subscribe to the belief that early life
experiences shape the way we function as adults in the here and now. In keeping with my
preterred way of working, I chose to use a psychoanalytical informed methodology for my
study. Lebolt (1999) 1n his study exploring gay male client’s experience of gay affirmative
psychotherapy concluded that it a heterosexual therapist had certain qualities such as
sensitivity, imagination, and experience, they were seen as gay affirmative. In transposing
such qualities to the research situation I was hoping, that as a heterosexual female researcher,
[ would gain greater insight into the experiences of gay men who have experienced mental

distress.

This thesis 1s divided into nine chapters. Chapter one introduces and contextualises suicidality
and homosexuality within the prevailing social discourse. This chapter gives a brief overview
of the historical context of each of these subjects, clarifies what is meant by suicidality and

considers how health care professionals respond to those who use suicidality and have a gay
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sexual orientation. Finally current research focusing on gay men and suicide 1s reviewed,
drawing conclusions as to what still needs to be addressed. Chapter two focuses on the
epistemologies and methods used in this study, the ways in which they have been used as a
way of making sense of the data. Chapters three, four, five and six offer an individual analysis
of each participant’s unique story; chapter three is Nigel's story: chapter four lan’s story:
chapter five Carl’s story and chapter six Ben’s story. Each story 1s presented as a separate
entity and uses psychoanalytic theories as an explanatory framework for making sense of the
experiences of each man. Chapter seven offers analyses across all four narratives providing a
synthesis of these gay men’s experiences that, when considered in relation to the findings ot
other similar research studies, will contribute towards our understanding of the complexities
inherent in their lives. This contribution to knowledge and the implications this might have
for health care professionals and the services they deliver are discussed in chapter eight,
whilst chapter nine draws the study to a close. At the end of my thesis I offer the reader an

overall reflection of the processes I have engaged with throughout my doctoral journey.

As this 1s a resubmitted thesis I have addressed a number of 1ssues raised at my previous viva.
In doing this I was given the opportunity to retlect on and revisit my previous thesis and
consequently clarify my thinking. The difficulty I had with my previous viva was the
epistemological positions taken up in the research process. Initially I had, at a conscious level.
adopted a social constructionist position but this did not sit easily with my underlying beliefs
and for me felt restrictive and did not sufficiently answer the question my research was
posing. It was obvious to the examiners that within my thesis I had struggled to wholly
commit to such a position and was often found wandering away from the path of social
constructionism to explore how the surrounding environment might shed a better light on
places of interest on my journey. In being challenged during my viva on my stated
epistemological position and my meanderings [ realised that I had not stopped to take stock of
my Own philosophical behiefs with regard to suicidality. homosexuality and the options

available to me could be used to best make sense of people’s lived experience.
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At my viva I was introduced to the concept of Bricolage, a multifaceted approach to the
research process whereby differing epistemological positions and mixed methods of data
collection can be utilised to bring a richer understand of human beings and the complexities
of their lived experiences. In essence, the bricoleur has the ability to creatively and
resourcefully use all materials that are at hand in order to achieve greater insight to the topic/s
being researched. With regard to research. the origins of bricolage can be found in Levi-
Strauss’s (1966) book ‘Savage Mind’. Here bricolage was initially described as spontaneous
action but then further expanded to include ‘mythological thought’, arising out of personal
experience and giving rise to pre-existing knowledge and human imagination. For me this
gave hope 1n terms of gaining insight and understanding of why, some gay men engaged in
sucidality. Using the concept of bricolage otfered the opportunity to explore the participants’
life experiences as well as my impact on the research encounter and the interpretation of the
data from a number of philosophical and theoretical positions. Examples of using bricolage

are given in boxes in chapters Two, Three, Five and Eight.

[ believe that having had the opportunity to explore the concept of bricolage and how it fit
with the multifaceted way in which 1 had approached my research I have been able to
strengthen my thesis with regard to the research process. Likewise, the way in which this
thesis 1s presented 1s itself a type of bricolage. In keeping with the ethos of qualitative
research and reflexivity being integral to the process, at the end of each chapter from chapter
research from chapter two onwards I have added some critical reflection specific to that
chapter. Each reflection offers the reader some insights into what I took, in personal terms, to
each interview and how | interacted with various processes involved in undertaking this
research. To achieve this level of retlection I used what emerged from my immediate thoughts
following each interview and during the analysis of each transcript, pertinent occurrences,
events, thoughts, and feelings noted in my reflexive diary, academic supervision. clinical
supervision and feedback and retiection from my first and second viva. For the reader this

may account for the jaggedness of some chapters as opposed to the smoothness of others, as,
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for me, the emotionality of engaging in those processes will have impacted on the way n
which each chapter is presented. For example, the reader will quickly establish that the bulk
of the thesis is given over to the participants’ individual and collective stories. reflecting
what, for me, is the most important part of the research process. Likewise. 1t will also be
noted that at times | have used the same piece of transcript to demonstrate differing
interpretations and the multiplicity of its possible meanings. My hope 1n explicitly sharing my
thoughts, emotions and experiences inherent in this research process, together with the
participant’s stories, is that meaningful sense will be made of the thesis in order that the

reader 1s able to engage 1n further analysis and re-interpretation of these important topics.

Initially by undertaking this study I hoped to improve my practice by gaining greater insight
into the psychosocial world of gay men whose mental health has been compromised. Having
undertaken the study and then having the opportunity to revisit my thesis, as a practitioner
and a researcher, | believe my findings not only add to the body of knowledge, but also
inform contemporary clinical practice regarding what services need to be developed and what
could be done to reduce the risk of suicidality among young gay men. By embracing existing
and new knowledge, borne out of the analysis and interpretation undertaken in this study,
mental health professionals will be afforded the opportunity to provide more attuned,
sensitive health care for gay men who try to assert their self in a heterosexist society, thus

allowing their fantasy to become a reality.




