
 

 

University of Southampton Research Repository 

Copyright © and Moral Rights for this thesis and, where applicable, any accompanying data are 

retained by the author and/or other copyright owners. A copy can be downloaded for personal 

non-commercial research or study, without prior permission or charge. This thesis and the 

accompanying data cannot be reproduced or quoted extensively from without first obtaining 

permission in writing from the copyright holder/s. The content of the thesis and accompanying 

research data (where applicable) must not be changed in any way or sold commercially in any 

format or medium without the formal permission of the copyright holder/s.  

When referring to this thesis and any accompanying data, full bibliographic details must be 

given, e.g.  

Thesis: Author (Year of Submission) "Full thesis title", University of Southampton, name of the 

University Faculty or School or Department, PhD Thesis, pagination.  

Data: Author (Year) Title. URI [dataset] 

 



 

1 

University of Southampton 

Faculty of Environmental and Life Sciences 

School of Psychology 

An Exploration of Mental Health in LGBTQ+ Veterans 

by 

Lisa Walshe BSc, MSc 

ORCID ID 0000-0002-4505-3814 

Thesis for the degree of Doctorate in Clinical Psychology 

January 2026



 

2 

University of Southampton 

Abstract 

Faculty of Environmental and Life Sciences 

School of Psychology 

Doctorate of Clinical Psychology 

An Exploration of Mental Health in LGBTQ+ Veterans 

by 

Lisa Walshe 

Research indicates that LGBTQ+ veterans suffer from mental health difficulties at higher 

rates compared to non-LGBTQ+ veterans. Minority Stress Theory explains this disparity by 

postulating that, as a marginalised group, LGBTQ+ individuals are exposed to experiences of 

discrimination, leading to a higher prevalence of mental health difficulties. However, there has 

thus far been little research that has sought to understand mental health in LGBTQ+ veterans. 

The current thesis aims to explore mental health in LGBTQ+ veterans, comprising of an 

introductory chapter, an empirical paper and a systematic review. 

The empirical paper used Interpretative Phenomenological Analysis to explore mental 

wellbeing and help seeking in UK LGBTQ+ veterans. Six veterans were recruited and took part in 

semi-structured interviews. The main themes that arose from the analysis were: (1) The journey 

to accepting my LGBTQ+ identity, (2) Systemic failures, discrimination, and marginalisation, (3) 

Camaraderie: forming bonds and finding kinship, and (4) The importance of person-centred 

care. The results of this paper highlighted the unique struggles that UK LGBTQ+ veterans have 

faced, whilst also recognising important protective factors. Clinical implications include the use 

of person-centred care, peer support, and staff training.   

The systematic review investigated the association between mental health outcomes and 

discrimination in LGBTQ+ veterans. Thirteen studies were included in the review. A weighted 

mean (proportionate to the sample size) found that 47.2% of study participants reported 

experiencing discrimination, and 62% of the studies found a significant relationship between 

discrimination and mental health outcomes. Post-traumatic stress disorder was found to have 

the strongest evidence base in the association with discrimination. However, all studies were 

correlational and therefore causation cannot be concluded. Clinical implications highlighted 

the importance of staff training and trauma-informed approaches for LGBTQ+ veterans.  

 



Table of Contents 

3 

Table of Contents 

Abstract  ........................................................................................................ 2 

Table of Contents .............................................................................................. 3 

Table of Tables .................................................................................................. 6 

Table of Figures ................................................................................................. 7 

Research Thesis: Declaration of Authorship .................................................... 8 

Acknowledgements .......................................................................................... 9 

Definitions and Abbreviations ........................................................................ 10 

Chapter 1 Introductory Chapter ................................................................... 11 

1.1 Background .................................................................................................... 11 

1.2 Ontology and Epistemology ........................................................................... 14 

1.3 Reflexive Positioning ...................................................................................... 15 

1.4 Dissemination Plan ........................................................................................ 16 

1.5 References ..................................................................................................... 17 

Chapter 2 LGBTQ+ Veterans’ Experiences of Mental Wellbeing and Help 

Seeking ......................................................................................... 19 

2.1 Abstract .......................................................................................................... 19 

2.2 Introduction .................................................................................................... 20 

2.2.1 Background .............................................................................................. 20 

2.2.2 Mental Wellbeing in LGBTQ+ Veterans ...................................................... 20 

2.2.3 Help Seeking in LGBTQ+ Veterans ............................................................. 22 

2.2.4 Rationale .................................................................................................. 22 

2.2.5 Research Question ................................................................................... 23 

2.3 Method ........................................................................................................... 23 

2.3.1 Study Design and Epistemological Approach ............................................. 23 

2.3.2 Reflexive Positioning ................................................................................. 24 

2.3.3 Recruitment.............................................................................................. 25 

2.3.4 Participants .............................................................................................. 25 



Table of Contents 

4 

2.3.5 Public and Patient Involvement ................................................................. 26 

2.3.6 Procedure ................................................................................................. 26 

2.3.7 Data Analysis ............................................................................................ 27 

2.3.8 Ethics ....................................................................................................... 27 

2.4 Results ............................................................................................................ 27 

2.4.1 GET 1: The journey to accepting my LGBTQ+ identity ................................. 28 

2.4.2 GET 2: Systemic failures, discrimination, and marginalisation ................... 31 

2.4.3 GET 3: Camaraderie: Forming bonds and finding kinship ........................... 36 

2.4.4 GET 4: The importance of person-centred care .......................................... 38 

2.5 Discussion ...................................................................................................... 41 

2.5.1 Strengths and Limitations ......................................................................... 43 

2.5.2 Clinical Implications ................................................................................. 46 

2.5.3 Future Research ....................................................................................... 47 

2.5.4 Conclusion ............................................................................................... 47 

2.6 References ..................................................................................................... 48 

Chapter 3 Discrimination and Mental Health in LGBTQ+ Veterans: A 

Systematic Review ....................................................................... 52 

3.1 Abstract .......................................................................................................... 52 

3.2 Introduction .................................................................................................... 53 

3.2.1 Research Question ................................................................................... 55 

3.3 Method ........................................................................................................... 55 

3.3.1 Search Strategy ........................................................................................ 55 

3.3.2 Eligibility Criteria ....................................................................................... 56 

3.3.3 Screening Process .................................................................................... 58 

3.3.4 Quality Appraisal of Studies ...................................................................... 59 

3.3.5 Data Extraction and Synthesis ................................................................... 59 

3.4 Results ............................................................................................................ 59 

3.4.1 Study Selection ......................................................................................... 59 



Table of Contents 

5 

3.4.2 Study Characteristics ............................................................................... 59 

3.4.3 Measures .................................................................................................. 62 

3.4.4 Risk of Bias ............................................................................................... 63 

3.4.5 Narrative Synthesis ................................................................................... 67 

3.5 Discussion ...................................................................................................... 73 

3.5.1 Implications ............................................................................................. 75 

3.5.2 Strengths and Limitations ......................................................................... 75 

3.5.3 Future Research ....................................................................................... 76 

3.5.4 Conclusion ............................................................................................... 77 

3.6 References ..................................................................................................... 78 

Appendix A Reflective Journal Excerpt .............................................. 86 

Appendix B Study Advert ..................................................................... 88 

Appendix C Consent Form ................................................................... 89 

Appendix D Participant Information Sheet ......................................... 91 

Appendix E Demographic Questionnaire ........................................... 95 

Appendix F Interview Schedule ........................................................... 98 

Appendix G Debriefing Form ............................................................... 99 

Appendix H Ergo Approval ................................................................ 102 

Appendix I               PRISMA Checklist .......................................................... 103 

Appendix J Journal Guidelines ......................................................... 107 

Supplementary Materials ............................................................................. 108 

 

 



Table of Tables 

6 

Table of Tables 

Table 2-1. Demographics of participants ................................................................................ 25 

Table 2-2. Group Experiential Themes, Subthemes and Prevalence ......................................... 28 

Table 3-1. Search terms ......................................................................................................... 55 

Table 3-2. Eligibility criteria .................................................................................................... 57 

Table 3-3. Summary of included papers ................................................................................. 60 

Table 3-4. Participant characteristics ..................................................................................... 61 

Table 3-5. CASP checklist for cross-sectional designs ............................................................ 64 

Table 3-6. Prevalence of discrimination across studies ........................................................... 67 

Table 3-7. Correlations between discrimination and mental health outcomes ......................... 70 

 



Table of Figures 

7 

Table of Figures 

Figure 1-1. Adapted integrative mediation framework of minority stress .................................. 13 

Figure 3-1.  PRISMA flow chart ............................................................................................... 58 

 



Research Thesis: Declaration of Authorship 

8 

Research Thesis: Declaration of Authorship 

Print name: Lisa Walshe 

Title of thesis: An Exploration of Mental Health in LGBTQ+ Veterans 

I declare that this thesis and the work presented in it are my own and has been generated by me 

as the result of my own original research. 

I confirm that: 

1. This work was done wholly or mainly while in candidature for a research degree at this 

University. 

2. Where any part of this thesis has previously been submitted for a degree or any other 

qualification at this University or any other institution, this has been clearly stated. 

3. Where I have consulted the published work of others, this is always clearly attributed. 

4. Where I have quoted from the work of others, the source is always given. With the exception 

of such quotations, this thesis is entirely my own work. 

5. I have acknowledged all main sources of help. 

6. Where the thesis is based on work done by myself jointly with others, I have made clear 

exactly what was done by others and what I have contributed myself. 

7. None of this work has been published before submission  

 

Signature:  ......................................................... Date: 16/01/2026 ........................  

 



Acknowledgements 

9 

Acknowledgements 

Firstly, thank you to the six veterans who took part in the empirical study. They so candidly and 

bravely shared their stories, and I feel honoured to be allowed the opportunity to include them in 

this thesis. Without them, this research would not have been possible. 

To my supervisors, Alethea Charlton, Katherine Wakelin, and David Beattie. Thank you for your 

continued support, expertise, and guidance throughout this process.  

To my parents. You have been a huge support for me through this journey. You gave me the 

space to return home and focus on writing whenever I needed it, which has been invaluable 

through this process. Mum, you have always been my biggest cheerleader, celebrating my 

accomplishments and encouraging me every step of the way. Thank you for the sea swims 

which have been a highlight during this past year. Dad, your career achievements have always 

inspired me and influenced me hugely to pursue this path. I feel so proud to become the second 

Dr Walshe.  

To my friends, I am so grateful to all of you for your support. Sending me motivational messages, 

being there to talk, encouraging me to take breaks, and spending time together has really 

brought me joy and encouragement through some of the toughest times. I couldn’t have gotten 

through it without you all.  

Lastly, to my husband and best friend, Andy. I can’t put into words exactly how much of an 

impact your love and support has had on me achieving what I have in my career. You have been 

with me since the beginning, and you never once doubted that I could get to where I am today. 

Thank you for always being there and for always believing in me. 



Chapter 1 

10 

Definitions and Abbreviations 

Bisexual ........................... Sexually attracted to more than one sex or gender. 

Cisgender ........................ Individuals whose gender identity corresponds to their sex assigned 

at birth. 

Gender minority ............... Individuals whose gender identity is anything other than cisgender, 

including transgender, gender nonbinary, and intersex. 

HCP ................................. Healthcare professional. An individual who providers health-related 

services to patients, including doctors, nurses, physiotherapists and 

psychologists. 

Heterosexual ................... Sexually attracted to people of the opposite sex or gender. 

Homosexual..................... Sexually attracted to people of the same sex or gender. 

Intersex ............................ Individuals who have both male and female sex characteristics. 

LGBTQ+ ........................... An acronym used to describe people who are of a gender or sexual 

minority, including lesbian, gay, bisexual, trans, queer and others. 

Non-binary ....................... Individuals whose gender does not fit within the binary categories of 

man or woman. 

Pansexual ........................ Attracted to individuals regardless of their sex or gender. 

PRISMA ............................ Preferred Reporting Items for Systematic Review 

PROSPERO ...................... Prospective Register for Systematic Reviews 

Queer .............................. An umbrella term describing individuals who are not heterosexual 

and/or cisgender.   

Sexual minority ................ Individuals whose sexual orientation is anything other than 

heterosexual, including lesbian, gay, and bisexual.  

Transgender ..................... Individuals whose gender identity differs from their sex assigned at 

birth. 

VHA ................................. Veteran’s Health Association. A government funded health care 

system for veterans in the United States of America (USA). 
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Chapter 1 Introductory Chapter 

The aim of this chapter is to introduce the reader to the empirical and systematic review 

papers of this thesis. It will explore the aims and rationale for conducting this research, consider 

the historical context, and examine the role of Minority Stress Theory, a theoretical framework 

that underpins both papers. The ontological and epistemological stances will also be 

considered, which should give the reader an understanding of the philosophical framework that 

this research was conducted from. The author will then explore their reflexive positioning in 

relation to the empirical paper, considering the reasons why this topic was chosen and how 

personal experience has impacted the author’s decision making throughout this process. 

Lastly, the plan for dissemination of the papers will be discussed, outlining the chosen journal 

and the rationale behind this choice. 

1.1 Background 

The overall aim of this thesis was to explore the mental health of LGBTQ+ (lesbian, gay, 

bisexual, transgender, queer, and other gender/sexual minority) veterans. The empirical paper 

investigated UK LGBTQ+ veterans’ experiences of mental wellbeing and help seeking, and the 

systematic review examined LGBTQ+ veterans’ experiences of discrimination and the impact on 

mental health outcomes. 

Historically in the UK, LGBTQ+ individuals were banned from serving in the military, 

despite the decriminalisation of homosexuality in the UK in 1967 (Sexual Offences Act, 1967). 

Within the military, homosexuality was an offence that was viewed as “disgraceful conduct of a 

cruel, indecent or unnatural kind” (Army Act, 1955, p. 33). In 1994, the Armed Forces Policy and 

Guidelines on Homosexuality stated that homosexuality was “incompatible” with service, 

highlighting the impact on discipline, morale and effectiveness of the unit (Ministry of Defence, 

1994). However, reports indicate that the enforcement of this policy was inconsistent. For 

example, during times of war many LGBTQ+ personnel were openly drafted, despite their known 

LGBTQ+ status (Etherton, 2023).  

A change in policy occurred following four landmark cases, concerning military personnel 

that were investigated and dismissed from the military due to their sexuality (Council of Europe, 

1999). These cases were brought to the European Court of Human Rights in 1999, and the 

hearings concluded that the military’s actions towards these individuals were unjust, with the 

investigation of their sexuality being “exceptionally intrusive” (Council of Europe, 1999). The 

existing policy was ruled to be discriminatory, and the colloquially titled ‘Gay Ban’ was 

subsequently lifted by the Ministry of Defence in 2000.  
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In 2023, a report was published which gave evidence of the treatment of LGBTQ+ 

personnel who served in the UK military prior to the lifting of the ban in 2000 (Etherton, 2023). 

Over 1,000 veterans participated in this review, sharing experiences of abusive conduct within 

the military, including physical examinations to search for same sex activity, conversion 

therapy, removal of individual’s medals, and demotion of ranks. Respondents discussed the 

ongoing impact of this treatment on their mental health, primarily due to the trauma they 

suffered whilst being investigated. Ongoing difficulties were also reported with regards to 

employment, addiction, anger, shame, low self-esteem, family relationships, suicidality, and 

continued struggles related to being open about their LGBTQ+ identity (Etherton, 2023). 

Following the publication of this report, the UK government formally apologised to LGBTQ+ 

veterans for the “egregious” historic policies, and the resulting harm that was endured (Ministry 

of Defence, 2023). This report was the first of its kind to give voice to UK LGBTQ+ veterans who 

served under the ban. It highlighted the systemic injustices faced by LGBTQ+ personnel in the 

UK military, and the lasting harm that this has caused. It represents an important step towards 

recognition, accountability, and justice, while also highlighting the need for continued support 

and meaningful action in order to address the continued impact on the individuals that 

experienced this discrimination.  

