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Abstract
Approximately 7% of the population identify as gay, lesbian and bisexual. Older
lesbians have been almost invisible in LGBT research and in ageing policy.

The report presents the findings of a fifteen-month research project supported by
funding from the NHS National End of Life Care Programme.

The research explored the attitudes and current practices to the assessment of the
care needs and the delivery of care to older lesbians in care homes in Bradford and
Calderdale.

The findings indicate that there is a poor understanding of the differences that set
older lesbians apart from their heterosexual counterparts. As a result, older lesbians
are likely to be disadvantaged in a system that can both fail to meet their needs and
acknowledge their individual identity.
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Introduction
The authors of this report are 4 trustees of the Labrys Trust, a registered charity
based in Bradford and Calderdale. All are older lesbians, none is a professional
researcher, but all are committed to promoting the visibility of older lesbians and to
assisting in articulating their needs.

We belong to the generation of lesbian, gay and bisexual people who has been
enabled to come out of the closet by the political and cultural changes that have
occurred over the decades of our lives. Now reaching retirement we recognise that
sexual orientation and gender identity do not disappear simply because we age.

The Trust grew out of a concern for what will happen to us as older lesbians as we
age. The Trust has previously carried out a small piece of research in which a
number of older lesbians were interviewed and the need for a lesbian-staffed advice
line, providing information on health, housing, support services and lesbian-friendly
social groups, was identified. In April 2011 a confidential phone line service,
providing information and signposting, was launched to go some way to meeting this
need.

The Trust is currently developing an advocacy service, to be in place during 2013, to
provide support to older lesbians in a range of situations: for example accessing care
services. Future plans for the Trust include the provision of a befriending service
and a car transport scheme. Alongside these services a research programme has
been established. The ultimate goal for the research programme is to produce a
series of publications for the Trust addressing the issues affecting this section of the
population that is female, older and lesbian.
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It is intended that this research programme will provide an evidence base to:


inform the work of the Trust: enhance the quality of the phone line service and
provide a basis for the future advocacy service;



allow the voice of older lesbians to be heard;



inform policy in healthcare settings, for example through training and
awareness raising with care providers; and



inform policy makers at local and national government level.

The Literature Review
Many of the factors impacting on the section of the population that is older, female
and lesbian are shared with their heterosexual peers. Others set them apart.
The literature review examines the position of being older, lesbian and female and
attempts to contextualise this position in relation to care provision.

Being Older
Demographic change in the UK means that an increasing percentage of the total
population is now aged over 60. Moreover the number of people living into late old
age is increasing:


The percentage of the total population who are over 60 is predicted to rise
from 22% at present to nearly 29% in 2033 and 31% in 2058



By 2083, about one in three people in the UK will be over 60



The population over 75 is projected to double in the next 30 years



The number of people over 85 in the UK is predicted to double in the next 20
years and nearly treble in the next 30

Within the older population:


About 3.8 million live alone. 70% of these are women over 65.



Over 2 million people over 75 live alone; 1.5 million of these are women
(ageUK, January 2013).
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The likelihood of living alone increases with age. The twin factors of living alone and
living into late old age combine to increase the ‘risk‘ of arriving at the last resort of
the care system; the residential home.

Care and support is something that affects us all: 76% of older people will need care
and support at some point in later life. Demographic change means that the number
of people needing care will increase significantly in the years ahead.

The majority of people now aged 65 will need some form of social care and support
in their later years. Of people currently aged 65:


Around a fifth of men (19%) and a third of women will need residential care



Just under half of men (48%) and just over half of women (51%) will need
domiciliary care only



Only a third of men (33%) and 15% of women will never need social care
(Caring for our future 2012)

“Older people who are unable to look after themselves at home are often required to
leave their home and live communally with others in a segregated community,
whether they want to or not; there are few alternative options” (Bowers, H. et al
2009).

According to the latest Laing and Buisson survey (April 2011), there are
approximately 420,000 elderly and disabled people in residential care (including
nursing); approximately 404,000 of them are aged 65+. This means that over 95%
of care home residents are aged 65 or over.
“The risk of being in a care home (or NHS long stay hospital) increases with age: it is
less than 0.1% for under 65s, less than 1% for those aged 65-74, less than 4% for
75-84 and just under 16% for people aged 85+” (ageUK, January 2009).

Those aged over 85 are the most likely to receive care, including living in care
homes.
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“Older age can be characterised by ageism, social isolation through loss of family
and friends, poor health and income poverty and it is generally accepted that, similar
to older people in general, older LGBT people are faced with these same issues”
(Musingarimi, P. 2008).

Older people experience discrimination in many areas of their life:


60% of older people in the UK agree that age discrimination exists in the daily
lives of older people.



53% of adults agree that, once you reach very old age, people tend to treat
you as a child.



52% of older people agree that those who plan services do not pay enough
attention to the needs of older people
(ageUK, January 2013).

“Ageism and discriminatory practices tacitly accepted and embedded in society have
led to older people being systematically denied resources and opportunities that
others enjoy. Older people are not acknowledged as equal citizens within society, as
people with equal rights, as valued and as valuable as everyone else. They continue
to be perceived as passive recipients of care first and foremost. As a result, the
voices of older people are rarely heard, including in many academic analyses of
policies and consulting older people as consumers and purchasers of services is a
relatively new phenomenon” (Bowers, H. et al 2009).

Being Female
At older ages females outnumber males, reflecting the higher life expectancy of
females. Late old age is a woman’s world, with women outnumbering men by two to
one over the age of 90.

