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Development of the National Preventive Health Strategy

1  What is your name?

Name:

Nicky Bath, Chief Executive Officer

2  What is your email address?

Email:

nicky.bath@lgbtihealth.org.au

3  What is your organisation?

Organisation:

National LGBTI Health Alliance

Vision and Aims of the Strategy

4  Are the vision and aims appropriate for the next 10 years? Why or why not?

Vision and aims : 

The Alliance welcomes the explicit recognition of LGBTI communities as a group that has greater health needs and an avoidable burden of disease compared to 

the rest of the population. When LGBTI communities are not mentioned, their distinctive needs are routinely forgotten. 

 

Compared to the general population, LGBTI people face significant health disparities largely related to chronic stressors from stigmatisation and the 

pathologisation of sexuality, gender and bodily diversity, leading to discrimination, exclusion, harassment and physical violence. The final Preventive Health 

Strategy needs to include specific actions that address the disparities for LGBTI people as a priority group. 

 

The Alliance broadly supports the proposed vision and aims; however, the framing needs to be strengthened to direct focus on key gaps that could undermine 

preventive health strategies for LGBTI populations and impact negatively and significantly on them. 

 

FOCUS ON MENTAL HEALTH 

The Discussion Paper lacks recognition that mental health will continue to be a significant challenge for Australia over the next decade. The recent Draft Report 

by the Productivity Commission’s Inquiry into Mental Health recognised that LGBTI people as a priority population for action. 

 

LGBTI communities are more likely than the general population to face stigma and discrimination, and that are a population group most at risk of poor mental 

health and suicidal behaviours. Much more needs to be done to foster the social inclusion of LGBTI people and communities by reducing discrimination, 

eliminating violence and removing legal barriers that affect our ability to experience connection. 

 

The Alliance recommends that mental health be explicitly recognised in the Vision: 

 

"The Strategy will be designed to improve the health of all Australians at all stages of life, through early intervention, better information, targeting risk factors and 

addressing the broader causes of health, mental health and wellbeing. The Strategy will include targets for each aim, so that we can monitor our progress in 

improving the health of all Australians." 

 

ADDRESSING BARRIERS TO HEALTH 

 

The Alliance welcomes recognition of the unequal burden of ill health for some Australians and the aim for Australians with more needs to have greater gains. 

However, the Discussion Paper’s framework references to ‘personal circumstances’ and ‘inter-generational health disadvantage’ would benefit from a strong 

focus on the social determinants of health. 

 

There are overlapping and interdependent systems that negatively affect the health and wellbeing of LGBTI populations in Australia. The negative social and 

structural factors influencing their health lie beyond the health system (see Going Upstream: A Framework for Promoting the mental health of LGBTI people 

Sydney, www.lgbtihealth.org.au/going_upstream). These include discrimination, stigma, violence, abuse and financial and legal barriers due to sexuality, gender 

and/or bodily diversity. Individuals bear the burden of confirming with external societal norms. 

 

LGBTI people are not a homogenous group and are part of all population groups. Lesbian, gay, bisexual, trans and gender diverse, and intersex people face 

distinctive health disparities and challenges that can need different strategies. 

 

Issues affecting people with intersex variations provide a specific example and cannot be assumed to be the same as those affecting adults who are same sex 

attracted or gender diverse. Morgan Carpenter highlights that medical interventions on infants and children with intersex variations have consequences 

throughout life, including for sexual health, sexual function and (in the case of gonadectomies) risk of osteopenia. Many people with intersex variations lack good



quality information about their bodies, and so do their clinicians. Preventative health can be difficult, such as in relation to body parts that people might not know

they have. [Carpenter, Morgan. 2018. ‘What Do Intersex People Need from Doctors?’ O&G Magazine 20 (4): 32–33.] 

 

Health and wellbeing challenges can be exacerbated for those who have other distinct identities or experiences, including those who are Aboriginal, from

culturally and linguistically diverse backgrounds, have a disability, are asylum seekers or refugees, are from a religious faith community, or from regional or

remote locations. 