The discrepancies in the prevalence of mental health conditions among the LGBTQ+ 

population, when compared to non-LGBTQ+ individuals, are well documented in the literature 

(King et al., 2008; Malik et al., 2023; Plöderl & Tremblay, 2015; Semlyen et al., 2016; Yarns et al., 

2016). Likewise, this trend is found within LGBTQ+ veteran samples, with a higher prevalence of 

depression, anxiety, PTSD, suicidality, and substance misuse when compared to non-LGBTQ+ 

counterparts (Blosnich et al., 2013; Blosnich et al., 2012; Brown & Jones, 2016; Cochran et al., 

2013; K L Harper et al., 2024; Lehavot et al., 2014; O'Leary & Marcelli, 2022). This disparity can 

be conceptualised using the Minority Stress Theory (Meyer, 2003). Initially developed to 

understand experiences of sexual minority individuals (e.g., gay, lesbian or bisexual individuals), 

this model can also be applied to gender minorities (e.g., transgender individuals; Breslow et al., 

2015). Minority Stress Theory (Meyer, 2003) looks to understand the mental health inequalities 

that LGBTQ+ individuals face by considering the impact of discrimination, prejudice and stigma. 

Authors differentiate between proximal and distal stress (Frost & Meyer, 2023; Meyer, 2003). 

Proximal stress is the internalised stigmatisation that individuals develop through a process of 

socialisation in a heteronormative culture (Liang & Huang, 2022). As a result, individuals can 

develop feelings of shame, leading to attempts to conceal their LGBTQ+ identity and expect 

rejection from others (Douglass et al., 2020). Comparatively, distal stressors are directed from 

external sources, such as being victimised by others or being impacted by discriminatory 

policies and laws (Hatzenbuehler, 2014; Meyer et al., 2021).  
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This theory was further developed to address a gap in the understanding of what mediates 

the relationship between distal stressors and resulting psychopathology. Hatzenbuehler (2009) 

posits that stigma-related stress can create an increase in ‘general psychological processes’ 

that mediate the relationship between distal stress and resulting mental health difficulties. 

Three mediators were postulated: emotion dysregulation, interpersonal difficulties, including 

isolation from others, and cognitive processes, such as feelings of hopelessness and negative 

self-schemas. This was brought together in an integrative model (Figure 1-1), which shows that 

distal stressors lead to an increase in general psychological and group-specific processes, 

which increase the likelihood of psychopathology. The ‘group specific processes’ include the 

proximal minority stressors, such as concealment of identity. This model has been adapted to 

include the distal stressors specific to LGBTQ+ veterans, including the ‘Gay Ban’ and the 

heteronormative culture within the military. 

Figure 1-1. Adapted integrative mediation framework of minority stress 

 

 

The idea that LGBTQ+ veterans are uniquely impacted by minority stress is supported by 

research, that shows this group is more likely to experience discrimination when compared to 

LGBTQ+ civilians (Bloeser, 2016; Harper et al., 2024). Furthermore, LGBTQ+ veterans were 

found to be more likely to experience mental health difficulties when compared to LGBTQ+ 

civilians, including symptoms of PTSD, depression, and anxiety (Harper et al., 2024). Therefore, 

it could be postulated that this intersectionality of identities (veteran and LGBTQ+) may amplify 

the effect of minority stress in this population. Further research looking to understand 

experiences of this group is therefore important in order to learn about the particular impact on 

this population and subsequently how best they can be supported. 
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The systematic review paper examines how distal minority stressors, specifically 

experiences of discrimination, affect the mental health of LGBTQ+ veterans. Given the well 

documented mental health disparities within this population, it is crucial to understand the role 

that discrimination plays in shaping these outcomes. This review represents the first attempt to 

synthesise existing research on this topic. The empirical paper sought to understand the 

experiences of mental wellbeing and help-seeking in LGBTQ+ veterans. Minority Stress Theory 

(Meyer, 2003) aids in framing the findings of this exploratory analysis, formulating the 

participants’ experiences within the context of the distal and proximal stressors that occurred 

through serving in the military under the ‘Gay Ban’. Together, both papers emphasise the impact 

that discrimination has on LGBTQ+ veterans’ mental health, highlighting the need for targeted 

support for these individuals.  

1.2 Ontology and Epistemology 

Interpretative Phenomenological Analysis (IPA) was used in the empirical paper. This 

approach is grounded in a relativist ontology (Smith et al., 2021), which is the understanding 

that reality is not fixed or objective, but shaped by individual’s lived experiences. The 

philosophical perspectives in which IPA is rooted are phenomenology, the study of lived 

experience; hermeneutics, the theory of interpretation; and idiography, the comprehensive 

investigation of individuals. In IPA research, the reality is co-constructed between the 

researcher and participant. The approach is interpretative and inherently subjective in nature. 

The aim is to make sense of an individual’s lived experiences of particular phenomenon, in 

contrast to understanding generalisable patterns across populations. The author chose to use 

IPA over other qualitative approaches for the empirical paper as it allowed for a focus on the 

personal experiences of the participants, and a deep exploration of the meaning making of 

these experiences.  

Contrastingly, the systematic review synthesises quantitative studies, which are rooted in 

a realist ontology. Realism assumes that there is an objective reality that can be quantified and 

measured (Jenkins, 2010). This approach recognises the presence of the researcher in shaping 

the approach taken, and therefore the researcher aims to reduce the risk of bias by, for 

example, defining clear objectives, selecting a representative sample, and controlling for 

confounding variables. Using validated and reliable measurements, researchers aim to produce 

generalisable knowledge about the phenomenon of interest. This is known as a nomothetic 

approach; the idea that universal laws in behaviour can be established through rigorous 
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quantitative methods. A quantitative approach was appropriate for this paper as the research 

question was focused on association between variables, which best fits statistical approaches.  

1.3 Reflexive Positioning 

Researcher reflexivity is particularly important in IPA, recognising that the analysis 

involves subjective interpretations from the researcher, and these are shaped by their own 

background, assumptions, and experiences (Finlay, 2002). Through reflexivity, the researcher 

can remain aware of their positioning and how this may influence their interpretations of the 

data. This also supports the transparency and rigor of the analysis, by showing how the 

researcher reflected on their own biases and assumptions and how this may have impacted 

their decision making. I partook in reflexivity consistently throughout conducting the empirical 

research through use of a reflexive journal (Appendix A). I will share some reflections here, 

particularly focusing on what influenced my decision to carry out the research on this topic.   

My interest in the veteran population started in a previous job role within a veterans’ 

mental health service. I became interested in the identity of veterans, and the unique culture of 

the military itself. A common discussion within the team was centered around the lack of 

diversity in the referrals to the service, and how this could be improved. It seemed to me at the 

time that diverse groups within military populations were not well understood or well 

researched. I wanted to explore this area further in my research, focusing on these 

underrepresented groups in order to better understand their experiences.  

In deciding which subgroup of veterans I wanted the research to focus on, I was 

influenced by my personal experience. I have close family members who identify as LGBTQ+, 

and although I am a cisgender, heterosexual female, I do identify as an ally to LGBTQ+ 

individuals. I reflected on the impact of this on my decision making while carrying out this 

research. I feel passionate about supporting the rights of LGBTQ+ individuals, and it was difficult 

to hear about how some of my participants were treated during their time in the military. I also 

reflected on the assumptions I brought to the research through my experience within the 

veterans’ service, being exposed to predominantly negative experiences about the military, and 

the associated trauma that veterans experienced. I recognised that I had expectations prior to 

conducting the interviews that I my participants would talk negatively about their military 

experiences, and this awareness helped me to keep an open mind to experiences that did not 

align with my expectations.  

I also reflected on my identity as a non-LGBTQ+ civilian researcher. I recognised that as a 

researcher I had the ability and resources to create space and give voice to a group that is 
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underrepresented in the current research base. However, I am also an outsider to this group as 

a non-LGBTQ+ civilian. Although I felt passionate about advocating for this group through the 

research, I felt pressure to ‘get it right’ and carry the research out sensitively, with a concern 

that my identity as an outsider could impact this. This included concerns about ensuring I was 

asking the right questions and conducting the analysis in a way that would do their stories 

justice. This was a key motivator for me to include Public and Patient Involvement (PPI) in my 

research, as recruiting a veteran who was able to use their experience to advise on elements of 

the study helped to bridge this gap between myself as the researcher and my participants.  

1.4 Dissemination Plan 

Both the empirical and systematic review papers have been written for publication in peer 

reviewed journals. The empirical paper has been written for Qualitative Research in Psychology, 

a journal that publishes a wide range of qualitative research, including IPA, across the field of 

psychology. The systematic review paper has been written for Sexuality Research and Social 

Policy. The scope of this journal is to publish multidisciplinary empirical research related to 

sexuality, sexual health, sexuality education and sexual rights. Both journals have previously 

published papers that explore similar topics to the current papers, including research related to 

LGBTQ+ veterans. These journals also provide the possibility of open access publication, which 

would assist in accessibility across wider audiences, creating greater awareness of the 

important issues raised in these papers. Both papers have been written with consideration to 

the journals’ publication guidelines, details of which can be seen in Appendix J.   
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Chapter 2 LGBTQ+ Veterans’ Experiences of Mental 

Wellbeing and Help Seeking  

2.1 Abstract 

Studies indicate that LGBTQ+ veterans struggle with mental health and wellbeing at a 

higher rate than their non-LGBTQ+ peers. This group also report more barriers to treatment, 

which can have long-term consequences on their health and wellbeing. Historically there have 

been a limited number of studies that investigate LGBTQ+ veterans’ mental wellbeing, with the 

majority of studies being conducted in the United States of America, and little research has 

taken place related to the experiences of this group in the United Kingdom, particularly using 

qualitative methods. Therefore, the current study has adopted an exploratory approach to 

understand LGBTQ+ veterans’ experiences of mental health and help seeking. Six UK veterans 

who identify as LGBTQ+ participated in semi-structured interviews. Interpretative 

Phenomenological Analysis (IPA) established four main themes: (1) The journey to accepting my 

LGBTQ+ identity, (2) Systemic failures, discrimination, and marginalisation, (3) Camaraderie: 

forming bonds and finding kinship, and (4) The importance of person-centred care. The results 

highlight the unique challenges that LGBTQ+ veterans in the UK have faced, including struggles 

with identity and marginalisation which may impact their access to, and engagement with, 

healthcare services. Clinical implications are discussed, which consider the use of person-

centred care, peer support, and training for staff. Limitations of the research include sample 

heterogeneity, the broadness of the research question, and recall bias in participant responses.   
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2.2 Introduction 

2.2.1 Background 

Since the year 2000, people who identify as LGBTQ+, including lesbian, gay, bisexual, 

transgender and queer individuals, have been permitted to serve in the UK military (Council of 

Europe, 1999). Despite homosexuality being decriminalised in the UK via the Sexual Offences 

Act (1967), an exemption remained for the armed forces, stating that it was an offence for 

homosexual individuals to serve in the military. Committing this offence constituted grounds for 

discharge, dismissal, and/or conviction via court martial, regardless of whether there was 

evidence of the individual engaging in homosexual relations (Etherton, 2023). There was no 

differentiation made between homosexual and transgender personnel in terms of the 

enforcement of the military ban (Etherton, 2023). The commonly named ‘Gay Ban’ was lifted in 

2000 following a decision from the European Court of Human Rights, which led to a change in 

policy within the UK armed forces (Council of Europe, 1999). 

In 2018 the Ministry of Defence published a strategy with the objective of improving the 

experiences of diverse groups in the military, including sexual and gender minorities (Ministry of 

Defence, 2018). Furthermore, the Equality Act (2010) offers legal protection for LGBTQ+ 

individuals from discrimination and harassment in the UK, including in the workplace. This 

includes protection against indirect discrimination, in which policies or practises 

disproportionately disadvantage protected groups.  

2.2.2 Mental Wellbeing in LGBTQ+ Veterans 

Despite the changes in legislation and legal protections, LGBTQ+ veterans face ongoing 

difficulties as a result of experiences of stigma and discrimination (Harper et al., 2024). The 

impact of this on LGBTQ+ veterans’ mental health is well documented in the literature, with a 

higher prevalence of Post-Traumatic Stress Disorder (PTSD), depression, and anxiety in LGBTQ+ 

veterans when compared to their non-LGBTQ counterparts (Blosnich et al., 2013; Brown & 

Jones, 2016; Cochran et al., 2013; Mark et al., 2019). Furthermore, research indicates that these 

mental health difficulties are more prevalent in LGBTQ+ veterans when compared to LGBTQ+ 

civilians (Harper et al., 2024). Therefore, LGBTQ+ veterans are more likely to experience 

difficulties compared to both LGBTQ+ civilians and non-LGBTQ+ veterans, demonstrating a 

uniqueness of experience created by the intersectionality of these identities (LGBTQ+ and 

veteran).  
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Minority Stress Theory (Meyer, 2003) conceptualises the mental health disparities in 

LGBTQ+ groups through an understanding of the impact of discrimination that these groups 

face, compared to non-LGBTQ+ groups. This theory understands that discrimination can occur 

via both distal (external) and proximal (internal) stressors. The distal stressors that are unique to 

LGBTQ+ veterans include the historical ‘Gay Ban’, and the pervasive heteronormative culture in 

the military, including the ‘band of brothers’ and ‘warrior’ images that are reinforced within 

military culture and systems (Hatzenbuehler, 2014; Meyer, 2003). The proximal stressors refer 

to the internalised stigmatisation that LGBTQ+ individuals face as a result of these distal 

stressors, which may lead to feelings of shame, concealment of LGBTQ+ identities, and an 

expectation of rejection from others (Douglass et al., 2020).   

The way in which LGBTQ+ veterans experienced these minority stressors and the resulting 

impact via proximal stressors is documented in a report by Lord Etherton (2003), which 

investigated the experiences of LGBTQ+ veterans that had served prior to the lifting of the ‘Gay 

Ban’ in 2000. Testimony was taken from 1,128 veterans that had experienced or witnessed 

homophobia, bullying, sexual assault, and abuse, due to their alleged sexual orientation, which 

can be conceptualised as distal stressors (Meyer, 2003). Participants reported the impact of 

this on their mental wellbeing, with feelings of shame, low self-esteem, PTSD, and anger. The 

ongoing impact of these experiences is stressed, stating that “damaging consequences are still 

experienced by many LGBT veterans today” (p. 8), including difficulties with trauma related to 

their experiences, and persisting difficulties with being open about their sexuality. The 

continuing difficulties with shame, concealment of identity and self-blame are associated with 

these proximal stressors (Meyer, 2003). Despite this evidence that highlights the difficulties that 

UK LGBTQ+ veterans had experienced during and after their military service, there is limited 

peer-reviewed research in the UK that investigates these experiences using rigorous qualitative 

methods to gain in-depth understanding of lived experience. 

Furthermore, a study by McGill et al. (2024) investigated LGBTQ+ veterans’ experiences of 

serving under the ban in the UK. Using a mixed methods approach, the findings indicated that 

participants struggled with their LGBTQ+ identity, had difficulties trusting others, feared 

consequences of being ‘outed’, and experienced barriers to help seeking due to fear, shame, 

and a lack of appropriate support. These findings emphasise the impact that the ‘Gay Ban’ had 

on LGBTQ+ veterans ongoing health and wellbeing. However, research that explores this 

population in the UK is limited, and more evidence is needed in order to understand individual 

experiences and how services can better support these people (Paige et al., 2021).  
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2.2.3 Help Seeking in LGBTQ+ Veterans 

Despite the increased prevalence of mental health problems in veterans, they are 

underrepresented within health services, with research indicating that most veterans seek help 

through informal means, such as from friends or family (Stevelink et al., 2019). LGBTQ+ veterans 

have reported experiencing healthcare services as inadequate, inconsistent, and insensitive 

(Dietert et al., 2017), indicating an overall dissatisfaction with healthcare services within this 

group.  