At age 75 and over there are three times more women living alone than there are
men living alone.
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People living alone by age and sex
2011 estimate (thousands)
Males

75 and over

547

Females

75 and over

1,486

Total

75 and over

2,032
Office for National Statistics (2012)

The prevalence of living alone increases with age and at older ages females
increasingly outnumber males, again reflecting the higher life-expectancy of females.
“Living alone remains a significant ‘risk factor’ for moving into a care home” (Laing &
Buisson, 2007).
“Single (never-married) women are eight times more likely than their married
counterparts to live in residential care” (Arber and Ginn, 1991).
“This occurs in spite of the fact that this group generally has the most friends and the
highest levels of contact with relatives compared with other older people. The higher
proportion of single women who move into residential care, therefore, is less a result
of late life social isolation than cultural expectations about who people can ask for
help with personal care. Most single women name siblings and friends as their key
source of support, that is, people of the same generation, but as one person
observed: ‘We will all end up needing help at the same time’” (Cordingley, 1999).

Older women thus form the largest group of social care clients. Two thirds of
community care clients over 65 are women.

Three quarters of residential care

clients over 65 are women (ageUK, 2012).

A range of events and circumstances can lead older people into care. Dementia can
be a precipitating factor when someone can no longer care for themselves or be
cared for at home. The number of people with dementia is increasing because
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people are living longer and the people who are living longer are women. One in
three people over 65 will develop dementia.

The risk increases with increasing age:

65-69 years

1 in 100

70-79 years

1 in 25

80+ years

1 in 6

“One third of people over 95 have dementia. Two thirds of people with dementia are
women. Two thirds of people with dementia live in the community, while one third
live in a care home. 64% of people living in care homes have a form of dementia.”
(Alzheimer’s Society, 2013).

Care and support too often acts as a crisis service in response to such precipitating
events as discharge from hospital, deteriorating mental health or physical incapacity,
with the recipient having little choice or control.
“It is usually other people (families, GPs, social workers) who are in control of older
people’s decisions, arrangements and financial transactions at this critical period.
The situation does not change once people have moved into a care home” (Bowers,
H. et al 2009).

Being Lesbian
There is an absence of reliable statistical data on sexual orientation. “Government
estimates that the lesbian, gay men and bisexual population is between 5 and 7% of
the UK population. On this basis, we estimate that there are between 600,000 and
840,000 LGBT people over State Pension Age in the UK” (Stonewall, 2011). How
many of this number under the umbrella of LGBT identify as lesbian is unknown.
What we do know is that to define lesbian in terms of sexual orientation or sexual
activity is to impose a narrow conceptualisation detrimental to the understanding of
the totality of what it is to be a lesbian.
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“Some

lesbian

conceptualisation.

women

would

not,

however,

ascribe

to

such

a

narrow

For some women, lesbianism is a personal and political

standpoint that may, or may not involve intimate relationships with other women.
Moreover, there are those who choose celibacy, but who still identify as lesbian”
(Price, 2011).
“Being lesbian, gay or bisexual is about more than defining your sex life. It shapes
the way you have experienced life, your interests, likes, dislikes, humour, friendships
and attitudes. It is therefore part of assessing people’s ‘social interests’ and ‘cultural
needs’ as well as their ‘social contacts/relationships’. A care plan that neglects to
include this huge part of a person’s individuality is clearly incomplete and is likely to
fall short of meeting that person’s needs” (Smith A and Calvert J, 2001).
“Services and support which do not enable older people to hold on to their unique
sense of

self

and their humanity are

therefore dehumanising,

not

just

disempowering” (Bowers et al, 2009).
“When we cross the threshold of a care institution, we are not immediately
recognisable as gay and can become invisible. Our life stories, and in particular our
love stories, are not known, understood or acknowledged in the way they should be.
Older people’s sexuality generally is not often talked about and this is even truer of
people who are gay, lesbian or bisexual” (Knocker, 2012).

Being Older and LGBT
There is a dearth of research that is lesbian-specific, particularly with respect to the
experience of older lesbians.

Heaphy et al attempting to recruit equal numbers of older gay men and lesbians for
their 2002 study experienced difficulties obtaining a sample balanced in terms of
gender. “While accessing women in their 50s proved relatively unproblematic (78%
of the female sample), difficulties were experienced in recruiting women over 60.
The research itself suggested several possible reasons why this age group was
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difficult to access: few organised networks exist for older lesbians compared to gay
men; older lesbians may have particular concerns about ‘going public’ about their
sexuality, and experience greater pressures to conceal their sexual identities. The
data also suggest that there is a greater reliance on informal, local and ‘hidden’
networks amongst these women” (Heaphy et al 2003).
Traies’ current survey ‘Women Like That’ (2012) has successfully used research
methods and an ‘insider knowledge’ of the lesbian community to overcome barriers
to participation, acknowledging that her own older-lesbian identity has undoubtedly
been a major factor in the production of such a large response.

Much of the evidence presented here is, consequently, derived from studies of
populations of LGBT people in general.

Within the LGBT population there is both commonality and diversity between
individuals and groups, just as there is in the heterosexual population.
Needing care is the greatest concern about ageing. “Older people are the main
users of health and social care services but these services may not always
adequately address their needs and are often inappropriate.

A combination of

homophobia and ageism also deters many older LBT women from using general
community facilities for older people as they experience discrimination or when living
in sheltered housing, residential or nursing homes.

They may encounter

homophobia from staff or other users or experience mental health effects from
concealing their sexual orientation; inability to be ‘out’ denies them not only a sexual
identity but also their history and recognition of their social networks and
relationships” (Women’s Resource Centre, 2010).

Of the 3.7 million gay and bisexual population, 1 million are over 55.

In 2011

Stonewall commissioned YouGov to survey a sample of 1,050 heterosexual and
1,036 lesbian, gay and bisexual people over the age of 55 across Britain.

