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Background 

Introduction

ILGA-Europe is a federation of the main organizations advocating for LGBT rights across Europe. The organization has acquired substantial knowledge of the LGBT movement in East Europe through its wide membership in that region, and through the involvement of these members in conferences, projects, seminars and campaigns initiated by ILGA-Europe.  

Two projects in particular, both funded by OSI-Budapest, have enabled us to understand the working terrain.  The first resulted in a report entitled "Equality for Lesbians and Gay Men -- a Relevant Issue in the EU Accession Process", and was based on a survey of the situation of lesbians and gays in the 13 EU accession countries.  The second was a survey on sexual orientation discrimination in Romania, Slovenia, Hungary and Poland. In a further phase of this project  allowed us to extend the research in the Czech Republic, Estonia, Latvia, Lithuania, Malta, and Slovakia.

ILGA-Europe's consultative status with the EU Commission enabled us to use the results of the research to campaign for the repeal of all laws discriminating on the basis of sexual orientation as a condition of accession to the Union. As of August 2005, only one out of the 13 newly acceded countries – Bulgaria – continues to have such laws.   

First Initiative in the field of Health
In late 2003, ILGA-Europe applied to the Open Society Institute (OSI) Network Public Health Program for funding to deliver a project titled “Integration of LGBT Health Issues into State Health Policy in Central and Eastern Europe.”   In order to develop an appropriate strategy that would achieve the objective encapsulated in the title we recognized the need for information in the following areas:
· Specific health-related needs of the LGBT community;

· Discrimination and other barriers to access of health care,
· The status of health policy, including how policy is formulated, and the organization of health care systems. 
The proposal was to carry out research in three countries, in partnership with LGBT organizations in the selected countries.  ILGA-Europe was well aware of the potential scope of the task and aware too of the specific challenges to research within the LGBT community in terms of (in)visibility and issues of sampling and representation.  Our goal, therefore, was to focus on documenting the perceptions and experiences of the LGBT community rather that struggling to produce findings that would withstand scientific scrutiny.  In relation to State policy, we knew that an initial audit would facilitate advocacy work which would be an inevitable follow-up to the research, and here again we were aiming toward information and knowledge, which could be used to inform a very practical approach, rather than legislative or academic detail.  

Rationale for a Research Project
In our application we made reference to the need for sustained programmes of research and advocacy in the countries of Central and Eastern Europe.  The approach of beginning our work in the area of LGBT health with a research project was both necessary and strategic; necessary because of the lack of any research or baseline data in the three countries; and strategic because of our objective of promoting research as a prerequisite to changing both public policy and public opinion.  In the first instance, a vital function of research is to bring the issues to public consciousness and in particular to the consciousness of all relevant stakeholders in the field of healthcare policy and provision.  
The importance of research cannot be underestimated in the context of a strategy to achieve equality and equity for LGBT people in relation to healthcare provision.  In the face of inadequate services, NGOs and community-based organizations have, for the most part, directed their resources to direct service provision.  While such work is vital, it can be no substitute for capacity building within mainstream health care providers, and research is fundamental to capacity building.  Furthermore, research of this nature needs to be a collaborative exercise involving all relevant stakeholders – public health officials, health policy makers, the full range of health care professionals, funders, advocacy groups and representatives from the LGBT community – if it is to make the necessary contribution to change.  

While there exists a substantial body of research literature on gay and lesbian health concerns – most of which comes out of the U.S.A and Canada – it is minimal when compared to what is available on the health concerns of other minority populations.
  Much of the research has been carried out by LGBT organizations, often with limited resources, sometimes with the assistance of academic institutions but, most often with limited co-operation from health-related agencies.  We can point to excellent innovative projects that have been carried out by public health authorities, where the commitment in terms of resources and expertise is of the highest standard.  Alas, these are few and far between. The general picture remains one of institutional reluctance – fuelled by institutional homophobia – to recognise the legitimacy of the specific health care needs of the LGBT community.  For many the HIV/AIDS epidemic is viewed as the only specific health concern for LGBT people.  One effect of this view has meant that most of the literature on LGBT health is focussed on HIV/AIDS. 
Overview of the Health Concerns of LGBT people

There are a number of very useful comprehensive literature reviews available and we reference these in the bibliography.  For the purposes of this report, in particular to situate the findings from the field research from the three countries, it is useful to sketch out what is generally accepted as being the health-related issues common to LGBT worldwide.  There are of course country-specific and even community-specific variations that apply and which must be taken account of.  This fact itself points up the need to carry out local research as a first step to taking care of the health needs of LGBT people.  What is presented here is an overview, rather than a comprehensive literature review.  
Barriers to Healthcare
· Fear of discrimination and stigma

· Withholding of relevant personal information

· Reluctance to follow-up after negative experience

There are barriers to accessing health care that are specific to LGBT people.  Those barriers experienced by other populations, e.g. lack of resources, geographic and social isolation, lack of information about and/or fear of medical procedures etc. may also pertain to LGBT people.  However those which are specific to many LGBT include the fear of discrimination and stigma, which act to prevent them from seeking care for themselves or their families.  Once in care LGBT people may withhold personal information that health care providers need in order to be able to give appropriate care.  In addition, if a member of the LGBT community experiences homophobia and/or discrimination or feels that their needs are not being recognised or addressed, this less-than-satisfactory experience can result in them not going back for needed further care.  Research shows us that there is a high degree of ignorance on the part of health care providers, not only of the specific health needs of LGBT people, but also of the need to be aware of the sensitivities involved when LGBT engage with a system which is viewed by them with fear and suspicion.  
Mental Health

In the USA and other western countries, homosexuality was officially listed as a psychological pathology until the mid 1970s.  In many countries, particularly in newly emerging democracies, the mental health profession is affected by this historical position, whose orientation was to cure those inflicted with homosexuality.  Research in 1991 in the US shows that over half of 2,500 members of the American Psychological Association surveyed reported knowing of negative incidents regarding the treatment of lesbian or gay patients.  

In a study carried out in Scotland in 2001
 among young lesbians and gay men aged up to 25 years, data comparisons with data from the mainstream population in the same age range showed a significantly higher incidence in the lesbian and gay population of self-harming behaviours, suicidal thoughts and attempted suicides.  Twenty nine percent of the men and 65% of the women reported having harmed themselves, and 50% of the men and 80% of the women reported having suicidal thoughts.  

In a study produced by the Medical Foundation of Boston in 1997 on Health Concerns of the Gay, Lesbian, Bisexual, and Transgender Community reference is made to research literature which provides examples of the community's strength. It reports, for example, that lesbians are less likely than heterosexual women to have eating disorders, that lesbians were more satisfied with their bodies than heterosexual women, many reporting that their body image had improved significantly since coming out; gay men who were more out demonstrated lower levels of anxiety and depression, and had higher self-images than gay men who were less out.  The study also reported evidence that the “collective social experience of the GLBT community may sometimes allow for a stronger support network than exists in the general population (Bradford, et al., 1994).”
Substance Abuse

The fact that alcohol, drug, and tobacco use all occur at significantly higher rates in the GLBT community than in the general population is one of the most widely acknowledged GLBT health concerns.  This is reported in almost every survey carried out.  Factors put forward to explain the higher prevalence include the prominence of bars in gay and lesbian social life, the impact of homophobia and discrimination in terms of feelings of powerlessness, and, more recently, the aggressive marketing to the lesbian and gay community by the alcohol and tobacco industry.  Among gay men, there is evidence of links between higher rates of unsafe sex and substance abuse. 

Tobacco Use

While there has been no large scale study on tobacco use among the LGBT community, there are a number of studies which point to a higher prevalence than in the heterosexual population.  A review of the literature on the impact of homophobia in Canada
, posited that in the LGBT community there were twice the number of deaths due to smoking than in the heterosexual community.   According the American Magazine CLASH, the lesbian and gay community has become the third community for the tobacco industry to target, after African Americans and women.  

Violence

According to the U.S. Department of Justice, one of the most common forms of hate crime is violence towards individuals who are, or who are perceived to be, gay or lesbian.  It has been shown, that contrary to popular belief that gays and lesbians make themselves vulnerable by going to gay bars and cruising areas, most of the violence is carried out in or near the home, on the street or in the workplace.  A problem of particular concern that is receiving increased attention is that of domestic violence among lesbian couples.  Evidence shows that service providers for women victims of domestic violence have been reluctant to address the fact that lesbians are among their potential clients. Lesbians are less likely to report domestic violence or to seek support, either from family or friends or from service providers.
  

Youth

The review of the literature on the health concerns of LGBT youth by the Medical Foundation of Boston paints a grim picture indeed.  The following set of information is taken directly from the report:

· “It has been reported that a quarter of gay and lesbian youth drop out of school due to discomfort in the school environment (U.S. Dept of Health and Human Service, 1989)

· Gay and lesbian youth account for 30% of all youth suicide (U.S. Dept of Health and Human Services, 1989)

· Gay and lesbian young people are two or three times more likely to try to kill themselves than heterosexual youth (U.S. Dept of Health and Human Services, 1989)

· A substantial number of gay and lesbian youth are forced to leave home because of their sexual orientation (Paul Gibson, U.S. Dept of Health and Human Services)

· A quarter of all of youth living on the street may be lesbian and gay; many of these street youth engage in prostitution to support themselves (Paul Gibson, U.S. Dept of Health and Human Services)”

Studies in the UK into bullying and its impact on the mental health of gay and lesbian youth reveal that the bullying which lesbians and gay men experienced in school was more severe in nature than general bullying. 

Lesbian Health

A major concern in relation to healthcare and lesbians is the fact that lesbians do not access the healthcare system in the same way as heterosexual women, because birth control and family planning services are not priority issues for lesbians.  There is research evidence that shows that lesbians are less likely to get regular PAP smears or breast examinations, both important preventative measures.
  A study on lesbian health in Ireland
 notes the paucity of research in this area, which in turn points to an institutional refusal to acknowledge that lesbians might differ in their health needs to heterosexual women.  Interestingly, the Department of Health in Ireland has included a section on the special needs of lesbian women in its 1997 publication, A Plan for Women’s Health.  Intended as a strategy for improved health services for women, the document indicates that health boards will be asked to ensure that health professionals are informed about lesbian health issues and “that staff respect the sexual orientation of lesbian women.” 

Reproductive Health

When it comes to artificial insemination, lesbians are discriminated against when it comes to artificial insemination, by both private and public providers.  Indeed, in many countries, artificial insemination is regulated by legislation to exclude lesbians and single women from accessing the procedure.  

Transgender Health Concerns

Little has been written about male-to-femal transsexual issues and even less on female-to-male transsexual issues.  A study by the Massachusetts Department of Public Health/AIDS Bureau looked at the risk for transgenders of HIV infections and on the barriers transgenders must face when seeking sensitive and appropriate health care services.  Among the issues discussed in that study was how the degree of marginalization and isolation means that the transgender population is one of the most misunderstood in society.  Fear or rejection and ridicule keep many transgenders from seeking medical and mental health care.  The study points to the role played by targeted public campaigns in preventing the spread of infections and notes that there are no such campaigns with which trangenders can identify.  In relation to the increased risk of cancer after hormone treatment, as well as the need for careful monitoring of hormone levels, the study wonders if enough is being done to communicate the right sort of information.  

Challenges in LGBT Research

To conclude this section on the health concerns of the LGBT community as presented in the research literature, it is useful to point to some of the challenges in the area of research itself.   To begin with, the dominance of the study of HIV/AIDS which has limited the focus on other LGBT health concerns.  Indeed a focus on health care challenges precludes a broader inquiry into the status of the LGBT community’s health which would take in the community’s sources of strengths.  Some few studies have highlighted the psychological benefits to membership of the LGBT community but, this is limited.  
A major challenge to research within the LGBT community, and one which was experienced in this research project, is that of sampling and difficulties of collecting data that is representative.  With a community that is still marginalised and, in some countries, still faced with institutionalised homophobia and discrimination, there are immense difficulties of accessing a representative target group.  This has resulted in much of the research being overwhelming focussed on younger, white, educated, urban and out lesbians and gay men – with men being significantly better represented than women.  
In the West, where equality for gays and lesbians has been advanced to the point where issues such as civil partnership and marriage, right to adoption, new models of family, rights of inheritance etc are being debated, these issues are also becoming the subject of research.  In this environment, where the subject of gay and lesbian parenting is emerging as the last taboo, it is envisaged that the level of research in this area will increase exponentially.  
The other major aspect of concern in relation to LGBT health that has yet to be adequately researched is that of the older generation of LGBT people.  The policy Institute of the National Gay and Lesbian Task Force Foundation in the US conducted a study in 2002 which looked at the public policy issues affecting gay, lesbian, bisexual and transgender elders. Describing this population as among the most invisible, the study cites the “widespread failure of governmental and academic researchers to include questions about sexual orientation or gender identity in studies of the aged.” 

The Research

Introduction

This research project represents the first time that a  study of this size and scope has been done among the LGBT community in Hungary, Romania or Moldova.  As such, the initiative is of groundbreaking importance and the data collected will serve to inform ongoing advocacy and policy work.  In addition, it has become apparent, having completed the initial analysis, that there is more scope for further interrogation of the data.  On one level, there is an exercise to be done in comparing the data with data from similar surveys within the mainstream populations.  At another level, questions arising from the initial analysis will serve to inform the structure of future studies.  This will involve refining questions as well as conducting more limited and yet more targeted and focused surveys on issues that have been highlighted in this initial research.  

There is a tendency to apply general, even anecdotal knowledge to the interpretation of data.  Whilst recognizing the unscientific nature of such an approach, it is important to acknowledge, and use, the expertise that resides in the organizations that have conducted the research.  The staff and volunteers of these organizations are the experts on all aspects of the lives of the LGBT community which they have served for many years.  No other agency comes close to matching their knowledge, their empathy, their experience nor their skill in this regard.  This being the case, the expertise which they bring to the understanding of the data is important to the design of future research as well as to the development of policy and services.  

Profile of Partners  

Habeas Corpus – Hungary

The Habeas Corpus Working Group is a non-profit, non-governmental organization operating since 1996 in Hungary. The name comes from the Habeas Corpus Act (England 1679), which provided legal protection against unlawful detention. The name was chosen to express the importance of the right of all people to self-determination concerning the body in the face of arbitrary rules and regulation. 

The organization has been providing free legal aid since 1997 to the following beneficiaries:

· battered and sexually abused women, victims of sexual assault in the workplace, 

· child victims of sexual and physical abuse, 

· victims of violence and/or other forms of discrimination against women, gays, lesbians, bisexuals, HIV positive persons, transsexuals, 

· persons requesting legal assistance concerning their civil rights as members of any sexual minority, 

· gay and bisexual young men seeking advice concerning their compulsory military service. 

At present Habeas Corpus focuses primarily on issues relating to equality for women and sexual minorities. The organization also has a history in lobbying and advocacy, being active in criticizing the chapters of the Hungarian Penal Code which regulate sexual crimes as being discriminatory against women, girls and homosexuals. An alternative bill supporting the rights to sexual autonomy was prepared and proposed. Habeas Corpus is also active in litigation for the rights of women and the LGBT communities, as well as public awareness activities.

ACCEPT – Romania

ACCEPT is a human rights organization whose mission is to create a better society for LGBT people living in Romania.  Working at the national level, the objectives of the organization are: 
· Pursuing all legal means towards defending persons whose rights and freedoms, as outlined in the Constitution of Romania and international treaties ratified by Romania, have been infringed.