CHAPTER ONE: INTRODUCTION: CONTEXTUALISNG SUICIDALITY
HOMOSEXUALITY

Suicidality, Homosexuality and Health Policy

In the United Kingdom suicide remains a taboo subject. Over the centuries deep-seated religious
beliefs about suicide have proved difficult to abandon. Despite there being a lack of clear
biblical evidence, Christianity has, until recent years, generally condemned the act of suicide,
seeing 1t as a failure to uphold the sanctity of life. Religious opposition to suicide was largely
responsible for the emergent law in England that made suicide a crime, hence the idea of
‘committing’ suicide. England was the last country in Europe to repeal its anti-suicide
legislation and, as recently as the 1950s, people were still being sent to prison for attempting
suicide. The Suicide Act (1961) finally repealed the law under which both actual and attempted
suicide were deemed to be criminal acts; however, a new offence, aiding or procuring the
suictde of another person, was introduced, and carries a penalty of up to 14 years in prison.

Among the definitions of suicide are killing one’s self deliberately and that of self-murder,

implicit 1n which is the notion of self blame (Wertheimer, 1991).

After accidents, suicide 1s the most common cause of death among young men, with men still
accounting for two thirds of all suicide deaths (Hawton, 2000). Whilst not all those who
complete suicide have a history of attempted suicide, approximately one third of suicide victims
have made a previous attempt (Lewissohn et al., 1996). Mental illness 1s the predominant factor
found in suicides of both sexes, with a co-existing disorder of substance misuse being more
common among males (Murphy, 2000). Substance misuse 1s considered to be one of several
recounised self harming behaviours, all of which contribute to the destruction of self. The
circumstances and motivations that precipitate deliberate self harm (DSH) include interpersonal
conflict, which accounts for 50% of patients who use self harming behaviour (Isacsson & Rich.
2001). For some researchers (Bennet et al., 2002; Hawton, 2000) a clear distinction can be made

between attempted suicide and deliberate self harming behaviour, the latter being considered to




have low lethality in that there is little intent to die. However, in the UK there has been an upward
trend of DSH in young males, and contrary to the above. amongst this group there appears to be
a strong association between acts of DSH and suicide intent (Hawton, 2000). Skegg et al. (2005)
found that 25% of deliberate self harm among men was attributed to same-sex attraction, and

men with same-sex attraction were also significantly more likely to report having attempted

suicide.

Terminology

Terms such as DSH, attempted suicide, suicide behaviour and suicidal i1deation are often used
synonymously, and could refer to those who have suicidal intent as well as those who do not
intend to kill themselves. The lack of clear definitions only adds to the problems affecting
research relating to suicide and deliberate self harm. For the purpose of this thesis 1 have chosen
to use the term suicidality, for me embracing the concepts of DSH. attempted suicide, suicide

ideation and suicide behaviour, regardless of whether or not there 1s intent to die.

Suicide Prevention Policy

In 1996 the World Health Organisation (WHQO) and the United Nations (UN) urged member
nations to address the growing problem of suicide and provide guidelines for the
implementation of national prevention strategies. Identified among some of the groups of
special concern were gay, lesbian and bisexual people. In an attempt to meet this challenge,
England saw the inception of the National Service Framework for Mental Health (NSFMH)
(Department of Health (DoH) 1999) and the Suicide Prevention Strategv (DoH. 2002). Whilst
the former document concerned itselt with the number of suicides among young people per se.
it would appear that the latter document has failed to acknowledge the importance of the
research findings relating to the impact of living as a gay person in a heterosexist societv has on

voung people. Within the five goals outlined in the Suicide Prevention Strategyv for England




(2002) nowhere does it refer to the relationship between homosexuality and suicidality among
young people. Failure to acknowledge the evidence is culpable given that the death rate from
suicide among young people, and particularly young men, makes the identification of all

significant high risk groups imperative to any contemporary public health agenda.

One of the difficulties when researching suicide is the way in which data on suicide are collated. In
England the decision as to whether or not someone has killed themselves 1s made following an
Inquest heard in the coroner’s court. In recording a death as suicide, the victim’s intention to die
must be strictly proven. Where there is an absence of clear proof of intent, a verdict of suicide
cannot be recorded. As it 1s not always easy to ascertain if the person intended to kill themselves,
verdicts of death by misadventure, accidental death and/or open verdict will be recorded by the
coroner. Because of this process it 1s believed that the official statistics for suicide are considerably
underestimated (Chambers & Harvey, 1989). With regard to gay men, data on completed suicides
are derived from mortality statistics which do not identify sexual orientation and therefore the
number of suicides among this group of people may be further misrepresented. Whilst statistics for
completed suicides amongst the gay population remain skewed due to the above ambiguities, the

goal of prevention invites examination of non lethal behaviours relating to suicide attempts.

Suicidality and Homosexuality

International epidemiological studies (Bagley & Tremblay, 2000; Sandfort et al., 1999) reported
that gay and bisexual males are four imes more likely to report a serious suicide attempt than
their heterosexual counterparts. With regard to men, period prevalence rates indicate that gay
and bisexual males between the ages of 17 — 29 years have a much higher suicide attempt rate
than those men who have not declared themselves gay or bisexual (Bagley & Tremblay, 1997:
Cochran & Mays. 2000). However, being gav is not inevitably linked to mental illness and/or
emotional problems (kFriedman & Downey, 1994: Roughton, 2001). There are robust data

supporting the conclusion that 1n adulthood sexual orientation does not influence the likelihood




of mental illness occurring (Friedman & Downey, 1994). In taking account of this, caution
needs to be exercised when addressing the issue of gay suicidality. Harwood and Rasmussen
(2004) warn against emphasis being placed on an association between gay sexuality and suicide,
arguing that this debate detracts from the pleasure experienced by a number of gayv youths.
However, pleasure and distress, arising from the same source, can co-exist and i1t has been
suggested that it 1s impossible for a person to have a pattern of behaviour that 1s strongly
condemned by the dominant culture, such as that of being gay. and not experience feelings of

Insecurity, 1solation and rejection (Coyle, 1992; Robertson, 1998:; Johnson et al., 2007).