The

results of the survey provide an evidence base for the real differences between
lesbian, gay and bisexual older people and their heterosexual peers.
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Differences between the two groups exist across a range of issues including life
experience, personal support structures, family connections and living arrangements:


80% of LGBT people will age as single people, without a life partner or
significant other, compared with 40% of the general population.



30% of lesbian and bisexual women over 55 are single compared with 26% of
heterosexual women (not a statistically significant difference).



Half of lesbian and bisexual women have children compared with 9 in 10
heterosexual women



81% of lesbian and bisexual women view their friends as family compared
with 60% of heterosexual women
(Stonewall, 2011)

As for single heterosexual people, these personal networks grow smaller as people
age and the absence of an inter-generational structure may mean that older LGBT
people may be more dependent on care and support services than their
heterosexual peers.
“Lesbian, gay and bisexual people are nearly twice as likely as their heterosexual
peers to expect to rely on a range of external services as they get older” (Stonewall,
2012).
“While ‘families of choice’ do provide social support, a key problem that older LGB
people may face is that members of their ‘family of choice’ may be the same age as
them and so this network of family/friends is likely to have age related problems at
the same time and may not be as effective at providing the social support that may
be necessary” (Musingarami, P. 2008).

Taken together, these factors combine to exert a negative effect on the prospect of
ageing for older LGBT people. Fear of discrimination and the absence of a
conventional family or peers to advocate on their behalf are important.
“The cumulative experience and concerns of older lesbian, gay and bisexual people
leave them specifically concerned about the prospect either of living alone without
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support or having to enter care homes which will not meet their needs … Lesbian,
gay and bisexual people voice many of the anxieties about ageing that are shared by
gay and heterosexual people alike … However the level of anxiety felt by lesbian,
gay and bisexual people across a range of issues is consistently greater than that of
their heterosexual peers. 72% of lesbian, gay and bisexual people have particular
worries about this compared with 62% of heterosexual people. The possibility of
needing to live in a residential home is of particular concern to lesbian, gay and
bisexual people with 70% saying that they don’t feel they would be able to be
themselves and 65% that they would have to hide things about themselves from
others” (Stonewall, 2011).

These statistics indicate that little has changed over the last decade in the
expectations of older lesbian, gay and bisexual people.

Heaphy et al explored the experience of self-identified lesbians, gay men and
bisexuals aged between 50 and 80 plus in a study that took place between June
2001 and September 2002. “Participants generally believed that health and care
service providers:
(a)

operated according to a heterosexual assumption, and

(b)

failed to address their specific needs.

Considerable concerns were expressed about care provision and special housing.
78% of women and 63% of men see residential care homes as an undesirable
option.

There was notable distrust about respect for their sexual identities and

relationships in such contexts” (Heaphy, Yip and Thompson, 2003).

When asked to think about residential care, 83% of Traies’ participants responded
negatively or very negatively to the standard ‘heterosexual’ model.

Heterosexism, the assumption that everyone is heterosexual, is the default position
of most societal institutions.
“The 2006 Commission for Social Care Inspection report found that only 9 per cent
of social care providers in their sample had carried out specific work to promote
10

equality to LGB people and only 2 per cent for trans people” (Chartered Institute of
Housing, News, 2012).
“While heterosexism might be unintentional, it marginalizes and fails to recognize at
the outset that not everyone is heterosexual.

This can have a direct impact on

whether the needs of a lesbian, gay or bisexual person are met when they access
services” (Musingarimi, P, 2008).

Older lesbian, gay and bisexual people will have experienced prejudice and
discrimination. Consequently they fear and expect homophobia, if not from care
providers then from their own generation who have grown up in the mid-twentieth
decades of intolerance towards homosexuality.

Coming out is a continuous process that has to be addressed each time a new set of
circumstances is encountered.

There is a growing body of research and much anecdotal evidence to support the
fact that many older gay men and lesbians return to the closet rather than face
homophobia.
“Some older LGBT people may have reservations about being open about their
sexual orientation and gender identities. Some older people may have been happy
about being ‘out’ about being LGBT while they lived independently or with supportive
peers, but may fear being ‘out’ in sheltered or supported accommodation or in
situations where they receive care and support from other adults” (Chartered
Institute of Housing, News, 2012).
“… those who were previously open about their sexuality often fear that moving into
retirement housing will force them back into the closet. John Thornhill, policy and
practice officer at the Chartered Institute of Housing and author of its recent best
practice brief ‘Delivering Housing Services to LGBT Customers’ says there are three
main reasons for this.

The first is lack of openness about sexuality and visible

reference points to sexual orientation within schemes – for example, if all imagery is
of heterosexual couples.

The second is residents’ reluctance to increase their
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feeling of vulnerability by exposing their sexuality to staff on whom they’re dependent
for care and support. And the third is fear of homophobia. ‘They’re having to come
out to neighbours, neighbours they probably wouldn’t have chosen’, he explains”
(Inside Housing, 2012).
“Care home staff head the list of service providers to whom lesbian, gay and
bisexual people would feel most uncomfortable about disclosing their sexual
orientation” (Stonewall, 2011).

Extrapolating UK Government estimates that one in fifteen of the population is
lesbian, gay or bisexual inevitably means that there will be LGB residents in care
homes. “Put another way, in a home or scheme of 50 people, at least three are
likely to be lesbian or gay” (Age Concern, 2006).
“For LGB people with high support needs, the question of being open or ‘out’ in later
life takes on a particular significance - to disclose to formal services or not to
disclose? Some lesbians and gay men are quite political about their identity and
others prefer not to be, and this is a notable distinction” (Knocker, 2012).