 

The framework would be strengthened with an intersectional approach that recognises that people who belong to more than one minority group can face greater

and different structural challenges that affect health.

Goals of the Strategy

5  Are these the right goals to achieve the vision and aims of the Strategy. Why or why not? Is anything missing?

Goals : 

The Alliance supports the six identified goals. Given their broad and high-level framing, appropriate targets or indicators will be essential to align with the goals 

with needed outcomes so that all stakeholders can recognise and measure progress toward the goals. 

 

Goal 1: Different sectors, including across governments at all levels, will work together to address complex prevention challenges. 

 

A whole-of-government approach in early life is essential to ensure good health. For example, early homelessness and early onset of mental health concerns 

have a disproportionate impact, especially considering the higher rates faced by LGBTI communities. Religious exemptions in the Sex Discrimination Act 1984 

allow religious bodies to discriminate against LGBTI people in the provision of government-funded social services, such as housing, welfare, disability and health. 

There is an urgent need to reform these exemptions, which have harmful mental health impacts. 

 

While Goal 1 and Goal 3 can be interpreted to include the education system, neither satisfactorily reflects the fundamental importance of inclusive schooling as a 

vital component on preventive health, especially for LGBTI students. Many LGBT children and young people experience bullying, verbal abuse, violence and 

discrimination at school, including from teachers, and are forced to hide their sexuality and gender identity. A 2015 study found 19% of people born with variations 

in sex characteristics did not complete secondary school due to bullying, developmental delays, the impact of medical interventions during puberty, and lack of 

inclusive curricula. 

 

Lack of LGBTI content in the curriculum (exclusion from the national HPE syllabus), lack of protection against discrimination by religious schools (exceptions in 

Commonwealth, NSW, Vic, WA and SA anti-discrimination laws) and lack of effective programs addressing anti-LGBTI bullying (defunding of Safe Schools) 

combine into life-long adverse impacts on the health, mental health and wellbeing of LGBTI people. 

 

The Alliance recommends that the Strategy strengthen this goal to ensure it leads to new action to mobilise diverse government agencies and sectors towards 

preventive health. 

 

Australia’s federal system inhibits coordination of health planning and service delivery across all levels of government. Peak organisations such as the National 

LGBTI Health Alliance and its state peak member organisations provide a vital role in: 

* Consulting and coordinating with members and the sector 

* Providing advice and advocacy to government and other decision makers 

* Disseminating information and building capacity within the sector and the community 

* Undertaking research and policy development. 

 

The National LGBTI Health Alliance is the national peak health body for organisations and individuals that provide health-related programs, services and research 

focused on lesbian, gay, bisexual, transgender, and intersex people (LGBTI) and other sexuality, gender, and bodily diverse people and communities. We 

recognise that people’s genders, bodies, relationships, and sexualities affect their health and wellbeing in every domain of their life. 

 

The Alliance recommends increased recognition of the integrative and coordinating role as it is the only peak body representing all LGBTI community-controlled 

health organisations whose sole function is to deliver services and programs to LGBTI communities. The Alliance also has a membership base that includes 

LGBTI groups, organisations that run LGBTI health programs and organisations who support the work of the Alliance. Investment to ensure that LGBTI health 

organisations are robust and able to provide services in each jurisdiction is vital to ensure the success of this Strategy. 

 

Goal 2: Prevention will be embedded in the health system. 

 

This goal needs to also address equitable access to preventive health services, especially in the context of the aim that ‘Australians with more needs have greater 

gains’. 

 

LGBTI people face significant barriers accessing health services and receiving support appropriate to their experience and responsive to their needs. They 

underutilise health services and delay seeking support due to actual or anticipated discrimination or stigma from service providers. The perception and reality of 

stigma and discrimination are fundamental causes—our response to the question on ‘additional comments’ details some research concerning the barriers. 