Suicide and homosexuality have been described as two subordinations of the gender order
(Scourtield, 2005). It was Emile Durkheim who first exposed the private act of suicide,
revealing an associated social pattern. He 1dentified an association between the rates of suicide
and the level of social integration in certain populations, concluding that increased community
involvement reduced the suicide risk. With regard to homosexuality, Green (2002, p: 521)

believes

“Sociologists have been challenged to sharpen their analytic lens and grow sensitised to
the discursive production of sexual identities, being mindful of the insidious force of
heteronormativity, as a fundamental organising principle throughout social order.”

Heteronormativity as an organising principle of social order has, over the years, been reinforced
by the legal-medical profession, compelling homosexuality to be both private and hidden.
Whilst acknowledging the need for sensitive handling of gay suicidality and to avoid
pathologising, the 1ssue of living as a gay man in a heterosexist culture must be given serious

consideration as a potential precipitant of mental health problems.




The Pathologising of Homosexuality

From childhood onwards, formal and informal structures of social control impact on the
individual’s emerging sexuality, enforcing classifications of sexual orientation across the life
span. Social construction highlights the institutional and cultural contexts in which i1dentities are
constructed and experience produced (Green, 2002). The process by which hegemonic
constructions of masculinity are internalised in early phases of socialisation cannot be 1gnored.
Foucault (1985) challenged the scientific bias of sexual identity and reduced sexual
classifications to the effects of discourse. However, such classifications are considered to
constitute the foundation of a powerful and insidious regime of social control that seeks to
discipline the body and the mind. It is within this context that gay men will continue to be
iInfluenced by sexological classification as they develop their self-concept (Greenberg, 1988).
Connell (2000) believes sexological categories can serve less as instruments of social control
than as a foundation for freedom, having an active liberating and enduring role in the lives of
gay men. His premise 1s that gay men often seek out and forge vital links to gay community
institutions that embody classifications of sexual orientation, for example gay bars. Connell
suggests that through such links gay men recognise and negotiate their gay identities through

strategic career choice, controlled disclosure and ‘coming in’ to the existing milieu of gay

networks.

Whilst sexual identity 1s seen as a significant and integral part of an individual’s overall
identity. gay 1dentity 1s considered a set of cultural beliefs encompassing aspects of the
community which gay men can identify themselves as members. Indeed in his study of
masculinities Connell (1995) separates the embodiment of sexuality and the social identity of
being gay. For young gay men identifying as a gay man in a heterosexist society might be
difficult as, noted n the literature (Johnson et al., 2007; Fenaughty & Harré, 2003: Plummer.
1989). there 1s a lack of positive role models, and for many gay adolescents, the lack of

opportunity to meet others in a similar position, can lead to isolation. Unfortunately the




taxonomies of sexual orientation created by nineteenth and twentieth century psychiatry.
psychoanalysis, sexology and the criminal justice system are integral to social constructions and

have, over the years, been used towards oppression and social control of gay men (Green.

2002).

The (In)justice System and Homosexuality

Although the death penalty for buggery was abolished in 1861, the Criminal Law Amendment
Act, 1885, declared that all acts of sexual activity between men, short of buggery, were acts of
‘gross indecency’ punishable by up to 2 years of hard labour. The consequence, after a number
of highly publicised cases, was the social ostracising of homosexual men. Weeks (2000) points
out the absurdity of a law which makes ‘gross indecency’, usually referring to mutual
masturbation between men, illegal, when masturbation itself is not a penal offence. He argues
that exactly the same arguments were put forward 60 years later in support of the liberal
campaign to change the law relating to homosexuality in England and Wales following the
Wolfenden Report, which reported on addressing such issues as prostitution, abortion and
homosexuality. The Wolfenden Report (1957) culminated in a number of reforms implemented
during the 1960s, the Sexual Oftences Act (1967) being one part. Within this Act
homosexuality was decriminalised under certain limited circumstances, the implicit message
being that homosexuality was not fully legal or morally acceptable, nor was it to be regarded as
on a par with heterosexuality (Weeks, 1995). Interestingly the practice of homosexuality among

consensual adults in private is still illegal in over half of the American states (Lebolt, 1999).

However, regardless of changes in the law relating to adults, the Local Government Act (1988),
and in particular Section 28, explicitly discriminated against the promotion of homosexuality in
schools. Section 28 stated that local authorities should not intentionally promote homosexuality
or publish material with the intention of promoting homosexuality: or promote the teaching in

any maintained school of the acceptability of homosexuality as a pretended family relationship.




The latter referred to the threat from the possibility of there being an alternative pattern of
family relationships. For some, the impact of Section 28 on sexuality in schools did no more
than emphasise childhood innocence, the easily influenced nature of adolescence,
heterosexuality and patriarchy (Epstein & Johnson, 1998). For Warwick et al. (2001. p: 139)
such educational initiatives are viewed as being “the dominant feature of the adult gaze through
which we are encouraged to consider and understand the emergent socio-sexual needs of young

people.”

Althoughqthis part of the Act was finally amended in 2003, Section 28 could be considered to
have been heterosexist legislation that may have contributed to the deterioration in the mental
health of gay. lesbian and bisexual youths over the preceding 25 years. For example the
Department of Education (DOE) (1994) launched their campaign ‘Bullying: Don’t Suffer 1n
Silence’ and whilst they mentioned gender difference, they failed to make specific reference to
bullying related to sexuality, or homophobia (Rivers, 1996). In a study undertaken by Mason
and Palmer (1996) relating to hate crimes, and focusing on those under 18 years of age, 79%
had been subjected to homophobic verbal bullying: 24% had experienced homophobic physical
bullying and 19% severe homophobic physical bullying. They concluded that because of this it
1s difficult to address gay sexuality in schools and be inclusive for fear of exposing vulnerable
pupils. Bagley and Tremblay (2000), in a more recent review of the literature which is
contextualised to the then political agenda in the U.K., argued that ongoing debate with regard
to the Local Government Act should be enlightened by accumulating research data on the
development of sexual orientation in adolescence and the mental health consequences of

growing up in a climate of heterosexist intolerance.