Being Older, Female and Lesbian
In her research, Traies considers the constituent parts of gender, age and sexuality,
looking in each case at representations in popular culture and the media, as well as
research literature.

The research finds that “while women and lesbians have

become increasingly visible in the last twenty years, older lesbians have been almost
entirely excluded both from research and from the popular gaze, through a particular
conjunction

of

sexism,

ageism

and

hetero-sexism

which

renders

them

unrepresentable. As they age and no longer conform to stereotypes of femininity
women become unseeable. A personal as well as a collective invisibility is thrust
upon them” with “ageism at least as strong a cause as homophobia in establishing
the invisibility of older lesbians” (Traies, 2009).

For many lesbians invisibility may be self-imposed for many reasons.

Most are

founded on the expectation of prejudice in families, social relationships and careers.
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Editor of Diva Magazine, Jane Czyzselska, commenting on the BBC Radio 4
programme, Woman’s Hour in January 2013 on Jodie Foster’s ‘coming out’ speech
spoke of the actor joining “the ranks of post-menopausal women who feel safer
coming out in their later years … because, let’s face it, women are not considered as
valuable stock when they reach middle age”.

For many of the generation of older lesbians, now coming to the age of needing
care, concealment has been a lifetime’s work with many choosing to be in the closet
for some or all of their lives.
“Gay or bisexual people who have been married inevitably become more invisible to
care services in later life. If they have ‘divorced’ or ‘widowed’ in their biographical
information and have children, staff assume they are heterosexual” (Knocker S,
2012).

Preliminary results from Traies’ research into the Lives of British Lesbians Over 60
show that 52% of respondents in the survey have been married. In the over 80 age
group this rises to 63%. 42% of the women in the survey have had children, and in
the over 80 age group this rises to two thirds. (Traies, 2012).

The twin states of marriage and motherhood reinforce heterosexist assumptions. In
the context of care they facilitate blindness to a lesbian identity on the part of service
providers. “Because she had been married and had three children it never even
occurred to me that she might have had a relationship with another woman” (Care
Assistant quoted in ‘The whole of me…’, (Knocker S, 2006).
“Attitudes to sex play a large part in the reluctance to ‘see’ older lesbians. The
definition of a ‘lesbian’ is a sexual one. If old women are construed as asexual then
it follows that in popular discourse old women cannot be lesbians, and lesbians
cannot be old. Not only the sexuality but the sexual orientation of old women is
obliterated as they become ‘grannies’ and therefore heterosexual by implication.
Female ageing is divorced from ideas of sexuality; old women (unlike ‘the older
man’) are seen as sexless and undesirable” (Traies, 2009).
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“The general tendency to regard older people as asexual makes older LBT women
even more invisible to service providers and also to the LBT community generally”
(Women’s Resource Centre, 2010).
“One of the biggest single barriers to good practice in care for older people in
general – not just care for lesbian, gay or bisexual people – is the prevalent ageist
assumption that older people are no longer sexual beings. Sexuality and intimate
relationships are topics that are often avoided or disregarded. It is not uncommon
for sexual needs never to be mentioned in a care plan apart from where they are
perceived as problematic; and very rarely is sexuality presented as a positive aspect
of a person’s individuality” (Age Concern, 2006).

Invisibility is one of the challenges faced by LGBT residents in long-term care
facilities.
“This (invisibility) may result in failure to receive adequate services; unaddressed
needs for emotional, social and cultural support; failure to acknowledge and respect
partners and close friends; and isolation from the wider residential community and
other social support networks” (Stein et al, 2010).
“Unfortunately, the reality is that many lesbian, gay or bisexual residents in care
homes or sheltered housing schemes feel uneasy about being open.

They are

anxious about experiencing prejudice or being excluded if other residents or staff
members were to know. The knock-on effect of this is critical: many care home or
sheltered housing staff believe that they have never met or worked with a person
who is gay” (Knocker S, 2006).
“Older people are the main users of health and social care services but these
services may not always adequately address their needs and are often
inappropriate. A combination of homophobia and ageism also deters many older
LBT women from using general community facilities for older people as they
experience discrimination or when living in sheltered housing, residential or nursing
homes. They may encounter homophobia from staff or other users or experience
mental health effects from concealing their sexual orientation; inability to be ‘out’
14

denies them not only a sexual identity but also their history and recognition of their
social networks and relationships” (Women’s Resource Centre, 2010).

The Chair of a national housing provider’s LGBT group, herself an older lesbian
resident in a sheltered housing scheme, describes (Inside Housing, 2012) how she
felt keeping her sexuality a secret: ‘I was very, very lonely and isolated…I felt down
quite often…I couldn’t really tell them anything about myself. I could talk about my
past and my children, but I couldn’t say anything about the real me. It was almost
like speaking a different language.” However, 12 months into her residency, the
organisation enabled her to come out. Nevertheless she has been subject to a
‘minor undercurrent of homophobia’ which she feels is often prevalent among older
communities who grew up believing same sex relationships were wrong: “It feels
safer now. But there’s still a long way to go (in transforming residents’ attitudes)”.