Understanding this through the lens of Minority Stress Theory (Meyer, 2003), the negative 

experiences reported by LGBTQ+ veterans in healthcare services can be understood as distal 

stressors, which may directly lead to a decreased likelihood that these individuals seek help. 

This decrease in help-seeking may also happen indirectly via proximal stressors, which is 

supported by research indicating that identity concealment decreased the likelihood of LGBTQ+ 

men from seeking help in healthcare settings (Grabski et al., 2022). 

This is supported by further research which indicates that concerns about stigma lead to 

an avoidance of the Veterans Health Association (VHA) in 25% of LGBTQ+ veterans (Simpson et 

al., 2013). Furthermore, participants were more likely to have used health services within the 

past year when there was no historical, stressful experience of military investigation or 

punishment related to their LGBTQ+ status (Simpson et al., 2013). This indicates that LGBTQ+ 

veterans have unique concerns about help seeking due to their LGBTQ+ status and highlights 

how past experiences within the military may impact future help seeking from veteran-related 

services via distal and proximal stressors.  

These results are echoed in research which indicates that UK LGBTQ+ veterans 

experience barriers to help-seeking, citing feelings of shame about their identities that led to a 

reluctance in seeking help, and experiencing a lack of appropriate support (McGill et al., 2024). 

This further supports the idea that proximal stressors (i.e. internalised shame) may impact on 

help seeking in the LGBTQ+ veteran population. However, participants reported that connecting 

with peer support was helpful, particularly if these peers had similar experiences in serving 

under the ban (McGill et al., 2024). Although this study was conducted in the UK, much of the 

evidence base investigates experiences of US veterans (Mark et al., 2019), and so there is little 

research thus far that understands UK veterans’ experiences of help seeking.  

2.2.4 Rationale 

More research is needed to understand the experiences of LGBTQ+ veterans and the 

impact on their mental health. Much of the current literature in this field has employed 
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quantitative methods, meaning that studies may lack the in-depth understanding of participants 

lived experiences (Mark et al., 2019). Furthermore, the majority of the research has been based 

within the USA (Mark et al., 2019), which may lack generalisability to UK populations due the 

differences in cultural, social and legal contexts, which may impact on individual’s experiences. 

Although there may be similarities between the USA and UK military cultures, the lack of 

research in the UK means that conclusions cannot be drawn until this research is conducted 

and comparisons are made across studies.  

Of the qualitative studies conducted, the focus has mainly been on experiences of 

transgender veterans only (Chen et al., 2017; Dietert et al., 2017; Poulin et al., 2018; Rosentel et 

al., 2016). Historically, there is one qualitative study based in the UK that investigates LGBTQ+ 

veterans experiences (McGill et al., 2024). Although this study has overlaps with the current 

research, there are pertinent differences. Firstly, the previous research uses thematic analysis 

rather than IPA, which focuses more on the overall themes across data rather than in-depth 

analysis of lived experiences. Secondly, the previous study emphasised the social policy 

implications of their research, whereas the current study aims to address clinical implications 

to aid clinicians to better support the LGBTQ+ population. There is overall, therefore, a lack of 

research that focuses on LGBTQ+ veterans within the UK, and there is scope for further 

exploration within this area.  

2.2.5 Research Question 

Based on the previous literature and rationale, the current study adopts an exploratory 

approach to understand UK LGBTQ+ veterans’ experiences in relation to their mental wellbeing 

and help seeking. The sample was restricted to UK populations in order to maximise 

homogeneity in the experiences of veterans that have served in a UK military setting, which may 

differ from military, political and social contexts in other countries. This will be a qualitative 

study, which will give an in-depth understanding of people’s experiences that have not been 

explored previously in a UK sample.  Therefore, the current study aims to answer the following 

research question: How do veterans who identify as LGBTQ+ describe their mental wellbeing 

and experiences of help seeking? 

2.3 Method 

2.3.1 Study Design and Epistemological Approach 

This study adopts a qualitative approach, using semi-structured interviews to collect 

data, and IPA was used to analyse this interview data. This approach is informed by three key 
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philosophical viewpoints: phenomenology, hermeneutics and ideography (Smith et al., 2021). 

Phenomenology is the study of how individuals experience and understand the world around 

them. Within IPA, this is applied through a focus on the lived experience of individuals and how 

they make sense of these experiences. Hermeneutics is the study of interpretation. IPA involves 

double hermeneutics, as researchers are interpreting participant’s own interpretations of their 

experiences. Lastly, idiography takes an individualised approach to understanding the unique 

experiences of participants, in contrast to a nomothetic approach which aims to identify 

patterns that can be applied across wider groups.   

IPA was chosen over other qualitative approaches as it allows for a focus on personal 

experience and meaning making for the participants, from a small, homogenous sample (Smith 

et al., 2021). Therefore, IPA was a suitable approach for this research, as the aim was to gain an 

in-depth understanding of the participants’ experiences within a specific context, using a small 

sample.  

2.3.2 Reflexive Positioning 

An important process in qualitative research is the ongoing reflexivity of the researcher 

themselves (Finlay, 2002). In IPA, the philosophical stances highlight the process by which the 

researcher is constructing their own interpretations of the data, and so continuous self-

reflection is employed to consider the researcher’s positionality, and how this may impact their 

interpretation of the data. These interpretations are based around the researcher’s previous 

experiences, beliefs and assumptions, which are unique to them as an individual. These are 

further enhanced  by the researcher’s social and cultural background.  

To reflect on the author’s positionality, thought was given to the author’s identity and how 

it relates to the participants’ characteristics. The author is a cisgender female that does not 

identify with being of a gender minority or a sexual minority, nor do they have military 

experience. Therefore, the author does not have direct experience of the phenomenon of 

interest. However, the author considered their previous work experience within a veterans’ 

mental health service and whether this impacted on their choice of research topic, including 

any assumptions that they may hold due to this experience.  

A reflective log was kept throughout the research process, starting at the point of research 

design and continuing throughout the interviews, analysis, and write up. This allowed for 

opportunities to reflect and gain insight into the author’s thinking, through examination of their 

own personal responses throughout this process (Engward & Goldspink, 2020). Excerpts of the 

author’s reflective journal can be found in Appendix A. 
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2.3.3 Recruitment 

Participants were recruited using opportunity sampling via online advertisements on 

social media (X and Facebook). Gatekeeper approval was obtained from the admins of closed 

social media groups before any posts were advertised. Snowball sampling was also used to aid 

in the recruitment of harder-to-reach individuals. The inclusion criteria for the study were as 

follows: 

1. Participants identify as part of the LGBTQ+ community (including lesbian, gay, bisexual, 

transgender, queer, intersex, asexual, or another sexual/gender minority) 

2. Participants have previously served in the UK military in any role (including reserves)  

3. Participants are English speaking 

4. Participants are able to give informed consent 

2.3.4 Participants 

2.3.4.1 Demographics 

Six participants took part in the study. The demographics gathered from the initial 

questionnaire can be seen in Table 2-1. The average age of participants was 61.17 (SD = 5.78), 

and all participants were ‘White British’. Four participants were women, two of whom identified 

as trans. Four of the participants served in the Army, one served in the Royal Air Force, and one 

served in the Royal Navy. Time served in the military ranged from 2 to 13 years (M = 5.33, SD = 

4.03). Four of the participants reported mental health diagnoses, such as anxiety, PTSD, gender 

dysphoria, and adjustment disorder. Four of the participants had previously received treatment 

for their mental health, consisting of counselling and medication.  

 

Table 2-1. Demographics of participants 

Name* Age Gender Trans Pronouns Sexuality Ethnicity 

Charlotte 62 Woman Yes She/her Bisexual White British 

Angela 59 Woman  Yes She/her Pansexual White British 

William 65 Man No He/him Gay White British 

Brenda 60 Woman No She/her Lesbian White British 

Jenny 52 Woman No She/her Lesbian White British 

Henry 69 Man No He/him Gay White British 

*Pseudonyms have been used to maintain confidentiality 
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2.3.5 Public and Patient Involvement 

Public and Patient Involvement (PPI) in research enables individuals to support research 

projects using their knowledge of lived experience to advise on the development of the research. 

One veteran, external to the study, was recruited to give feedback on the study advert, the 

recruitment process, and the interview questions. This veteran is a cisgender man, who 

identifies as an ally to the LGBTQ+ community. Although he does not identify as LGBTQ+ 

himself, he is of a similar age to the study participants and therefore served at a time when the 

LGBTQ+ ban was in place. He experienced the culture within the military at a similar time to the 

participants that took part in the study. He also has lived experiences of mental health 

difficulties and works as a peer support worker for veterans using mental health services. He 

therefore had a range of experiences and knowledge to draw upon when giving feedback, which 

were sensitive to the potential needs of the participants. 

Unfortunately, despite attempts, the researchers were unable to recruit PPI who was of 

the LGBTQ+ population. The difficulty in recruiting further PPI was impacted partly by time 

constraints of the study, and therefore the research went forward without input from LGBTQ+ 

voices. 

2.3.6 Procedure 

Participants who answered the study advert (Appendix B) were sent the ‘Consent Form’ 

(Appendix C) and ‘Participant Information Sheet’ (Appendix D) via email. Participants were then 

asked to complete the demographics questionnaire (Appendix E), which was subsequently used 

to check whether they met the inclusion criteria for the study. The next stage was a video call 

interview, which was arranged on Microsoft Teams. At the start of the interview consent was 

reconfirmed verbally. The interview schedule (Appendix F) included 8 questions, with additional 

follow-up questions to be asked as required. The interview schedule was developed with 

support from the PPI and refined through feedback from the supervisory team.  Halfway through 

the interview, the participants were offered a break. After the interview the participants were 

emailed a copy of the ‘Debriefing Form’ (Appendix G), which included signposting for further 

support if needed. Participants were paid £30.00 in cash following their participation in the 

study.  

The mean interview length was 74.33 mins (SD = 5.60 mins). The interviews were 

subsequently transcribed by an external transcription service, approved by the University of 

Southampton. The transcriptions were then checked manually by the researcher.  
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2.3.7 Data Analysis 

The transcripts were analysed using IPA, with guidance from Smith et al. (2021). The first 

transcript was read and re-read whilst listening to the interview recording, which allowed for full 

immersion of the researcher into the data. Detailed analysis of the text was completed via 

exploratory noting, which was completed by hand. Coloured pens were used to distinguish the 

different levels of exploratory noting – descriptive, linguistic and conceptual. Descriptive noting 

is concerned with the face value of what is being said, and what is important to the participant. 

Linguistic noting focuses on how the participant has spoken about their experiences, including 

the words used, how they are spoken, what is or isn’t being said, non-verbal components of 

language, hesitations, tone, and linguistic devices such as metaphors. Conceptual noting aims 

to bring a level of interpretation to the transcript, questioning the underlying meaning behind 

what is being said.  

The following step was to use this exploratory noting to identify and develop experiential 

statements, which bring a deeper level of interpretation to the meaning of the experience for the 

participant. The experiential statements were then clustered to form ‘Personal Experiential 

Themes’ (PET).  

This process was repeated for the remaining participants until each transcript had 

associated PETs. These PETs were then clustered across cases to form broader ‘Group 

Experiential Themes’ (GET). The aim in developing these GETs is to look for similarities and 

differences across the PETs, highlighting how the individuals converge and diverge in their 

meaning making of their experiences. The analysis aimed for at least 3 participants to be 

represented in each GET, following the guidelines from Smith (2011), which advise inclusion of 

extracts from at least 3 participants for a sample size of 4 – 8. 

2.3.8 Ethics 

Ethical approval was gained through the University of Southampton Ethics and Research 

Governance Online (ERGO reference number 90499; Appendix H). Confidentiality of 

participants has been maintained using pseudonyms, and any identifiable information has been 

changed or removed.  

2.4 Results 

Four GETs were developed through the analysis, each with 2-3 subthemes. Table 2-2 

summarises the GETs and subthemes. It also denotes which participants correspond with each 

subtheme, with a minimum of four participants represented within each subtheme.  
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Table 2-2. Group Experiential Themes, Subthemes and Prevalence 

2.4.1 GET 1: The journey to accepting my LGBTQ+ identity 

The first GET in this study is ‘The journey to accepting my LGBTQ+ identity’. The three 

associated subthemes are ‘Struggling with and attempting to hide my LGBTQ+ identity’, ‘The 

fear of being found out’, and ‘Living as my true self’. 

2.4.1.1 Subtheme 1.1: Struggling with and attempting to hide my LGBTQ+ identity 

Participants shared the internal struggle associated with acknowledging their sexuality, 

some finding it difficult to accept their identity, and a desire to try and push these feelings away. 

Charlotte reported an awareness of her gender identity before joining the military and took steps 

to actively try to “quench” (Page 3, Line 15) these feelings by joining the military.   

Since I was 13, 14, I knew I was different. I joined the [military] to try to get rid of it. 

(Charlotte, Page 4, Line 5). 

GET Subtheme Participants 

1: The journey to 
accepting my 
LGBTQ+ identity 

1.1: Struggling with and attempting to hide 
my LGBTQ+ identity 

Charlotte, William, Jenny, 
Brenda, Henry 

1.2. The fear of being found out 
Brenda, William, Jenny, 
Henry 

 1.3. Living as my true self 
Charlotte, Angela, 
William, Jenny, Henry 

2: Systemic 
failures, 
discrimination, and 
marginalisation 

2.1. Experiencing injustice as a result of my 
LGBTQ+ identity 

Angela, Brenda, Jenny, 
Henry 

2.2. Abandonment and exclusion by the 
systems that have a duty to protect me 

Brenda, Jenny, Angela, 
Henry, Charlotte 

2.3. Systemic barriers to accessing support Charlotte, Brenda, Henry, 
Jenny 

3: Camaraderie: 
Forming bonds and 
finding kinship 

3.1: The importance of shared experiences 
Charlotte, Angela, 
William, Brenda, Henry 

3.2: Belonging and togetherness 
Charlotte, William, Jenny, 
Henry 

4: The importance 
of person-centred 
care 

4.1. Feeling heard, understood and 
validated by HCPs 

Angela, William, Brenda, 
Jenny, Charlotte 

4.2. Building trusting relationships with 
HCPs 

Charlotte, Jenny, William, 
Angela, Brenda 
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Charlotte talks about “it”, referring to her gender identity as a trans woman, perhaps 

representing a difficulty in naming exactly what this feeling was and what it meant. The 

descriptive word she uses here is “different”, indicating an abnormality in her experience. 

Similarly, William discussed attempts to suppress his sexuality, with hopes that having a 

girlfriend would change things for him. 

I tried having the odd girlfriend to see if that was going to [air quotes] “cure me”, you know, 

but obviously it didn’t. (William, Page 4, Line 18-20) 

 The use of the word “cure” here indicates a sense that William viewed his sexuality as a 

problem that needed to be remedied, with attempts at regulating these feelings with the 

external, in a similar way to Charlotte.  

 Other participants were not sure of their sexuality when they joined the military, as 

demonstrated by Jenny and Henry.  