Sexology, Psychoanalysis and Psychiatry

During the late nineteenth century i1t was the concept of homosexuality as a disease and/or

mental iliness that drew the attention of the medical authorities. Because homosexualitv was




considered to be a deviation from societal and cultural norms, it was condemned to the auspices
of mental illness. In 1897 when Havelock Ellis, perhaps the first sexologist. initially approached
the subject of homosexuality there was no specific vocabulary in the English language for
homosexuality separate from sin or disease. It was Ellis who first used the term homosexuality'.
In addition to there being no language there was no single British case of homosexuality
recorded that was not connected to the asylum or prison (Weeks, 2000). Ellis’s (1897, cited 1n
Weeks, 2000) work offered a major contribution to a growing awareness of homosexualty
during the 1900s. His book, which he co-authored with John Addlington-Symonds, himself a
gay man, impacted on the way in which homosexuals were labelled, as well as making a crucial
contribution to the hiberal views that eventually emerged. In collating all available data Ellis
attempted to demonstrate that homosexuality was a common aspect of human sexuality rather
than 1t being the consequence of national vices and/or social decay. Case histories showed that
same-sex attraction occurred around the age of nine years old, thus for Ellis ruling out
environmental factors. He concluded that homosexuality was natural and spontaneous and could
therefore not manifest simultaneously as a disease. Ellis believed homosexuality was not a
medical problem and therefore did not necessitate a cure and that disorders associated with

homosexuality were the result of social attitudes rather than the orientation itseltf (Weeks, 2000).

According to Weeks (2000) the purpose of Ellis’s work was to change attitudes and create a
new view of the role of sex in individual lives and society. Ellis advocated for greater tolerance
of sexual variation by relaxing the rigid moral code and emphasising that sex was an activity to
be enjoyed. In setting out to achieve the task of rationalising sexual theory he helped to lay the
foundations of a liberal ideology of sex. However. for Weeks, Ellis’s endeavours fell short of
him being able to question why societies have continued to control sexuality. by persecuting

sexual minorities which then become subsumed into the dominant value structures.

Ellis’s work was different from that of Freud which began at a similar time. Early Freudian

theory suggested that all individuals were bisexual opening up the possibility that roles are




socially moulded rather than dictated by nature. Whilst Ellis was also of the opinion that both
sexes had some recessive characteristics of the opposite sex, he disagreed with Freud's
interpretation. Ellis believed that sexual behaviour had a congenital basis, whereas Freud
suggested that bisexuality should be regarded as the basic state of being and homosexuality
arose through the suppression of the heterosexual aspect of self. Whilst each conceded to certain
aspects of each others’ theories being plausible, Freud in terms of it being congenital, Ellis
accepting its naturistic possibilities, the essence of their difference remained, that 1s the extent to
which external influences impacted upon emotional and sexual patterns. In his later work Freud
contradicted his earlier theory of innate bisexuality, by describing homosexuality as “inversion’
and linking it to narcissism, through analysing the case of Leonardo da Vinci (Freud, 1910).
Whilst Weeks (2000) believes that Freud’s theories did leave open the possibility that historical
changes within society might alter sexual behaviour and sexual roles, he also questions the
astuteness of Ellis’s theory in the context of Victorian England. In staying with the biological
theory, homosexuality was beyond man’s control and therefore no blame could be apportioned.
If however, 1t was seen as the result of social/environmental influences society would be to
‘blame’ and that would be unacceptable. In this instance collective denial by attributing

homosexuality to biological causes allowed affirmation of the status quo.

Contemporaries of Freud had their own interpretations of homosexuality attributing 1t to
developmental problems. For example Klein (1988) considered homosexuality to be an
expression of an aggressive object relationship and a consequence of anxiety provoking
situations which 1mpeded the child’s psychosexual development. Likewise Rado (1949)
maintained that Freud’s concept of constitutional bisexuality did not exist, but instead insisted
that there is primary heterosexuality. Rado considered heterosexuality as the normal outcome of
psychosexual development. condemning homosexuality to only be considered as pathological

(Lingiardi & Capozzi. 2004).
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‘Normal development’ became the mantra of mental health professionals both in England and
the United States of America (USA). The Diagnostic and Statistical Manual (DSM) used by the
medical profession in both England and the USA, did not remove homosexuality as a mental
1llness until 1973. The successful 1973 referendum to remove homosexuality from the DSM
drew opposition from a number of mental health professionals. the belief of such people
centring on homosexuality being a deviation from normal development and as such 1s associated
with other deviations that may lead to, or be interpreted as, mental 1llness. Although the DSM
ceased to define homosexuality as pathological in 1973, it was replaced with egodystonic
homosexuality, a diagnosis that could be attributed to those who were deemed to be disturbed
and/or confused by their sexual orientation. This diagnosis was not removed until 1987 when
the distress associated with homosexuality was finally recognised as a response to growing up
In a heterosexist society. However, the International Classification of Diseases (I1CD),
predominantly used by the medical profession in England and Europe, continued to classify
homosexuahty as an illness until 1992, with the category of egodystonic homosexuality

remaining to the present day (WHO, 1993).