Conclusions from the Literature
A review of the literature relating to being older, female and lesbian allows us to
conclude the following:


that there is a dearth of literature specific to the lives of lesbians in general
and older lesbians in particular;



that late old age is a women’s world;



that the majority of care home residents will be women;



that some of these women will be lesbians;



that the life history of older lesbians, whose characteristics may include the
absence of an inter-generational family, the existence of a family of choice,
feminist experience and so on, sets them apart from their heterosexual
counterparts;



that the perceived heteronormativity of the care system (presumption and
preferences of heterosexuality) may lead older lesbians to conceal their
lesbian identity;



that the mantra of ‘we treat everyone the same’ militates against the
expression of a social and emotional identity that may differ from the
heteronormative;
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that some older lesbians will become invisible through choice
or be rendered invisible by a care system that professes equality but lacks
understanding;



that their lesbian identity may be their affirmation of existence;



that to have to deny this identity amounts to an undoing of self, a dismantling
of an identity which has been hard won for most older lesbians;



that the consequent social and emotional isolation will have negative impacts
on the wellbeing of the individual;



that this outcome is in conflict with the expressed goal of person-centred care.

Summary and Key Findings
The research set out to explore the impact of sexuality on the assessment of care
needs and the quality of care delivered to older lesbians in residential homes.

The purpose of the project was to understand the issues and the response of care
providers to the specific needs of older lesbians.

The methods used were a literature survey, questionnaires to care home managers
and care staff, followed by interviews with care managers and care staff.

The study was carried out in the Bradford and Calderdale areas.

The literature survey identified care needs which may be specific to older lesbians
and different from the needs of their heterosexual counterparts. In order to find out if
these care needs were recognised and being met by care providers, a survey of 50
care homes, selected at random from a total of approximately 140 in the two local
authority areas, was carried out.

A questionnaire was initially sent to the managers of each of the 50 care homes.
Questionnaires were sent out at the same time as the publication of the NHS
National End of Life Care Programme guide: The route to success in end of life care
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- achieving quality for lesbian, gay, bisexual and transgender people. A covering
letter invited each care home to participate in the research and briefly described the
three stages of the data collection.
The first stage asked care home managers to complete and return a Manager’s
Questionnaire. The second stage of the research involved five Staff Questionnaires
being sent to each of the same 50 care homes. A covering letter and an additional
Manager’s Questionnaire were enclosed to enable managers who had not previously
responded to do so. Both Manager’s and Staff Questionnaires asked respondents if
they would be willing to be interviewed.

The third stage of the project involved visiting care homes and interviewing
managers and staff who had indicated their willingness to be interviewed.

The key findings of the research were that the needs of older lesbians were of little
relevance to providers of care for older people in the sample of care homes in this
study. There was little awareness of what it means to be an older lesbian and thus
no awareness that this may impact on the assessment of care needs and the
delivery of care.

The care homes in the study provided a heteronormative environment, with a
prevailing culture of treating everybody the same. This in itself is in conflict with the
ethos of person-centred care. This was overlaid by the failure to recognise that the
needs of older lesbians differ from those of their heterosexual counterparts.

The assessment of care needs did not facilitate the identification of sexual
orientation and the delivery of care did not provide for the social and emotional
wellbeing of an older lesbian in the care home system.
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Methodology
The care homes chosen for the research sample were identified using telephone
directories and internet searches. It was felt that this method may better reflect the
approach of a service user, such as a potential client, a partner or family member,
rather than that of a health care professional or researcher.

96 care homes in

Bradford and 39 in Calderdale were identified in this way.

From the list of names and addresses 50 were chosen at random; 34 in Bradford
and 16 in Calderdale, roughly a third for each local authority area.

Questionnaires (Appendix 1 & 2) were designed to elicit the assessment of care
needs and the delivery of care, by providers, to any older lesbian care home users.

The design of the questionnaires and the subsequent interviews was informed by the
GRAI study (2010) so as to explore experiences and attitudes, organisational policy
and current practices in the homes.

The questions specifically addressed those issues raised by the literature review that
set older lesbians apart from their heterosexual counterparts.

These included sexual orientation and the ease or difficulty of disclosing this in the
care home; the existence of significant others who may not be next of kin; the
existence of a family of choice who may not be a biological family and the
importance of lesbian specific social networks and groups in maintaining contact with
the lesbian community.

Following a pilot of the questionnaire with the manager of a local care home, a
questionnaire was sent to the manager of each of the 50 care homes.

Each

questionnaire was sent out by post with a covering letter (Appendix 3) and a copy of
the Press Release promoting the NHS End of Life Care publication ‘The route to
success in end of life care – achieving quality for lesbian, gay, bisexual and
transgender people’ (Appendix 5). The three stages of the project were outlined and
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care homes were invited to participate in the research. A two-week response time
was given.
The initial response rate to the Manager’s Questionnaire was low.

As a result,

follow-up telephone calls were made to 17 of the 46 care homes that had not
returned a Manager’s Questionnaire. The primary purpose of this exercise was to
give these managers a second opportunity to return the questionnaire and to
encourage their participation in the research. Managers were offered the alternative
of an e-mail questionnaire, or the opportunity to complete the questionnaire over the
telephone at a mutually convenient time, if this was preferable.

A positive outcome to these follow-up telephone calls was achieved, resulting in the
completion of 2 additional Manager’s Questionnaires.

A further 2 Manager’s

Interviews and 2 Staff Interviews were facilitated.

The secondary purpose of the exercise was to attempt to ascertain the reasons for
the non-response.

Getting to speak to care home managers proved difficult.

Responses ranged from claiming not to have received the questionnaire and having
no interest, to apparent interest and agreement to return a Manager’s Questionnaire
and to pass on questionnaires to staff.

An additional copy of the Manager’s

Questionnaire was therefore sent along with the Staff Questionnaire and a further
covering letter (Appendix 4).
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Quantitative Results
The quantitative data were obtained from Manager and Staff Questionnaires, with
Excel spreadsheets used to collate the responses.

A total of six completed

Manager’s Questionnaires and 15 completed Staff Questionnaires were returned.

The care homes in the study included those providing Residential Care and those
providing Specialist Care. Those providing Specialist Care accommodated people
with a range of mental health conditions, both men and women, some as young
as 40.