So, when I joined, I was unsure of my sexuality and I thought that maybe that might be a 

possibility that [I] might be gay, but I wasn't sure. (Jenny, Page 3, Line 12) 

It was, you know, “Am I, aren’t I? Don’t know” (Henry, Page 8, Line 17) 

 They both talk about an uncertainty regarding their sexuality, questioning whether they 

were gay, and perhaps a difficulty in accepting this. Jenny’s repetition of words like ‘maybe’ and 

‘might’ indicates an internal struggle with understanding her sexuality. Similarly, William 

previously questioned his sexuality when he joined the military, and concluded that he could not 

come to an answer at that time.  

 Participants disclosed that once they had come to discover their sexuality or gender 

identity, there was then a feeling of needing to hide it; as demonstrated by William and Jenny.  

But it never really bothered me. I just kind of put it away and kept it hidden. (William Page 

3, Line 13) 

And for me it was because it was so important to serve and belong. I said to myself, “Well, 

that’s fine. I’ll just bury whatever that is, I don’t really know, and then go ahead and serve 

my country.” (Jenny, Page 3, Line 19) 

 William describes the need to hide as a natural process that did not negatively impact 

him. He talks about his military life as being a “really good thing” (Page 3, Line 9) for him, 

indicating that he was willing to hide this part of himself, and that it was not something that 

troubled him. Similarly, Jenny discusses the importance of serving taking precedent over her 
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sexuality and therefore decides to “bury” her feelings. They both talk about choosing to hide as 

a natural decision, and one that came easily at the time.   

2.4.1.2 Subtheme 1.2: The fear of being found out  

Participants shared the fears of their sexuality being discovered and the consequences of 

this. Some of these feared consequences were the possibility of being thrown out of the military, 

or even being prosecuted or sent to prison, as shared by William, Jenny and Henry. This was a 

valid concern as a result of the ban. 

I knew that I couldn’t ever let it be known because the punishment was quite severe… you 

would go to the military prison (William, Page 5, Line 4) 

I need to hide everything about this because if people find out I will get prosecuted for this. 

(Jenny, Page 10, Line 10) 

I knew there was a possibility of being reported and what that might mean. I heard of one 

person a couple of years beforehand being thrown out, a staff sergeant, being thrown out 

for being gay. (Henry, Page 7, Line 14) 

Henry also talks about the potential consequences from his peers, being that he could be 

bullied or beaten up as a result of being found out. This was a motivator for him to keep his 

sexuality hidden. 

There was also a real prospect of extreme bullying; I could well have been beaten up. So 

self-preservation, keep schtum, keep your nose down. (Henry, Page 8, Line 1)  

This highlights the significant consequences that the participants were fearful of, had their 

LGBTQ+ identity been discovered. The impact of being found out could have had considerable 

repercussions both professionally and personally, and so the choice to keep hidden became a 

necessity to stay safe.  

2.4.1.3 Subtheme 1.3: Living as my true self 

Participants spoke about living now as their true selves, which they achieved through 

coming out and self-acceptance after leaving the military. This had a positive impact on 

Charlotte’s mental wellbeing. 

I came out full-time. And I've never felt happier or more contented now than I ever have 

been. (Charlotte, Page 31, Line 12) 

I was like, “I’m me now, not the person I was”. (Charlotte, Page 58, Line 5) 
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She speaks about being “me” now, as though the person she was before was not the true 

her. She was able to feel like her true self over time through the act of coming out and living as a 

woman “full-time”, which occurred many years after leaving the military. This allowed her to feel 

happy and content with her life, in a way that she was not able to feel before.  

Angela found benefit in practicing positive affirmations regarding her gender identity, 

which helped her to accept herself and feel self-worth.  

Once I said to myself, “I am, I am trans, I am good enough, I’m me,” I didn’t need to fix the 

problem.  And that affirmation allowed me to just park it and move on without having to 

explain it.  (Angela, Page 46, Line 2) 

 Here she repeats “I am”, indicating an emphasis of this affirmation. By giving herself this 

self-acceptance that she is good enough, Angela acknowledges that she is not a problem that 

needs to be ‘fixed’, and this allowed her to move forward with her life.  

William discusses being able to live openly as a gay man in his post-military life. He later 

goes on to say that this was a positive step for him and equates this to living as his “real” or true 

self. His summary of his life is that it has been “good”, referring to both his military life and his 

gay life.  

I just decided this was going to be the new part of my life and then I could be a little bit 

more gay. (William, Page 17, Line 1) 

I’m very pleased that I took the step of living my… I don’t like when people say this 

authentic thing, I kind of don’t get it, but just living my real self, you know.  It’s been a very 

good life. (William, Page 64, Line 6) 

 Contrastingly Henry talks about not being able to be his true self while in the military, as 

he was not able to share all parts of himself with others. He describes this using collective 

pronouns, implying an understanding that he was not alone in feeling this way, that there were 

others in a similar situation that also had to hide parts of themselves.  

I and any others, you know, weren’t being their true selves, because you hold back, you 

hold a part of yourself back. (Henry, Page 14, Line 16) 

2.4.2 GET 2: Systemic failures, discrimination, and marginalisation 

The second GET of this study is ‘Systemic failures, discrimination, and marginalisation’. 

The three associated subthemes are ‘Experiencing injustice as a result of my LGBTQ+ identity’, 
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‘Abandonment and exclusion by the systems that have a duty to protect me’, and ‘Systemic 

barriers to accessing support’. 

2.4.2.1 Subtheme 2.1: Experiencing injustice as a result of my LGBTQ+ identity 

Participants shared their experiences of a time when their LGBTQ+ identity had been 

discovered, and the resulting injustices that they experienced. Brenda was discharged from the 

military due to allegations that she was a lesbian. She talks about the injustice of this, and how 

this changed her view of the world. 

So, I left the [military] in a real mess, thinking, what the fuck is all this about? You know, it 

really changed my whole view on life. I'd been brought up to follow the rules, be a good 

person, work hard and you'll get on in life. And I had my whole world shattered, that's not 

what the world was really like. (Brenda, Page 27, Line 5) 

 The altering of her worldview shows the significance of the impact that this event had on 

Brenda. She speaks about having a belief that if she is a good person she will do well in life, 

implying that this view has changed due to her experiences. She also speaks here about her 

world shattering upon learning that this was not the case, which evokes the image of a broken or 

fractured life that will be difficult to put back together.     

 Brenda further emphasises her point by talking about her own sense of justice that she 

carries, which was constantly challenged through her experiences of injustice whilst being in 

the military, implying that the injustice was something that she experienced on an ongoing 

basis.  

I've always had a strong sense of justice, and I feel from the moment I joined that unit, I 

have suffered nothing but injustice. (Brenda, Page 32, Line 14) 

Jenny was also accused of being a lesbian while she was serving, and as a result her room 

was searched, which she describes in the following quote. She states, “the question was 

asked”, referencing being asked whether she was gay, and as soon as this was confirmed a 

search was conducted. There is an implication of an immediacy and urgency to the military’s 

response, with Jenny experiencing a violation of her privacy within this.  

That question was asked and then they went in and they went through literally everything. 

Every piece of clothing, everything that I had in every drawer. (Jenny, Page 18, Line 11) 

Henry talks about being discharged from the military due to his sexuality. His discharge 

report talks about how competent he was at his job, and yet he was discharged. He talks about 

the anger that he held as a result of this.  
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The complete injustice of it, you know?  My report on leaving, ‘Conduct exemplary, 

services no longer required’ but it was a glowing report about, you know, my capabilities to 

do work. (Henry, Page 16, Line 18) 

Henry recounts being angry at everything as a result of how he was treated in the military 

due to his sexuality. This had an ongoing impact on his general trust in others, emphasising a 

particular lack of trust in people that were in positions of authority. 

What I hadn’t completely realised for some time is that I was angry, angry at everything.  I 

did not trust anybody, particularly authority. (Henry, Page 15, Line 12) 

 Angela talks about having friends who were thrown out of the military, due to their LGBTQ+ 

identity being discovered. Although this was not something that she experienced directly, she 

references hearing similar stories from “a lot” of friends, implying that this was not a unique 

experience. She questions whether enough is being done on their behalf, due to the injustices 

that they faced, concluding that more needs to be done.  

I’ve got a lot of friends who are ex-military who were affected by that, who were thrown out 

because of that.  So, is enough being done on their behalf?  I would say no. (Angela, Page 

73, Line 9) 

2.4.2.2 Subtheme 2.2: Abandonment and exclusion by the systems that have a duty to 

protect me 

This subtheme emerged in different ways for the participants; sometimes the exclusion 

was a direct result of their LGBTQ+ status, and other times it was a feeling of abandonment and 

a lack of support through difficult experiences that were unrelated to their LGBTQ+ status.  

Brenda recalls being bullied (unrelated to her sexuality) by her sergeant, someone that 

was in a position of power over her, and shares how she felt unprotected and alone in her 

experience of this. She particularly emphasises the presence of another woman whom she 

looked to for support, but this woman did not help her.  

Nobody stepped in to protect me. They were all not fearful of him, but they just wanted to 

keep their head down. Nobody stuck up for me. There was one other woman, she just 

ignored me. (Brenda, Page 15, Line 3) 

In her experience of trying to report this bullying, she experienced barriers and a lack of 

support in attempting to seek justice. She speaks about feeling devalued as an employee, and 

about the lack of support within the processes that were supposed to protect and support her.  
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And it was just shocking to me that they valued, they said they valued us as employees, 

but the actual experience was the total opposite. (Brenda, Page 12, Line 1) 

There's supposed to be a process there and it doesn't work sometimes. (Brenda, Page 12, 

Line 6) 

Brenda also divulges her experience of being discharged from the military for being gay. 

She speaks about the commitment she made to her military service, having an expectation for 

her career for the foreseeable future, and how this was suddenly taken from her due to her 

sexuality. She talks about being thrown out “without anything”, being left with just her pay 

packet, which elicits a picture of exclusion and abandonment from a system that she had 

committed to serving.   

I signed up for 22 years believing I would have a career and that the government would 

look after me. I mean, I wasn't too worried about going to find a flat and a job, but they 

literally threw me out without anything, just my last pay packet and that was it. (Brenda, 

Page 29, Line 4) 

Jenny shares her experience of being interrogated about her sexuality. This interrogation 

went on for many hours, in an attempt to get a confession from her. During a break in the 

interrogation she admitted to an officer, who was there to support her, that she was gay. Jenny 

thought this disclosure was confidential, but the officer immediately informed the investigators 

once the interrogation re-started. She talks about feeling completely alone in this process that 

she went through, and also feeling abandoned by the person who was supposed to be there to 

support her; not only feeling let down by this individual, but feeling as though they were actively 

acting against her to further the investigation.  

So, at that point you know literally there's nobody who's behind you. This person is not 

here as your support. They are there to help further incriminate and get evidence so that 

they can complete their investigation. So, that wasn't great. (Jenny, Page 16, Line 2) 

For Henry, this theme shows up in his post-military experiences. He talks about feeling 

excluded from opportunities as a result of both his sexuality and his discharge from the military. 

There is an implication that he felt discouraged from applying for certain jobs due to a sense that 

he would be rejected due to his sexuality. The use of the words ‘your kind’ emphasises a feeling 

of marginalisation, suggesting a lack of belonging.   

Being thrown out and having that on my record, at the time there were so many jobs I 

could not do, there were options that were just not open to me, because it was there and if 
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they could ask for my record they’d have gone into that, “Oh, no, we don’t want your kind 

here”.  (Henry, Page 18, Line 1) 

2.4.2.3 Subtheme 2.3: Systemic barriers to accessing support 

Brenda discusses the difficulties that she has experienced in getting support since leaving 

the military. She talks about the ‘rules’ that services have in place that are difficult to navigate, 

and how they have impacted her ability to get help. 

So there's lots of rules you've got to navigate to get help, and this is one of the big 

difficulties. (Brenda, Page 34, Line 19)  

She goes on to speak about the specific rules that have impacted her, such as not fitting 

the criteria for a service, or moving out of area. This results in a feeling of being bounced around 

and not being able to find the support that she needs. 

When I have asked for help, it's taken away from me half the time. I'm on a waiting list for a 

year and suddenly they say you don't fit the criteria, or you've moved area. (Brenda, Page 

38, Line 3) 

 Here she highlights the barriers that are in place which impact help seeking, repeating 

‘huge’ to emphasise the enormity of this difficulty. She also uses the collective pronoun ‘we’, 

indicating that she feels this is a shared ordeal, and that she is not alone in experiencing these 

challenges.  

I still feel there's huge, huge barriers to getting the help we need. Huge barriers. (Brenda, 

Page 44, Line 18) 

Similarly, Jenny talks more widely about LGBTQ+ veterans and the support needed as 

being a collective experience. She states that increased awareness is needed regarding the 

impact on LGBTQ+ veterans who served prior to the ban being lifted in 2000, and how services 

need to be mindful of this when giving this population the appropriate support.  

All of these things build up to an awareness which shows the amount of damage and 

destruction that that policy wrought upon us means that those services that are out there 

for veterans are a bit more aware of the differences that potentially we might need. (Jenny, 

Page 71, Line 7) 

 Charlotte highlights the personal difficulties she had with finding support and shares an 

example of how this impacted her with the following quote. She recalls receiving support from a 

therapy service and informed them that she had tried to end her life. As a result of this 

disclosure, she was told that they could no longer support her, and she was signposted to other 
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services. Luckily, she was able to find support in a local veteran charity which she found very 

helpful.  

Twice I'd tried to en-, end it, end my life. And once I’d told them, they said we can't do 

nothing more for you. They gave me a list of ten different charities or outside people that 

can help. That's why I joined the [Local Veteran’s Charity]. They helped me a great deal. 

(Charlotte, Page 9, Line 2). 

 As Charlotte talks about this experience, she stutters and repeats herself, as if struggling 

to get the words out. She initially uses the word ‘it’, referring to her life, indicating a difficulty in 

stating directly what she wanted to say. The way she talks about her experience conveys a 

feeling of rejection and lack of support from this service, at a time when she was experiencing 

significant difficulties. She states that she was given a list of charities or other services that 

could support her, indicating that she was left to figure it out on her own. Despite the existence 

of services, Charlotte alludes to an initial struggle in finding the appropriate support for herself.    

2.4.3 GET 3: Camaraderie: Forming bonds and finding kinship 

The third GET is ‘Camaraderie: Forming bonds and finding kinship’. The two associated 

subthemes are ‘The importance of shared experiences’ and ‘Belonging and togetherness’. 

2.4.3.1 Subtheme 3.1: The importance of shared experiences 

Participants spoke about their shared experiences, relating to both veterans and their 

LGBTQ+ peers. Brenda talks about how veterans have a shared understanding and can relate to 

each other through their shared experiences, which makes it easier to communicate with one 

another.  

It's far easier to talk to somebody who was in the military because they get it. They've been 

through the same experience. (Brenda, Page 69, Line 1) 

 Similarly, Charlotte talks about her experience of camaraderie in the military, and that she 

had support from her friends through difficult times. She speaks about the idea that everyone 

“went through the same thing”, indicating that others have a mutual understanding due to their 

shared experiences as military personnel. She also confirms a feeling of being a ‘part of 

something’, indicating a connection to a larger purpose and community.  

You felt part of something. Yeah, you weren’t left out. You know, if you had a problem, 

you’d talk to your mates, and we all went through the same thing. If you have a problem, 

you chat to each other about it and help each other. (Charlotte, Page 8, Line 1) 
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 Henry talks about the importance of connecting with likeminded LGBTQ+ veterans, who 

have a true, shared understanding of what he went through in the military. He refers to 

experiences with non-LGB veterans, finding that while these individuals may provide sympathy, 

they would not be able to fully understand. He emphasises this point by referring to receiving a 

“pat on the head”, perhaps indicating that he felt pitied by these people. 