Professional Attitudes: homosexuality and clinical practice

The attitudes of mental health professionals have historically mirrored those of the lay public,
there being a split between contemporary clinicians who advocate changing a gay man’s sexual
orientation and those who wish to affirm 1t (Lebolt, 1999; Milton et al., 2002). However,
homophobia amongst health professionals 1s well documented (Cant, 2005; Christensen, 2005;
King & McKeown, 2004; Smith. 1993). With regard to Registered Mental Health nurses, a
study undertaken by Smith (1993) exploring attitudes towards homosexuality. found 77% of
participants gave homophobic responses, whilst Synoground and Kellmer-Langan (1991)

concluded that 43% of student nurses who participated in their study opposed homosexuality.
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The psychoanalytic school has contributed to the debate over the cause of homosexuality,
‘cause’ implicitly implying pathology. Regardiess of homosexuality no longer being classified
as a mental illness, some proponents of this school continue to see it as such (Savce, 1995:
Soccarides, 1996). Approximately ten years ago, Friedman and Lilling (1996) found
psychoanalytic and psychotherapeutic literature, that homosexuality was still presented as
mental illness, developmental arrest, perversion or defense against unconscious heterosexuality.
They also found that the most common counter-transference problem in the treatment of gay

patients 1s the hidden agenda of conversion to heterosexuality.

Psychoanalysis cannot escape the social biases affecting gay men, and In accepting
heterosexuality as the norm, the result, for the therapist, might be that of internalised
homophobia, which for those who are experiencing homoerotic desires will lead to feelings of
rejection, discrimination and stigmatisation. When adolescents seek professional help they may
experience the effects of homophobia (Fontain & Hammond, 1996; Johnson et al., 2007:
Travers & Schnider, 1996). These negative attitudes are likely to be incorporated into the
individual’s own self 1image, leading to a range of distortions from mild self doubt to overt self
hatred and self destructive behaviour (Gonsiorek & Rudolph, 1991). These experiences place

some gay men under a great amount of stress which may lead to the compromise of their mental

well-being.

Fortunately accepting heterosexuality as the norm continues to be challenged by pro-gay
psychoanalytic explanations of homosexuality (Isay, 1989; Lewes, 1968; Roughton, 2001).
Recently Drescher (1998) espoused that rather than being concerned with the aetiology of
homosexuality and human sexuality in general, the therapist should focus on the process of
helping an individual to acknowledge and understand his being gay and to be able to live
authentically with that self knowledge and. synonvmously., with his external world. He
concludes that gay men are a heterogeneous group of men and their individuality should be

respected and harnessed within therapy.




Current Research on Gay Men and Suicidality

In considering empirical studies relating to gay men and suicide I have chosen to restrict my
search to the last 15 years, 1992 —2007. My rationale for choosing this time period relates to the
fact that decriminalisation of homosexuality occurred in 1967, therefore by 1992 there would be
a generation of young adults who had grown up in a society that was, in legal terms, more

accepting of homosexuality.

Empirical Quantitative Research

For the past 25 years researchers have consistently reported high rates of suicidality among
homosexual persons, particularly among adolescents and young adults (Garofalo et al., 1999;
Remafed: et al., 1998). Epidemiological studies from North America, New Zealand and Europe
demonstrate that gay and bisexual males are between two and eight times more likely to report a
serious suicide attempt (Bagley & Tremblay, 2000; Fergusson et al. 1999; Sandfort et al., 1999).

Garofalo et al. (1999) found that in the overall population, sexual orientation was a significant

risk factor for predicting a suicide attempt.

Although data relating to homosexuality and suicide abound. data on completed suicide derived
from mortality statistics collected from death certificates does not provide information regarding
the sexual orientation of the suicide victim. According to Muehrer (1995) the onlv two studies
examining the sexual orientation of individuals who completed suicide are those of Rich et al.
(1986) and Shaffer et al. (1995). These studies used psychological autopsy, a method of data
collection by which parents. siblings and significant others who knew the deceased person are
interviewed. Psvchological autopsy offers a retrospective re-construction of the history of the
person who has killed themselves. This involves the examination of psyvchological and

environmental details in order to try and cast light on why' the suicide occurred. Together with




family and friends such studies involve interviews with members of professional groups who
might have had contact with the person. There are many epistemological challenges regarding
this method of data collection. General criticism has been aimed at interviews with surviving
relatives and friends providing much more insight into the survivors themselves and how they
construct the suicides, as into the people who have killed tﬁemselves (Scourfield, 2005). More
specifically, Shafter et al. (1995) did in fact acknowledge the limitations of using psychological
autopsy, suggesting that their data collection could have been more sensitive and that the real
rate of homosexual suicides could have been much higher. However, if we are to gain more

knowledge with regard to suicide one has to rise to these challenges.

These two studies included all suicides in their respective communities during a defined period
of time, raising the probability that homosexual people would be included, thus moving away
from the much criticised non-representative samples used in previous research. In addition to

passive inclusion, both studies also attempted to assess the sexual orientation of those who had

committed suicide. Within the two studies 2.5% - 5% of the suicides in their overall samples
were people bellieved to be gay. The shared conclusion of these studies was that mental disorder
and/or substance abuse were critical predisposing factors of suicide, regardless of sexual
orientation. However, and perhaps because of the methodological problems discussed above,
neither study was able to clarify whether mental disorder and/or substance misuse is a

precipitant to, or consequence of, homosexual orientation.

Shaffer et al. (1995) also challenged the hypothesis that suicidal behaviour in homosexual
adolescents is related to stigmatization and feelings of 1solation. In their conclusion they suggest
that only a small number of suicides were “openly gay’, which. for Shafter et al.. raised the i1ssue
that the debate linking homosexuality and suicide may be a distraction from two real problems:

adjustment difficulties experienced by gay teenagers, and the presence of psychiatric illness.
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Although these comments are acceptable at face value they are somewhat disappointing and
futile in terms of relevant meaning. Using the term ‘openly gayv’ implies that other suicide
victims included in the study may have had a homosexual orientation. It could be assumed that
those who commit suicide do so because of mood disturbance. but the diagnosis of psychiatric
iliness 1s dependant on a number of factors not least of which is to declare yourself mentally ill
by demonstrating a willingness to be referred to psychiatric services which are often insensitive
to gay men. Flisher (1999) found that almost all adolescents dying by suicide showed evidence
of sutffering from some form of mood disorder, with a mild but chronic form of depression.
often associated with apathy, being more prevalent in male suicide. Whilst Flisher makes a clear
link between depression and suicide, he acknowledges the difficulty of knowing whether the
depression causes or i1s caused by suicidal thoughts and feelings. However. there is a tendency
amongst men to shun away from declaring that they are mentally ill, albeit a predominant factor
found 1n suicides of both sexes (Qin et al., 2000). More common to males 1s substance misuse,
which often presents as co-morbidity with the underlying primary mental health problem
(Murphy. 2000). One explanation of this 1s that drug and alcohol use can help to anesthetise
unpleasant feelings and prevent the early stages of depression being visible (Wunderlich et al.,
2001). Therefore an assumption cannot be made that those who have committed suicide without
a diagnostic label, did not suffer mental illness and/or psychological disturbance. Indeed with
regard to psychological disturbance, a prospective longitudinal study undertaken by Aube and
Koestner (1992) found that those males who break the gender-related stereotypes and engender
more negative social reaction are likely to experience a poor self-concept, poor adjustment and

have a greater dissatisfaction with life. Other studies (Meyer, 1995: Reinherz et al., 1995;

Skidmore et al.. 2006) have reported a correlation between early age gender non-conformity and
suicide ideation. Sadly Aube and Koestner (1992), in their longitudinal study, spanning 30
vears, found that gender related stereotypes have not significantly changed and, in particular,

have not changed among adolescents.
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[n contrast to the belief that social intolerance of minority groups might lead an individual to
contemplate suicide, Muehrer (1995) presented a potent argument regarding the relationship
between pervasive intolerance and suicide being unclear. His argument centred on the fact that
nine out of ten suicides in the USA are completed by white people, eight out of ten being male
(National Centre for Health Statistics, 1993). The premise of Muehrer’s arcument is that this 1s
the reverse of what one would expect if pervasive intolerance based on gender / racial or ethnic

status were a strong indicator of suicide. Muehrer (1995, p: 78) suggests that

“The paradox 1s further illustrated by the fact that 99.9% of racial / ethnic minorities
and women do not committee suicide even though they are the target of reprehensible
discrimination, intolerance and sometimes violence.”

Although a potent argument it may also be one of naivety. Discrimination and stigma will be
experienced differently by ditferent people. The difference 1s perhaps in one’s own self concept
and how that differs from how one should or feel they ought to behave. as opposed to what one
aspires to, or wants to be. Factored into this will be the level of support one receives from
family, friends and the community in which one lives (Connell, 1992; Coyle. 1992; Fenaughty
& Harré, 2003). In addition to selt concept, there 1s the desire to experience a social
comfortableness which fits with a personal comfortableness, the interface between being true to
one’s self whilst simultaneously existing in the reality of the social world. In a society which
conveys heterosexist attitudes, being willing to admit to one’s self that you might be deviating
from the social and cultural norms will put you in an untenable position. Aube and Koestner
(1992) reiterate the self-fulfilling prophecy, believing that boys with more feminine traits may
come to perceive themselves as they are perceived by others. that 1s negatively, and that this
negative self concept will lead to poor adjustment in the future. possibly manifesting as
internalised homophobia, whereby prevailing societal anti-homosexual attitudes create hostility

towards one’s own homosexual feelings (Fenaughty & Harré, 2003).

[n addition. belonging to a group which experiences discrimination and stigmatisation, as

opposed to experiencing discrimination, stigmatisation and isolation from what vou believe is
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your own group, could be catastrophic in terms of personal agency. An example of this 1s
offered by Dickson et al. (2004), who found that men more than women in a birth cohort
thought that sex between two members of their own gender was ‘always wrong’. It could be
argued that in the U.K. Section 28 of the Local Government Act (1988), forbidding the
promotion of homosexuality. did in fact reinforce the view of same-sex attraction being
unacceptable, with the implicit consequences being the furtherance of stigmatisation and
discrimination during a child’s formative years. The result of a national survey undertaken by
the Royal College of Psychiatrists (2003) concluded that large numbers of gay men have
considered suicide and have a history of attempting suicide, but this was associated with a

history of intimidation rather than mental disorder.

Other research (Connell, 1992; Savin-Williams, 1994) takes a different stance on the
stigmatisation and discrimination debate believing that, as members of stigmatised groups.
lesbian and gay people are able to develop a variety of coping strategies for their being gay thus
minimising its negative psychologi;al consequences. For example. Connell (2000) stressed the
importance, in terms of mental well-being, for gay men to seek out and forge vital links with the
egay community. The ability to develop healthy coping strategies may well be a true reflection

for many gay men, however, the problem still faced by a 21% century society is that of

adolescent and young adult suicidality among the gay population.

In contrast to the debate relating to discrimination and stigmatisation, a number of other
empirical studies offer alternative hypotheses to why there 1s a strong correlation between
homosexuality and suicidality. D*Augelli (1996) found that coming out to family is associated
with higher incidence of suicide attempts and 1deation. They found that 41% of those included
in their study who had come out. had made a suicide attempt in comparison to 12% of those
who had not vet come out. The elevated rates were linked to verbal and physical abuse by
familv members. Rematfedi et al. (1998) also refute the discrimination and stigmatisation theory.

Their research identified sexual abuse, drug abuse. arrests for misconduct, more feminine
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gender roles, and/or adopting a bisexual or homosexual identity at a young age. as important
correlates in those attempting suicide. Minority stress and gender non-conformity and distress

have also been associated as risk factors in terms of a person’s mental well-being (Meyer, 1995

Skidmore et al., 2006).