 

Reducing rigid social norms around genders and bodies will enable services to be more responsive, and result in LGBTI individuals being more likely to seek 

early intervention and be open to prevention programs. This includes capacity building initiatives developed and implemented by LGBTI people that promote 

resilience, healthy social networks and supportive relationships among their communities, such as the Alliances Silver Rainbow and Employable Q programmes. 

This will inevitably have a preventative impact on the overall health and wellbeing of LGBTI people. 

 

Community-controlled organisations also provide safe and inclusive settings for LGBTI people to access services. This role is detailed below in response to Goal



4. 

 

The consultation references access to primary prevention and health services as a systemic factor in preventative health (page 16) but does not address barriers

to access, ranging including perceived and actual discrimination, availability or cost. 

 

The Alliance recommends an additional goal to achieve equitable access or an expansion of this goal to ensure “Prevention will be embedded in a health system

that is accessible for all”. 

 

Goal 3: Environments will support health and healthy living. 

 

The framing of this goal currently implies physical environments and needs to clearly include broader social, cultural and legal factors in environments where

people live, work, study and play. Many people of diverse sexualities and genders grow up in a society that is not supportive and leads to poor health and

wellbeing. 

 

There is a demonstrable relationship between stigma, marginalisation, harassment, discrimination, abuse and violence against LGBTI people and poor health

outcomes. Heteronormativity and cisnormativity position sexuality, gender and/or bodily diverse people as a minority group and render them invisible or invalid. 

 

For example, LGBTI Indigenous and Torres Strait Islander people, Sistergirls and Brotherboys experience significant and intersecting points of discrimination and

marginalisation, resulting in increased challenges in relation to overall mental health and wellbeing. 

 

Religious exemptions in the Sex Discrimination Act 1984 (the Act) allow religious bodies to lawfully discriminate against LGBTI people in the provision of

government-funded social services. The government’s proposed Religious Discrimination Bill entrenches discriminatory access barriers to healthcare for LGBTI

people, by allowing healthcare practitioners to conscientiously object, on religious grounds, to providing much needed services or procedures. 

 

The Alliance recommends framing this goal or introducing a new goal to address the social, cultural and legal environment needed to support health and healthy

living for LGBTI people. 

 

Goal 4: Communities across Australia will be engaged in prevention 

The Alliance strongly supports an approach that involves genuine partnerships with the LGBTI communities, community-controlled organisations and peer-led

programmes in developing and implementing preventive health interventions. 

 

LGBTI communities need to be involved in the effective development of policy, services and programs designed for them. The Alliance’s member organisations

have unique skill and experience in the distinctive needs of lesbian, gay, bisexual, trans and gender diverse, and intersex communities. These community

organisations have particular expertise in intersectionality, such as where health and wellbeing challenges are exacerbated for those people who have other

distinct identities or experiences, including those who are Aboriginal, from culturally and linguistically diverse backgrounds, have a disability, are asylum seekers

or refugees, are from a religious faith community, or from regional or remote locations. 

 

Specialist and community-controlled organisations ensure LGBTI people can engage with service providers who have understanding and experience of the needs

of LGBTI people. These services address the whole person and understand key aspects of their identity without needing to disclose their sexuality, gender

identity, and/or intersex status, without it needing to be repeatedly explained, and without a service provider needing to be educated. For some LGBTI people who

have experienced stigma and discrimination, mainstream organisations are not appropriate. 

 

The Alliance recommends that the strategy explicitly recognise the unique role of community-controlled LGBTI health organisations in providing specialised

preventive health services to LGBTI people. 

 

Goal 5: Individuals will be enabled to make the best possible decisions about their health 

Issues raised above in relation to barriers in access to health services and the role of community-controlled organisations are also critical to delivering against this

goal. 

 

The structural, systemic and societal barriers that people face in being able to make the best possible decisions about their health need to be addressed. This will

involve programs that give knowledge and but empower communities to make good decisions. 

 

Also relevant are the issues around the education system. Research in 2010 found sex education was not useful for 16% of LGBT young people and only partly

useful for 40%. Some classes are actively harmful—promoting homophobia or presenting homosexuality as evil or dangerous. LGBT young people are more

likely to become sexually active at a younger age and are less likely to practise safe sex, which can impact on their sexual, reproductive and mental health. 