· Educating society about the realities of  life for LGBT people and people infected with HIV;

· Campaigning for the reform of the legal system so as to ensure the protection of the rights of LGBT people and people infected with HIV;

· Collaborating with other organizations working for various minorities and discriminated social categories;  

· Developing services that meet certain specific needs of the LGBT in Romania, including health and education programmes

ACCEPT has developed projects in Bucharest and other 8 local communities to promote sexual health and safe sex behavior among MSM (men who have sex with men).  The projects entailed working with dermato-venerology specialist physicians in Bucharest.  The following details the activity of the projects during the period 2002-2005:  

· Research among MSM in Bucharest in order to develop culturally appropriate info/educational materials for promoting safe sex behavior;

· Research among Bucharest physicians specialized in dermato-venerology in order to identify their attitude towards MSM patients and to identify the MSM-friendly physicians to whom beneficiaries could be referred within the project;

· Developing informational/educational materials;
· Training project staff and MSM volunteers on Social Marketing for MSM;

· Training physicians to work more effectively and sensitively with MSM;

· Training MSM volunteers on Promoting Health & Safe Sex Behavior among MSM by Peer Education and Outreach;

· Provide a “Medical Counseling” Service, a “Counseling For Prevention” Service and a “SIDE by SIDE For HIV/STD Testing” Service;

· Performing outreach actions and health promotion meetings among MSM;

· Collaborating with key actors in elaboration of public health policies regarding MSM health needs.

As part of its ongoing work ACCEPT offers the following services:
· legal counseling for people discriminated because of their sexual orientation, (trans)gender and HIV positive status;

· psychological counseling for LGBT people and other persons in their family and environment;

· community development, by providing technical assistance to LGBT local groups and organizations

· Information and Documentation Centre, the first library in Romania specialized in sexual orientation issues

GenderDoc-M – Moldova
The Information Centre GenderDoc-M works to improve of the rights of sexual minorities. It is the only non-governmental, public organization working to protect gay and lesbian rights in Moldova and was registered by the Ministry of Justice registered in 1998.  GenderDoc-M’s vision is for a society where the LGBT community is a visible and integral part with equal rights.  

The organization’s mission is for the integration of the LGBT community by means of lobbying the community’s interest; offering information, social, psychological, judicial, medical and other services; and developing partnerships with governmental and non-governmental institutions on the national and international level.  One of the main goals of the Centre are collection, processing and distribution of information on different aspects of homosexuality. To achieve this goal, GenderDoc-M created the cultural and educational magazine, Mirror. Mirror has many different news items: political news, information related to psychological issues, personal health, sexual education, safe sex, HIV/AIDS, lesbians, the church. It also includes articles on gay lifestyle and reports on cases of violence and violation of the rights of sexual minorities. 

Another important area of work is the protection of gay and lesbian rights and the creation of a safe environment for the LGBT community. In order to help the living conditions of the LGBT community and to protect the gay and lesbian youth rights a joint project between COC Netherlands and GenderDoc-M “Moldovan Gay and Lesbian Empowerment” was launched in October 2001. This project works for the improvement of the legal, social and political situation of the LGBT community in Moldova by means of emancipation of the movement through the Information Centre GenderDoc-M. It consists of four programmes: awareness raising campaign, organizational development, safe environment and juridical assistance. Within the project many seminars and debates are scheduled,  the magazine “Mirror” and three books will be published.  Through the project assistance and social services will be provided to the gay and lesbian community. Special attention will be paid to organizational development of the Center.  The project is funded by the Royal Dutch Embassy in Kiev and is given political support by the Dutch Ministry of Foreign Affairs. 

One of the main aims of the organisastion is to lobby at local and European levels. GenderDoc–M has an ongoing lobbying strategy targeted at the various European institutions such as the Council of Europe, the European Parliament and OSCE, thus raising awareness about the discrimination and abuse of gay and lesbian rights in Moldova. 

At the end of April 2002 GenderDoc-M, with support of RFSL (Sweden) has organized the First Moldovan Gay and Lesbian Pride 2002. The event was organized for the gay and lesbian community and its supporters, and all gay friendly persons. It included an art exhibition, a movie festival, the presentation of a gay anthology, an international conference (with participation of openly gay priest Ulf Lidman, openly gay parliamentarian Tasso Stafilidis and Stig Ake Petersson (all from Sweden), Dennis van der Veur (the Netherlands) as well as guests from Romania and Ukraine). Pride 2002 received significant media attention.  
GenderDoc-M has participated in the elaboration of a range of policies related to HIV/AIDS prevention at national level in collaboration with experts from the National AIDS Center, Ministry of Health and NGO’s working in the field. The organization has close relations with medical institutions such as Ministry of Health, Republican Dermatoveneral Dispensary, and the National AIDS Center. With their support and with the participation of experts from these institutions GenderDoc-M has successfully organized seminars for medical doctors from different regions of Moldova on the subject of homosexuality and working on HIV prevention in LGBT community.  With the support of National AIDS Center and Republican Dermatoveneral Dispensary the organizations has organised free anonymous testing on HIV and syphilis for the members of LGBT community.

Methodology
The research had two distinct components; 1) a quantitative survey of the health concerns of the LGBT community, and 2) a review of the legislative background to, and organizational structure of healthcare provision in the respective countries.  This section of the report is concerned with the methodology used in the quantitative survey.  The second part of the research was achieved mainly through desk research by the partner organizations.  To some extent, and particularly in Moldova, there was consultation with relevant healthcare professionals and policy makers.

Selection of Partners

ILGA-Europe sent out an invitation-to-tender proposal to over thirty organizations in Central and Eastern Europe.  Applicants were asked to complete a questionnaire.  The selection was based on the following criteria:

· clear evidence of capacity to carry out the work, as demonstrated both by the resources available to the organization and also the track record in executing other similar projects;

· experience of working on health policy issues and the organiztion’s plans for future work;

· expertise available to the organization, through staff and board members, in the field.

Nine organizations submitted a proposal, from which three were chosen.

Literature Review

The purpose of the literature review was to gain a broad overall understanding of the health concerns of LGBT people and of the focus and scope of research in this area.  As such our study of the literature was preliminary, rather than extensive.  What became evident was that there is considerable commonality across the literature, both in terms of findings and also in terms of the challenges to research itself.  The overview gained informed the design and adaptation of the questionnaire and also served to support the implementation of the project, particularly when we encountered some of the challenges which the literature discussed. 
Questionnaire Design

In a trawl of recent research, ILGA-Europe acquired a template of the questionnaire, which had been used, in one form or another, in a number of research projects.  We were able to talk in some detail with Stonewall Scotland and, based on those discussions, modify the questionnaire.  The intention was to have the partner organizations work to further adapt the template to suit local situations.  Because this was the first time quantitative research had been carried out in the participating countries, a goal in the design of the questionnaire was to develop an instrument that would capture baseline information.  This meant a questionnaire that was comprehensive which in turn, necessarily, meant that it was long.  
Development of Toolkit

ILGA-Europe put together a toolkit, which included the questionnaire, which was to serve the partner organizations as an aid to their work in the field.  The other elements of the toolkit were:

· a document outlining the rationale and objectives of the research as well as background information on the importance of health issues for the LGBT community and for LGBT NGOs;

· a document detailing questions and guidelines aimed at identifying: i) public health policy in the respective countries and opportunities to influence policy development in relation to LGBT needs; and ii) the structure of health services, and specifically, where lobbying activities might be used to best advantage.

Presentation of Toolkit 

The project was launched at a two-day workshop in Bucharest.  During the workshop, which brought together all three partners, the toolkit was presented and elaborated.  A big part of the workshop was training on the technical aspects of the administration of the questionnaire and on how to identify the sample of respondents.  This was also when the time frame for the research was set and outcomes and outputs established.

Administration of Questionnaire

Each partner organization was responsible for the administration of the questionnaire which involved a number of distinct tasks:

· Translation and adaptation of questionnaire

· Mapping out where target group would be sourced

· Training of volunteers to administer the questionnaire

· Conducting interview with respondents and facilitating the completion of the questionnaires

Data Management &Analysis 

When the questionnaires had been completed, ILGA-Europe conducted a 2-day workshop in Budapest during which the three partner organizations were given guidance on how to manage and analyse the data.  It was decided at this workshop to invest in SPSS, the statistical management software, and also in the expertise of sociologists in each country.  As is noted elsewhere in this report, one element of data analysis was the expert interpretation brought by the partner organizations.  While such an approach is not regarded as scientific, it is unrealistic not to use the expertise which resides within these organizations.  No other agency comes close to matching their knowledge, their empathy, their experience nor their skill in this regard.
Drafting the Report

With the use of SPSS and local and expert knowledge the data was analyzed and compiled into three separate reports.  ILGA-Europe had supplied the partners with a schema on how to organize the data under themes and this was more or less followed, and to some degree adapted.  ILGA-Europe also compiled some of the data into tables in order to enhance presentation.  Each country undertook to publish the full version of its findings in a separate report, which would also include the information on the legal and institutional healthcare framework.  A summary report was prepared for ILGA-Europe.  
The Research Findings

Introduction

This chapter reports on the findings from the research in the three partner countries: Hungary, Moldova and Romania.  Each country report
 is in two sections: the first section is a summary of the findings from the collation and analysis of the data derived from the survey questionnaire; the second section is a report on the legal and institutional background to healthcare provision in the country. 
Hungary – Section One 
Demographics

In Hungary the survey questionnaire was completed by a total of 146 people. Table H1 below shows the gender, age and social status of the respondents.  They include 24.7% women and 75.3% men.  Twenty three point three percent are students, 59.6% are full-time employed, 2.7% are part-time employed, 2.7% are unemployed, 2.7% are retired, and 8.9% are other (self-employed, entrepreneur, etc.). In terms of education, 5.5% has basic education (primary/ground and middle school, which are not separate in Hungary), 43.2% finished high school, 50% college/university, and 1.4% has higher university degrees.  The largest grouping in terms of age is the 24-30 age range and the next, at 19.2%, is the 31-40 years category.  Of the remaining, 14.4% are 19-23 years old, 12.3% 41-50 years old,  and the rest of the respondents (7.6%) are either younger than 19 or older than 50. The sample, therefore, is younger, more educated and more employed than the Hungarian average.  

Table H 1
 General Characteristics

	Age
	Percent
	Gender
	Percent

	
	
	
	

	
	
	Female
	24.7

	Under 16
	0.7
	
	

	16-18
	1.4
	Male
	75.3

	19-23
	14.4
	
	

	24-30
	46.6
	Social Class
	Percent

	31-40
	19.2
	Student
	23.3

	41-50
	12.3
	Worker
	59.6

	50 and older
	5.5
	Part time worker
	2.7

	
	
	Unemployed
	2.7

	
	
	Retired 
	2.7

	
	
	Other
	8.9

	
	
	
	


Identity

Respondents were asked about their identification in relation to sexual orientation.  Table H2 shows the range of responses to questions which invited them to choose as many categories as they wanted.  Those who identified as gay represent 65.1% of the total answers, 20.5% lesbian, 18.5% bisexual, 0.7% heterosexual, 0.7% other and 2.1% undetermined. Of the women, 11.1% self-identified as lesbian, 16.7% as bisexual, while the remainder of the responses indicate other or undetermined.  Among the men, 82.7% self-identified as gay, 1.8% as lesbian, 13.6% as bisexual, 0.9% as heterosexual, 0.9% as undetermined. One person identified as transsexual. In relation to nationality and ethnicity, five persons identified as Roma/Gipsy and 8 persons as other nationality/ethnic background. 

Table H 2 Categories of Identification 

	
	Percent

	
	

	Gay

	65.1

	Lesbian
	20.5

	Bisexual

	18.5

	Transgender
	0.7

	Heterosexual
	0.7

	Transsexual
	2.1

	Other (please specify)
	0

	Unsure
	0


(More than one response possible)



Table H 3 Out to family and friends
	
	 Yes
	 No
	 No Response

	
	Percent

	
	
	
	

	Do the majority of members of your family know about your sexual orientation and/or gender identity?


	57.5
	42.5
	0

	Are you out to the majority of the members of your family?


	46.9
	53.1
	2.1

	Do the majority of your friends know about your sexual orientation and/or gender identity?
	82.8
	17.2
	0.7


Coming Out
Of the total respondents 5.8% came out to someone before turning 16 years old, 29.2% came out between 16-18.  The largest grouping – 48.2% of total -  is those who came out between 19-23. One person indicated that he came out for the first 
time when he was over 50 years old. The majority of the respondents came out at a relatively early age, which is to be expected given that the sample is relatively young.  The act of coming out for many of the respondents occurred during or after the major political climate change, around 1989/90, a time of attitudinal change in society at large.   Obviously, a separate study on life-experience of the older generations of LGB people could verify this fully.

Well over one half, 57.5%, of the respondents stated that their family knows about their sexual orientation, however 46.9% acknowledged that they told them. 10.6% did not tell, but believe that the family knows or assumes their sexual orientation. Eighty two point eight percent of the respondents indicated that their friends know about their sexual orientation. The data show that the coming out level of the sample is relatively high.  While we have no comparative data, we assume that this is due to the nature of the sample as noted earlier - employed, well-educated, white, urban people.
Life-style
As an initial indicator of a healthy life-style, respondents were asked about their engagement with sporting activities, 67.6% of whom indicate that this is a frequent activity for them.  Of these, 14.4% are involved daily, 33% 3-4 times a week, 22.7% once a week and 5.2% once a month.  Fifty eight point three percent of the respondents engaged in sports activities frequently use facilities like gyms, etc. However, most of those who do not use facilities said that this is because of financial reasons or because the nature of the activity does not require a gym. There is no evidence that would suggest that those who do not use these facilities are impeded by homophobia.
Table H 4
 Frequency Of Physical Activity


	
	Percent

	
	

	Daily
	14.4

	3-4 times a week
	33.0

	 Once a week
	22.7

	A few times a month 
	23.7

	Once a month
	5.2

	Less than once a month
	1.0


Tobacco and Alcohol Use

Table H 5 shows the data from the responses about the number of cigarettes smoked per day.  A significant feature of this data is that less than half of the respondents choose to answer the question.  This may have to do with an assumption among the respondents that the question was being asked in order to find evidence of a link between tobacco and alcohol use and stress related to homophobia.  This was not the intention behind the question, however.

Table H 5  Number of Cigarettes smoked per Day 

	
	Number
	Percent

	1-5
	30
	44.1

	6- 20
	31
	45.6

	>20
	7
	10.3

	Total
	68
	100.0


Only 1 person felt that the consumption of alcohol was a problem for them. By far the majority of respondents, 73.8% report consuming less than 5 units of alcohol per week and a further 19.2% between 5 and 10 units. We do not have any comparative or other data that would suggest that heterosexual persons of similar social background differ significantly from our sample. 

Table H 6  Weekly Consumption of Alcohol Units

	
	Number
	Percent

	<5
	96
	73.8

	5-10
	25
	19.2

	>10
	9
	6.9

	Total
	130
	100.0


Sex and alcohol

Thirty seven point eight percent of the respondents have had unsafe sex under the influence of alcohol. Again, we do not have any comparable data to show that this would be significantly lower or higer than the heterosexual average. As far as we know, the safe sex education, that is required by the law on healthcare does not specifically mention different sexualities and practices, and rather focuses on family planning. In addition, there are no significant HIV/AIDS prevention activities in the country, let alone schools; most of the facilities providing prevention are focussed on GLB persons and in many ways connected to the GLB communities and GLB NGOs.
Drug Use

Over one half, 50.7%, of respondents have consumed some kind of illegal drugs, and 7.4% of them feel that it is a problem  for them.  However, none of them see this as anything to do with others’ feelings/attitudes towards their sexual orientation.  In other words, the respondents do not feel that the problems caused by drug abuse are related to the homophobia that may surround them. The findings suggest that most of the drug use is a social activity, so peer-pressure and sub-cultural party habits are the primary causes, rather than the frustration caused by homophobia (though these are not mutually exclusive).