A review of the literature undertaken by Muehrer (1995) concluded that the problems in existing
research were such that no clear conclusions about the role of sexual orientation in suicidal
behaviour could be drawn. The methodological limitations he cites include: lack of consensus
with regard to the key terms, namely suicide attempts and sexual orientation: the uncertainty of
reliability and validity of measures used; non-representative samples and lack of appropriate
non-gay and/or non-clinical control groups for comparison; and the value of retrospective data
both in terms of it being emotionally charged data and the change in culture, creating a different
platform for the experience of lesbian and gay adolescents in the 1990s. In addition to the

criticisms espoused by Muehrer (1995), Savin-Williams (1994, p: 262) also believes that;

“because lesbian, gay male and bisexual youth who are visible and willing to participate

iIn research studies are often those who are suffering most physically, psychologically, and
socially — clinicians and researchers may unduly present all such youth as weak, vulnerable
adolescents who are always running away from home, prostituting themselves, abusing drugs

and killing themselves.”

Whilst it is important to take account of the above criticisms, others (Bagley & D’ Augelli, 2000;
Morrison & L'Heureux, 2001: Remafedi, 1998; Rotheram-Borus & Fernandez. 1995) challenge
this believing that “at risk groups’ who may be persecuted 1n school are likely to drop out, thus
causing an under-representation of gay, lesbian and bisexual youths mn high school studies. The
evidence to corroborate this 1s strong. The Seattle Youth Project Team’s Health Risk Study
(Seatttle, 1995) which looked at a cohort of 7.4537 students. aged between 15 — 18 years.
concluded that harassment and persecution of gay. lesbian and bisexual youths is likely to be

implicated in suicidality. Du-Rant et al. (1998). examining a random sample of 3.996 sexually
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active adolescents, found that there was frequent non attending of school because of fear being a
significant correlate of having been the subject of physical attack based on same-sex gender
orientation. Garofalo et al. (1999) found that experiencing violence and victimisation was a
significant predictor of suicide, whilst in the UK Rivers (1996) and Warwick et al. (2001)
identified how homophobia in schools compromised the mental health of lesbian and gay

adolescents.

However, in more recent years and in addition to the above high school studies, there have been
an increasing number of studies that have compared representative samples of gay, lesbian and
bisexual youths with heterosexual controls. All of these studies have demonstrated increased
rates of suicide attempts among the homosexual group. Bagley and Tremblay (1997) in a study
of 82 homosexual and/or bisexual men aged 18 — 27 years and 668 heterosexual men found that
rates of suicidal behaviours were nearly 14 times higher among the gay or bisexual subjects.
Garofalo et al. (1999) compared 104 gay, lesbian and bisexual high school students with 4,055
high school students identifying themselves as heterosexual. They found rates of suicide attempt
among the former group were more than 3.5 times higher than among the control group
subjects. Similarly a study undertaken by Rematedi et al. (1998) demonstrated that gay, lesbian
and bisexual youths had odds of suicide attempt that were 7.1 times higher than heterosexual
controls and odds of suicide intent that were 3.6 times higher. The weight of evidence gained
from these studies clearly supports the notion that young people who have a gay. lesbian and/or

bisexual orientation are a high risk group in terms of suicidality.

Some of the larger American studies (DuRant et al., 1998; Seattle. 1995) used the “Youth Risk
Behaviour Survev’, the reliability of which was further expounded by the use of logistic
regression to explaimn why gay. lesbian and bisexual youths may have higher rates of suicide
attempts. Four risk factors were identified: increased drug and alcohol use, increased sexual
activity risk, increased risk of becoming the victim of violence. and increased risk of becoming

defensively violent as a result of persecution about being visibly gay. The combination of all
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these factors increased the risk of self harming behaviour, particularly with regard to males

(Bagley & Tremblay, 2000).

In contrast to the growing body of literature on sexual orientation and suicide. there 1s less
systematic evidence on the extent to which gay, lesbian and bisexual youths are vulnerable to
mental health problems, although there is a widespread belief that this particular group of voung
people are at greater risk to these problems (Garofalo et.al.. 1999: D Augelli, 1996). This to
some degree 1s supported by Noell and Ochs (2001), who found that gay, lesbian and “unsure”
youths were less likely to have been in foster care or arrested, but were more likely to have
spent time in a mental health secure unit. In a more recent study, Bagley and D’ Augelli (2000)
also found that gender atypical males were more likely to experience abuse. which can be linked
to a range of negative mental health problems, including suicidality. Arguably, sexual
orientation and mental health are independent dimensions and a homosexual orientation 1s not,
in itself. an indicator of pathology (Roughton, 2001). However, a longitudinal study carried out
by Fergusson et al. (1999), found gay, lesbian or bisexual people to be at an increased lifetime
risk of suicidal ideation and behaviour, major depression, generalised anxiety disorder, conduct

disorder and nicotine dependence, in comparison with their heterosexual counterparts.

While recent quantitative research has established the presence of consistent and replicable
associations between gay, lesbian and bisexual orientation and psychiatric risk, the extent to
which these associations reflect the consequences of social discrimination or the extent to which
these associations can be explained in other ways remains to be established (Fergusson et al.,
1999). However, what has been established is that the development of sexual 1dentities begins
during childhood, and continues to develop throughout adolescence and adulthood. For this
reason studies based on adolescents™ self-reports of gay, lesbian or bisexual 1dentity are limited
because sexual identities are continuously being formed during the adolescent vears. Friedman
(1999) suggests that the literature to date does not address relevant developmental issues. For

Friedman (1999) these included age at which critical stressors occurred. parental neglect and /or
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abuse, anti-homosexual attitudes within families, degree of supportiveness of parental figures,

onset of sexual orientation, history of atypical sex-role behaviour and parental reaction to it. and

age at which homosexual desires were disclosed to parents.

Garofalo et al. (1999) believe that while most gay, lesbian and bisexual youths cope with
stresses and become healthy, productive adults, understanding the interrelationship among
demographic variables, health risk behaviours, sexual orientation, and suicide risk may aid 1n
the recognition of vulnerable youths and the identification of individuals at risk. Understanding
links between suicidality and the formation of a person’s sexual orientation may provide
important new insights to the general problem of youth suicide. In attempting to address this
perhaps the challenge i1s to move beyond statistical estimates of risk to the exploration of more

complex 1ssues, which impact on the adolescents’ development of sexual orientation and their

mental well being.