The Residential Care homes accommodated older people, these were

predominantly women.

The gender distribution of residents was determined by the type of care provision.
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Differences in the care experience, attitudes of providers, organisational policy, and
practices existed between all homes.

The results are grouped under these

headings.

Experiences and Attitudes
The perception of care providers was that the overriding identity of all residents is as
an elderly person. “It doesn’t matter whether they are lesbians, bisexual etc, my
main priority is caring for the elderly”.

In all care homes, training in equality and diversity was provided to all staff and
volunteers. However, in only a minority of cases did this training consider sexual
and gender identities, sexuality and sexual expression, facilitation of disclosure of
sexual orientation or specific needs of older lesbians. Nonetheless, in the majority of
care homes both managers and staff considered that a lesbian resident’s needs
could be openly discussed in their home.

The data from Manager and Staff Questionnaires are summarised below:

Key:

Manager Responses

Staff Responses
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Organisational Policy and Current Practices
Managers’ responses to the question ‘Does this Home provide a lesbian-friendly
environment?’ were positive in 50% of cases. The remaining respondents were
unsure and the reasons for this uncertainty are worthy of further attention.

None of the homes had contact with lesbian or LGBT organisations, had a
nominated staff member to act as support to lesbian residents either formally or
informally, or had any measures in place to ensure that lesbian residents could
maintain connections with LGBT organisations/activities. Despite this, the majority of
care home managers believed that residents in their home would feel safe enough to
disclose their sexual orientation.
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For all questions relating to equality and diversity, the percentage of positive
responses given by staff was higher than that given by managers. There are several
possible explanations for this which further analysis might identify.

Qualitative Results
The qualitative data were obtained from Manager and Staff Interviews. These were
structured interviews to allow for the collection of comparative data.

(Interview

Forms are provided in Appendix 6 & 7.) Four Manager Interviews and two Staff
Interviews were carried out.

The primary objective of the Manager Interviews was to explore issues that would
impact on the assessment of care, through questions about the management of the
home. The primary objective of the Staff Interviews was to explore those that would
impact on the delivery of care through questions about working at the home.

There was some overlap in the questions relating to generic issues such as
attitudes, for example the question relating to lesbians and specific needs and
atmosphere.

Results from the Manager Interviews
All interviews were conducted at the individual care homes.

Experiences and Attitudes
There was a general lack of recognition of the potential for a home to have residents
who may be lesbian. This was particularly so in the smaller family-run or local,
community homes where “families are known and relatives come to us”.

One

manager stated that since their home was in a rural area they may not have any
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lesbian residents since “lesbians are more likely to be found in urban areas”. Only
one of the four care homes had a known lesbian resident.

The two larger homes provided for Specialist Care Categories and had a
concomitant recognition of diversity: “We don’t expect anything but difference”.
However, all the care homes omitted the question of sexuality or sexual orientation in
the assessment of care needs, unless it was asked in the context of dealing with
behaviours that would be construed as problematic.
Most or all respondents agreed that a resident’s sexuality was ‘not their concern’,
whilst at the same time indicating that residents’ beliefs and personal diversity (‘we
treat people as individuals’) were promoted within their homes and procedures.

The consequences of this omission for LGBT residents may be profound:

Jane lives in a care home in the Calder Valley and has dementia. There was no discussion of
sexuality at the admission stage. Jane kept asking for people. They were all women’s names, Jane
called one name repeatedly. When asked by staff, Jane’s next of kin, a much younger brother,
explained it this way: “When I was growing up I had a lot of aunties.” The oft repeated name is Jane’s
partner. “She has her own problems and lives in another care home nearby”.
“Two separate families decided that they should live in two separate care homes”.
(Care Home Manager Interview 2012)

Thus Jane’s lesbian identity and all that it meant was dismissed.
With regard to the opportunity to disclose, this was regarded as a ‘private matter’,
‘we wouldn’t push them towards it’. As one manager said, “Eric never actually said
that he was gay, but he had a best friend who came to visit”. In this way, an
individual’s LGBT identity goes unrecognised.

25

Where ‘recognised’ a lesbian or gay identity may not be acknowledged:

The home was described as ‘gay friendly, no problems with gay staff’, although there was no obvious
way of anyone knowing this when visiting the home, nor was there anything indicating this in the
advertising or marketing literature.
The manager stated that she hadn’t given this any thought, as she knew the home was gay friendly,
but admitted that this was really only with staff in mind.
“I think we’ve had a gay couple as residents.”
Manager of a care home (part of a national organisation with an LGBT staff and tenants’ forum)
(Questionnaire Pilot Interview 2012)

In all of the above instances, whether by default or design, residents have facilitated
the blindness of the care provider to the significance of their lesbian or gay identity.
This is in conflict with the ethos of person-centred care: “Information from CQC’s
inspections shows that those services that maintain people’s dignity and treat them
with respect all have a number of things in common: they recognise the individuality
of each person in their care, and help them to retain their sense of identity and selfworth; take time to listen to what people say; are alert to people’s emotional needs
as much as their physical needs; and give them more control of their care and the
environment around them” (Care Quality Commission, 2012).
An exception to this disregard by providers, of an individual’s sexuality, was reported
at one Manager Interview.

A former male resident had had his gay identity

acknowledged and supported by both staff and residents, and “there were no issues
about his partner” who visited him.

Most respondents felt that they provided a friendly and trusting environment
expressing this as, ‘we treat everyone the same’.

No care homes provided training specific to LGBT issues.
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When asked the question about lesbian residents having specific needs, the
negative responses in the questionnaires were re-iterated with statements such as,
“there isn’t a difference”. The interview situation allowed for some explanation and
resulted in some acknowledgement that there may be differences.