When it comes to socialising, 74.5% of the respondents report visiting gay venues such as night-clubs, bars, etc, and 13.8% frequent informal gay meeting places such as parks, parking-lots, etc. 
Medical Testing

Respondents were asked about whether they had been tested for hepatitis, HIV and a range of STIs.  Table H 7 shows the percentage of the total sample that had undergone a test for Hepatitis A, B and C and for HIV, and the results of those tests.   Seventy point three percent of respondents have had HIV testing. Since there are a few free, anonymous testing points, the participants seem to use these facilities. Among the total sample, 7 persons are HIV positive, one of whom is female. 
Table H 7 
Results of Tests


	
	%

Tested
	Positive 
	Negative

	Hepatitis A

	30.6
	1.7
	98.3

	Hepatitis B
	35.4
	3.1
	96.9

	Hepatitis C
	29.4
	5.4
	94.6

	HIV
	70.3
	6.8
	93.2


With regard to Hepatitis C, 29.4% of the respondents have been tested and 3 persons have positive results. Since the questionnaire asked about Hepatitis A and B as well, despite the fact that these are not typically sexually transmitted, this caused confusion about the purpose of the questions. There is no pre-testing for Hepatitis A, unless there is an epidemic, and during the 1990’s vaccination against Hepatitis B was available; thus, these are not treated within the same epidemic tracking systems.  The most popular testing station, operated by an NGO, does not test Hep A and B, only for Hep C and HIV.  In addition, they only test for Hep C if there is a significant chance for contamination (blood-based and not sexual transmission) suggested by the interview prior to testing.  It is very expensive to test for Hepatitis C, and there is almost no chance of transmission by sexual activity according to the official medical opinions, despite the fact that unsafe sexual conduct may involve blood contact through minor injuries or otherwise. Twenty four point one percent of the respondents were tested for other STIs, not listed on the questionnaire

In relation to the other STIs, 24.1 % indicated that they had been tested for an STI other than Hepatitis and HIV.  They were then asked to indicate if they had tested positive for any of the STI listed in Table H 8.  That table shows the responses.  Gonorrhoea was the most common response with 61.5% of the tested group testing positive.  (This represents 14.8% of the total number of respondents.)  Seven point sevent of the tested group (just 1.8% of the total respondents) tested positive for syphilis.  

Table H 8 
Tested positive for STIs 

	
	% of Those Tested

	
	

	Gonorrhoea
	61.5

	Chlamydia
	11.5

	Syphilis
	7.7

	Bacterial vaginosis
	11.5

	Trichonosis
	

	Non specific urethritis
	3.8

	Other
	19.2


(More than one response possible)

When asked if they trust the confidentiality of the medical service provider in relation to the HIV test, 81.7% of the 109 respondents (to this question) indicated that they did, while 9.2% did not and 9.2 % did not know whether to trust the provider or not.  Of those respondents (41.5% of the total) who know someone who is HIV positive, 27.5% of them think that HIV positive people are discriminated against, while 14.1% think that they are not discriminated against.

When asked about breast checks, 25% of the 40 who responded to this question do frequent breast checks for lumps, 50% occasionally, 25% never. Of the 109 respondents who answered the question about checking for testicle lumps, 10.1% indicated that they frequently test, 36.7% occasionally, 53.2% never. Without comparative data, it is not possible to know how to interpret these results.  It would seem on one level that our respondents are not very much conscious of cancer-prevention, but we do not know if it is related to sexual orientation or homophobia.
Sexual Activity

Eighty five point six percent of the respondents had penetrative sex in the past two years and of these 19% of them have always used protection.  A further 15.1% use protection occasionally, 28.6% only in case of casual partners, 13.5% usually not, and 23.8% never use protection in case of penetrative sex.  There is concern about what this data reveals and further interrogation of the data as well as further study of the target group is required.  

Table H 9 Use of Protection During Penetrative Sex 
	Use of Protection During Penetrative Sex
	Percent

	
	

	Yes, sometimes 
	15.1

	Yes, always
	19.0

	Yes, but only with casual partners
	28.6

	Usually not
	13.5

	No, never
	23.8

	
	


When it comes to oral sex, 91.8% report having had oral sex in the past 2 years. With regard to protection, 6% of these always use protection, 3% occasionally, 4.5% only in case of casual partners, 9.7% usually not, and 76.9% never use protection. Although we did not ask questions about monogamous relationships and ideas surrounding the concept of monogamy, nor about current relationships, the data show that a high percentage does not think about the possibility of STI and HIV transmission via oral sex in the the same way as they do about transmission via penetrative sex. When asked about what kind of protection they used in oral sex, a significant percentage indicated that they either interrupt the oral action, or they do not swallow sperm; this should not be considered as a safe sexual practice from the perspective of STIs and HIV.

Table H 10  Use of Protection During Oral Sex



	
	Percent

	
	

	Yes, sometimes 
	3.0

	Yes, always
	6.0

	Yes, but only with casual partners
	4.5

	Usually not
	9.7

	 No, never
	76.9

	
	


Medical attitudes
Seventy two point six of the respondents have chosen their own family doctor, while 71.3% of the respondents do not visit their family doctors very often. Of the thirty six respondents to the questions about visiting the gynecologist, 11.1% indicated that they visit twice a year, 38.9% once a  year, 5.6% every two years, 22.2% visit less than every two years and 22.2% never visit the gynecologist. Although 36 persons constitute a very small sample to draw conclusions, it is clear, from the explanations attached to the answers, that lesbians and bisexual women are not very keen on going to gynecologists, who are mostly males in Hungary.

Relationship with Healthcare providers

Nine point seven percent of the respondents have had some kind of a homophobia-based problem with a healthcare provider, mostly with doctors.  Fifty three point eight indicated that they would not share the information about their sexual orientation with the doctor. Most explained that they do not think this is important, and 3.4% would not tell the doctor about their sexual orientation even if it is necessary for adequate medical treatment. 

Table H 11 Experiences with Health Care Providers

	
	Yes
	No

	
	
	Percent

	Have you experienced any problems due to your doctor or anyone else in your doctor's practice knowing or presuming you to be gay, lesbian, bisexual, a person engaging in same sex activities, and/or transgendered?


	9.7
	89.0

	Would you feel comfortable revealing your sexual orientation, gender identity or sexual practices with people of the same sex, to your health care provider?


	45.2
	53.8

	Would you reveal sexual orientation, gender identity or sexual practices with people of the same sex if it was necessary for proper medical care?  



	95.9
	3.4

	Have you ever not visited the doctor or other health services because of a fear that you would have to reveal your sexual orientation or gender identity?


	6.2
	93.8

	Have you ever delayed seeking medical treatment because of fear that your sexual orientation and/or gender identity would be revealed?
	11
	89


Most of the respondents expressed reservations about sharing their private life in general with medical staff. Doctor-patient relations are somewhat different in Hungary from those presumed in American-type studies. A small part of this difference is due to the fact that these services are public health care services, where the treatments and services received are not directly funded through income tax collected by the state.  There is, therefore, no direct “business-like” relationships between the service provider and the patient. Many of the patients do not view doctors as complex service providers, and in this type of public health services, there is not much space for meaningful personal relationships between individual doctors and patients, thus creating a production line manner in service provision.
Eighteen point eight percent of the respondents view doctors as generally insensitive towards health care needs of GLB patients, while 70.8% do not know whether doctors are sensitive and 10.4% think that doctors are sensitive. Seventeen point nine percent of the respondents cannot discuss his/her health-related needs with the doctor in an open and honest manner. Many people expressed the view that they do not feel this necessary.  [It is interesting to note that several people expressed their concerns about whether GLB people have specific health needs at all, and if yes what the researchers mean by that.  This observation might be related to the relatively low profile of the GLB community in Hungary and also to the lowered expectations of health care provision in general.]

Six point two percent indicated that they cancelled a visit to the doctor because of the fear about revealing his/her sexual orientation and a further11% have delayed a visit to the doctor for the same reason. In addition 5.5% cancelled a visit due to the fear that his/her sexual orientation may be revealed to a third party. Significantly, 34.9% have delayed a visit for financial reasons.

Table H 12   
Level Of Satisfaction With The Medical Health Care Service 

	Very unsatisfied
	Unsatisfied
	Neither satisfied or unsatisfied
	Satisfied
	Very Satisfied
	Average

	Percent

	2.7
	21.2
	48.6
	24.0
	3.4
	3.4

	
	
	
	
	
	


In terms of satisfaction with the medical healthcare services, Table H12 above shows that almost one half (48.6%) chose ‘neither satisfied or unsatisfied’ and almost equal numbers felt either unsatisfied or satisified.

We have to emphasize that without heterosexual comparative data, it is not possible to determine whether this is related to any experience of homophobia on the part of respondents.  The Hungarian public healthcare system is very close to a serious financial breakdown and this deeply affects the quality of service in general. Nevertheless, 8.9% of the respondents have experienced treatment that was worse that usual/expected because of his/her sexual orientation and 3 persons out of thirteen have made a complaint to State body.  Overall, 47.6% of the respondents know of some kind of governmental institution or forum where a complaint can be filed in case of discrimination in relation to public healthcare. Slightly more than this number (50.3%) do not know whether or not there is such an institution, and 2.1% believe that no such institution exists.  The fact that half of the respondents do not know about the complaint mechanisms and the patients’ rights representatives, as well as the equal treatment authority, may explain the very low number of complaints filed in sexual orientation discrimination cases. However, going by the explanations attached to these answers, we may conclude that the mere existence of these complaint fora do not assure the vindication of rights.

Of our sample, 62.8% report that they know GLB-specific health care provider. Most of these referred to the one HIV testing station (Anonymous AIDS Counsel Service) which is run by an NGO and is very friendly towards GLB persons. However, this Service does not provide anything other than HIV and Hepatitis C testing and counseling. Of those who know of the facility, 14.9% it regularly, 23.4% sometimes, while 61.7% do not use it.

Despite the fact that the majority of the respondents reported that they do not feel necessary to discuss their health-related needs as GLB persons with the doctor, 69.9% of the respondents indicate that they would use a GLB-specific health service provider if it existed. Of the remainder, 14.4% would not use this service and 15.8% do not know, whether they would use it or not.

Mental Health

Reporting on stress, 88.4% of the respondents reported being frequently stressed, 79.3% anxious, and 46.2% think that they are depressed. Of those who answered these questions, 32.9% are of the view that their stress, anxiety or depression is related to their sexual orientation. Only 28.5% of these have turned to a mental health service provider for help, including the helplines operated by NGOs. Seventy one point five have never sought help. This can be understood in part by a lack of trust in the doctor’s confidentiality, since it is necessary to come out to the doctor/psychologist if someone is seeking treatment for related mental problems.
When asked about suicidal thoughts, 56.2% of the respondents report having such thoughts and 18.3% have attempted suicide. Among those who have attempted suicide, 65% viewed it as related to sexual orientation (and gender identity). 

Table H 13 
 Suicidal thoughts and suicide
	
	Yes
	No
	 No Response

	
	Percent

	Have you ever had suicidal thoughts?


	18.3
	81.7
	0

	If yes, have you ever attempted suicide?


	18.3
	81.7
	0

	If yes, do you feel this was in anyway due to your own or other people’s feelings in relation to your sexual orientation or gender identity?
	65
	35
	0


Abuse, harassment and violence are factors which can have an impact on health in general and on mental health in particular.  Table H 14 shows that 33.8% or respondents report not experiencing any of our listed forms of abuse.  We see also that well over one half (59.2%) of responses were for name calling as a form of abuse.  Twenty one point one percent of the responses related to the threat of physical violence. 

With regard to the places where harrassment or violence is experienced, the responses are tabulated in Table H15.   In this instance there was almost the same reponse for those who have had not abusive behaviour directed toward them.  The most common site of abuse is reported to be the street, which would go along name calling.   The workplace accounts for 15.2% of responses and school 21.7% of responses.  

Table H 14
Experience of abuse because of sexual orientation 
or gender identity 
	
	Percent

	
	

	Name calling directed at you



	59.2

	Threatened with physical violence

	21.1%

	Personal property damaged/destroyed
	7.7

	Objects thrown at you


	2.8

	Chased or followed



	16.2

	Spat at




	2.8

	Been left out or ignored deliberate

	16.2

	Punched, hit, kicked or beaten

	7

	Assaulted or wounded with a weapon
	2.1

	Sexually assaulted 


	14

	Sexually harassed (without assault) 
	9.2

	Raped




	0

	Harassed by the police without assault

	4.2

	Beaten or assaulted by the police

	0

	Other kinds of discrimination 
	7

	Never experienced any of the above    


	33.8


Table H 15
Where harassment or violence is experienced
	
	Percent

	
	

	School


	21.7

	Workplace
	15.2

	Youth Club
	0.7

	Cchurch/place of worship
	2.9

	College/University
	9.4

	Street
	34.8

	Pubs/clubs/restaurant/hotel

	12.3

	Health Service 
	5.8

	The gay scene
	8

	Shops
	0

	Employment Services 
	0

	Housing Provider
	1.4

	Home
	9.4

	Leisure/sports facility
	1.4

	Cruising area
	5.8

	By email or text message
	9.4

	Other
	5.8

	Never experienced any of the above    


	34.8


Coming out, mental health and ‘degree of comfort’

We have examined, to what extent the respondents’ level of outness – that is, how open they are regarding their sexual orientation (at least in front of their closest friends) – affects the results in the sample. Our preliminary hypothesis was that those who can talk freely and be open about this aspect of their private life, at least among their friends, take less risk and behave more consciously and responsibly in connection with their health and with health care. These presumptions were only partly confirmed by the results. For the sake of simplicity, we called the two groups ‘outed’ and ‘closeted’. Among those respondents, who are out to their friends, 39.8% practiced unsafe sex after drinking alcohol, as opposed to the 28.6% of the closeted respondents. Although the findings are influenced by differing access to sex, the decision about safety remains the same. Eighty eight point three percent of the outed, and 76% of the closeted respondents practiced penetrative sex during the last two years. 

Table H 16
Coming out, mental health and ‘degree of comfort’ indicators
	
	Outed
	Closeted

	
	
	

	Penetrative sex in last 2 years


	88.3
	76

	Safe sex after alcohol
	39.8
	28.6

	Drug use
	58.8
	12.5

	Drug use as a problem
	7.9
	n/a

	Frequent gay places
	81.5
	44

	Trust patient-doctor privilege re HIV
	85.9
	58.8

	Talk openly with doctor re orientation
	49.6
	32

	Would not reveal orientation
	1.7
	8

	Believe doctors not sensitive re LGBT
	21.8
	4.2

	Skipped a visit
	5.8
	8

	Postponed a visit
	10
	16

	Had problem with doctor because orientation
	9.3
	8

	Willing to report discrimination
	2.9
	33.3

	Would use LGB healthcare provider
	72.5
	60

	Would like to change a lot about oneself
	26.9
	40

	Experienced anxiety
	81.5
	68

	Experienced depression
	49.6
	32

	Attempted suicide
	18
	21.4

	Suicide attempt related to orientation


	80
	63.3


Contrary to our presumptions, 58.8% of the outed respondents have already consumed drugs, as opposed to the 12.5% of the closeted ones, and 7.9% of the outed respondents felt that drug use presents a problem for them. Eighty one point five percent of the outed respondents go out to gay places (clubs and social events) as opposed to the 44% of closeted respondents. With regard to the results of HIV screening, 85.9% of the outed respondents said that they trusted patient-doctor privilege, while 29.4% of the closeted respondents did not, and 11.8% was unsure.
The degree of comfort of the outed respondents may be demonstrated by the fact that 49.6% would talk openly about their sexual orientation with their physicians, as opposed to the 32% of the closeted ones. Eight percent of the closeted respondents said they would not come out in front of the doctor even if it would be important for their treatment, as opposed to the 1.7% of th outed respondents. At the same time, 21.8% of the outed respondents thought that physicians were not sensitive towards the problems of gay people, as opposed to the 4.2% of the closeted ones. Five point eight percent of the outed respondents said that they had at least once skipped visiting a physician because of their fear that they would have had to come out in front of the doctor, as opposed to 8% of the closeted ones. Ten percent of outed respondents and 16% of closeted ones postponed visiting the doctor for the above reason. 
These data all suggest that coming out and a friendly environment do contribute to feeling safe, at the same time the difference is not large regarding specific problems experienced with health care providers: 9.3% of the outed respondents and 8% of closeted respondents had already problems with health care providers because of their sexual orientation. Nevertheless, those who are out seem to be less willing to report their injury to a governmental authority (2.9%), than the closeted respondents (33.3%). Seventy two point five of the outed respondents would take advantage of a specifically LGB healthcare provider, as opposed to the 60% of the closeted ones. There are differences with regard to self-acceptance as well: during the attitude test, 40% of the closeted respondents admitted that they would like to change a lot of things about themselves, as opposed to the 26.9% of the outed ones. A larger percentage of the outed respondents felt anxious and depressed (81.5% and 49.6%), compared to closeted respondents (68% and 32%), and they also reported more suicidal thoughts (59.2%, closeted: 44%). The ratio of suicide attempts does not show significant difference (outed: 18%, closeted: 21.4%); these attempts, however, were more frequently connected to sexual orientation among closeted respondents (80%), than among outed ones (63.3%).