 

The Strategy needs to ensure that the education system provides health information and literacy to all students, and that it explicitly includes health education

relevant for LGBTI students. 

 

Goal 6: Prevention efforts will be adapted to emerging issues and new science 

The Alliance supports this goal and endorses particularly the work of its member organisations working with people affected by HIV. The rollout of pre-exposure

prophylaxis (PrEP), a prescription medication used to prevent HIV acquisition, is an innovative response to HIV prevention that emerged with new science. The

rollout was achieved through effective bipartisan partnerships between community, clinicians, government and researchers. It achieved a massive uptake by

those most at risk of HIV and has been crucial in the decline in HIV notifications in recent years.

Mobilising a Prevention System

6  Are these the right actions to mobilise a prevention system?



Enablers :

The Alliance supports the ‘seven enablers to create a more effective and integrated prevention system’. We would like to emphasise points already made in

response to earlier questions, with particular focus on the need for more comprehensive and robust data and research about LGBTI communities. There is a

long-standing need for minimum, consistent data collection on the sexuality, gender, intersex status and relationships across health and social wellbeing services

and suicide registers to ensure that LGBTI people are not invisible in the health sector.

INFORMATION AND LITERACY SKILLS

* Populations in greatest need should be a major focus, ensuring the information is culturally appropriate and relevant to the target audience.

* Community-based organisations are best placed to understand the needs of target populations.

* Peer-based programs are important for health information sharing and LGBTI community organisations have a strong history using peers for successful health

promotion.

* The education system needs to explicitly includes health education and literacy for LGBTI students.

HEALTH SYSTEM ACTION

* LGBTI communities need improved access to the health system, especially by addressing systemic barriers caused by stigma and discrimination.

PARTNERSHIPS

* Peak organisations such as the National LGBTI Health Alliance and its state-based member organisations are vital for consultation, coordination, advice,

advocacy, capacity-building, direct service provision, research and policy development.

* LGBTI communities need to be involved in the effective development of policy, services and programs designed for them. Community-led development models

are essential for prevention strategies that are culturally relevant.

LEADERSHIP AND GOVERNANCE

* The Strategy needs to provide clarity around how it will be resourced and funded, including building capacity in community partners who understand the needs

of priority populations.

* Morgan Carpenter from Intersex Human Rights Australia has particularly highlighted the need for improvements to governance structures to ensure

transparency, accountability and oversight in relation to intersex people.

PREPAREDNESS

* The emphasis on a health on a health equity lens in preparedness and preventive health is essential.

RESEARCH AND EVALUATION

MONITORING AND SURVEILANCE

* Regularly collected, disaggregated data is essential to developing effective health responses for communities who face marginalisation, especially improved and

increased data collection on sexuality and gender. A robust evidence base is core to informing future preventative policy measures.

* Whilst current research demonstrates significant disparities regarding health and wellbeing outcomes for LGBTI people, significant knowledge gaps remain.

* A key problem is the lack of LGBTI indicators in national population research and data collection practices in health and social services and programmes and

coroner report data. This has led to inaccuracy in reporting and underestimates. It has rendered LGBTI people relatively invisible in a range of health and

wellbeing policies, strategies, and programmes, which compounds the poorer health and wellbeing outcomes that LGTBI populations already experience.

* LGBTI indicators are also vital for the evaluation of successful preventive programs to understand what works, why and the investment need to scale up these

programs across affected communities.

The Discussion Paper does not address the important role of ‘upstream interventions’ such as for minimising the use of alcohol and other drugs in some

communities. Community and peer led organisations are particularly successful in providing these interventions.

Boosting Action in Focus Areas

7  Where should efforts be prioritised for the focus areas?

Boosting Actions: 

The Alliance strongly recommends an additional Focus Area on mental health. 

 

The Consultation Paper refers to the national consumer survey ‘Living Well for Longer’ which is one of the many reports that have highlighted mental wellbeing as 

one of the most important health-related priorities. 