Organisational Policy
All homes stated that they had an Equality and Diversity policy. In one case, despite
the claim that it was available in a variety of locations in a range of media, none
could be produced.

There was little consistency in quality, content or application of these policies. For
some it appeared to be a paper exercise whose contents were unknown, other than
in a general way: “we have to be sensitive to people’s needs through nondiscriminatory practice and care”. However, in one home, diversity was considered
important enough to be threaded through every policy.

In another, specific reference was made to discrimination against clients and staff on
the grounds of sexual orientation and gender. With this one exception, homophobia
was not made explicit.

There was a general acknowledgement that any issues

would be dealt with through existing personnel, supervisory and disciplinary
measures. Responses to the question relating to homophobic behaviour revealed
that subjective judgements were made in relation to what constituted homophobic,
with qualifying comments such as, “if offensive would challenge” … “providing it does
not cross the boundary”.
When the question about ‘family of choice’ was asked, no one was aware of the
term. Once explained, it was understood and accepted as a positive concept. With
regard to next of kin, responses included, “whoever resident wishes”, “whoever has
power of attorney”.
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Current Practices
Respondents indicated that their home provided a welcoming and accepting
atmosphere stating “all residents are treated equally”. However, in no case was
there apparent evidence in the care home environment that the home was
welcoming to LGBT people, nor was there any direct evidence in the promotional
literature, either seen or reported, or in the homes themselves.

It may be that the opportunity to disclose is not apparent to residents, or that they
feel unable or unwilling to disclose in a care home environment that is patently
heteronormative. The majority of respondents indicated that data collection for care
plans did not include recording of sexuality/sexual orientation, with one manager
describing this as “still a bit of a taboo subject”.

Several homes reported having, or having had, gay staff.

Sexuality was thus

recognised in younger people, but there was a presumption that it was irrelevant to
older people.
Generally questions relating to data collection used the terms ‘married’, ‘widowed’ or
‘single’, with the assumption that these were heterosexual states. However, in one
case it was stated that if a woman resident arrived with another woman who then
visited regularly, they may enquire about the relationship, indicating a willingness to
be open to the possibility of a non-heterosexual relationship.

It was clear that in the assessment of care needs there was little effort made to elicit
information regarding significant others.

There was a general acceptance of same sex partners, if they were known, being
invited to events. There was no example given for a lesbian (even where the partner
was known), but one home mentioned having a gay man in residence whose male
partner was always included in events and activities. Generally managers had no
awareness of lesbian social groups or activities or events in the area. They freely
cited contact with the community through mainstream social groups.
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However, they did say that they would make an attempt to find this information by
using the internet. One manager asked for relevant information and contact details,
commenting that “Staff would probably line up to go to Pride ...”

With regard to end of life, most homes were confident that they would be able to
identify the person who the resident would want to be present. They were able to
evidence this anecdotally. In one event, a next of kin was excluded at the request of
the resident. In another, the home overrode the wishes of the family, who did not
want a lesbian granddaughter visiting, in favour of the resident’s wishes that she visit
and be there at the end of her life.

In relation to delivery of training, much of which was delivered as e-learning, one
manager felt that this was inadequate in raising awareness and understanding of
LGBT issues.

Results from the Staff Interviews
Both interviewees worked at the same care home. One interview took place at the
care home; the other was conducted by telephone.

The interviews were not

contemporaneous.

Experiences and Attitudes
Neither respondent thought that lesbians had specific needs, “not that I know of”.
No current training was specific to, or had influenced their views of, LGBT people
which in both cases were derived from personal experience gained outside the care
home. Both had a positive attitude. A stereotypical image of a lesbian was provided
by one respondent.
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When asked about homophobia, responses were inconsistent. When asked the
meaning of the word, one respondent said: “Don’t have a clue”.

Again, the

interpretation of what constituted homophobic behaviour was subjective: “I would
deal with it, if it was premeditated”.

Organisational Policy
Neither of the respondents was aware of anything about sexuality or sexual
orientation in care plans, one stating: “People’s private lives is their private lives”.

Both respondents had undertaken training in equality and diversity. It was made
compulsory for them by the management of the home. However, the individuals had
to fund their own training.
Again, when the question about ‘family of choice’ was asked, the respondents were
unaware of the term. Once explained, it was understood and accepted as a positive
concept.

Current Practices
There was inconsistency reported in dealing with homophobic behaviour.

It

appeared that there was no awareness of any policy in relation to this issue.
Measures taken in relation to homophobic behaviour would differ depending on
whether the behaviour was initiated by staff or residents.

Although there was nothing to indicate a welcoming and accepting atmosphere
specifically for LGBT people, both respondents considered that the general ‘friendly’
atmosphere would be sufficient.
Both respondents extended their view of a ‘private matter’ to the question of
disclosure. When asked the question ‘Do you a think lesbian resident would find it
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easy to say they were lesbian’ the responses were, “I hope so, I hope that people
would trust me with anything” and, “I would hope that any resident would come to me
and say anything, because I would have built up a relationship with them”.

Both respondents considered it important that, should a resident have a same-sex
partner, then they should be recognised, one considering it: “Important for the other
half”, and the other stating: “Don’t see why they should be any different or less
important than a heterosexual partner”.

Conflicting responses were received in relation to enabling a lesbian resident to keep
in touch with groups and events, giving little confidence that this could be achieved in
practice.

Both respondents believed that they would be able to identify the person the resident
would want to be there at end of life. One cited an example where the resident did
not want the next of kin, either visiting, or present at her end of life. The resident
regarded the care staff as her friends and wanted them to be around her at her
death, and they were.