Hungary – Section Two 
In this section we review the legal background which might have a bearing on access to and quality of healthcare available to lesbian, gay and bisexual people. After summing up the constitutional, health care and data protection regulations, we look at the legal background of certain special areas.
The Constitution of Hungary recognizes the inviolable and inalienable rights of all persons and obligates the State to protect these rights. It does not establish, however, the form of legal protection and the standards by which the efficacy of the law can be measured.  Whether we can judge the state to have been efficient in protecting rights depends on which right is in question and who is the subject.
According to the Constitution, the law should incorporate rules on fundamental rights, but must not impose limitations on the essential content of fundamental rights. The essential content of a fundamental right is delineated by the Constitutional Court in its specific decisions. In each case the Court has to determine whether the legal limitations endanger the essential content of the given right.

The focus of constitutional debate is frequently on the concept of ‘essential content’. If, for example, the Constitutional Court establishes that an issue does not affect an essential element of the given right, or does not establish what is held essential, doubt is cast on what was intended by the legislator.  There are issues regarding the admission of HIV positive people to obligatory health care and their free choice of physician, which are not regulated by law.  Habeas Corpus is, however, of the opinion that they should be so as to provide legal guarantees for the protection of fundamental rights. The complaint process in relation to health care providers is not adequately regulated by law either, and the elaboration of the details is delegated to the providers, who are interested in minimizing the loss of prestige and avoiding litigation.
The Constitution regards human dignity as an inherent right, and the Constitutional Court defines it as a ‘mother right’, from which various other personal rights can be derived, e.g. right to access information and right to bodily self-determination The Constitution, however, also specifies the right to the protection of secrecy in private affairs and personal data, which the legislators regulated in the Data Protection Act and Health Care Data Protection Act.
Data protection
According to the Data Protection Act, data on health status and sexual orientation qualify as special data, which can only be managed with the written consent of the person concerned, or in any other case specified by law, for example by the Health Care Act.  The Act limits the type of personal data that can be managed to that which is essential to a particular purpose, and only to the extent that is required to achieve the specified purpose.  A Constitutional Decree establishes the principle that the collection and processing of personal data for undefined, arbitrary, future use (‘collection for stock’) is unconstitutional. This applies not only to special data, but to all personal data, and also to general inquires which have no defined purpose, e.g. when police officers ask questions about sexual orientation during ID check.
According to the Act on the Protection and Management of Health Care and Related Personal Data (hereafter: Health Care Data Protection Act), health care data includes any data regarding physical and mental status, addictions, data on the circumstances of the development of the disease, as provided by the patient or any other person, or observed, examined, measured, obtained or derived by the health care provider, furthermore any data related to, or influencing, these (e.g. behavior, environment, occupation). 
The sphere delineated by the italicized data includes cases in which the cause of the illness has only a distant relationship with the sexual life of the patient. When the physician asks questions about physical state, complaints, etc., it is not possible to know, what information will influence, or be important regarding health care and medication.  This uncertainty can mean that doctors have free reign when seeking information. The range of data obtained by the health care provider could be very large, thus the regulations of data protection is wide-ranging.  
Through its Decree Nr. 65/2002. (XII. 3.), the Constitutional Court struck out a provision of the act which stated: ‘if the purpose requires, data on sexual habits qualify as health care data’. The purposes allowed by the Act are, among others, tracing the health status of the person concerned and carrying out necessary public health and epidemiological measures. Although as a consequence of the decision of the Constitutional Court, the sexual habits of the patients cannot be recorded on their own, they may become relevant in terms of ‘behavior’. Thus, the physician may ask about the circumstances of the development of the disease in cases where sexual behavior may reveal relevant information (e.g. sexually transmitted diseases, or some illnesses or injuries of other kind).
To sum up: if a doctor asks about sexual habits during data collection, there is no obligation to give the information.  However, doctors retain the right to inquire about the circumstances of the development of the disease. Of course, there might be good reason for suspicion if our sexual habits become an issue when the health concern is inflammation of the middle ear.  It is the case, however, during gynecological or urological examination questions are asked which are not required for the treatment of these smaller infections.
Although information about sexual behavior and the circumstances of the development of the disease do not include the sex of the partner (there are no sexually transmitted diseases, or any other illnesses, that can be transmitted only by a same-sex partner), the patient may be obliged to give information about the sex of the partner, since tracing the spread and growth of an infection qualifies as public health interest. At the same time, the examination of the partner or any other person living in proximity to, or together with the infected person might be important in the case of other illnesses, not only sexually transmitted diseases (e.g. tuberculosis or any other curable, but dangerous, infections). In our experience, contact tracing is used, mainly with HIV positive patients, by the health care provider to intimidate the patients. In the case of HIV, however, contact tracing is unsuitable for mapping the spread of the infection, since HIV is characterized by a relatively long window or latent phase, during which the antibody of the virus cannot be detected in the blood, but the infected person can unknowingly transmit the disease. These situations cannot be revealed by contact tracing, and distrust and fear of becoming defenseless may result in those practicing unsafe sex being afraid to attend screenings.
Thus, the Health Care Data Protection Act still enables contact tracing, and the recording and management of the partners’ personal data, if the partner was exposed to the danger of infection. In its decision Nr. 65/2002. (XII. 3.), the Constitutional Court rejected the request to establish the unconstitutionality of the section enabling contact tracing.  In would be in the interest of the public good, however, if instead of contact tracing, safe sex practices were encouraged and screening could be provided in an environment which does not leave people feeling feel humiliated and defenseless.
Equal treatment and the prohibition of discrimination
In principle, the Constitution recognizes the human and civil rights of all persons in the country without any discrimination (on the basis of race, color, gender, language, religion, political or other opinion, national or social origins, financial situation, birth or any other grounds whatsoever), and such discrimination is strictly punished by law. These regulations, however, remained for long only declarative with regard to gay, lesbian, bisexuals individuals and their communities. In January 2004, however, the Act on Equal Treatment and the Promotion of Equal Opportunities (Act Nr. CXXV. of 2003) (hereafter: Equal Opportunities Act) entered into force.  Among its provisions, the Act obliges health care providers to observe the requirement of equal treatment in creating legal relationships as well as in all actions and procedures relating to such a relationship.  The Act prohibits any conduct that treats an individual or a group disadvantageously compared to other individuals or groups, based on their real or assumed sexual orientation, gender identity or family status. An important aspect of the law is that  the establishment of unequal treatment must be based on comparison. There are situations, however, where no comparative individual or group may be found. The Act lists the following possible types of the infringement of the requirement of equal treatment: 
1. Direct discrimination: for example, if a physician refuses to examine a male homosexual patient because of his homosexuality. (This frequent prejudice of physicians is rooted in the stereotype that all male homosexuals are HIV positive.) 
2. Indirect discrimination: for example if any procedures are based on the assumption of heterosexuality and may unknowingly discriminate against someone of a different sexual orientation.   
3. Harassment:  a behavior that violates human dignity qualifies as harassment, if it is connected, for example, to the sexual orientation of the concerned individual, and its purpose or effect is the creation of an environment intimidating, hostile, humiliating, disgracing or aggressive towards that individual. Perhaps the most frequent example is the deliberately offensive remark by the physician, assistant, etc. about the declared or assumed homosexuality of the patient.  It could include intimidation, maybe even blackmail, of the patient, as a consequence of which they are unable to practice their right to the free choice of physician, and turn to another health care provider. 
4. Unlawful segregation: for example if sexual orientation becomes a factor influencing the decision about the placement of the patient in the hospital. We have no information that this has happened, or that discrimination based on sexual orientation would be a frequent practice, but we do know about humiliating treatment, and segregation during the placement, of the patient of a sex-change operation. 
5. Retaliation: for example, if a patient turns to a patients’ rights advocate because of a physician infringing the requirement of equal treatment, and as a consequence they, or a person giving testimony in connection with the procedure of the physician, are unlawfully sanctioned.
It is an important element of the Act that in the case of discrimination it is the supposed discriminating party, in this case the health care provider, who has to prove that their procedure was not discriminatory. To date no cases under the law have been taken by any LGB person.  This does not indicate that there is no discrimination based on sexual orientation; it is more likely the case that the patients, due to their vulnerability and reasonable fears, have not dared so far to litigate.
Artificial Insemination
While the requirement of equal treatment must be observed in all areas of health care, there are exceptions defined in the Act.  One such relates to the conditions for artificial insemination. According to the Equal Opportunities Act, a behavior, procedure, condition, omission, order or practice does not violate the requirement of equal treatment, if it has an objectively deliberated, rational reason, directly relevant to the given legal relationship. In the current legal environment, the exclusion of lesbian couples or single women from access to artificial insemination violates the requirement of equal treatment on the bases of marital status and sexual orientation. The Government Office for Equal Opportunities, which considers this issue to belong to its sphere of influence, did not feel the need to suggest the elimination of this form of discrimination, neither during the drafting of the Equal Opportunities Act, nor following the proposal from the Habeas Corpus Working Group. Similarly, there was no political will on the part of the Ministry of Justice, when drafting the Act, nor the Parliament itself to change the discriminatory clauses of the Act.  One might conclude from this that both the drafters and the legislators consider this to be based on objectively deliberated, rational reasons. Consideration of rights of lesbians, bisexuals and non-married women in relation to child-bearing are assessed on the basis of religion and ethics to such extent, that the concepts of objective deliberation and rational reasons become legally uninterpretable.
Artificial insemination is a procedure regulated by the Health Care Act, which can be resorted to by women if the procedure is not used exclusively to ‘correct’ or cure certain types of female infertility. According to the Act the reproductive procedure may be carried out in the case of spouses or persons living in heterosexual partnerships, if there is a high probability that, due to the medical status (infertility) of either party, a healthy child cannot be conceived in the relationship. In this case, the Act respects the woman’s right to have children even if restricted by the partner. Since this is the only procedure where the state strictly observes and documents conception, regulation is necessary so as to avoid undesirable parental and family models. The ‘treatment of infertility’ is allowed by the Act only if the legal position of the father is not in question, without requiring any biological link between the father and the child. Thus, discrimination against single women and lesbian couples stems from the regulation of the father’s position, and thus cannot be changed unless unless the regulations of the out-of-date family law are changed as well. Single women can only be the subjects of artificial insemination if the marriage or partnership is terminated after the insemination of the female gamete.
In Hungary, the procedure of artificial insemination is only available under the public health care systems, unlike in other states where single women, who can afford it, may take advantage of private providers as well.
Mental Health and the Law

The Constitution of Hungary recognizes everyone’s right to the highest possible level of physical and mental health through the organization of health care institutions and medical treatment. Medical treatment and services are regulated by the Health Care Act (Nr. CLIV of 1997). The aim of the act is to secure everyone’s equal access to healthcare services and to provide conditions in which the patients’ rights are respected and protected. According to the Act, the protection of health and prevention from illness can only be accomplished through the provision of equal opportunities.  The rights of patients enumerated in the law are as follows:  
1. The right to choose the doctor is an important element of the right to access the necessary level of health care services. This right is very limited in the case of HIV positive persons and people living with AIDS, since the necessary level of treatment is only available at a few service providers, often far from the patient’s residence. In case of people living with AIDS, there is only one hospital department in the country that provides the necessary treatment, and many of the persons living with HIV/AIDS are refused basic services by dentists and family doctors.

2. Part of the right to human dignity prohibits the use of torture, inhumane or degrading treatment , as well as restrictive measure of a punitive nature.

3. The right to keep in touch with members of the family and next of kin is basic in the health care services. The legal defintion of next of kin include the same-sex partner (cohabitant) of the patient. The patient has the right to decide who is allowed to visit and who is not, as well as the qualified health information that may be shared with family members and next of kin. Several persons of our focus group are concenrned that the health care service providers do not take these rules seriously.

4. The right to leave the healthcare institution means the the institution must not function in a prison-like manner. (See Enhorn vs Sweden, judgement of the ECHR, 25 Jan, 2005).

5. The right to information is a condition of the right to self-determination. The information must be provided in a way that the patient is able to understand.

6. The right to self-determination means that the patient is the only person who can decide on his/her treatment, health status and everything else that is related to his/her physical and mental conditions, including the right to refuse the health care services. The only exception is in relation to life-saving interventions.

The patient has the right to name the person who is eligible to decide on the above issues in a qualified written document. This named person has the same rights to information as the patient himself/herself. The patient has the right to exclude any person from this decision-making process. Otherwise the law regulates the list of persons eligible to decide in case it is necessary.

7. The two typical cases of restrictions against the right to refuse medical treatment are life-saving interventions and measures set out to deal with an epidemic. In case of the latter, several legal changes occured in relation to HIV testing.

8. The right to know the content of medical records is also important from the data protection perspective.  However, in smaller communities, with a relatively constant circle of patients belonging to the same family doctor, it is quite difficult to vindicate these rights. It is very difficult to find any written record of illegal data management in relation to sexual orientation, regardless that according to the law, the patient disposes of the personal data, the service provider disposes of the record that contains the data.

9. The right to patient doctor privilage (privacy rules) is the central element of all patients rights, since it is indispensible to the trust between the service provider and the patient. The difficulty is that it is nearly impossible to test the efficiency of this legal regulation. Besides anecdotal information, we do not know any trustworthy research method that could be used to test its implementation. There are several exceptions in the law, where the service provider is obliged to share the ncessary information, like in cases of certain epidemics, such as STIs and HIV.

Moldova – Section One 

Introduction
With the emergence of Moldova as an independent state, the LGBT community there began to come out. The process of European integration has contributed to the democratization of the country and to a commitment to conform to international standards of human rights, including the rights of sexual minorities. 

Nevertheless, the LGBT community is still stigmatized and not fully accepted by society.  Homosexuality is still presented as a sexual deviation in institutes of higher education.  As well as hostility from particular sectors of society, e.g. religious groups and the police, members of the LGBT community face problems from within, such as a high risk of HIV, mental health issues as a result of coming out, the inability to adopt and other issues relating to children.  

Currently there are no healthcare services specifically designed to meet the needs of the LGBT community in Moldova.  Only a few have access to the gay-friendly services offered by GenderDoc-M (social counseling and medical consultations).  These services are accessible only to people living in Chisinau, while those in the Southern and Northern regions of Moldova do not have this opportunity.

General Profile of Respondents

Gender Age & Nationality

 In Moldova the questionnaire was completed by a total of 147 people. Of these 69.5% are male and 30.5% female.  Table M1 shows the distribution of age groups among the respondents.  With 79.6% of the cohort below the age of 30, 10.8% are aged between 31 and 40 and just 4.7% between 41 and 50 and 4.7% over 50 years old.  Of note is the fact that none of the respondents aged over 30 are female.  What is perhaps most instructive about this analysis is how it will inform future research in terms of how to include a more representative sample.  The difficulties of achieving this, and indeed of defining the LGBT community, have been well documented in the global literature and referred to earlier in this report.  

All of the 147 respondents live in Chisinau. The range and proportion of nationalities represented corresponds to that of the Moldovan population as a whole:  60 % - Moldovans, 23 % - Russian, 9.5 % - Ukrainians, and 7.5 % - other nationalities.  This breakdown is the same for male and female respondents. 
Table M 1
 General Characteristics
	Age
	Percent
	Gender            Percent

	
	
	        Female                 
	30.6

	Under 16

16-18
	0.7

8.8
	Male
	69.4

	19-23
	38.8
	
	

	24-30
	31.3
	Social Status Percent
Student                33.3

Worker                 51.0

Part time worker   8.8

Unemployed          2.7

Retired                  4.1

Other                     0

	31-40
	10.9
	

	41-50
	4.8
	

	50 and older
	4.8
	

	
	
	


Social Status & Education

The largest grouping in terms of social status is those at work, which represents 51% of all respondents.  Students make up 33.3% of the total cohort, while 8.8% are unemployed and 2.7% retired.  Taking a gender focus, we see that a greater percentage of women respondents, ie. 51.1% are students, with 25.5% of the men identifying as students.  When it comes to unemployment the findings show that 10.8% of the male respondents are unemployed, while among the women only 4.4% are unemployed.  
Forty-seven point six percent of respondents have university education or are currently at the university (last years) and 4.1% have completed education higher than university. In Moldova a high school education includes college and of our respondents, 35% have reached this level with a further 19% having completed secondary school.  