Empirical Qualitative Research

Whilst quantitative research relating to homosexuality and suicide abound, the literature is
complemented by a small number of qualttative studies which have sought to document the
experiences of young gay men (Epstein, 1994). However this evidence base is limited. I was
only able to find two empirical qualitative studies, Fenaughty and Harré (2003) and Johnson et
al. (2007) that specifically explored homosexuality and suicidality. Robertson (1998) explored
the mental health experiences of gay men and their health needs and Flowers and Buston (2001)
examined minority stress and identity construction. Other published empirical qualitative
studies (Ben-Ari, 1995; Boon & Miller, 1999; Connell, 1992; Coyle, 1992: Plummer. 1995)
have focused on sexual identity and the coming out process, both of which are cited in the

previous studies as having a major implication for gay men’s mental well-being,
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Johnson et al. (2007) conducted a study exploring the experiences of suicidal distress and
survival with mental health service users and young people who identified as lesbian, gay,
bisexual and transgendered (LGBT). The study used a participatory-action research approach
and in-depth qualitative analysis. The aim of the study was to compare and contrast meanings
and experiences of suicide related behaviour and survival in two LGBT groups considered at
risk of suicide, one group having mental health i1ssues, the second group consisting of young
people who did not have mental health 1ssues. Initially nine people participated in a focus group
to generate interview questions and approve the final schedule. The themes generated by the
group were seen as being relevant to LGBT people who experienced suicide distress. Using the
schedule one to one interviews then took place with 12 people, seven of whom had mental
health 1ssues and five being young people who had not experienced mental health problems.
The findings of the study suggest that suicide distress is experienced in terms of feelings of
worthlessness, hopelessness and acute 1solation. Negative media images impacted on the
participants’ ability to develop a positive gay identity, with none of those in the group of young
people describing coming out as a positive .ex;erience. They associated the ‘coming out’ process
with shame. confusion and fear of rejection. From an individual perspective discriminatory
events pre-empted suicide attempts from a young age, tor example homophobic bullying in
school. However, in the main suicidal thoughts and feelings were bound up in a range of
experiences related to the negative constructions of LGBT lives. Such negative constructions
included; homophobic abuse from families, failure by friends and family to recognise the
significance of same-sex relationships, perceived parental disappointment and rejection from
religious friends. Another finding from Johnson et al.’s study emerged from the group who had
mental health issues whereby they experienced a ‘double stigma’. The people 1n this group felt
alienated from the LGBT community because of their mental health 1ssues and 1solated, and
sometimes pathologised, within mental health services because of their being gay. This is in

keeping with Dickson et al.’s (2004) findings noted above, whereby a person 1s segregated from

what they perceive as being their “‘own’ group through stigmatisation and discrimination.
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In addition to explicating what factors might lead to suicidality among LGBT people Johnson et
al. (2007) also identified strategies used for survival and the prevention of suicide. Three
strategies were used by the participants; (1) self-attributes. for example finding a part of the self
that wanted to live was considered important for surviving suicidal thoughts and intentions, and
believing one had the personal strength to cope with discrimination; (2) interpersonal
connections, emerged as the dominant theme as they provide the potential to reduce 1solation
and alienation; (3) sensitive service provision which encompasses specialist services and
mainstream services. The findings of Johnson et al.’s (2007) are in keeping with the findings of
the study undertaken by Fenaughty and Harré (2003) who explored the suicide resiliency tactors

used by young gay men.

Fenaughty and Harré (2003) used grounded theory methodology to explore suicide resiliency
factors in eight gay men under the age of 26 years old and living in New Zealand. Four of the
men had attempted suicide and four were non-attempters. Fenaughty and Harre used semi-
structured in—depth Interviews whereby each participant was invited to tell his story and then
specific questions were asked for further exploration of the 1ssues raised. Fenaughty and Harre
(2003) acknowledge that the amount of resiliency factors afforded to the gay man can fluctuate
at ahy given time. Their overall findings showed that positive social support, positive
perspectives and an absence of internalised homophobia, foster and maintain high self esteem
which will act as a buffer to hving in a heterosexist world. For those showing a resiliency
towards suicidality, this involved: positive mass media stereotypes and representations, thus
reducing feelings of invisibility, isolation and alienation; positive tamily acceptance, decreasing
hopelessness, giving a stronger sense of security and increasing the person’s self-efficacy;
school and peer support providing the potential to eliminate stress associated with sexual
orientation-based victimisation thus enhancing self esteem and confidence: and gay support
network participation, which facilitates collective problem solving. provides evervday positive

role models and gives respite from hostile environments.
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The study undertaken by Robertson (1998) was part of a larger qualitative study (Robertson &
Hutchinson, 1995) exploring the health needs of gay men in Lothian. Robertson (1998) also
used a grounded theory approach to analyse the responses of a sample of 37 gayv and bisexual
men with regard to their mental health experiences and what their health needs were. In total 20
participants were involved in focus groups, whilst 17 had individual interviews. The men all
lived in the Lothian area, their ages ranged from 14-82 years old and all were HIV positive and
current users of health services. Robertson’s premise was that an individual’s sense of mental
health cannot be separated from their social interaction, sense of self-worth or identity. In view
of this Robertson (1998) used a social interactionist approach to examine the effects of being
perceived as deviant and the impact this has on a gay man’s self-identity and self-esteem from
the respondent’s view point. With regard to mental health problems, the majority of respondents
reported some experience of mental distress linked to their sexual orientation at some point
during their lives. Additionally 25% had medical contact due to anxiety and/or depression
associated with their homosexuality, with three participants having attempted suicide. The
findings of the study suggest that depression can often be associated with hostile and i1solating
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