 

In response to Question 9 (‘additional feedback’), we detail research showing LGBTI people are at higher risk of a range of mental diagnoses and are more likely 

to be diagnosed with anxiety and depression, and psychological distress. There is a demonstrable relationship between stigma, marginalisation, abuse, 

discrimination, harassment and violence against LGBTI people and psychological distress. 

 

At least two of the listed focus areas (the relatively higher rates of tobacco use and alcohol and other drugs use in the LGBTIQ+ community than in the general 

population) can be linked to mental health and minority stress. The role of trauma in health is mentioned only briefly in the Consultation Paper (page 3). Trauma 

remains a significant issue related to mental health. 

 

LGBTI Indigenous and Torres Strait Islander people, Sistergirls and Brotherboys experience significant and intersecting points of discrimination and 

marginalization, resulting in further challenges in relation to overall mental health wellbeing. 

 

A literature review conducted by the National Drug and Alcohol Research Centre in 2012 on mental illness and alcohol and other drug problems among LGBTQ 

communities concluded that these problems are preventable, and interventions such as supportive counselling during adolescence is likely to reduce the risk of 

later mental illnesses or substance use problems, and preventing discrimination and stigma is essential for any comprehensive approach.



 

The Alliance supports the existing focus areas and notes: 

* Efforts to improve LGBTI health in these areas must include programs to address minority stress and actively combat societal homophobia, biphobia,

transphobia and intersexphobia which can contribute to these issues. 

* LGBTI people also have specific experiences when it comes to alcohol and drug use. Members of LGBTI communities use alcohol, tobacco and other illicit

drugs at elevated rates compared to the broader population. 

* Increasing physical activity should include programs to address homophobia, biphobia, transphobia and intersexphobia in sport, which leads to early drop-off

rates from sporting engagement by LGBTI young people, and thus lower participation rates later in life. 

* Programs need to be developed to increase immunisation against HPV to gay and bisexual men in their 20s who may have missed out on earlier access

(especially the age cohort when only female students were offered immunisation, and not boys), thus helping to prevent throat, penile and anal cancers in future. 

 

The Discussion Paper does not adequately address the issue of Australia’s ageing population and wellness in aged care is not mentioned. This includes action to

improve quality of life for people living longer with chronic health conditions, including people living with HIV.

Continuing Strong Foundations

8  How do we enhance current prevention action?

Continuing Strong Foundations:

The Alliance and its member organisations provide many effective prevention and early intervention programs. Some current Alliance programs provided directly

and in partnership, include:

* QLife provides anonymous, LGBTI peer support and referral for people in Australia wanting to talk about a range of issues including sexuality, identity, gender,

bodies, feelings or relationships. It is free and include both telephone and webchat support. The QLife partner organisations are Diverse Voices in Qld, Living

Proud in WA, Switchboard in Vic, and Twenty10 (incorporating GLCS) in NSW.

* Silver Rainbow is designed to improve the experiences of LGBTI people as they age and enter the Australian aged care system. Historically, LGBTI people

have a shared experience of discrimination and prejudice. Many do not or cannot disclose their identities or histories to services and can remain invisible in the

aged care sector and broader community. Through this project, LGBTI Health Alliance educates service providers, policy makers, LGBTI people and the general

community about how to meet the needs of LGBTI elders. We also connect LGBTI elders to services and resources.

* MindOUT develops and delivers national suicide prevention initiatives for the mental health and suicide prevention sectors to help them meet the needs of

LGBTI populations. The program aims to improve the mental health outcomes and reduce suicide and suicidal behaviour amongst LGBTI people and

communities. The program does this by developing a suite of professional resources for the mental health sector; providing training and education for mental

health professionals on LGBTI mental health; delivering mental health and suicide prevention awareness education for LGBTI people; establishing supportive

partnerships with mental health and suicide prevention organisations; and facilitating online professional development opportunities for the mental health and

suicide prevention sector.