Sexual Identification
In terms of sexual identification, 36.7% of respondents identify as gay, 15.6% as lesbian, 42.9% as bisexual.  Among those who identify as bisexual, 33.3% are female and 66.3% are male.  Two of the respondents identify as transsexual, both male, and another two identify as heterosexual who engage in homosexual behaviour. A particular interesting finding is the fact that no one identified as transgender.  One can only speculate as to why this is: it may be because transgender people are less visible in our society as a whole and in the LGBT community; it might also be related to a lack of understanding of the term “transgender” which is quite new to Moldova.  


Table M 2  Categories of Identification 
	
	Percent

	
	

	Gay

	36.7

	Lesbian
	15.6

	Bisexual

	42.9

	Transgender
	0

	Heterosexual
	1.4

	Transsexual
	1.4

	Other (please specify)
	2.0

	Unsure
	0


(More than one response possible)



Disabilities

Only 4.8% defined themselves as a person with physical disabilities, while 25.2% stated that they have a mental disability. In trying to understand what we considered to be a high number of people claiming a mental disability, we consulted with medical specialists and experts in the field. They have suggested that we should omit questions like that because they might confuse the respondents who do not know the exact definition of the medical term “mental disorder”, and, therefore, cannot self-diagnose. On the other hand, the fact that many respondents think that they  might have a mental disorder is quite an alarming one because it reflects the low self-esteem of a number of LGBT people, as well as the success of sustained medical and media propaganda identifying gay people as sick, and, thus, needing treatment.
Coming Out and Visibility 

Of the total cohort of respondents, 90% indicated that they have ‘come out’.  Of these, 35.1% came out before they reached the age of 18 and a further 37.8% came out between the ages of 19 and 23.  Fifty point three percent indicated that members of their family know about their sexual orientation and 83% said that their friends know about their sexual orientation. This would seem to confirm what is widely known about how it is easier to confide about one’s sexual orientation with friends than it is with family.  
Table M 3
Out to family and friends

	
	 Yes
	 No

	Do the majority of members of your family know about your sexual orientation and/or gender identity?
	Percent

	
	50.3
	49.7

	
	
	

	
	
	

	Are you out to the majority of the members of your family?


	50.3
	49.7

	Do the majority of your friends know about your sexual orientation and/or gender identity?
	83
	17


Only 6.8% said that their health professional knows about their sexual orientation, while 19% are out to someone at work.  Problems associated with being out have arisen for 89% of those who are out.  These include misunderstanding, rejection, neglect, quarrels in family, losing their job, enforced consultation with the psychiatrist.  

Table M 4  People Respondent Has Told About Sexual Orientation/ Identity 

	
	Percent

	
	

	Mother
	36.7

	Father
	20.4

	Brother/Sister
	35.4

	Other family members
	10.9

	Friends (other than your sexual partners)
	75.5

	Anyone at School 
	17.0

	Health Professional
	6.8

	Anyone at Work 
	19.0

	Neighbours
	8.2

	Roommates



	7.5

	Others 
	4.1


(More than one response possible)

In terms of socialising with peers within the LGBT community the findings show that 87.8% - an equal percentage among men and women - go to the formal gay places (bars, discos). Those who go to informal places like cruising areas, represent 17.8% of respondents.  

Discrimination 

Respondents were asked to indicate the types of discrimination that they have experienced because or their sexual orientation being known or assumed.  The most frequently experienced form of discrimination was direct name calling accounting for 42% of all responses. Discrimination on the part of the police was mentioned by 10% of the respondents. The main place where the respondents experienced discrimination was in the street – 27,2%. Other places, which were mentioned by the respondents, are: school – 19%, workplace – 12,2%, youth club – 13,6%, home – 13.6%, restaurant/bar/hotel – 11,6%. None of the respondents mentioned that they experienced discrimination in seeking health services. 
Table M 5 
Abuse because of sexual orientation or gender identity
	
	Percent

	
	

	Name calling directed at you



	42.2

	 Threatened with physical violence

	19

	Personal property damaged/destroyed
	5.4

	Objects thrown at you


	6.1

	Chased or followed



	17

	Spat at




	12.2

	Been left out or ignored deliberate

	25.9

	Punched, hit, kicked or beaten

	11.6

	Assaulted or wounded with a weapon
	-

	Sexually assaulted 


	27.2

	Sexually harassed (without assault) 
	16.3

	Raped




	4.8

	Harassed by the police without assault

	10.9

	Beaten or assaulted by the police

	6.8

	Other kinds of discrimination 
	4.1

	Never experienced any of the above    


	43.5


(More than one response possible)

It is interesting to note that a high percentage of respondents (43,5%) reported never having experienced discrimination.  Among those who experienced discrimination, only 7 persons reported the discrimination and only 2 persons said that the response to their report was satisfactory.\
General Health 

Physical activity

Seventy one point four percent of respondents are involved in physical activities. Of these 21% engage in the activity everyday. The findings show that there is little or no gender gap in this area.  Among both genders 42% use a sports facility such as a gym.  
Table M 6
 Frequency Of Physical Activity


	
	Percent

	
	

	Daily
	21.0

	3-4 times a week
	47.6

	 Once a week
	17.1

	A few times a month 
	7.6

	Once a month
	1.0

	Less than once a month
	5.7


Substance and Tobacco use

Seventy percent of the respondents are smokers, while just 9.5% have never smoked and a further 9.5% have experimented but do not currently smoke. In terms of gender, a higher percentage (86.6%) of women than men (63%) smoke. Eleven percent of the respondents have given up smoking, the majority of these (94%) being men.  

Table M 7 Number of Cigarettes smoked per Day 

	
	Number
	Percent

	1-5
	27
	29,2

	6- 20
	56
	60.3

	>20
	10
	10.8

	Total
	93
	100


Those who indicated that their intake of alcohol was a problem for them represent 10.5% of the total cohort and of these 26.7%, or 2.72% of all respondents, felt that their alcohol problem was due to stress related to their sexual orientation or gender identify. Four point eight percent say that they never drink alcohol.  The data shows that 36.7% drink alcohol 1-2 days per week, 6.1% 3-5 days per week and 3.4% drink alcohol 6-7 days per week.  The data also shows that 77.5% drink less then 5 units of alcohol per week; 10.2% drink 6-10 units a week and 4.8% drink more then 10 units weekly. 
Table M 8 Weekly Consumption of Alcohol Units

	
	Number
	Percent

	
	
	

	<5
	106
	87

	5-10
	23
	16.9

	>10
	7
	5

	Total
	136
	100


Thirty-three percent of the respondents had sex being drunk during last two years. From a gender prospective the percent of male respondents who practice sex after drinking alcohol is higher (36.3%) than female (24.4%).

In relation to the use of illegal drugs, 24.5% of the respondents have never taken illegal drugs (Note: all drugs are considered illegal in Moldova). From a gender perspective we can see that the percentage of female respondents who take illegal drugs is twice as high (37.8%) as male respondents (18.6%). All respondents of both sexes listed the types of drugs they took and these were mainly marihuana, LSD and other kinds of light, non-injectable drugs. None mentioned intravenous abuse of drugs and no one considers that their intake of drugs is a problem for them.

Sexual practices and preventive behaviour 

In relation to sexual practices it is interesting to note that 14.7% of male respondents reported not having penetrative sex during the previous two year period.  With regard to oral sex, 93% of male respondents indicated that they engaged in oral sex.  Just 38% of the men who had penetrative sex report always using protection and a further 32% of men use protection from time to time and 13.8% use protection only with casual partners.  As expected the use of protection among women respondents is lower than that of men.  There is however a high percentage of bisexual women among our female respondents and their vulnerability to STDs and HIV is known to be higher than for lesbians.  Condoms are the most widely used means of protection according to the answers of the respondents.

Thirty-three percent of the respondents had sex while being under the influence of alcohol during the last two years. From a gender perspective, the percentage of male respondents who practice sex after drinking alcohol is higher (36.3%) than female (24.4%).  Six percent of the respondents had sex in exchange of some form of payment (money, drink, drugs, consumer goods or a bed and a roof). The majority of them are male. But it is important to mention that this is not likely to be developed commercial sex, but long-term sexual relations of “sponsorship” type where one of partners plays the role of “sugar daddy”.

Medical Testing
Respondents were asked about whether they had been tested for hepatitis, HIV and a range of STIs.  Table H 9 shows the percentage of the total sample that had undergone a test for Hepatitis A, B and C and for HIV, and the results of those tests.  Of the 42.2% (62) that were tested for HepatitisA, 1.6% (1) tested positive. In Moldova testing for Hep. A as a preventive measure is not usually is carried and the level of spreading of this kind of hepatitis is very high especially in the period from August till November. Of the 54.4% (80) that were tested for Hep.B, 7.5% (8) tested positive, 5 men and 3 women. Of the 49.7% (73) that 

were tested for Hep.C, 4.1% (3) tested positive, all men.  The fact that so many have tested confirms that Hep. B and C are widespread in Moldova.   Very often different institutions, especially medical publish the results of the test for these kinds of hepatitis with preventive measures.
Table M 9  Results of Tests

	
	%Tested
	Positive 
	Negative

	Hepatitis A

	42.2
	1.6
	98.4

	Hepatitis B
	54.4
	7.5
	92.5

	Hepatitis C
	49.7
	4.1
	95.9

	HIV
	70
	4.9
	95.1


Seventy percent (102) of the respondents were tested for HIV. From a gender perspective we can see that the number of male respondents is much higher (79.4% (81)) than female respondents (46.7% (21)) due to the fact that a lot of men participated in previous research, which included free anonymous testing for HIV. Four persons (3.9%) from all those tested for HIV tested positive and three of them were female. 

Fifteen percent of the respondents have been tested for STDs, which is a very

low number taking into consideration that STDs with hidden symptoms, such as

trichomoniasis, chlamidiasis, etc, are widespread.  The results of the testing are

shown in Table M 9 below. 

Table M 10
Tested positive for STIs 

	
	% of Those Tested

	
	

	Gonorrhoea
	6.8

	Chlamydia
	2.1%

	Syphilis
	1.4

	Bacterial vaginosis
	0.7

	Trichonosis
	3.4

	Non specific urethritis
	0

	Other
	2.7


Twenty-nine percent (13) of all female respondents (45) check their breasts for abnormalities regularly and 29% check occasionally, but 41% (19) never check.

Thirty-three percent (34) of all male respondents (102) check their testicles for abnormalities and 25.5% (26) check them occasionally, but 42% never check. This indicates a low level of awareness among LGBT community about the necessity of these measures in the preventive of breast and testicular cancers; this neglect leaves them more vulnerable.
Mental Health 

Self image indicators
The answers to the questions related to self image indicators show that 87% of the respondents are pretty sure about themselves. Ninety-two percent agree or strongly agree with the statement that they are easy to like. Eighty-seven percent are sure that they can do things well, 86% like themselves and 97.3% consider that they have a number of good qualities. There is little variation between the genders.  
At the same time, 23.8% of respondents indicateed that they have low opinion about themselves; the total number represents 29.4% of male respondents and 11% of female respondents. Thirty-three percent of the respondents wish they were someone else, while 52% would like to change lots of things about themselves.  In all of these instances men made up significantly more of the total numbers.   

Stress, depression and suicide 

Anxiety is experienced by 70.5 % of all respondents and 49% reported feeling depressed. In response to a related question, 48.4% indicated that their anxiety or depressive feelings were related to their sexual orientation or gender identity.  Of those experiencing anxiety or depression, just 19% have sought medical help.  
Table M 11
Suicide and suicidal thoughts
	
	Yes
	No

	
	Percent

	Have you ever had suicidal thoughts?


	
	

	
	42.2
	57.8

	
	
	

	If yes, have you ever attempted suicide?


	50
	50

	If yes, do you feel this was in anyway due to your own or other people’s feelings in relation to your sexual orientation or gender identity?
	58.1
	41.9


Forty-two point two percent of the respondents had suicidal thoughts and half of these had attempted suicide. From a gender perspective we observe that 55.6% of those reporting suicidal thoughts are women, and women make up 60% of those who attempted suicide.   

In terms of prescribed treatment for their sexual orientation, 6.8% of respondents report having been referred to a mental health provider. 
Access to health services 
Analyzing the data about choosing a doctor, we can see that 64.6% (95) have already chosen their own doctor. But only 42.2% (62) visit their doctor regularly (we have to stress that in major part “regularly” means for our respondents when they need the help of doctor, which can lead to misinterpretation). This percentage is practically the same for both genders.

Looking at the results of the answers about visiting the gynaecologist, it becomes obvious that only 44.4% (20) of women go to the gynaecologist every half a year, 33.3% (15) go to the gynaecologist once a year and 20% (9) go to gynaecologist less then once a year and one respondent told that she have never visited gynaecologist (the age of the respondent is 19).

Fifty five point five percent of respondents (82) said that they would feel comfortable revealing their sexual orientation to a health provider. This is more than half of the respondents. 
Table M 12 Experiences with Health Care Providers

	
	Yes
	No

	
	Percent

	Have you experienced any problems due to your doctor or anyone else in your doctor's practice knowing or presuming you to be gay, lesbian, bisexual, a person engaging in same sex activities, and/or transgendered?


	
	

	
	1.5
	98.5

	
	
	

	Would you feel comfortable revealing your sexual orientation, gender identity or sexual practices with people of the same sex, to your health care provider?


	55.5
	44.5

	Would you reveal sexual orientation, gender identity or sexual practices with people of the same sex if it was necessary for proper medical care?  



	85.7
	14.3

	Have you ever not visited the doctor or other health services because of a fear that you would have to reveal your sexual orientation or gender identity?


	13.6
	86.4

	Have you ever delayed seeking medical treatment because of fear that your sexual orientation and/or gender identity would be revealed?
	8.8
	91.2


Eighty six percent (126) of the respondents said that they would reveal their sexual orientation or sexual practices if it were necessary for proper health care. From those who would not reveal their sexual orientation (21) only 43% (9) explained the reason for this.  The number of the respondents who consider their health provider sensitive to LGBT needs is 34% (50), and 56% (82) are not aware about this. An interesting fact is that only 10% said that doctors are not sensitive to the LGBT health needs. Thirty-eight percent (56) stated that they can discuss their problems with their doctor in an open and honest way, and the percent of male respondents is higher then female at 10%.

The level of fear of visiting doctors because of sexual orientation is rather low (13.6% (20) of respondents gave positive answer).  Thirty-seven percent (54) said that they delayed seeking medical care because the price of it was not accessible for them. This fact is realistic for our country because the medical system now is under the reconstruction and the level of unemployment is high in the Republic and not all people have medical insurance.

Satisfaction with the medical services

From all the respondents who participated in the research, 29.3% (43) are satisfied with the medical services they received; 49% (72) have a neutral opinion and 21.7% (32) are not satisfied with the medical services.

Table M 13  Level Of Satisfaction With The Medical Health Care Service 

	Very unsatisfied
	Unsatisfied
	Neither satisfied or unsatisfied
	Satisfied
	Very Satisfied
	Average

	Percent

	
	
	
	
	
	

	4.1
	17.7
	49.0
	24.5
	4.8
	3.1

	
	
	
	
	
	


Ninety percent (28) of the respondents said that they felt that they were treated badly because of being suspecting of being homosexual.  Only 6 persons from all who felt they were treated badly because of sexual orientation said that they made a complaint to a recognised body.  Ninety-six percent (141) from all respondents said that they did not or would not report this to the governmental or non-governmental institutions. Seventy percent of them were of the opinion that there was no point in reporting because nothing would be done. 
LGBT-friendly medical services

Sixty-seven percent (99) of the respondents know about the organization offering medical counselling for LGBT community, 12 % do not about this organization, and 20% said that they do not know about the existence of such kind of organization. From those who gave answer “yes” 62.6% (62) said that they use services of this organization; 12.1% (12) use it sometimes, and 25.3 % (25) do not use it. Twenty-four persons out of 25 explained the reasons why they do not use this service. From gender perspective we can see that more male respondents (80.1%) than female (60%) use this service.