Challenges
Organisations tended to avoid the question of sexuality. Where it was asked, it was
in the context of sexual behaviour, which would be construed as a problem. The
consequence of this was that resident’s sexuality went unrecognised and, if and
when it became apparent, it was rarely acknowledged.

It may be the case that organisations do not know how to ask the question about
sexual orientation and/or what to do with the answer. The umbrella of ‘we treat
everyone the same’ provided shelter from this challenge.

The repetition of this mantra allowed for a degree of complacency towards the
recognition of the individual. There was one exception reported: “At the moment no
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lesbian residents live where I work. Sorry, this survey topic is not what I have dealt
with before, but as a carer the wellbeing of the resident matters to me no matter what
they are or who they are, or their beliefs, lifestyles. It’s their right and their choice, so
each resident is treated as an individual”.

There was no other expression of any awareness of difference between the needs of
a lesbian older woman and a heterosexual older woman. The defining characteristic
of older overrode all else. The monoculture of the care home environment (older
and heterosexual) negated any expression of diversity.

Most staff and managers did not perceive any challenges to accommodating a
lesbian resident. However, one manager recognised that there may be challenges,
citing the personal attitudes and beliefs of other residents as the most likely cause:
“Our residents are aged 80 plus – they have old prejudices”. In saying this, they
were acknowledging that the care home environment, with its monoculture, may be
an uncomfortable one for a lesbian resident.

Many responses indicated a poor understanding of what is meant by homophobia.
No question was asked about what constituted homophobic behaviour, yet most
interviewees readily offered subjective opinions.

In dealing with homophobic behaviour there was a level of tolerance dependent upon
the position of the perpetrator and the recipient. There was some expectation that
staff should accept comments made by residents, with one manager commenting:
“We’re supposed to take it”. Where comments were made by residents towards
other residents it would be dealt with by talking to, and if necessary repeatedly
reminding, offenders.

In the case of homophobic behaviour by staff towards

residents, disciplinary procedures would be invoked.

There was a wide recognition of mainstream community groups but no awareness of
LGBT groups in general, and lesbian-specific groups in particular. The importance
of these social structures in the maintenance of identity for an older lesbian could not
be explained or understood in the vacuum of knowledge that existed in relation to
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what it is to be a lesbian.

The inability to maintain these social and emotional

connections may impact negatively on the health of a lesbian resident.

The opportunity for an individual to attend LGBT-specific events was limited,
particularly in small care homes where residents were taken on group outings.
These were mainstream heterosexual social events, which may be alienating to an
older lesbian. This may be a factor in initiating and perpetuating their invisibility.

Inter-generational, conventional, heterosexual family structures and their associated
dynamics were recognised and understood by care providers who were able, in
some instances, to operate these in favour of resident’s wishes. With no similar
recognition or understanding of a family of choice, an older lesbian may not be so
advantaged.

For older lesbians this family of choice may not be inter-generational. Many older
lesbians will face a decreasing circle of friendships as their kinship groups reach old
age at the same time. The maintenance of existing networks and the formation of
new ones are therefore particularly important.

Conclusions


The majority of care home residents are women



Some of these women will be lesbians



Care homes provide a heteronormative environment



The mantra of ‘we treat everyone the same’ is prevalent in these care homes



When it comes to care, the system sees ‘no difference’ between an older
lesbian and any other older woman



There may be acceptance of LGBT residents, but there is no understanding of
what sets them apart from their heterosexual peers



The needs of the older LGBT population, in general, are not understood and
therefore go unrecognised by the care system
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The care system and the LGBT individuals within it may collude in the denial of
the existence of a sexual identity



Concealment of identity, by LGBT people entering the care system, whether by
default or design, renders them invisible



Care providers may fail to address those needs which extend beyond the
physical; the consequence of this may be social and emotional isolation for the
LGBT individual

The journey into care will rarely be an easy one. For a heterosexual person it is
facilitated by the heteronormative culture of the care home. Their life history, family
structures and social networks are recognised, understood and integrated into the
delivery of care.

The results of this research demonstrate that, for a lesbian woman coming into care
in the first part of the 20th century, the reality may be different.

Her sexual

orientation, life history, cultural references, relationships, family of choice and social
networks - in short, her identity - may be denied her.

Recommendations


Care providers need to recognise that older women residents are not
necessarily heterosexual and that this expression of sexuality is part of a wider
identity for an older lesbian.



Raising awareness of sexuality could be included in equality and diversity
training and needs to include the specific issues highlighted in this document,
which set older lesbians apart from their heterosexual counterparts



A range of awareness raising methods could be used to move care providers
forward from acceptance of difference to understanding of that difference.
These methods might include using LGBT speakers, who may be older
lesbians themselves, case studies and theatre.
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Diversity training should address the LGBT history of the last part of the
twentieth century so that care providers can better understand homophobia in
the context of the generation of older LGBT people currently entering the care
system.



The care system needs to recognise that this generation has experienced
discrimination and that an environment that indicates to residents that it is safe
to disclose a lesbian or gay sexual orientation needs to be provided. Indicators
could be embedded in the care home environment, in equality and diversity
policies and in the use of positive images in promotional literature.



Language used in the care assessment process should enable a resident to
identify a same-sex partner and/or significant other.



The care system should allow for a same-sex partner or significant other to be
accorded the same status as a next of kin who is a related by blood or
marriage.



Advocacy services need to be developed by existing LGBT organisations for
older lesbians who want support on the journey into care.



Further work needs to be done in providing older lesbians with a voice. This
work needs to recognise that this small but significant minority is a purchaser,
rather than a passive recipient of care.
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