But really to me what works best is actually having events where I’m meeting a whole load 

of other LGB veterans because nobody else really gets it.  Otherwise it’s “There, there, 

there, nice,” you know, pat on the head, “Oh that’s terrible” and whatever, but unless 

somebody gets it…  You know, that’s the thing that reduces that isolation. (Henry, Page 25, 

Line 21) 

For Angela, this sub-theme emerged when discussing her gender transition. She talks 

about the importance of having a friend who was also transitioning, and how this meant they 

both had someone to talk to, and this was someone with an understanding of the associated 

struggles.   

I’ve got a good friend who was transitioning at a similar time. She had similar struggles 

with her wife, similar struggles with some of her family. So, I guess we both had somebody 

who we could chat to. (Angela, Page 42, Line 10) 

2.4.3.2 Subtheme 3.2: Belonging and togetherness 

Participants spoke about the importance of finding a sense of belonging within both 

military and LGBTQ+ groups. Charlotte, William and Henry talk about this experience in the 

military within the context of going out together, socially. William emphasises the importance of 

this experience, talking about being away from home and only having each other to socialise 

with. 

This is just really the social side of being in the [military], you know, which is a big thing 

when you’re away from home. There is only them that you can go out and about with, kind 

of thing. (William, Page 23, Line 16) 

Henry similarly talks about going out with his military friends and knowing that you would 

be protected and supported by each other, displaying a sense of togetherness. He also talks 

about the uniqueness of camaraderie in the military, emphasising this with a rhetorical 

question, suggesting that it would be difficult to explain this concept to someone who has not 

experienced it themselves.  
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Being able to go into a place together where you know that you’ve got each other’s backs, 

where if somebody has a dig at you somebody else can say, “Oi, you”.  (Henry, Page 51, 

Line 3) 

And the camaraderie and all sorts of things like that which, unless you’ve been in it or 

been connected with it, how do you bring somebody up to speed? (Henry, Page 29, Line 

20) 

Contrastingly, Charlotte talks about what it was like when she was on home leave and 

was away from her military peers. She talks about missing the comradeship, feeling a part of a 

gang, and the sense of togetherness when they went out.  

Well, you miss your mates. And yeah, because if you went out as a gang, you stay as a 

gang. Home here, you went out by yourself. You just missed the comradeship. (Charlotte, 

Page 6, Line 11). 

 Charlotte goes on to talk about finding a sense of belonging within Fighting with Pride (a 

national LGBTQ+ veteran’s charity), which gave her a similar feeling of togetherness that she 

had experienced in the military. She indicates that the formation of this charity gives LGBTQ+ 

veterans a space to come together that did not exist before.  

I think that's why Fighting with Pride was formed. Before that, there was nothing. We just 

felt alone. (Charlotte, Page 49, Line 12) 

2.4.4 GET 4: The importance of person-centred care 

The fourth GET is ‘The importance of person-centred care. The two associated subthemes 

are ‘Feeling heard, understood and validated by Health Care Professionals (HCPs)’ and 

‘Building trusting relationships with HCPs’. 

2.4.4.1 Subtheme 4.1: Feeling heard, understood and validated by HCPs 

Feeling heard, understood and validated by HCPs was a common theme for participants, 

regardless of the context in which they sought help. For some participants, this was in the 

context of seeking help for mental health, for others it was related to their LGBTQ+ identity.  

Angela refers to an experience she had with a HCP, during which she felt well supported. 

This interaction related to her gender identity, as she was due to have a prostate test, and to 

order the test her GP had to change Angela’s gender identity back to ‘male’ temporarily. She 

spoke about how the HCP talked this through with her, and despite these clerical hurdles she 

felt well supported through a process that could have otherwise been difficult. She felt as 
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though the HCP had her best interests at heart, because he took the time to understand her 

problem. She talks about the importance of being a collaborative part of this process, being 

actively “brought into” the problem solving by the HCP.  

He had my best interests at heart, understood the problem and understood the solution 

and then explained to me how he was going to solve it, so I was brought into it. (Angela, 

Page 58, Line 3) 

Angela also speaks about the importance of being given time by HCPs. In the following 

quote, Angela talks about when she first came out as transgender to her GP and indicates that 

she felt validated in his response. This suggests there was a feeling genuine concern from her 

GP, as he prioritised time with her. Having talked and listened to Angela, the GP made a referral 

to the Gender Identity Clinic.   

He asked me lots of questions and we talked probably for about an hour and a half.  I 

mean he must have cleared his diary at that point.  We just kept talking.  (Angela, Page 34, 

Line 8) 

Similarly, William talks about a positive experience with an HCP during which he felt 

listened to. William was arrested for ‘cottaging’, which is the act of seeking anonymous sex with 

other men in public toilets, and following this arrest he sought help from his GP due to the 

related stress. He states that it was helpful that he was listened to, and indicates the 

importance of putting the patient first as a HCP.  

I think I liked that he listened to me… it’s all about the person and not about you, it’s about 

hearing what they want to say and listening and stuff (William, Page 42, Line 11) 

 Brenda’s views also align with this, as she talks about the importance of being listened to 

and how this experience is validating. She refers here to a time when she sought help for her 

mental health, and indicates that she found it helpful to feel heard and supported.  

That you're listened to. You're taken seriously. You're not making it up. They validate you as 

a person. (Brenda, Page 46, Line 1) 

 Contrastingly, she also refers to another time when she sought help for her mental health 

and had a negative experience with an HCP, as she felt her concerns were invalidated by this 

individual. She states that the HCP was also ex-military, and she saw this as a negative, saying 

that “he literally treated me like I was still in the [military]” (Page 48, Line 7). 

He happened to be [ex-military] too. “Pull your bootstraps, get a boyfriend, get on with 

your life,” you know, absolutely no sympathy. (Brenda, Page 13, Line 7) 
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2.4.4.2 Subtheme 4.2: Building trusting relationships with HCPs 

Participants spoke about the importance of building trust and how this encouraged them 

to be open. One way in which this occurred for the participants was through rapport building 

and getting to know their HCP over time. This is shown in the following quote by Charlotte, who 

talks through the process of getting to know her HCP, and how this encouraged them to share 

their feelings.   

You know, the more you got used to the person, the more open you became. So, the 

deeper feelings come out and you told them, because if you didn't trust them, you didn't. 

You kept your mouth shut. (Charlotte, Page 35, Line 8) 

She further emphasises this by describing the change in the relationship over time, from 

stranger to familiar, which aided openness.  

It's like talking to a stranger, but the more you saw them, the more open you became. 

(Charlotte, Page 36, Line 17) 

Angela spoke about the relationship she has built with her HCP, one which she has 

intentionally kept despite moving areas, indicating an importance of maintaining a trusted 

relationship that she has built over time. She talks about the HCP’s supportive and pragmatic 

attitude and how this suited her needs, stating that her “logical brain” (Angela, Page 57, Line 4) 

related well to this approach.  

We still have a really good relationship. Even though we’ve moved house three times 

since, I’ve still got the same GP.  I’ve kept him.  I won’t move.  And he’s very supportive, 

and, yeah, very pragmatic. (Angela, Page 58, Line 11) 

 Charlotte talks about the importance of a non-judgemental approach from her HCP, 

which helped her to open up. The repetition of the words “you weren’t judged” in the following 

quote emphasise the importance of this.  

You weren't judged. You know, you could speak your mind, and you weren't judged. 

(Charlotte, Page 31, Line 7) 

 For Jenny, it was particularly helpful to know that she could trust her HCP with private 

thoughts and feelings that she would not have had the opportunity to share otherwise. She talks 

about the idea of sharing things with her wife as being “pressurised”, which could indicate a fear 

of burdening or feeling judged, which would not be a concern when talking to a HCP.  

I could have that opportunity to just say things that I wouldn't want to say to [wife’s name] 

because it would make things more pressurised on her. (Jenny, Page 50, Line 10) 
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2.5 Discussion 

The aim of this research was to explore LGBTQ+ veterans’ experiences of mental 

wellbeing and help seeking. IPA produced four main themes: ‘The journey to accepting my 

LGBTQ+ identity’, ‘Systemic failures, discrimination and marginalisation’, ‘Camaraderie: 

forming bonds and finding kinship’, and ‘The importance of person-centred care’.  

The first theme ‘The journey to accepting my LGBTQ+ identity’ explores the ways in which 

participants described their relationship with their sexuality and gender identities over time, and 

some participants reported not being aware of their LGBTQ+ identity before they joined the 

military. This is echoed in the Etherton (2023) review, which reported on testimonies from 

veterans that were not aware of their LGBTQ+ identity at the point of joining the military. Other 

participants described an awareness of their sexual identity from a young age, and their 

attempts to push these feelings away by joining the military or having heterosexual 

relationships.  

Participants described the subsequent need to hide their LGBTQ+ identity whilst in the 

military, due to fears of being found out and the potential for being dismissed, prosecuted, or 

physically targeted by their peers. Research has shown that ‘outness’ in the military remains 

something that is an ongoing struggle for serving personnel, with a continued hesitancy to 

disclose their identity due to concerns around anti-LGBTQ+ attitudes, and potential negative 

repercussions (McNamara et al., 2023). This research was conducted in the USA, and sampled 

current serving personnel between 2016-2018, a time during which LGBTQ+ personnel have 

been permitted to serve openly for around 5 years. Despite the changes in legislation, the 

research indicates that revealing their LGBTQ+ identity remained a concern for participants. In 

the current study, participants found self-acceptance through being able to ‘come out’ and live 

authentically as their true selves, either on leaving the military or later in life. In the context of 

Minority Stress Theory (Meyer, 2003), this theme highlights the participants’ experience of distal 

stressors, including ‘Gay Ban’, which required them to conceal their LGBTQ+ identities in order 

to remain safe from harm. The internalised stigmatisation via proximal stressors may also be 

seen in those who continued to hide their identity for many years after leaving the military.  

The second theme, ‘Systemic failures, discrimination, and marginalisation’,  explores 

experiences of injustice that participants faced as a result of their LGBTQ+ identity. Participants 

relayed accounts of the violations they had experienced when they were accused of 

homosexuality whilst in the military, including interrogations, room searches, and subsequently 

being discharged from service. These accounts echo previous findings, which describe 



Chapter 2 

42 

instances of abusive practises by military personnel towards individuals who were accused of 

being gay (Etherton, 2023; McGill et al., 2024).  

Participants also reported feeling systemically abandoned and excluded during and after 

their military service, as a result of their LGBTQ+ identity. They described feeling isolated during 

these experiences, and a feeling of vulnerability due to a lack of support. Similar accounts were 

described in the Etherton (2023) review, with reports of abusive practises within the military as a 

result of investigations into individual’s sexuality, and a lack of support for personnel through 

these processes. This indicates a persistent pattern of institutional neglect and harm toward 

LGBTQ+ personnel in the UK who served prior to the lifting of the ban in 2000, both during 

service and after, highlighting the need for systemic changes in order to create better access to 

support for these individuals.  

Furthermore, participants commonly reported a difficulty in finding appropriate support, 

due to the systemic barriers that impede accessibility, and the awareness that services need in 

order to best support LGBTQ+ veterans, which they felt is currently lacking. This is also aligned 

with previous research, which found that concerns about stigma impacted decisions to seek 

help (McGill et al., 2024; Simpson et al., 2013), and that participants experienced a lack of 

available and accessible services (Dietert et al., 2017; McGill et al., 2024). 

Minority Stress Theory (Meyer, 2003) understands these systemic patterns of 

discrimination as distal stressors, which can impact individuals directly, such as being 

discharged from the military due to their LGBTQ+ identity, and also indirectly, through 

difficulties in finding appropriate support due to the systemic barriers. These distal stressors 

may also reinforce proximal stressors of internalised stigma, feelings of shame, and 

concealment of identity (Douglass et al., 2020), which may create more barriers to seeking help. 

The third theme, ‘Camaraderie: Forming bonds and finding kinship’, explored the 

participants’ experiences of finding support from their peers, and the importance of shared 

experiences in both military and LGBTQ+ groups. Participants discussed the mutual 

understanding that occurs when people have had similar experiences, and this creates a 

comfort in sharing your struggles and a feeling that you will be understood. Furthermore, 

participants indicated the feeling of belonging and togetherness that comes with camaraderie, 

which was experienced in both military and LGBTQ+ groups. For some, being in the military was 

seen as being part of something bigger than themselves, and despite perhaps feeling different 

due to their LGBTQ+ identity, they still were able to find connection with their military peers. This 

camaraderie appeared to be a protective factor for individuals who achieved this sense of 

belongingness. However, some participants described the victimisation and isolation they had 

experienced in the military as a result of their LGBTQ+ identity, which had a negative impact on 
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their mental state. The protective nature of camaraderie and connectedness is well 

documented in both veteran (Luchsinger, 2016; McCormick et al., 2019; Nevarez et al., 2017; 

Vigilante et al., 2025) and LGBTQ+ groups (Brown, 2017; Ceatha, 2014; Masini & Barrett, 2013; 

Pereira & Silva, 2021). This theme highlights the potential for camaraderie to mitigate the impact 

of minority stress, perhaps through targeting proximal stressors (Meyer, 2003), which may lead 

to increased isolation as a result of shame and fear of rejection from others. This is supported 

by research which found that social support and connectedness (Meyer, 2015), pride in identity 

(Tan et al., 2020), and personal resilience (Meyer, 2003) are protective factors against the 

impact of minority stressors.  

The fourth theme was ‘The importance of person-centred care’. Participants spoke about 

qualities found in HCPs that helped them to feel listened to, understood and validated as 

patients. Within this, the importance of collaborating in decision making, feeling unrushed, and 

feeling believed were all highlighted. Participants also discussed the importance of building 

trusting relationships with HCPs, which is supported by a non-judgemental approach, and 

rapport building over time. Furthermore, the value of having a safe space to share difficult 

experiences was highlighted, which was facilitated by the HCP’s distance from the problem, 

thereby reducing participant’s fear of burdening the HCP. A person-centred approach is in 

opposition to the approaches related to distal stressors (Meyer, 2003) that participants reported 

they experienced during and after the military. This may in turn serve to lessen the impact of the 

proximal stressors, by creating a sense of connectedness through building these positive 

relationships (Meyer, 2015), thus improving engagement with healthcare services.     

NHS England adopts a person-centred care approach, which was first described by Balint 

(1969). Person-centred care involves accounting for an individual’s needs and wants when 

making clinical decisions and supporting individuals to collaborate in this decision-making 

process. The importance of person-centred care is supported by the World Health Organization 

(2015) and wider research (Kvåle & Bondevik, 2008; Stonehouse, 2021). Santana et al. (2018) 

provide a framework for how to achieve a person-centred approach, much of which overlaps 

with this theme, including listening to patients, sharing information, understanding the patient’s 

unique psychosocial context, being supportive and sensitive to emotional needs, and sharing 

decision making.  

2.5.1 Strengths and Limitations 

This study is the first known of its kind to explore LGBTQ+ veterans’ experiences in the UK 

using IPA. Thus far, research has mainly been based in the USA, and these results importantly 

add to the limited evidence base for UK LGBTQ+ veterans and their experiences that are unique 
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to the UK cultural landscape. Furthermore, the use of an IPA approach was novel, and meant 

that participants’ experiences of mental wellbeing and help seeking could be explored in an in-

depth and comprehensive manner.  

A further strength of this study is that the sample includes a range of gender and sexual 

minorities that are often underrepresented within research. The inclusion criteria were designed 

to be as broad as possible, in order to give LGBTQ+ individuals an opportunity to share their 

experiences in a way that has not been done before in UK studies. It is worth noting that all 

participants were of ‘White British’ backgrounds, and so generalisability may be limited due to 

the potential impact of intersectionality, which may occur with individuals of different races or 

ethnicities.  