Eighty-one percent (119) of the respondents said that they would use the services of specific health service for LGBT people if there was one, 13.6% (20) are not sure if they would use it, and 5.4% (8) would not use this service. From gender perspective we see the equal number of respondents (in percents).

Moldova – Section Two 

On April 29, 2003 Moldova signed The International Covenant on Economic, Social and Cultural Rigths (CESCR).  The UN Committee for Economic, Social, and Cultural Rights has elaborated a document that fully explains the meaning of this right and has established specific directives with a view to implementing this right.  

This Covenant sets a clear legal framework, which recommends eliminating any aspect of discriminating from the national legal framework, including discrimination based on sexual orientation, concerning adoption and the modification or the abrogation of national legislation.  Further, the Covenant encourages the signatory states to develop anti-discriminating programs oriented towards socially vulnerable groups. 
The Right to Medical Assistance

The right to health care is guaranteed by the Constitution of the Republic of Moldova and provided for in Health Care Law no. 411 of 28.03.1995.  However, because of the low level of government funds available for health care services, the law, which assured a minimum level of service free of charge, was annulled in January 2004.  Instead, compulsory medical insurance came into force and the minimal free of charge medical services system granted by the Program of compulsory medical insurances was introduced.  This policy development is aimed at reviving an ailing health service in Moldova.  

The right to medical assistance is granted by the state to all people under state jurisdiction without discrimination but, in reality, some categories of people have limited access to primary medical services.  According to a report by the United Nations Development Program and the Institute of Public Policies of Moldova 44.1% of the population has full access to medical services, another 40% has limited access, and 15,1% has no access to these services.  Among those who have limited or no access, it is safe to say, there are some from the LGBT community.  

Recommendations:
· Research and ongoing monitoring to determine access to and quality of the health services available to the LGBT community;

· Basic training for all health care professionals in matters relevant to the health needs of LGBT people;

· Adoption of the “The Law of the Patient” by the legislative body

The Right to Confidentiality 

The deontological code and the medical care legislation stipulate that the personal medical data of the patient shall remain confidential.  The patient has the right to be informed, and the doctor is obliged to inform the patient about his/her state of health, the diagnosis, the prescribed treatment and medicine.  In a case where the patient is unconscious or declared irresponsible, the doctor is obliged to inform the relatives.

Sexual minorities are granted the right to confidentiality of their medical data according to general principles, just as any other patient.  Article 14 of the Medical Care Law stipulates that doctors, other medical staff, and pharmacists are obliged to keep secret information a patient’s illness-related and personal information, except in cases of transmissible infections, as requested by the criminal law authorities.

Recommendations 

· Training for all health care professionals with regard to the particular sensitivities associated with confidentiality related to sexual orientation and gender identity.

Mental Health

There is evolving legislation and policy development in the area of mental health in Moldova.  Currently, there is only legal provision for psychiatric assistance and psychoactive drugs.  The responsibility for elaborating mental health legislation and policy is shared by a number of different divisions within the Ministry of Health.  The provision of services is limited to psychiatric services with little or no psychological services on offer.  There are a total of 2,400 psychiatric beds available and the main treatment method is medication.  Social and vocational treatment is minimal.  

A recent development is a document published by the Ministry of Health elaborating mental health policy and activity for the period 2005-2008.  A primary motivation for this policy document was a 2004 project entitled “Enhancing Social Cohesion through Promotion of Mental Health Community Services in South-Eastern Europe”.  According to the mental health policy “Community assistance will integrate into those types of structures of mental assistance, which suit the needs of the community and have as their purpose eliminating brands and discrimination of the people with mental disturbance, observance of human rights and physical and social integration.” 
GenderDoc-M team, in consultation with Mr. Mihai Hotineanu, the chief psychiatrist with the Ministry of Health and member of the Mental Health Policy Work Group, has received a commitment to include in policy development aspects of mental health concerns of LGBT people.
International dimension

Currently the Ministry of Health is collaborating with the World Health Organization (WHO) and has signed a biennial agreement to develop a mental health policy, which conforms to the European standards, and the opening of community that would cover the needs of the population. Ministry of Health representatives have also participated in the WHO Conference of Ministers on mental health.  

LGBT needs

GenderDoc-M is the only organization that is currently offering social assistance services to the LGBT community.  State psychiatric services are available through the normal avenues but they are not geared to meet the specific needs of  the LGBT community.  

Recommendations:
· Inclusion of the mental health concerns of LGBT people in the legislation and normative acts that regulate state policy on mental health;

· Removal of definition of homosexuality as a sexual deviation and mental disease;
· Inclusion in the unvsersity curriculum of relevant and comprehensive information the mental health concerns and on past and current theories and practices within the State health care services that have a bearing on the mental health of LGBT people;

· Organization of training courses for medical workers employed in the mental health sphere in order to train professionals to deal with the LGBT needs, and thereby facilitate the development of a network of gay-friendly professionals;

· Adoption of international standards in relation to health care services for LGBT people;

· Distribution of materials to specialists about methods and techniques of working with the LGBT,  e.g. materials published by the American Psychological Association, American Psychiatric Association, National Association of Social Workers (NASW) National Committee on Lesbian and Gay Issues, and other international organizations.

Artificial insemination

Medically assisted human reproduction is an ensemble of clinical, biological and laboratory procedures that allow artificial insemination, in vitro fertilization, embryonic transfer, as well as other techniques equal to procreation except the natural process.
. 

Of course, initially, medically assisted human reproduction was conceived as a way to help barren and aseptic women.  Because of the difficulties faced by those of the community who want to have children, LGBT people have sought to take this route of medically assisted human reproduction.  

Legal framework

The right to Medically Assisted Human Reproduction is granted by the Law of Reproductive Health Care and Family Planning (No. 185-XV of 24.05.2001), article 10(1) “Women have the right to artificial insemination and in vitro fertilization.” The right to artificial insemination is stipulated in a separate document; a regulation adopted by the Government, at the proposal of Ministry of Health.   According to the Ministry of Health: “During the last 5 years the National Scientific and Practical Center of Reproductive Health, Genetics and Family Planning has registered 150 artificial inseminations with the sperm of the husband or the donor and 100 in vitro fertilizations by demand.”
Medically assisted human reproduction is only available to married couples.  Both husband and wife must submit a written request outlining the reason for their application for insemination services. Single women cannot benefit from artificial insemination.  Articles in the media discuss other unofficial ways for women to access medically assisted reproduction but, the single women are not covered in the legislation.  Thus a lesbian cannot undergo inseminations by legal means.

Surrogacy

The Black`s Law Dictionary
, 7th edition of 1999, defines the surrogate mother as “the woman bearing the pregnancy/child for, and on behalf of, another woman, which later on will give away her parenting rights to the other woman and the father of the child.”  Moldova’s legislation does not stipulate any specific regulations about “the bearing/surrogate mother”, nor in relation to any relationship with the sperm donors and their judicial status to the child.  
Another regulation referring to artificial insemination is article 149, clause 3 a) “Contesting paternity (motherhood)” from the Family Code.  This clause stipulates that the husband who had agreed in writing to artificial insemination or an  embryonic implant for his wife, does not have the right to dispute paternity. 

This article also stipulates that only the husband can give permission for a woman to undergo artificial insemination or to receive an embryonic implant.

Thus, the law requires that women, (this would include lesbians, although lesbians are not specified in the law) need the sperm donor’s agreement and it also allows for the possibility that the donor will request his parenting rights. From the point of view of men (we are thinking in particular of gay men) seeking to become parents, they will have to ask for the help of a female, and thus they are looking at “bearing/surrogate mother” situation or the “adoption” solution.

Surgical change of sex

The Moldovan Health care Law no. 411 of 02.04.1995, the main law of the health care system, does not directly stipulate for medical assistance for change of sex.  However, sex change is recognised in that the civil state acts Law stipulates procedures for changing, rectifying of filling the civil state act in case of submitting an official document indicating the change of sex. 

This kind of assistance is offered to all people, depending on technical and medical possibilities, and is treated like any other surgical treatment.  Thus, there is no legal prohibition for those of a differernt sexual orientation to medical procedures to change from one biologic sex to another.  
According to a letter from the Ministry of Health (nr. 06-32/244 of 11.10.2002), in Moldova there is no record of people who wishing to undergo a sex change being referred for mental health treatment or being hospitalized. This same letter, however, makes reference to the fact that homosexual relationships are studied as sexual perversion within the teaching of psychiatry.

Since 1992 only 2 people diagnosed with transsexualism were examined and treated. The persons received a certificate presenting no contraindications to change their sex. 

Reproductive Health, HIV/AIDS and other STI

Legal framework

Reproductive health is regulated by the Reproductive Health Care and Family Planning Law No.185-XV of 24.05.2001.  This law grants some basic rights in relation to reproductive health that have a bearing for the LGBT community.  For example, this law stipulates for the right to donate sexual cells and the right to artificial insemination.

Another aspect of interest for research is the right of minors to reproductive health care and to sexual education (Article 8). It would be in the public’s interest if the sexual education curricula for young people included notion of sexual orientation and oultined the risks of different sexual practices for heterosexuals as well as for homosexuals.

There is a series of legal documents stipulating legal aspects connected with HIV/AIDS and STI, the most important being presented below. 

1. THE LAW OF THE REPUBLIC OF MOLDOVA no. 1460-XII of 25.05.93 regarding the AIDS prophylaxis. 

2. The Government of the Republic of Moldova Decision no. 692 of 09.10.95 regarding the prophylaxis and control of AIDS and other Sexually Transmitted Infections.

3. The Government of the Republic of Moldova Decision no.482 of 18.06.2001 regarding methods of prophylaxis and control of AIDS and other Sexually Transmitted Infections.

4. The Government of the Republic of Moldova Decision no. 346 of 19.03.2002 regarding the National Coordinating Council for realizing “The Support of the National program of tuberculosis control” Project, supported by the Global Fund of the AIDS, tuberculosis and malaria control.

5. The National Program of HIV/AIDS and Sexually Transmitted Infections prophylaxis and control in the Republic of Moldova for years 2001-2005.

6. The Government of the Republic of Moldova Decision no.319 of 30.03.2004 regarding the realizing of the National Program of HIV/AIDS and Sexually Transmitted Infections prophylaxis and control in the Republic of Moldova for years 2001-2005

Institutional Framework

There is a series of governmental and non-governmental organizations working in the sphere of HIV /AIDS and other STI prevention and treatment. 

The Ministry of Health elaborates laws, national plans, and strategies in the field of reproductive health, HIV/AIDS and other Sexually Transmitted Infections (STI).  Recently, the Ministry of Health initiated a strategy for communication in the field of HIV/AIDS, in which GenderDoc-M participated, together with other organizations working in this field. The Communicating Strategy is intended to become part of the National Program of HIV/AIDS and Sexually Transmitted Infections prophylaxis and control and will be integrated in the Health Care Communicating Strategy.  According to the text of the strategy, Men Having sex with other Men (MSM) are included as a target group, and the Ministry will also collaborate with other ONGs and LGBT members in implementing the strategy.

The Republican AIDS Center is an institution that carries out tests for determining HIV status.   GenderDoc-M has collaborated with this institution for about 3 years. At the same time the AIDS Center is active part in preparing and developing different activities for HIV/AIDS prevention within the LGBT community.  The AIDS Center also gives support in establishing contacts with the Ministry of Health.  It should be mentioned that the National Program of HIV/AIDS and Sexually Transmitted Infections prophylaxis and control in the Republic of Moldova for years 2001-2005 included prevention activities for groups like people with homosexual orientations and MSM from the military corps, carabineer troops and penitentiary institutions. 

The Republican Dermatovenerial Dispensary is the only organization offering qualified medical assistance to people living with AIDS (PLWA).  The Public Dermatovenerial Dispensary is an institution that also offers diagnostic services and treatment of STI.  Neovita is a medical NGO offering treatment services for GenderDoc’s beneficiaries.

International context

According to Article 14 of Law no. 185-XV of 24.05.2001, the state guarantees the necessary legal framework for the prevention and punishments for preventingnon-observance of the rights and principles stipulated in the Covenant for Human Rights and Biomedicine.

Criminal charges for infecting with AIDS

If a person knowingly infects another person with the AIDS virus, they are liable for prosecution and under criminal law.  Such an act is viewed as an offence against public health and social co-living.  To bring a conviction, the person must be at least 14 years old and it must be proved that he/she was aware of being infect.  In the case of a medical worker, a case might exist if the person was found to have discharged his/her professional duties incorrectly.  The level of penalty depends on the aggravating circumstances of the offences.  The legislation was adopted with a view of protecting the population from contamination with AIDS, of controlling the rapid spread of this disease, and of promoting a healthy life-style as a way of preventing the disease.  

Legal framework

Law no. 1460 din 25.05.1993 regarding the AIDS prophylaxis provides for the right for all, citizen and non-citizen, to a medical examination, even anonymously.  The laboratory cost are granted free of charge. Medical workers are obliged to keep the information confidential about a person suffering from AIDS or infected with the immunodeficiency virus HIV.
A National Program of HIV/AIDS and Sexually Transmitted Infections prophylaxis and control in the Republic of Moldova for years 2001-2005 has been adopted by the Government Decision no. 482 of 18.06.2001.

While the above mentioned law does not make distinct reference to gay and lesbian persons, the government decision indicates, however, that homosexuals are included in the group of people at high risk of being contaminated with HIV/AIDS.  
Romania – Section One 

Introduction

As with other regions, there is no official information regarding the size, demographics or general characteristics of the LGBT population in Romania.  It is a population of low visibility, which until recently was subject to punishment under the law on grounds of sexual orientation, and which continues to experience discrimination and stigma.

In Romania the survey questionnaire was completed by a total of 391 people.  Table R1, which illustrates how respondents identified across the range available, shows that gay was the most common choice at 57.2%, with bisexual ranking at 29.5%.  



Table R 1 Categories of Identification 

	
	Percent

	
	

	Gay

	57.2

	Lesbian
	6.9

	Bisexual

	29.5

	Transgender
	3.6

	Heterosexual
	1.0

	Transsexual
	3.1

	Other (please specify)
	0.3

	Unsure
	1.8


(More than one response possible)



In general, we can observe from the data that, within the sample, all social strata are represented, the ethnic structure is similar to the Romanian population and that  there is a disproportionate number of men to women.  This latter fact can, in part, be explained by the fact that ACCEPT’s services are targeted more to men than to women.  

As can be seen from the data in Table R 2, our sample population was rather young, with the majority of respondents (75.7%) aged between 16 and 30.  

Table R 2
 General Characteristics

	Age
	Percent
	Gender            Percent

	Under 16
	0
	Female                 
	15.6                  

	16-18
	10
	Male
	81.4

	19-23
	29.4
	Do not identify 
	3.1

	24-30
	36.3
	Social Status Percent
Student                29.6

Worker                 51.0

Part time worker   6.1

Unemployed          9.2

Retired                    2.6

Other                    1.5

	31-40
	17.1
	

	41-50
	5.1
	

	50 and older
	2.0
	

	
	
	


Coming Out

Many LGBT people experience a heightened vulnerability to social exclusion.  One of the factors which contributes to this is a lack of cohesion for them within significant groups of belonging, i.e. family and peer groups.  The lack of cohesion results from the fact that many LGBT people keep their sexual orientation or identity hidden from family and friends.  Among our group of respondents, 61.2% were not out to the majority of their family members and 32.7% were not out to their friends.  
The process of coming out is a crucial act for LGBT people.  For one thing, it represents a level of self realisation and development.  It is of course the fear of negative reactions, such as being rejected and ostracised, that inhibit the coming out process.  It is not only important to be able to feel comfortable with one’s sexual identity with family and friends, but also at school and work, within the extended family and neighbourhood settings and when availing of public services, and in particular health services.   Table R 4 indicates that among our sample population, coming out to a friend ranks highest, with coming out to one’s mother ranking second.  