* EmployableQ is developing resources and tools to assist LGBTI organisations become more inclusive workplaces for people with disability. This information will

be delivered via a toolkit targeted towards LGBTI employers. A co-design team is working to ensure that all resources reflect the needs of people who are both

LGBTI and who have lived experience of disability.

LGBTQ community organisations have a long history of adapting creatively to emerging trends and have shown leadership to develop approaches now accepted

as best practice globally. Prevention and early intervention programs by community organisations were key to the successful response to the HIV/AIDS epidemic,

as well as the success of current alcohol and other drug and mental health work targeting LGBTQ communities.

Additional feedback/comments

9  Any additional feedback/comments?

Additional feedback: 

SNAPSHOT OF LGBTI HEALTH AND WELLBEING 

 

LGBTI Australians have demonstrated considerable resilience in looking after themselves and their communities despite adversity. Many live healthy and happy 

lives, contributing to their families, local communities, workplaces and society. Nevertheless, an overwhelming amount of research evidence has consistently 

demonstrated that LGBTI people experience significant health disparities compared to the general population. These poorer health outcomes can be attributed to 

the impact of Minority Stress - the chronic stressors that LGBTI people are uniquely exposed to because of sexuality, gender and bodily diversity being socially 

stigmatised. This includes experiences of discrimination, social exclusion, harassment and physical violence. 

 

Specifically, compared to the general population, LGBTI people are in their lifetime more likely to attempt suicide, have thoughts of suicide, and engage in self 

harm. Younger people are at particular risk with LGBTI young people aged 16-27 being five times more likely to attempt suicide than their peers. 

 

LGBTI people are also at higher risk of a range of mental diagnoses and are more likely to be diagnosed with anxiety and depression, and psychological distress. 

Lesbian, Gay and Bisexual people are twice as likely to have symptoms that the criteria for a mental health disorder in the past 12 months, with 24.4% of LGBTI 

people currently meeting the full criteria for a major depressive episode. [1] 

 

It is unknown how many LGBTI die by suicide due to the lack of standardised questions regarding sex, gender, gender identity, sexuality, and intersex status in 

suicide death data records. However, the increased rates of poor mental health, and related suicide thoughts and behaviours leads to the conclusion that LGBTI 

people would undoubtedly be at a heightened risk of death by suicide.[2]



 

There is a clear and demonstrable relationship between abuse and harassment, and psychological distress. LGBT people aged 16 and over score an average 

K10 score of 19.6, indicating moderate psychological distress [3], which is higher than the general population average score of 14.5 indicating low psychological 

distress. However, LGBT people who have experienced abuse and harassment scored an even higher average K10 score of 22.83, indicating a high level of 

psychological distress. 

 

This is true also for experiences of abuse related to feelings of being unsafe, self-harm and suicide in same gender attracted and gender diverse young people 

aged 14 to 21 years. 22% have had thoughts of suicide, and 8% have attempted suicide which is already significantly higher than their peers (which is 3.4 and 

1.1% respectively), but thoughts of suicide jump to 30% for those who have experienced verbal abuse, and 60% for those who have experienced verbal abuse. 

Suicide attempts also increased with abuse, with 18% for those who have experienced verbal abuse, and 37% for those who have experienced verbal abuse.[4] 

 

Rather than being isolated incidences, 39.5% of LGBT people reported experiences of harassment and abuse, 66% of people with intersex variations had 

experienced discrimination from strangers ranging from indirect to direct verbal, physical or other discriminatory abuse.[5] 61% of same gender attracted and 

gender diverse young people have experienced verbal abuse, and 18% physical abuse.[6] 

 

It is vital to note that LGBTI Indigenous and Torres Strait Islander people, Sistergirls and Brotherboys experience significant and intersecting points of 

discrimination and marginalisation. These include structural, institutional and interpersonal forms of discrimination based on race, gender, colonialism, and LGBTI 

status. As a result, Indigenous LGBTI people face further challenges in relation to their overall mental health and social and emotional wellbeing.[7] 

 