However, all participants being of the same ethnic background may have led to a level of 

homogeneity within the sample. Under the umbrella of LGBTQ+, there is great variation in 

presentation, including both gender minorities and sexual minorities, and therefore lived 

experiences between these groups may vary. This was noted during the interview process, as 

there were similarities between the trans women’s experiences that were not shared within the 

wider sample, and therefore these did not appear in the wider themes. Therefore, there may 

have been nuances within individual experiences that were not fully captured within the 

analysis due to the heterogeneity. Despite this, the study had good prevalence of participants 

across themes, which indicates there was convergence in experiences despite the differences 

in LGBTQ+ identity. The issue of heterogeneity could have been addressed within this study by 

limiting the inclusion criteria to specific gender or sexual minority groups, however on balance it 

felt important to keep criteria broad in order to support the recruitment process, and to give 

voice to those who are not often represented in research. The rationale was also informed by the 

Minority Stress Theory (Meyer, 2003), which does not differentiate between gender or sexual 

minorities (Breslow et al., 2015), but understands the impact of discrimination to be common 

across all groups, with resulting mental health disparities across LGBTQ+ samples compared to 

heterosexual samples (Blosnich et al., 2013; Brown & Jones, 2016; Cochran et al., 2013; Mark et 

al., 2019). Despite this, it is important to recognise that by keeping the research focus broad, 

there may have been a cost to the nuance and therefore voices of certain subgroups may not be 

well represented in the themes.  

As previously stated, there was a lack of LGBTQ+ representation in the research team 

(including PPI), which may have led to a bias in the way decisions were made within this study. 

For example, the decision to include all subgroups of LGBTQ+ within the research was made 

with the rationale that this would support with recruitment and support with the representation 

of LGBTQ+ voices. However, in making this decision, the researchers made an assumption that 
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there would be homogeneity across this group’s experiences, which may have led to a lack of 

nuance in the results and conclusions drawn.  

This further impacted on the choice of method for the study. As the researchers assumed 

that there would be homogeneity across the sample, IPA was chosen due to its applicability to 

small, homogenous samples (Smith et al., 2021). However, on reflection, thematic analysis, 

which can be more easily applied to heterogenous samples (Braun & Clarke, 2006), may have 

been adopted to account for the differences within the sample.  

A further potential limitation is that the research question was broad and aimed to 

understand both mental wellbeing and help seeking. This was determined because a broad 

research question allowed for exploration of an under researched area. However, this may have 

resulted in the data lacking some depth, whereas a focus on one of these phenomena could 

have been sufficient for this research. One way that this study could have addressed this issue 

is through sample size. According to Malterud et al. (2016), qualitative studies with broad aims 

may benefit from larger sample sizes in order to give the research sufficient power. Although 

there are no specific recommendations regarding what constitutes a sufficient sample size, a 

helpful framework is provided for considering what elements within a study may impact the 

need for a larger sample size. Despite the concerns regarding the sample size, there was a good 

richness of data received from participants, and the themes were contributed to with good 

prevalence (at least 4 out of 6 participants per theme). Further research might benefit from 

considering more specific research questions or recruiting a larger sample size if there is scope. 

Furthermore, the study was retrospective in nature, as participants were asked to recall 

events that had happened to them over 35 years ago. This was occasionally a barrier in the 

interviews, because some participants had difficulty in recalling specific experiences from their 

time in the military. This may have caused a recollection bias in some responses, as positive or 

neutral memories may be less salient, and therefore reported less. It was, however, valuable to 

have participants who had served prior to the ban, as this gave valuable insight into experiences 

that have not been explored in research previously. Furthermore, as the findings indicate, many 

participants were not able to accept their LGBTQ+ identity until later in life, and so their 

experiences could not necessarily have been previously studied. Therefore, this gap in time can 

be seen as a necessity in conducting the current research, and this gap has likely allowed for 

participants to reflect back on their time in the military in ways that they may not have been able 

to do previously.  
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2.5.2 Clinical Implications 

The findings from this study have important clinical implications for the understanding of 

LGBTQ+ veterans’ presentations and clinical practice. The themes highlight some of the 

difficulties that LGBTQ+ veterans may have experienced during the military career. These 

experiences may cause ongoing challenges throughout life, including difficulties with trauma 

and anger, and ongoing struggles with feelings of systemic injustice (Etherton, 2023). If an 

LGBTQ+ veteran has experienced injustice and marginalisation as a result of their LGBTQ+ 

identity, the journey to accepting their identity may be a difficult one. There also may be 

challenges for some in connecting with their veteran identity, and therefore these individuals 

may distance themselves from military-associated organisations.  

The experiences of LGBTQ+ veterans may lead to the development of mental health 

conditions such as depression, anxiety, PTSD and moral injury. Moral injury is associated with 

PTSD (Barnes et al., 2019), and refers to the difficulties that arise as a result of experiencing a 

betrayal of an individual’s core values. This can lead to feelings of guilt, shame, disgust and 

anger related to the morally injurious event (Richardson et al., 2020). This may be particularly 

pertinent to LGBTQ+ veterans due to their experiences under the gay ban, feeling betrayed by 

trusted individuals, leading to a sense of guilt and shame about their LGBTQ+ identity.  

Furthermore, current discussions around reparations for this group could be an ongoing 

trigger for these conditions, as there may be feelings that not enough is being done to 

compensate individuals for the way they were treated. HCPs should be aware of the potential 

for these difficulties that are unique to LGBTQ+ veterans, particularly if they have served prior to 

the lifting of the ban in 2000. HCPs should be aware of the historical treatment of LGBTQ+ 

veterans in the UK in order to support their understanding of any presenting problems. This is 

supported by published recommendations that HCPs should receive training on LGBTQ+ 

veterans issue and the impact of the ban (Etherton, 2023).    

The findings also highlight the importance of camaraderie and belonging in both veteran 

and LGBTQ+ spaces. Services may find it helpful to consider peer-related support for LGBTQ+ 

veterans in order to help these individuals to feel a sense of belonging, and to feel validated in 

their shared experiences with people who are similar to them. HCPs may also consider 

signposting to services such as Fighting with Pride, a national UK LGBTQ+ veterans’ charity, 

which can provide an inclusive and validating space for this population.  

Person-centred care was also indicated as an important theme for LGBTQ+ veterans. In 

particular, the importance of building trusting relationships, and developing safe spaces where 

LGBTQ+ veterans can open up and feel validated. In order to encourage the building of helpful 
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and collaborative relationships between HCPs and LGBTQ+ veterans, HCPs can show that they 

are open and understanding of these issues by having the confidence to lead discussions about 

LGBTQ+ identity and military experiences. HCPs can also show that they are inclusive to 

LGBTQ+ individuals by checking and using preferred pronouns. Guidance on supporting 

veterans also highlights the importance of shared decision making, personalised care, and 

promotion of choice (Ministry of Defence, 2019).  

2.5.3 Future Research 

Further research which seeks to understand specific experiences of LGBTQ+ subgroups 

would be beneficial to build on the current study’s broad focus, by limiting the inclusion to 

specific gender or sexual minorities. Furthermore, research using quantitative approaches into 

UK LGBTQ+ veterans mental wellbeing and help seeking is needed in order to validate the 

themes found in the current study by identifying broader patterns in data. It would also be of 

interest to investigate the experiences of LGBTQ+ military personnel that have served post-ban, 

in order to understand the potential differences in experiences from those that served pre-ban. 

This concept arose from an interview, in which Charlotte expressed an interest in understanding 

what it is like for current-serving LGBTQ+ personnel, post-ban (“It'd be nice to actually talk to 

people who’s actually serving and find out what it's like for them now”, Charlotte, Page 57, Line 

11).  

 

2.5.4 Conclusion 

This research offers an in-depth exploration of UK LGBTQ+ veterans’ experiences of 

mental wellbeing and help seeking. The four themes were ‘The journey to accepting my LGBTQ+ 

identity’, ‘Systemic failures, discrimination, and marginalisation’, ‘Camaraderie: forming bonds 

and finding kinship’, and ‘The importance of person-centred care’. The themes illuminate the 

enduring psychological impact of serving during a time when LGBTQ+ personnel were banned 

from serving in the military, and the ongoing barriers that veterans face in accessing appropriate 

support. While the damage caused by institutional failings is evident, participants also shared 

positive elements of their experiences, through achieving self-acceptance, connection with 

others, and receiving validating care from healthcare professionals. These findings also 

highlight the need for systemic changes, including training for healthcare professionals and 

targeted support for LGBTQ+ veterans who have ongoing difficulties as a result of past 

treatment.  
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Chapter 3 Discrimination and Mental Health in LGBTQ+ 

Veterans: A Systematic Review 

3.1 Abstract 

Minority Stress Theory states that LGBTQ+ individuals are at a higher risk of developing 

mental health difficulties, due to experiences of discrimination related to their gender identity 

and/or sexuality. The current review aims to understand the association between discrimination 

and mental health outcomes in LGBTQ+ veterans. Searches were conducted on PsycINFO, 

Medline, CINHAL and ProQuest, identifying 463 studies. Thirteen studies were included in the 

review following screening (n = 4284). Quality of studies was assessed using the Critical 

Appraisal Skills Programme (CASP) Checklist. All studies were cross-sectional, and included 

varying measures on discrimination, Post Traumatic Stress Disorder (PTSD), depression and 

anxiety. A weighted mean (proportionate to the sample size of each study) was calculated and 

found that 47.2% of participants reported at least 1 experience of discrimination. Sixty two 

percent of the studies (k = 8) found a significant relationship between discrimination and mental 

health outcomes. The strongest evidence was related to the association between PTSD and 

discrimination, indicating that more frequent experiences of discrimination in military settings 

are associated with increased symptoms of PTSD in LGBTQ+ veterans. However, results should 

be interpreted with caution due to the correlational nature of the included studies. Future 

research would benefit from investigating samples in non-US cohorts, to understand the 

generalisability of the results in the current literature. Clinical implications are discussed, 

including the need for trauma informed approaches for LGBTQ+ veterans, many of whom have 

experienced previous discrimination.  

 

 

 

  



Chapter 3 

53 

3.2 Introduction 

Discrimination is defined by the Equality Act (2010) as any unfavourable treatment to an 

individual that occurs as a result of a protected characteristic, including gender and sexuality. 

This can occur directly, through unfair treatment by an individual, or indirectly, through a policy 

or practice that particularly disadvantages those with protected characteristics. Discrimination 

is a broad term and can include experiences of harassment, victimisation, stigmatisation, and 

bullying. Individuals who identify as LGBTQ+ (individuals who are of a gender or sexual minority, 

including lesbian, gay, bisexual, trans, queer and others) are protected from discrimination by 

law in the UK (Equality Act, 2010). 

The impact of discrimination on LGBTQ+ individuals can be understood by the Minority 

Stress Theory (Meyer, 2003). This postulates that those who identify as being of a gender or 

sexual minority may be exposed to social stress through stigmatisation due to their LGBTQ+ 

identity. Authors differentiate between distal and proximal minority stress (Frost & Meyer, 2023; 

Meyer, 2003). Distal stress originates from external sources and can include experiencing 

discrimination or stigmatisation from individuals and wider systems. Proximal stress is the 

process by which gender or sexual minority individuals internalise stigma that is associated with 

their identity, creating feelings of shame or expectations of rejection, leading to attempts to 

conceal their identity (Douglass et al., 2020). 

Within the military, minority stress can be experienced via both distal and proximal 

processes. With regards to distal stressors, the impact of the policies and culture of the military 

on LGBTQ+ personnel is pertinent to consider. For example, the influence of distal stress can be 

seen in the United States. Despite LGBTQ+ individuals being allowed to serve from 1993, the 

‘Don’t Ask, Don’t Tell’ policy meant that individuals were not allowed to reveal their LGBTQ+ 

identity (Cleveland & Ohl, 1994), creating a hostile environment for individuals that were 

required to conceal their identity, with the threat of being discharged if they were discovered 

(Cole, 2017). These cultures of homophobia can create environments in which victimisation and 

discrimination against LGBTQ+ individuals is normalised (D'Augelli & Grossman, 2001; Herek, 

2009; Lehavot & Simpson, 2014). Furthermore, the military subscribes to a heteronormative 

culture, which is a narrative that positions heterosexuality and gender binary (i.e., cis gender 

male and female) as the norm (Robinson, 2016). Heteronormativity within the military is rooted 

in the culture of the ‘Don’t Ask, Don’t Tell’ policy, which legitimised homophobia and, and 

perpetuated ideals about masculinity (Britton & Williams, 1995), shaping expectations and 

assumptions about how military personnel should look and behave, known as the ‘warrior ideal’ 

(Dunivin, 1994).  
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Proximal minority stress may have occurred as a result of this historic anti-LGBTQ+ 

culture in the military, which perpetuated fears and the feelings of shame that individuals felt 

about their gender or sexual identity (Etherton, 2023). Qualitative evidence has shown support 

for this model, with LGBTQ+ veterans reporting experiences of discrimination, via distal (verbal 

abuse, being subject to military investigations) and proximal (feelings of shame, concealment, 

expectations of rejection) processes (Livingston et al., 2019; McGill et al., 2024).  

As a result of minority stress, researchers have postulated that LGBTQ+ personnel 

experience mental health difficulties at higher rates when compared with their non-LGBTQ+ 

peers, due to their experiences of discrimination and stigmatisation. The evidence base 

supports this notion, indicating that LGBTQ+ veterans experience discrimination at higher rates 

(Lehavot et al., 2014; Lehavot & Simpson, 2014; Upham et al., 2025), and are more likely to 

experience mental health disorders (Blosnich et al., 2013; Brown & Jones, 2016; Cochran et al., 

2013; Mark et al., 2019; Shipherd et al., 2021) than their non-LGBTQ+ peers. Furthermore, 

LGBTQ+ veterans are more likely to experience discrimination when compared to LGBTQ+ 

civilians (Bloeser, 2016; Harper et al., 2024). This indicates that the intersectionality of these 

identities may lead to a higher prevalence of discrimination in this group, compared to both non-

LGTBQ+ veterans and LGBTQ+ civilians. This supports the notion that further research is needed 

to better understand experiences within this particular population.  

Previous systematic reviews have explored experiences of harassment and bullying for 

current and ex-serving military personnel (Kröger et al., 2023; Stuart & Szeszeran, 2021). 

Prevalence of harassment and bullying varied widely between studies, ranging from 12% to 

46.8% (Kim et al., 2019; Østvik & Rudmin, 2001; Pershing, 2006). Research has also found an 

association between bullying and mental health outcomes in current serving military personnel, 

including depression, PTSD, and anxiety (Campbell-Sills et al., 2023). This indicates that the 

prevalence of harassment and bullying in the military are associated with mental health 

difficulties. It is worth noting that these reviews have explored wider military samples to 

understand these trends, and none to date have sought to understand the impact specifically 

within LGBTQ+ samples. 

Further research has aimed to summarise experiences stigmatisation in LGBTQ+ current 

and ex-serving personnel (Mark et al., 2019). This study focused broadly on experiences of 

stigmatisation and the impact of this on healthcare utilisation. They found that participants 

indicated concerns about accessing healthcare within veterans’ services due to fears of 

stigmatisation, leading to lower rates of healthcare utilisation and concealment of LGBTQ+ 

identity as a form of self-protection. Although this study has overlaps with the current review, 

there are some key differences. Firstly, the current review aims to understand experiences of 
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only veterans, rather than grouping both veterans and current serving personnel. Secondly, the 

previous study aimed to understand the impact of stigmatisation on healthcare utilisation, 

whereas the current study aims to understand the experiences of discrimination more broadly, 

investigating not only the impact on healthcare use, but also the impact on mental health 

outcomes. Thirdly, the previous review has not sought to collate any data on correlations or the 

prevalence of discrimination, which the current study aims to do. Lastly, there has been further 

research conducted since the previous review was published, therefore giving further rationale 

to complete further research in this area.  