Table R 3 
Out to family and friends
	
	 Yes
	 No
	 No Response

	
	Percent

	Do the majority of members of your family know about your sexual orientation and/or gender identity?


	40.3
	58.4
	1.3

	Are you out to the majority of the members of your family?


	34.9
	61.2
	3.8

	Do the majority of your friends know about your sexual orientation and/or gender identity?
	66.1
	32.7
	1.3


It is interesting to note that coming out to someone at work ranks third and yet, if we consider this information from another perspective, we have a picture of the number of people from the LGBT community who are not out to anyone at work.  Given the proportion of every day we spend at work and the important part work plays in our socialisation, it is easy to understand the challenges in trying to keep a major part of one’s life a secret.  

Table R 4  
People Respondent Has Told About Sexual Orientation/ Identity 

	
	Percent

	
	

	Mother
	36.9

	Father
	19.9

	Brother/Sister
	37.7

	Other family members
	26.9

	Friends (other than your sexual partners)
	86.3

	Anyone at School 
	25.3

	Health Professional
	19.4

	Anyone at Work 
	30.2

	Neighbours
	18.1

	Roommates



	13.2

	Others 
	6.7


(More than one response possible)

When asked if the reactions of those people to whom they have come out had caused difficulty, the majority (66.6%) indicated that they did not experience any difficulty.  However, a full one-third (33.4%) of the respondents did experience some difficulty.  

General Health

When asked about physical activity, i.e. activity that lasts more than 20 minutes, raises the heart rate and produces hard breathing, such as running, cycling, other sport or sportive dancing, 62% of respondents indicated that they did not engage in such activity.  This certainly seems a higher than expected number and when one considers physical activity as one indicator of general health and well being, this finding is not an encouraging one.  

Of those who do engage in physical activity, Table R 5 shows the frequency with which such is activity is undertaken.  

Table R 5 
Frequency of Physical Activity


	
	Percent

	
	

	Daily
	29.5

	3-4 times a week
	34.2

	 Once a week
	28.2

	A few times a month 
	0

	Once a month
	5.4

	Less than once a month
	2.7


Tobacco and alcohol

Over 61% of respondents smoke on a daily basis; of these 60.7% smoke between 6 and 20 per day and almost 30% smoke over 20 per day.  

Table R 6 
Number of Cigarettes smoked per Day 

	
	Number
	Percent

	1-5
	23
	9.6

	6- 20
	145
	60.7

	>20
	71
	29.7

	Total
	239
	100.0


In terms of alcohol consumption, 85.6% indicated that they consumed alcohol regularly.  The data does show, however, that for the majority (93.4%) of these, weekly consumption does not exceed 10 units.  There is a range of opinion among health professionals as to what level of alcohol consumption can lead to health problems.  In the UK, for example, the advice from the Health Promotion Agency is that women who consume more than 21 units per week and men who consume 28 units per week are at a higher risk of damaging their health. 
Table R 7
 Weekly Consumption of Alcohol Units

	
	Number
	Percent

	<5
	232
	69.3

	5-10
	81
	24.1

	>10
	22
	6.6

	Total
	335
	100.0


Alcohol and Sex

What is certainly a more worrying statistic is the high number of respondents who have engaged in unprotected sex after drinking alcohol.  In a further question respondents were asked to indicate how regularly they used protection during penetrative sex.  Table R 8 below shows the range of responses.  Less than one quarter of respondents (24.2%) report that they always use protection, while 8.7% report never using protection. 

Table R 8
 Use of Protection during Penetrative Sex 

	Use of Protection During Penetrative Sex
	Percent

	
	

	Yes, sometimes 
	49.6

	Yes, always
	24.2

	Yes, but only with casual partners
	8,2

	Usually not
	9.0

	No, never
	8.7

	
	


Medical Testing

Respondents were asked about whether they had been tested for hepatitis, HIV and a range of STIs.  Table R 9 shows the percentage of the total sample that had undergone a test for Hepatitis A, B and C and for HIV, and the results of those tests.  Almost 50% have been tested for Hepatitis A and with 4.8% of those not knowing or not wanting to disclose the result of that test a full 15% reported testing positive.  Fifty seven point one per cent of respondents had tested for HIV and of these 1.8% report having a positive test result, with a further 5.3% not knowing or not wanting to disclose the result.  
Table R 9 
Results of Tests


	
	%

Tested
	Positive 
	Negative
	Don’t know/

Don’t want to disclose

	Hepatitis A

	47.7
	15.0
	80.2
	4.8

	Hepatitis B
	44.1
	2.3
	94.2
	3.5

	Hepatitis C
	38.0
	0
	96.0
	4.0

	HIV
	57.1
	1.8
	92.9
	5.3


In relation to the other STIs, 46.2% indicated that they had been tested for an STI other than hepatitis and HIV. They were then asked to indicate if they had tested positive for any of the STI listed in Table R 10.  That table shows the responses.  Gonorrhoea was the most common response with 54% of the tested group testing positive.  (This represents 30% of the total number of respondents.)  Thirty five point three of the tested group (16.3% of the total respondents) tested for syphilis.  
Table R 10 
Tested positive for STIs 

	
	% of Those Tested

	
	

	Gonorrhoea
	54.0

	Chlamydia
	6.5

	Syphilis
	35.3

	Bacterial vaginosis
	7.2

	Trichonosis
	2.2

	Non specific urethritis
	17.3

	Other
	23.7


(More than one response possible)

Relationship with Healthcare Providers
A significant segment of the respondents (20%) have not chosen a family or personal doctor.  Responses to questions about their experiences with the healthcare system are shown in Table R 11 below.  While the vast majority (88.5%) report that they have not had problems within the system because of their sexual orientation or gender identity, almost 40% said that they would not feel comfortable revealing these details to a healthcare provider.  

Table R 11 Experiences with Health Care Providers

	
	Yes
	No
	 No Response

	
	
	Percent
	

	Have you experienced any problems due to your doctor or anyone else in your doctor's practice knowing or presuming you to be gay, lesbian, bisexual, a person engaging in same sex activities, and/or transgendered?


	10.5
	88.5
	1.0

	Would you feel comfortable revealing your sexual orientation, gender identity or sexual practices with people of the same sex, to your health care provider?


	39.3
	56.9
	3.8

	Would you reveal sexual orientation, gender identity or sexual practices with people of the same sex if it was necessary for proper medical care?  



	76.0
	17.9
	3.8

	Have you ever not visited the doctor or other health services because of a fear that you would have to reveal your sexual orientation or gender identity?


	21.9
	79.1
	1.5

	Have you ever delayed seeking medical treatment because of fear that your sexual orientation and/or gender identity would be revealed?
	19.4
	79.1
	1.5


When asked if they felt that could trust their doctor to keep the test result confidential, 53% said yes, 26.9 said no and the remaining 19.3% indicated that they did not know.    A related question about whether people with HIV/AIDS experienced discrimination, of those who knew someone who has HIV/AIDS 85% said that that person did experience discrimination from the healthcare system because of their sexual orientation. 

In terms of satisfaction with healthcare services, Table R 12 shows the range of responses. 

Table R 12 Level Of Satisfaction With The Medical Health Care Service 

	Very unsatisfied
	Unsatisfied
	Neither satisfied or unsatisfied
	Satisfied
	Very Satisfied
	Average

	Percent

	9.7
	23.0
	31.9
	26.8
	6.6
	3.0

	
	
	
	
	
	


Suicide

Forty three point four percent of respondents report having suicidal thoughts and slightly more than that, 44.7%, report having attempting suicide.  Of those who report attempting suicide, 61.8% feel that it is related to reactions toward them because of their sexual orientation or gender identity. 
Table R 13
 Suicidal thoughts and suicide
	
	Yes
	No
	 No Response

	
	Percent

	Have you ever had suicidal thoughts?


	43.4
	54.8
	1.8

	If yes, have you ever attempted suicide?


	44.7
	54.7
	0.6

	If yes, do you feel this was in anyway due to your own or other people’s feelings in relation to your sexual orientation or gender identity?
	61.8
	38.2
	0


Romania – Section Two

Introduction

To understand the situation for LGBT people in Romania it is not enough to study the status of anti-discrimination and other rights-based legislation.  From the perspective of LGBT people, Romanian society is pervaded by public as well as social policies that discriminate against those of a sexual minority status, which work, on a daily basis and in a systematic way, to incriminate LGBT as outcasts.  This means that, on the one hand, the majority of the population rejects LGBT identities in family and social life, and, on the other hand, that LGBT individuals are forced to adopt self-rejecting and dissimulation strategies in order to make themselves socially acceptable.  

 Discrimination against LGBT people in the Romanian society continues according to the “unwritten laws” of a tradition of discrimination that, over the past 60 years, has subjected LGBT to severe moral, religious and political stigmatization. Relying on stereotypical clichés that describe homosexuality as a “vice”, a “sin against nature” or an imported trend corrupting authentic “Romanianness”, the tradition of discrimination nurtures consistent verbal, psychological and physical aggression against LGBT, at virtually at all social levels. According to an opinion poll conducted in November 2003 by the Institute for Public Policies, LGBT people are considered to be the most despised minority group in Romania, while 37% think that homosexuality should be punished by law.  One half believe that there is no gender discrimination in Romania and 58% have never heard of the National Council for Combating Discrimination (NCCD), the institution established to combat intolerance and discrimination. 
An example of the existence of discriminatory legal provisions, despite legal reform, relates to article 200 of the Penal Code (the sodomy law), which was repealed at the end of 2001.  There remains, however, a number of provisions which function in a discriminatory manner toward LGBT people.  For example, the provision regulating the notion of sexual activity in private, specifies that same sex couple who engage in public displays of affection are liable to incur administrative fines.  Such restrictions do not apply to heterosexual couples.  This has the effect of forcing LGBT to remain invisible and thus suffer all of the consequences associated with repressed identity.  

The Constitutional Framework 
The equal treatment of all citizens is guaranteed by the 2003 Romanian Constitution. An entire chapter is dedicated to the freedom of citizens, including the right to life, the right of physical and mental integrity (Art.22), individual freedom (Art.23), the right of defence (Art.24), the right to private and family life (Art. 26), freedom of conscience (Art.29), freedom of expression (Art. 30), right for health protection (Art.34), right of assembly, etc.

All of these human rights, which are constitutional protected, are to be interpreted and applied in concordance with the Universal Declaration of Human Rights and other international treaties and conventions signed and ratified by Romania.  However, legislation is required for their effective implementation.  It should be noted that the Romanian Constitution does not prohibit discrimination on all the grounds covered by the antidiscrimination law (such as sexual orientation), despite the proposed drafts submitted by several NGOs, including ACCEPT, during the Constitutional Forum.
Equal opportunities legislation 
The 2002 legislation on equal opportunities between women and men (based on EU directives) can be considered as satisfactory in terms of its consideration of  direct and indirect discrimination, harassment, positive discrimination, the reversal of the burden of proof, etc. and its application to combat discrimination in areas like labour relations, education, access to health. However, the state has not yet developed adequate mechanisms to implement the law and to promote and develop policies for equal opportunities. Under the law a range of agencies and departments within the Ministry of Labour, the Ministry of Health, the Ministry of Education, and the Ombudsman are charged with it implementation. 
The first step in effecting the equal opportunities legislation is a process of mediation during which the trade union can act on behalf of the victim.  If the mediation fails, the victim can initiate a legal action before the labour courts or before the administrative courts, during which she/he can demand civil damages and the re-establishment of his/her prior status.  Significantly, the trade unions and NGOs with a legitimate interest in this area, can have active legal standing and might able to represent the victim with his/her consent. 

The responsibilities between the NCCD and the Ministry of Labour, Family and Social Solidarity are overlapping. At this moment, the National Agency for Equal Opportunities between Women and Men within The Ministry of Labour, Family and Social Solidarity can assess and suggest sanctions in cases of alleged discrimination based on gender. The Agency then submits a notification to the NCCD, the only institution with a clear legal mandate to apply a sanction.

Antidiscrimination legislation
The first step in the reform of the legal system to provide protection against discrimination on the basis of sexual orientation came in 31 August 2002 with the adoption of Ordinance no. 137/2000.  This is concerned with the prevention and punishing of all forms of discrimination. Protected groups are defined on comprehensive grounds including: 

Art. 2.1. “race, nationality, ethnic belonging, language, religion, social status, beliefs, sex or sexual orientation, belonging to a disfavoured category or any other criterion…”
Art.4: “disfavored category” is the category of persons that is either placed in a position of inequality as opposed to the majority of citizens due to their social origin or to a handicap or is faced with rejection and marginalization due to specific circumstances, such as a chronic non-infectious disease, HIV infection or the status of refugee or asylum-seeker.”
The areas of application of the anti-discrimination legislation is defined by Art.3 as amended by Law 48:

a) employment conditions, criteria and conditions of recruitment and selection and promotion, access to all forms and levels of professional orientation, professional training, and refresher courses;

b) social protection and social security;

c) public services or other services, access to goods and facilities;

d) the education system;

e) enforcement of public peace and order;

Legal remedies allow for a separate civil action claiming civil remedies granted by the courts.  However, this procedure is not designed to support and encourage the access of victims to justice, because of the need for a separate legal action. It is also still unclear how this procedure can be used in the court.

Mechanisms to ensure implementation 

The main body charged with ensuring the implementation of the legislation is the National Council for Combating Discrimination (NCCD).  The Steering Board was appointed in July 2002. However, the European Commission and other relevant human rights/minority rights NGOs have expressed concern that NCCD is not truly independent due to its administrative subordination to the Government.  Thus, although the first among the accession countries to adopt anti-discriminatory legislation, Romania faces undesirable delays in the implementation of its provisions.  This is due, in the main, to the failure of the NCCD to exercise its mandate.  
HIV/AIDS legislation

A positive feature of the legal system in Romania is the existence of a specific law to prevent and limit the spreading of AIDS, including provisions for the protection of the people who are HIV positive and people living with AIDS (PLWA). However, the law does not explicitly mention some vulnerable groups.  This means that groups such as MSM (men who have sex with men) and CSW (commercial sex workers), who are considered to be socially unacceptable, might be excluded from the national strategies of intervention.

Several provisions on protection, confidentiality and adequate treatment are included in the law and seems satisfactory from the medical point of view. However, due to the importance of these measures in this sensitive field, it is important to establish specific penalties (fine, warning, dismissal, etc.) in order to ensure uniform compliance. It is necessary to mention that, in some cases, if the confidentiality of the medical act is not respected, a LGBT patient can use provisions of the antidiscrimination law which cover both sexual orientation and HIV positive status as legitimate grounds.

The law recognises the role of NGOs in HIV/AIDS prevention, stipulating that the activity of these organizations is supported by the Romanian Government. It is important for NGOs that their HIV/AIDS prevention activities and support for PLWA is not just recognized, but encouraged through state grants and tax facilities. The law neglects entirely this fundamental element of supporting the capacity of NGOs who are completely dependent on external financial resources. 

National Strategy for Surveillance, Control and Prevention of HIV/AIDS, 2004-2007

The national strategy was put together by the AIDS National Commission, an inter-sectoral body under the authority of the Prime Minister. Eight NGOs, including ACCEPT, were actively involved in the preparation and developing of the national strategy, in partnership with a significant number of international agencies and donors. The strategy proposes three major areas of intervention: (1) prevention of HIV transmission in order to maintain the HIV incidence in 2007 at the level of the year 2002, (2) access to treatment and care for PLWA and vulnerable groups, and (3) the surveillance of HIV and associated risks factors.

A distinct chapter is dedicated to men who have sex with men (MSM), which is partially reproduced below:

“Key elements for HIV and STI prevention among homosexuals”

a) Creating an enabling environment for program development

Objective

Reduction of discrimination and promotion of the active involvement of people with homosexual orientation in the elaboration and implementation of strategies and programs

Strategies

· Continuation of the discrimination reduction campaign using also institutional instruments as the National Anti-Discrimination Council and the National HIV/AIDS Surveillance, Control and Prevention Commission.