LGBTI people also have specific experiences when it comes to alcohol and drug use and mental health. Members of LGBTI communities use alcohol, tobacco 

and other illicit drugs at elevated rates compared to the broader population. The 2016 National Drug Strategy Household Survey found that illicit drug use in the 

last 12 months was more common among people who identified as homosexual or bisexual (42%) than among heterosexual people (14%). This pattern was seen 

across all age groups. Considering only those people with high or very high psychological distress, homosexual or bisexual people were more likely to smoke 

cigarettes (35%), consume an average of more than 2 standard alcohol drinks per day (28%) and engage in illicit drug use (51%) than heterosexual people (29%, 

22%, and 27%, respectively).[8] 

 

It has been suggested that many LGBTI people use these substances as part of a coping strategy to deal with discrimination and difficulties that LGBTI people 

regularly experience, that there may be a normalisation of substance use in some LGBTI social settings, and that people who identify as being homosexual or 

bisexual are generally more accepting of regular adult use of drugs than people who are heterosexual.[9] 

 

Access barriers in receiving welcoming, equitable and inclusive healthcare services 

 

LGBTI people deserve equitable access to mental health and suicide prevention services and receive support that is appropriate to their experience and 

responsive to their needs. However, Australian and international research has shown that LGBTI people underutilise health services and delay seeking support 

due to actual or anticipated discrimination or stigma from service providers. For example, in Private Lives 2, 34% of LGBT Australians reported “usually or 

occasionally” hiding their sexual orientation or gender identity when accessing services to avoid possible discrimination and abuse.[10] 

 

The Trans Pathways study found that 42.1% of trans young people encountered mental health and other medical services who “did not understand, respect or 

have previous experience with gender diverse people.” Further, 60.1% of study participants experienced feelings of isolation from these services, which was 

found to be linked to higher rates of self-harm, suicidal thoughts, suicide attempts, and diagnoses of PTSD and anxiety.[11] 

 

In 2014, the From Blues to Rainbows report asked 188 trans and gender diverse young people their reasons for not seeing a health care professional. Among the 

reasons were fears that they wouldn’t be understood (33%), the language used by health professionals made them feel uncomfortable or angry (23%), and 

negative past experiences (30%).[12] 

 

Further, the Australian Human Rights Commission’s Resilient Individuals Report found that nearly 25% of respondents in the online consultation reported being 

refused a service of some kind on the basis of their sexual orientation, gender identity and/or intersex status.[13] 

 

It is important to note that people born with variations in sex characteristics have experienced trauma and stigmatisation in healthcare and this may limit their 

utilisation of necessary health and medical services. Schützmann and others (2009) reported an Australian study as showing rates of psychological distress 

similar to “a comparison group of chronic somatically ill persons”, thus showing “markedly increased distress” in people born with variations in sex 

characteristics.[14] 

 

The SWASH Survey, a biennial study of lesbian, bisexual and queer women showed that those respondents who were out to their regular GP were more likely to 

be very satisfied (49%) than those who were not out (30%).[15] That is, disclosing sexuality appeared to be associated with a more positive relationship with their 

GP or health service. 

 

Religious exemptions in the Sex Discrimination Act 1984 (the Act) allow religious bodies to lawfully discriminate against LGBTI people in the provision of 

government-funded social services, such as housing, welfare, disability and health. There is an urgent need to reform these exemptions, which have harmful 

mental health effects on LGBTI people. 

 

In addition, the government’s proposed Religious Discrimination Bill entrenches discriminatory access barriers to healthcare for LGBTI people, by allowing 

healthcare practitioners to conscientiously object, on religious grounds, to providing much needed healthcare services/procedures to our communities. The 

Alliance is concerned that these healthcare provisions have the real likelihood of adding to the determinants that already place LGBTI people at a higher risk of 

suicide than their non-LGBTI counterparts, and in the process deterring government efforts to reach its ambitious goal of ‘zero-suicides’ in Australia as well as the 

other priorities that are outlined in numerous health and wellbeing national Strategies. 
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