In summary, research indicates that LGBTQ+ personnel experience mental health 

disorders at a higher rate than their non-LGBTQ+ counterparts. It is therefore important to 

consider the impact of discrimination on this. The current review aims to synthesise research on 

LGBTQ+ veterans’ experience of discrimination within the military, and the impact this has had 

on their mental health outcomes.  

3.2.1 Research Question 

The research question that the current study aims to answer is: what is the association 

between discrimination and mental health outcomes in LGBTQ+ veterans? 

3.3 Method 

PRISMA guidelines (Page et al., 2021) were followed in conducting and writing up this 

review (see Appendix I for PRISMA checklist) . The protocol for this systematic review was 

registered on Prospero on 13/08/2025 (and amended on 20/08/2025 to update the search terms 

and review title), with the registration number CRD420251009191. 

3.3.1 Search Strategy 

Searches were conducted electronically on PsycINFO, Medline, and CINHAL databases 

via the EBSCO platform. ProQuest was also searched for grey literature to reduce the likelihood 

of publication bias. No parameters were used for publication year of the studies. The final 

search was conducted on 30th July 2025.   

Search terms were devised and informed by previous research (Hitch et al., 2023) and can 

be seen in Table 3-1. Truncation was used where appropriate to maximise search results. The 

search strategy was as follows: Veterans AND LGBTQ+ AND Discrimination AND Mental Health. 

 

Table 3-1. Search terms  
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Veterans LGBTQ+ Discrimination Mental Health 

Veteran or military 

veteran or armed 

forces veteran or 

war veteran or 

combat veteran or 

forces veteran or tri-

forces veteran or tri 

forces veteran or ex-

serving or ex-

military or ex-forces 

or ex-army or ex-air 

force or ex-navy or 

ex-marine 

LGB* or lesbian or gay 

or homosexual or 

bisexual or queer or 

sexual minority or 

gender minority or 

genderqueer or trans* 

or asexual or intersex 

or nonbinary  

Discriminat* or bully* 

or bullied* or stigma* 

or harassment or 

victim* or 

microaggression or 

violen* or aggressi* or 

intimidat* or hazing or 

hazed 

PTSD or posttraumatic 

stress disorder or 

mental disorder or 

mental illness or 

mental health or post-

traumatic stress 

disorder or post 

traumatic stress or 

depression or 

depressive disorder or 

depression disorder or 

stress or anxiety or 

anxiety disorder 

3.3.2 Eligibility Criteria 

The eligibility criteria for the inclusion of studies in this review are stated in Table 3-2. The 

review was interested solely in quantitative studies. The research question aligns with 

quantitative studies, aiming to understand the association between the variables of mental 

health and discrimination, rather than the experiences of participants, which would correspond 

with qualitative research.  

Studies that sampled LGBTQ+ veterans were included. The UK definition of ‘veteran’ was 

used, which includes anyone who has served at least 1 day in the military (Office for Veterans' 

Affairs, 2020). This encompasses those who had served full time or as a reserve in any military 

role. Studies that investigated solely civilians were excluded (i.e., anyone who has never served 

in the UK armed forces). LGBTQ+ was defined broadly as any sexual or gender minority, 

including gay, lesbian, bisexual, transgender, queer, intersex, and asexual. The acronyms used 

within this paper are variations of this, including LB, LGB or LGBT, depending on what was used 

in the cited paper.   

Studies were also included if they used quantitative measures of discrimination and 

mental health. Discrimination is defined by the Equality Act (2010) as unfavourable treatment 

towards individuals with protected characteristics. For the purpose of this research, 

discrimination was used as an umbrella term to include all prejudicial or unjust behaviour 

towards individuals with protected characteristics, including harassment, victimisation, 

stigmatisation, and bullying. Discrimination measures were not required to be validated, due to 
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the limited number of validated measures in the literature, thereby broadening the scope of 

evidence available to include in the review.  

 Sexual assault was not included within the scope of this review. Although sexual assault 

can overlap with experiences of discrimination, it is primarily conceptualised in literature as 

interpersonal violence rather than as a form of discrimination (Suris & Lind, 2008), with distinct 

legal definitions and implications (Department of Defense, 2013). Therefore, including studies 

that investigate sexual assault may impact the validity of this review, which aims to focus solely 

on experiences of discrimination.  

The mental health conditions of interest in this review were common mental health 

disorders that are known from previous research to be more prevalent in LGBTQ+ veterans than 

non-LGBTQ+ veterans, including PTSD, depression, and anxiety (Cochran et al., 2013; Mark et 

al., 2019). Concentrating on these disorders, and excluding other serious mental health 

conditions, enabled the review to address the most relevant and evidenced mental health 

conditions, which allowed for a more meaningful synthesis of findings and clinical implications 

that are pertinent to the LGBTQ+ veteran population.  

 

Table 3-2. Eligibility criteria  

Inclusion Criteria Exclusion Criteria 

English language used Non-English language used 

Quantitative studies Qualitative studies 

Participants are veterans Participants are civilian or currently serving 

military personnel. 

Participants identify as LGBTQ+ Participants do not identify as LGBTQ+ 

Quantitative measures were used related to 

experiences of discrimination.   

Measures were used related to experiences of 

sexual assault. No quantitative measures 

were used related to experiences of 

discrimination. 

Quantitative measures used were related to 

common mental health conditions, including 

depression, anxiety and PTSD.  

Measures used were related other serious 

mental health conditions. 
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3.3.3 Screening Process 

All titles and abstracts were screened for eligibility using the inclusion and exclusion 

criteria (Table 3-2). A second reviewer screened 10% of the total paper’s abstracts and titles 

(Cherry et al., 2024). Reviewers achieved 100% agreement in decisions for inclusion and 

exclusion of papers, indicating adequate reliability of the eligibility criteria. Full text screening 

was then completed for the remaining papers, and a further 10% of these were screened by a 

second reviewer (Cherry et al., 2024), which also achieved 100% agreement between reviewers. 

A PRISMA flow chart (Page et al., 2021) shows the screening process and number of included 

studies (Figure 3-1). 

 

Figure 3-1.  PRISMA flow chart 
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3.3.4 Quality Appraisal of Studies 

The CASP tool for cross sectional studies (Critical Appraisal Skills Programme, 2024) was 

used to assess the quality of the identified studies. This was conducted by one researcher. 

Quality appraisal is an important part of conducting a systematic review, as it allows for the 

assessment of the validity and reliability of the studies and will therefore inform the conclusions 

that are drawn. No studies were excluded on the basis of quality.  

3.3.5 Data Extraction and Synthesis 

A narrative synthesis (Lucas et al., 2007) was used to summarise the included studies and 

their findings. This is a method to summarise findings of studies textually, exploring the patterns 

in findings and similarities and differences across studies. Narrative synthesis is used when 

statistical synthesis of data is not possible (i.e., meta-analysis), which for this review was not 

possible due to the heterogeneity of measures between studies. Extracted data included 

publication year, location, study design, participant characteristics, measures used, analysis 

and key findings. Authors were contacted where possible to gather missing data (Bloeser, 2016; 

Harper et al., 2023; Lehavot et al., 2014; Ruiz et al., 2024), and of these, Harper et al. (2023) 

provided additional data that has been included in the review. 

3.4 Results 

3.4.1 Study Selection 

Database searching identified a total of 463 studies (Figure 2-1). All studies were exported 

to Rayyan (Ouzzani et al., 2016), a web-based tool for systematic reviews. The programme 

identified 102 studies which were potential duplicates. These were checked by hand, and 53 

studies were removed, with 415 studies remaining. The titles and abstracts of these were 

screened and 365 were excluded, leaving 50 studies for full text screening. At this stage, 37 

studies were excluded due to a lack of measures on discrimination (k = 22), qualitative study 

design (k = 11), lack of measures for mental health (k = 2), and the use of a non-veteran sample 

(k = 1).  

3.4.2 Study Characteristics 

Thirteen studies were included in the review (n = 4284). Table 3-3 shows a summary of the 

characteristics of these studies. All studies were based in the US and were published between 

2013 and 2025. One study was a dissertation, and the rest were peer-reviewed publications. All 
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studies used a cross sectional, correlational design. Eleven measures for discrimination and 

nine measures for mental health were used across studies.   

Table 3-3. Summary of included papers 

 

Paper Location Publication 
type 

Design Discrimination 
measure a 

Mental health 
measure 

Beckman et 
al. (2018) 

US Peer 
reviewed 

Correlational MELVS-A PHQ-8, PCL-C 

Bloeser 
(2016) 

US Dissertation Correlational WHQ, DRRI PCL-M 

Gorman et 
al. (2021) 

US Peer 
reviewed 

Correlational DRRI PCL-C, PHQ-9, 
Structured Clinical 
Interview 

Harper et al. 
(2023) 

US Peer 
reviewed 

Correlational EDS PCL-5, PHQ-9, GAD-7 

Kelly L. 
Harper et al. 
(2024) 

US Peer 
reviewed 

Correlational LSC-R PCL-5, PHQ-9, GAD-7, 
diagnosis of PTSD, 
depression, anxiety 

Lehavot et 
al. (2014) 

US Peer 
reviewed 

Correlational LVS PCL-C, PHQ-8 

Lehavot and 
Simpson 
(2014) 

US Peer 
reviewed 

Correlational LVS, WWSS PCL-C, PHQ-8 

Lehavot et 
al. (2016) 

US Peer 
reviewed 

Correlational MELVS-A, DHEQ PCL-C, PHQ-8 

Ruben et al. 
(2019) 

US Peer 
reviewed 

Correlational DMSS PCL-5, DASS 

Ruiz et al. 
(2024) 

US Peer 
reviewed 

Correlational EDS, DHEQ PCL-5, PHQ-8 

Simpson et 
al. (2013) 

US Peer 
reviewed 

Correlational MELVS-A PCL-C, PHQ-9 

Tucker et al. 
(2019) 

US Peer 
reviewed 

Correlational MELVS-A PHQ-9 

Upham et al. 
(2025) 

US Peer 
reviewed 

Correlational Lifetime verbal 
harassment in VHA 

PCL-5, PHQ-8 

a DHEQ: Daily Heterosexist Experiences Questionnaire, DMSS: Discrimination in Medical 

Settings Scale, DRRI: Deployment Risk and Resilience Inventory, EDS: Everyday Discrimination 

Scale, LSC-R: Life Stressors Checklist-Revised LVS: Lifetime Victimisation Scale, MELVS-A: 

Military Experiences of LGBT Veterans Scale (adapted), WHQ: Workplace Heterosexism 

Questionnaire, WWSS: Women’s Wartime Stressor Scale 
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Table 3-4 shows an overview of participant characteristics across the included studies. 

The mean reported age of participants was 47.70 years, and the weighted average (mean 

weighted by sample size) of white participants was 80.77%. Three studies investigated 

transgender veterans only, four studies investigated LGB veterans, thereby excluding 

transgender participants, and five studies included LGBTQ+ participants. One study (Gorman et 

al., 2021) investigated participants who identified as sexual minorities, including gay, lesbian 

and bisexual participants, however they did not indicate whether transgender participants were 

included in this. Ten of the included studies included both men and women, and three included 

only women.  

 

Table 3-4. Participant characteristics 

Paper N Age (M) 
Ethnicity 
(White %) 

LGBTQ+ status 

Beckman et al. 
(2018) 

221 48.80 88.20 
Transgender men 
and women 

Bloeser (2016) 253 49.55 76.70 
LGBTQ+ men and 
women 

Gorman et al. 
(2021) 

94 Not reported Not reported 
Sexual minority 
women 

Harper et al. 
(2023) 343 34.69a 58.22a 

LGBTQ+ men and 
women 

Kelly L. Harper et 
al. (2024) 1291 Not reported Not reported 

LGBTQ+ men and 
women 

Lehavot et al. 
(2014) 258 47.10 82.60 

LB cisgender 
women 

Lehavot and 
Simpson (2014) 264 47.32 82.00 

LB cisgender 
women 

Lehavot et al. 
(2016) 212 49.28 89.60 

Transgender men 
and women 

Ruben et al. 
(2019) 43 56.89 70.00 

LGBT men and 
women 

Ruiz et al. (2024) 463 49.53 82.10 
LGB cis gender 
men and women 

Simpson et al. 
(2013) 356 45.40 87.90 

LGB cis gender 
men and women 

Tucker et al. 
(2019) 

201 48.41 89.60 Transgender men 
and women 

Upham et al. 
(2025) 

721 Not reported Not reported LGBTQ+ men and 
women 

a Calculated from available data, see supplementary materials. 
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3.4.3 Measures 

3.4.3.1 Discrimination 

Eleven measures of discrimination were used across studies (see Table 3-3). Nine studies 

used measures that broadly focussed on experiences of everyday discrimination (Everyday 

Discrimination Scale; Peek et al., 2011, Women’s Wartime Stressors Scale; Wolfe et al., 1993, 

Deployment Risk and Resilience Inventory; King et al., 2003, Life Stressors Checklist-Revised; 

Wolfe et al., 1996, Military Experiences of LGBT Veterans Scale – Adapted; Cochran et al., 2003). 

Three studies used measures specific to experiences of heterosexism (Workplace 

Heterosexism Questionnaire; Waldo, 1999, Daily Heterosexist Questionnaire; Balsam et al., 

2013). Two studies used a measure relating to experiences of physical victimisation (Lifetime 

Victimisation Scale; D’Augelli, 2006). Lastly, two studies used measures relating to 

discrimination experienced within medical settings (e.g., Discrimination in Medical Settings; 

Peet et al., 2011). One of these measures was a single item about lifetime verbal harassment in 

a VHA setting. The most commonly used measure was the Military LGBT Veterans Scale 

(Cochran et al., 2013), which was used in 4 studies (Beckman et al., 2018; Lehavot et al., 2016; 

Simpson et al., 2013; Tucker et al., 2019).  

The measures varied in psychometric properties, consisting of between 1 and 50 items. 

Six of the measures used Likert Scales, whereas four of the measures used dichotomous scales 

(yes/no answers). Reported internal consistency was good or excellent for all measures of 

discrimination (α > 0.80). 

3.4.3.2 Mental Health 

Twelve studies used variations of the PTSD Checklist (PCL) to measure symptoms of 

PTSD, including the PCL-Civilian (Weathers et al., 1993), the PCL-Military (Weathers et al., 1994) 

and the PCL-5 (Weathers et al., 2013). Eleven studies used variations of the Patient Health 

Questionnaire to measure symptoms of depression, which were the PHQ-8 (Kroenke et al., 

2009) and the PHQ-9 (Kroenke et al., 2001). Two studies measured symptoms of anxiety using 

the Generalised Anxiety Disorder measure (GAD-7; Spitzer et al., 2006). One study used the 

Depression Anxiety Stress Scale (DASS; Henry & Crawford; 2005), which has two subscales 

relating symptoms of depression and anxiety. The PTSD Checklist, PHQ, GAD and DASS scales 

all measure responses on Likert Scales. The internal consistency across the mental health 

measures was excellent (α > 0.90). Two studies measured the presence of PTSD, depression 

and anxiety diagnoses via the Structured Clinical Interviews (First, 1997) or self-report from 

participants. 
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3.4.4 Risk of Bias 

The Critical Appraisal Skills Programme (2024) checklist for cross-sectional designs was 

used to assess quality and risk of bias in the included studies. Each study was rated on the 

following criteria: clearly focussed research question, appropriate methodology, acceptable 

recruitment, appropriate choice of measures, appropriate data collection, sufficient sample 

size, rigorous data analysis, clear statement of findings, application to wider population and 

value of research. An overview of the findings can be found in Table 3-5.  
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Table 3-5. CASP checklist for cross-sectional designs 

 Clearly 

focussed 

issue 

Appropriate 

methods 

used 

Acceptable 

recruitment 

Appropriate 

choice of 

measures 

Appropriate 

data 

collection 

Sufficient 

sample size 

Rigorous 

data 

analysis 

Clear 

statement 

of findings 

Application 

to wider 

population 

Value of the 

research 

Beckman et al 

(2018) 
     /×  /×   ?      /×   

Bloeser (2016)      /×  /×        /×  /×   

Gorman et al. 