· Establishment of partnerships among public programs and the organizations of the people with a homosexual orientation in order to developed joint programs.

b) Expanding programs at national level

Objective
Reinforcement of community based organizations and model replication in order to develop activities to a national scale that will reach at least 60% of the people with homosexual orientation.
Strategies

· Initiation of partnerships between community organizations and local authorities in order to increase the efficiency and coverage of programs;

· Increase the number of organizations which develop HIV prevention activities among this group and creation of a collaboration framework;

· Expansion of pilot programs in other areas where such programs are needed, based on research/evaluation

· Expansion of peer educators programs among people with homosexual orientation;

· Promotion of MSMs’ access to health and preventive programs;

· Large-scale introduction of condoms and appropriate lubricants”.

        However, this multi-sectoral approach and involvement in HIV/AIDS prevention targeting MSM has not been supported financially by the Romanian Government. The entire budget for MSM activities for 2004-2006 was covered by the Global Fund to Fight AIDS, Tuberculosis and Malaria. There are no signs of political will so far that the Romanian Government will finance in the future such types of prevention programs and activities toward MSM.

The law draft on artificial insemination and reproductive rights

The draft law approved by the Parliament in 2005 restricts access to artificial insemination based on marital status. Gay couples are explicitly rejected. If  the Law is passed, then it will clearly infringe on the civil rights of those from within the LGBT community who would want to avail of artificial insemination.  Recently, the Presidential Office redirected the draft to the Romanian Constitutional Court.

Mental health

In July 2002, Romania adopted the Law on Mental Health and Protection of people with mental disability, acknowledging that mental health is an inseparable part of public health policy. This law is a step forward, since it is widely known that Romania is facing a severe crisis in terms of the lack of basic human rights protection for the people with mental disabilities, especially those who are placed in psychiatric institutions where their rights are basically suspended.

In its Resolution on Romania’s progress towards accession, the European Parliament issued a consistent call concerning cases of human rights violations and ill-treatment in mental hospitals.  The Parliament expressed its deep concern at the fact that people with mental disabilities are subjected to arbitrary detention in mental hospitals and other residential institutions.  It called on Romania to address this situation as a matter of the utmost urgency and to ensure that hospitals and institutions have adequate resources for treatment and living conditions.
What is the connection between this particular situation and the health status of LGBT people? Information received by ACCEPT raise concerns that, in some cases,  especially among the youth, LGBT people can be involuntarily referred to psychiatric institutions based on decisions taken by their parents eager to find a “cure” for the homosexuality of their children. Despite the fact that Romania is a member of World Health Organization, there are still psychologists and psychiatrists who believe that homosexuality per se is an indicator of mental and/or emotional disorder, if not a mental illness. The expression of such views  in public is not a rare phenomena in the contemporary Romania. Some mental health practitioners have pointed out  that (homo)sexual orientation can be changed through a therapeutic process. A significant number of psychological counselors working in the public educational field have little or no information about sexual orientation issues, often reacting to the needs of their LGBT beneficiaries in a judgmental and negative way. 

 The Mental Health Law contains a controversial paragraph which could attach negative value to homosexuality: “Mental health protection consists of the adoption of measures by institutions empowered by law, in order to limit the spreading of concepts, attitudes and behavior harmful for mental health, especially drug abuses, violence, unnatural sexual behavior and pornography “(Article 7, par.1).
Contrary to any attempt to tackle stigma, discrimination and inequality associated with homosexuality, this particular provision runs the risks of being instrumental in the stigmatization of the LGBT lifestyle, legitimizing societal prejudice and discrimination.

Other aspects of the law could also prove problematic, from a general human rights perspective, such as that which provides for the transfer of medical files and other information.  The law states that this can be done “when the transfer of the patient is carried out, if the patient agrees to be transferred”. It is not specified whether the medical files can be transferred in the case when a patient is transferred without his/her consent.

Involuntary admission is a particular sensitive area, knowing that for many years the Communist Romania detained homosexuals in psychiatric facilities. The law specifies that the patient and his/her representative “can apply to a competent judicial body, challenging the decision of involuntarily admission “ (article 54, par. 1). It is unclear what decision can be challenged: the physician’s decision or the commission’s decision who approves (or not) the physician decision. No proceedings applying to the hearings in the court or within the psychiatric units are specified.

Age as a health LGBT concern 

There is no documentation on how older LGBT people are currently living in Romania. We know that they spent a lot of their lives within a society where discriminaiton on the basis of sexual orientation was legal and sponsored by state.  During this time they will have developed mechanisms for protecting themselves from arrest and also from social penalties associated with their sexual orientation. The conclusion of an American report from 1982 is also relevant in the Romanian context:

         “When today’s older gays were young, they faced an unrelieved hostility towards homosexuality that was more virulent than is today…The need for secrecy caused an isolation which imperiled their most intimate relationship. And the greatest damage was done to those gay people who believed what society said about them, and thus lived in corrosive shame and self-loathing” (Dawson, p 5).
Living in a youth-oriented community, older LGBT people are less likely to disclose their sexual orientation in public which make them even less visible, even within the LGBT community.  This double invisibility, based on age and sexual orientation, or triple invisibility (age, gender, and sexual orientation), is critical from a psychosocial health and medical perspective. There is no HIV/AIDS prevention outreach work designed and oriented toward this target group; there are no community resources to encourage this target group in becoming self-affirmative by accepting their sexual orientation; no specific service of support for this target group is available within existing LGBT organizations, no program is designed to take into consideration their psychological and social needs within care institutions.  Furthermore, there are no legal provision in place regarding inheritance and other related rights to surviving LGBT partners.

LGBT Youth, as a vulnerable group

Living in a homophobic and patriarchal society, the process of identity development for young people is endangered by the conflicting strategy of avoiding a stigmatized sexual identity. Studies carried out on MSM (men who have sex with men) show that this internal conflict has a negative impact on the ability of gay youth to prevent HIV transmission. Since low self-esteem - which is known as a particular problem for the younger gay men - could compromise the decision to have safe sex,  it should be addressed from a public health perspective. Such an approach was taken by the community-based AIDS Councils in Australia. Their HIV prevention strategy for gay men is summarized by Neil Miller (p.262):

        “As part of the effort to confront the epidemic, the AIDS council’s saw their role as fostering individual self-esteem and gay community development. The idea was that the better individual gay men felt about themselves and the stronger their community support systems were, the more likely they would be to practice safe sex and to lead healthy lives”. 

Double identities, emotional conflicts and social isolation represents a central part of the lives of LGBT youth, regardless of the societal context they live in. At an Asian Lesbian Conference in Bangkok, Thailand in 1991, participants described the same “feelings of isolation, invisibility ostracism by society, the pain of having to lead double lives, problems of coming out to the family” as being common to all. (Historic Meet, 1991, Bombay Dost, 1, p. 5-6). Consequently, isolation and problems associated with coming-out are the central features which influence the lives of the most LGBT youth.

It has been documented that anxiety and depression occurs frequently within LGBT youth due to the cognitive, emotional and social isolation.  Factors which contributed to these forms of isolation include: lack of information about sexual identify, absence of peers and role models, little or no support in adopting same sex behaviour, lack of groups of support and other services in high schools and universities, and fear of facing experiences of discrimination and harassment.  Among the health concerns relating to these conditions is a greater risk in terms of sexual-risk-taking and poorer personal health management than the heterosexual youth. 
          “It appears that lesbian, gay, bisexual youth may also be at greater risk for suicide attempts, substance abuse, depression, school dropout, and being runaways or rejected from their homes because of homophobia. Gay male adolescents are often at high risks for HIV/AIDS and remain neglected in both research and prevention efforts. Lesbian youth, as well as gay youth, often participate in high-risk sexual behavior with both genders “ (Advancing Gay and Lesbian Health, p.8)

Transphobia in the healthcare system

Many transgender people are daily confronted with public humiliation, marginalization and even exclusion in accessing health services. Informal interviews with transgender clients of ACCEPT, confirmed by this study, show: (1) the difficulty in obtaining medical care is severe; (2) health insurance does not adequately cover hormone therapy and not at all the sex reassignment surgery; (3) hospitals and clinics have no procedures and standards for the treatment of this particular target group; and (4) the lack of scientific information about transgender issues is endemic among health providers

ACCEPT is constantly receiving information from its transgender clients that transphobia is widespread within the health care systems; they are called “freak” or “faggot” by the receptionists; the confidentiality of their medical information is commonly not respected; the psychiatrists receive them with reluctance, often being judgmental. There are no policies or internal procedures, however, in place to prevent and combat acts of discrimination based on transgender status within the medical field.

 From a legal point of view, transgender identity is not included in the definition of sexual orientation or in a separate category, such as gender variance, which means that it is not protected by any specific provision of the antidiscrimination legislation. Romanian legislation fails to take account of the myriad of issues related to transgender status. The lack of clarity and vision in this particular field affects severely the rights of transgender persons.
Conclusion

In order to eliminate barriers to healthcare, two steps must be taken.  First, at the level of the healthcare system, it is necessary to build awareness of LGBT needs and to develop the skills needed to meet these needs.  Secondly, at the individual level, it is necessary to encourage self-confidence and self-esteem as well as developing advocacy strategies.  Because individuals were unaware that they have the right to health care and did not know what institutions and services could help them secure their rights, very few people were aware of the lack of services. 

The healthcare system must be structured and promoted as an inclusive and non-discriminatory environment for LGBT so as to increase the trust of LGBT clients. The most important aspect is to ensure confidentiality of client data, including information about sexual orientation and (trans)gender identity.

Learning

Introduction

The level of learning acquired both by ILGA-Europe and the partner organizations cannot be overstated.  This section of the report will deal with the broad strokes.  However, it seems that to fully capture, not to mention assimilate the learning, would require a separate exercise of facilitated reflection and consultation with both health and research professionals.  It will be difficult, therefore, to carry forward much of the learning to Phase 2 of the project.  Indeed it is our position/the case that a major outcome of the research for ILGA-Europe is a commitment to re-strategise our approach in the field of health to take account of, among other things,  internal capacity building and the development of a long-term view of the role we can play.  

What follows is an overview of the main aspects of the immediate learning.  

Project Management

1. A frustration experienced by the project co-ordinators in the partner organizations was their lack of input into the design of the survey questionnaire.  There were strategic as well as pragmatic reasons why this was so.  In the first instance this type of quantitative research was new to the partners and there was nervousness, therefore, about competence.  Pragmatically, there was some urgency about getting the research underway and it was judged that we were working with a well-tested instrument that should require little modification.
2. In Phase 2 local co-ordinators were given more independence in re-structuring the questionnaire, which should allow them to better reflect local situations.  The Phase 2 questionnaire is more gender- and transgender sensitive.  It has also shifted somewhat away from a health focus to more of a rights focus.  Obviously, the primary objective remains the assessment of health and health needs but it was felt that, given the general state of public health services in these countries, the change in focus might illicit more relevant responses.

3. Project co-ordinators will be given more autonomy.  This is likely to result in the adoption of different approaches in each country.  While this will present its own challenges to ILGA-Europe, it will, we believe, allow for stronger ownership by the partners.  It will also produce a rich pool of learning, which can then be shared with all project partners.  

4. Concern has been expressed by all parties, including ILGA-Europe, that ongoing communication throughout the course of the project was not adequate.   This led to frustrations, unnecessary misunderstanding and, most importantly, a distraction from data analysis and report writing.   


In Phase 2 systems will be established to ensure that communication is 
systematised and remains open.

5. Pressure of deadlines and the delays referred to above, meant that there was little time for follow through with the partner organizations.  To redress this, ILGA-Europe intends to bring all five projects together at the end of Phase 2 and to put resources into assessing and strategising for follow- through plans.  This will include, how to take the research further, how to further interrogate the existing data, how to build capacity within organizations for research, how to develop advocacy strategies etc.  While ILGA-Europe is not in a position to commit significant material resources to this kind of work, we can play a useful role in facilitating the first steps in the process.  

6. Assimilation of the learning – or as one participant put it, “doing the learning” – is often not given the attention it needs.  The time and reflection required to mainstream learning into our organizational structures and processes sometimes seem like luxuries as we move on with other work and to other projects.  ILGA-Europe intends to allocate time at the end of Phase 2 of the project to gather together all of the learning and to put in action some mainstreaming activities. 

Research Methodology

There are a number of areas to discuss with regard to methodology.

1. Target Group: For the most part respondents in all three countries represented the younger, better educated, white, male, and openly out cohort within the LGBT population.  This research is not be the first to report such biases in the sample.  It is not easy to overcome such biases.  This is particularly so with a community, such as LGBT, which is marginalised and, especially in CEE and the NIS, largely invisible.  It is difficult, if not impossible – and this is reported worldwide from other research projects on LGBT – to target a representative sample.  While some changes have been made to make the questionnaire for Phase 2 more gender and transgender sensitive, the changes will only bear fruit if we can reach more women and more transgender people.  To do this projects will have to be more proactive in reaching a broader spectrum of people.

2. Perhaps the most under-represented group from within the LGBT population was women.  It is true that very, very few transgender or transsexual people were captured – fewer than women – and this shortcoming needs to be addressed.  However, in terms of the size of the transgender and transsexual populations relative to the population of women, the shortage of women in the survey is more serious.  Again, this is not a new phenomenon and the myriad factors that contribute to a male-bias have been debated in LGBT communities all around the world.  Clearly, we have to work on how to research more women.  This will involve more targeted outreach and communications strategies.  It will also have a bearing on questionnaire design and administration.  

3. The survey questionnaire had been adapted from one that had been used by a number of studies in the UK.  It is clear that more work needs to be done to design one which takes account of the cultural and legislative situation in CEE and the Newly Independent States (NIS).  This will require more time and resources than were available to this project.  It will also require a concerted collaboration with a number of agencies and professionals from a range of backgrounds. 

4. The effective administration of a survey questionnaire is dogged by many challenges.  In the absence of being able to select a random sample of the LGBT community one is left with the time-consuming and resource-consuming task of devising outreach techniques to reach the target group.  The partner organizations worked very hard at this aspect of the proejct.  One of the impediments to such a painstaking approach is the pressure of deadlines.  Other issues in questionnaire administration involve training of interviewers.  ILGA-Europe hopes to work on these matters. 

5. In relation to data management, interpretation and analysis much could be achieved by access to national mainstream data as well as to other similar studies.  

Capacity Building

1. Internal: If ILGA-Europe is to build on the work of this project – and it is our intention to focus in that direction – then we need to build our own capacity to do that.  Some of this will be achieved through networking and coalition building, which is discussed separately below.  In addition it seems that a lot could be gained by accessing training on issues related to research processes.  Another facet of capacity building could usefully be finding out what research has been carried out in CEE and the NIS and other countries closer in culture and administration, than those of the West.  This would necessarily involve additional resources which ILGA-Europe would have to source. 

2. The partner organizations are the experts on LGBT matters in their respective country and are best placed, therefore, to take the lead on this kind of research.  They are perhaps more expert as advocates, lobbyists and campaigners – and this will be borne out in their follow-up advocacy work.  Nevertheless, these organizations could benefit from some capacity building in aspects of research methodology.  This, it seems, could be achieved with minimal resources and ILGA-Europe would hope to facilitate this.  

Networking and Coalition Building 

There is now a considerable range of organizations working on issues of health in CEE and the NIS.  Much of the work is becoming more focussed and targeted – OSI’s new SHARP programme is one example – and much is becoming more collaborative in its delivery.  This is ILGA-Europe’s first health project.  Part of our strategy going forward is to network with other relevant stakeholders – at local, national and international levels – so as to increase our knowledge and expertise.  We already work within an extensive network of human rights activists and leaders, policy makers, social NGOs and LGBT partners.  We want to expand our network to include healthcare professionals – providers, advocates, policy-makers, funders, researchers.  Beyond networking is the prospect of building coalitions, which, of course will depend on a range of issues and which we will approach with the underlying strategy of developing coalitions that are mutually beneficial in terms of serving the interests of the LGBT health.  
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