(2021) 
     /×  /×   ?      /×   

Harper et al. 

(2023) 
     /×  /×   ?      /×   

Harper et al. 

(2024) 
     /×  /×   ?      /×   

Lehavot et al. 

(2014) 
     /×  /×   ?      /×   

Lehavot & 

Simpson 

(2014)  

     /×  /×   ?      /×   
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Lehavot et al. 

(2016) 
     /× ×   ?      /×   

Ruben et al. 

(2019) 
     /×  /×   ×     ×   

Ruiz et al. 

(2024) 
     /×  /×   ?      /×   

Simpson et al. 

(2013) 
     /×  /×   ?      /×   

Tucker et al. 

(2019) 
     /×  /×   ?      /×   

Upham et al. 

(2025) 
     /×  /×   ?      /×   

Note.   Criteria met;  /× Criteria partially met; × Criteria not met; ? Cannot tell if criteria met.  
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All the studies used correlational methods, which impacts on the conclusions that can be 

drawn, as causality between variables cannot be assumed. However, this methodology choice 

was appropriate for all studies based on the research questions chosen. Furthermore, all 

papers used self-report measures, which is appropriate for this methodology, but may lead to 

bias in responses, due to subjectivity, recall bias, and social desirability bias.  

The reporting of scales used in some papers was not transparent. For example, the 

Military Experiences of LGBT Veterans Scale (Cochran et al., 2013) was labelled differently in 

each study that utilised it (Beckman et al., 2018; Lehavot et al., 2016; Simpson et al., 2013; 

Tucker et al., 2019). Each of these studies reported using an amended version of the 

questionnaire, however it was not clear how these amendments were applied. This meant that 

internal validity cannot be determined for these questionnaires, as it is not possible to know if 

the questionnaire measures what the authors intended.    

Gorman et al. (2021) used self-report measures, as well as clinician-led diagnoses of 

mental health disorders, in which diagnoses of depression and PTSD were assessed by 

clinicians via phone. They found excellent inter-rater reliability for this approach (κ > .75), 

indicating that diagnoses were consistently measured across clinicians. This reduces the risk of 

bias that may occur in self-report measures. Kelly L. Harper et al. (2024) also measured 

diagnoses of depression, anxiety and PTSD by asking participants if they had ever received a 

diagnosis of these by a doctor or healthcare professional. Although this may improve the 

ecological validity of measuring presence of diagnoses, it is not possible to corroborate this and 

so some caution should be given when interpreting results.  

Most papers used opportunity sampling via online advertisements, which could have led 

to selection bias. Harper et al. (2023) used the Dillman mail recruitment method, a survey 

method which aims to improve response rates, using personalisation, multiple contacts and 

incentives. They gained a response rate of 20.6%, which may still indicate a bias due to the high 

non-response rate.  

Only one study reported a power analysis for sample size (Bloeser, 2016), and therefore 

for the other studies it is not possible to know whether any of the sample sizes were sufficient, 

particularly when participants were divided into subgroups based on their LGBTQ+ identity or 

veteran status. One study reported the use of a small sample size, which is to be expected as it 

was a pilot study (Ruben et al., 2019).   

All studies partially met the criteria regarding application to the wider population. 

Generalisability to wider population may be impacted due to the high proportion of white 

participants across studies, as highlighted in Table 3-4. Furthermore, all studies were based in 
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the USA, and differences in cultural and societal landscapes across countries which impact 

upon veterans’ experiences, may limit applicability to veterans in other countries.  

Overall, 100% of studies met the criteria for addressing a clearly focussed issue, 

appropriate methods, using appropriate data collection, rigorous data analysis, and value of 

research. Conversely, 100% of studies either did not meet or partially met the criteria for 

acceptable recruitment, appropriate choice of measures, and application to wider populations. 

Lastly, only 7.7% of studies met the criteria for sufficient sample size, whereas 7.7% did not 

meet this criteria, and not enough information was available to tell if a sufficient sample size 

was achieved in 84.6% of studies.  

3.4.5 Narrative Synthesis 

3.4.5.1 Prevalence of Discrimination 

Prevalence of discrimination was collated from 12 out of the 13 studies and is reported in 

Table 3-6. The data for one study was requested but not available (Bloeser, 2015). The weighted 

mean prevalence of discrimination across studies was 47.2% (SD = 19.97). The mean was 

weighted based on the sample sizes of each study. Furthermore, 66.7% of studies reported a 

discrimination prevalence of over 50%, with the highest reported prevalence of discrimination 

across studies being 90% (Gorman et al., 2021).  

 

Table 3-6. Prevalence of discrimination across studies 

Paper Prevalence (%) 

Beckman et al. (2018) 28.2 

Gorman et al. (2021) 90.0 

Harper et al. (2023) 85.3a 

Kelly L. Harper et al. (2024) 52.5 

Lehavot et al. (2014) 59.7 

Lehavot and Simpson (2014) 60.0 

Lehavot et al. (2016) 62.0 

Ruben et al. (2019) 60.0 
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Ruiz et al. (2024) 34.3 

Simpson et al. (2013) 52.5 

Tucker et al. (2019) 29.4 

Upham et al. (2025) 20.4b 

a Retrieved from author. b Calculated from available data, see supplementary materials. 

 

Two studies found that LGBTQ+ veterans were significantly more likely to experience 

discrimination than LGBTQ+ non-veterans (Bloeser, 2016; Kelly L. Harper et al., 2024). Notably, 

LGB veterans were found to be three times more likely to experience discrimination than LGB 

non-veterans (Bloeser, 2016). Furthermore, three studies found that LGBTQ+ veterans were 

significantly more likely to experience discrimination than heterosexual veterans (Lehavot et al., 

2014; Lehavot & Simpson, 2014; Upham et al., 2025). In particular, two of the three studies 

found that LB veterans were more likely to experience physical victimisation than heterosexual 

veterans (p < .05; Lehavot et al., 2014; Lehavot & Simpson, 2014). Furthermore, trans men were 

found to be the most likely to experience discrimination than any other subgroup of LGBTQ+ 

veterans (Upham et al., 2025). 

However, three studies found no significant difference between experiences of 

discrimination between LGBTQ+ and non-LGBTQ+ veterans (Gorman et al., 2021; Harper et al., 

2023; Lehavot et al., 2014). One of these studies reported similarly high rates of discrimination 

in both groups, with 90% of LGBTQ+ veterans and 93% of heterosexual veterans experiencing at 

least one instance of harassment (Gorman et al., 2021). 

3.4.5.2 Discrimination and Mental Health Outcomes 

Eight studies out of the thirteen studies reported on the association between 

discrimination and mental health conditions, of which seven studies investigated the link 

between discrimination and PTSD, seven studies investigated the link between discrimination 

and depression, and one study investigated the link between discrimination and anxiety. For the 

remaining five studies, the authors were contacted for the missing correlational data, however it 

was not provided, either due the data being unavailable or lack of response (Harper et al., 2023; 

Harper et al., 2024; Ruiz et al., 2024; Simpson et al., 2013; Upham et al; 2025).  

Table 3-7 summarises the findings of the studies that examined the relationship between 

discrimination and mental health outcomes using correlational methods. Six out of the seven 

studies found a significant positive relationship between measures of discrimination and PTSD 
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in LGBTQ+ veterans (Beckman et al., 2018; Bloeser, 2016; Gorman et al., 2021; Lehavot et al., 

2014; Lehavot & Simpson, 2014; Lehavot et al., 2016). A significant association was 

demonstrated across eleven correlations, using varied measures of discrimination, including 

measures specific to experiences of prejudice and stigma, heterosexism, and physical 

victimisation. However, three studies found non-significant correlations between discrimination 

measures and PTSD (Gorman et al., 2021; Lehavot & Simpson, 2014; Ruben et al., 2019).     

 Three out of seven studies found a significant positive correlation between discrimination 

and depression in LGBTQ+ veterans (Beckman et al., 2018; Lehavot et al., 2014; Lehavot et al., 

2016). This relationship was established across five correlations, including significant 

relationships for measures of heterosexism, physical victimisation and stigmatisation. 

Contrastingly, four studies failed to find a significant relationship between discrimination and 

depression across seven correlations (Gorman et al., 2021; Lehavot & Simpson, 2014; Ruben et 

al., 2019; Tucker et al., 2019). Furthermore, one study reported a correlation between anxiety 

and discrimination, which found a significant positive correlation between discrimination in 

medical settings and anxiety symptoms in LGBTQ+ veterans (Ruben et al., 2019).  

 Overall, mental health outcomes were significantly positively correlated with 

discrimination in eight out of the thirteen studies. PTSD was the most frequently reported 

significant finding, with 85.7% of studies finding significant relationships between PTSD and 

discrimination. Findings for depression were mixed, with only 42.9% of studies finding 

significant relationships between depression and discrimination. Lastly, anxiety was found to be 

significantly correlated with discrimination in one study, with no non-significant results 

reported.  
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Table 3-7. Correlations between discrimination and mental health outcomes 

Paper Finding Analysis Correlation coefficient P-value 

Discrimination and PTSD 

Beckman et al. 
(2018) 

Distal minority stress positively correlated with PTSD symptoms Point biserial 
correlation 

r = .32 <.001* 

Bloeser (2016) Prejudice and stigma positively correlated with PTSD symptoms Pearson’s correlation r = .24 <.01* 

Violence and harassment positively correlated with PTSD symptoms Pearson’s correlation r = .31 <.01* 

Prejudice and stigma moderated the relationship between LGB-
related violence and harassment and PTSD symptoms. 

Multiple regression β = -0.20 <.05* 

Significant main effect of LGB violence and harassment on PTSD 
symptoms 

Multiple regression β = 1.93 <.01* 

Gorman et al. 
(2021) 

General harassment was not significant correlated with PTSD 
diagnosis 

Logistic regression Exp(B) = .81 >.05 

 General harassment was significantly correlated with PTSD symptoms Logistic regression β = .25 <.05* 

Lehavot et al. 
(2014) 

Military physical victimisation was positively correlated with PTSD 
symptoms 

Multiple regression β = 0.27 <.001* 

Military physical victimisation mediates the relationship between 
sexual orientation and PTSD 

Multiple regression β = 1.26 <.05* 

Lehavot and 
Simpson (2014) 

Military physical victimisation predicted PTSD symptoms. Logistic regression r = .24a <.05* 

Experiences of discrimination via the WWSS does not predict PTSD 
symptoms 

Logistic regression r = .03a >.05 
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Lehavot et al. 
(2016) 

Heterosexism was positively correlated with PTSD symptoms Pearson’s correlation r = .55 <.01* 

Military enacted stigma was positively correlated with PTSD symptoms Pearson’s correlation r = .34 <.01* 

Ruben et al. 
(2019) 

Discrimination in medical settings was not correlated with PTSD 
symptoms 

Pearson’s correlation r = .20 >.05 

Discrimination and depression 

Beckman et al. 
(2018) 

Distal minority stress positively correlated with depression symptoms Point biserial 
correlation 

r = .24 <.001* 

Gorman et al. 
(2021) 

General harassment was not significant correlated with depression 
diagnosis 

Logistic regression Exp(B) = 1.01 >.05 

General harassment was significantly correlated with depression 
symptoms 

Logistic regression β = 0.09 >.05 

Lehavot et al. 
(2014) 

Military physical victimisation was positively correlated with 
depression symptoms 

Multiple regression β = 0.23 <.001* 

Military physical victimisation mediates the relationship between 
sexual orientation and depression 

Multiple regression β = 0.23 <.05* 

Lehavot and 
Simpson (2014) 

Military physical victimisation did not predict depression symptoms. Logistic regression r = 0.16a >.05 

Experiences of discrimination via the WWSS does not predict 
depression symptoms 

Logistic regression r = .02a >.05 

Lehavot et al. 
(2016) 

Heterosexism was positively correlated with depression symptoms Pearson’s correlation r = .55 <.01* 

Military enacted stigma was positively correlated with depression 
symptoms 

Pearson’s correlation r = .21 <.01* 
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Ruben et al. 
(2019) 

Discrimination in medical settings was not correlated with depression 
symptoms 

Pearson’s correlation r = .17 >.05 

Tucker et al. 
(2019) 

Minority stress positively correlated with depression Pearson’s correlation r = .57 <.01 

Depression symptoms are greater in those who have experienced 
minority stress 

T-test t = 2.95 <.01 

Discrimination and anxiety 

Ruben et al., 
2019 

Discrimination within VHA settings was positively correlated with 
symptoms of anxiety 

Pearson’s correlation r = .34 <.05* 

* Statistically significant, a Odds ratio converted to Pearson’s r
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3.5 Discussion 

The current systematic review sought to understand the association between 

discrimination and mental health outcomes in LGBTQ+ veterans.  Thirteen studies were 

included in the review. A weighted mean across 12 studies found that 47.2% of participants (n = 

3,700) reported experiencing at least one instance of discrimination. Furthermore, 61.5% of 

studies reported significant positive correlations between mental health outcomes and 

discrimination. The strongest evidence base was found in the relationship between PTSD and 

discrimination, with 85.7% of studies finding significant positive associations. The evidence for 

the relationship between depression and discrimination was less consistent across studies, 

with only 42.9% of studies finding significant positive correlations. Furthermore, the evidence 

for anxiety and discrimination was sparse, with only one study reporting a significant positive 

relationship, and no studies reporting non-significant results for this relationship.  

The rates of discrimination varied widely between studies, ranging from 20.4% to 90.0%. 

Therefore, the weighted average should be interpreted with caution. However, despite the large 

range, the majority of studies (66.7%) reported a discrimination prevalence of over 50%, which 

indicates that a significant portion of participants reported at least one instance of 

discrimination during their military career. Previous studies have found prevalence of 

harassment in wider military samples ranging from 12% to 46.8% (Kim et al., 2019; Østvik & 

Rudmin, 2001; Pershing, 2006), with the top estimate being smaller than the weighted average 

found in the current review (47.2%). These studies include samples of current serving military 

personnel, and they do not differentiate by sexuality or gender identity. In using this data as a 

comparison, it could be concluded that LGBTQ+ veterans are more likely to experience 

discrimination when compared with the wider military population. This can be understood 

within the context of Minority Stress Theory (Meyer, 2003), which states that LGBTQ+ individuals 

are more likely to experience discrimination, both directly and indirectly, due to their sexual 

and/or gender identity. This is also supported by findings of the current review, as three studies 

found that LGBTQ+ veterans were more likely to experience discrimination than heterosexual 

veterans (Lehavot et al., 2014; Lehavot & Simpson, 2014; Upham et al., 2025). However, other 

studies found non-significant differences between LGBTQ+ and non-LGBTQ+ veterans in the 

prevalence of discrimination (Gorman et al., 2021; Harper et al., 2023; Lehavot et al., 2014), and 

therefore further research is needed to investigate and validate this association.  

Included studies identified differences in discrimination prevalence across groups. For 

example, lesbian and bisexual female veterans were more likely to experience discrimination 

than heterosexual female veterans (Lehavot & Simpson, 2014).  There was also evidence to 
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suggest that transgender participants and lesbian and bisexual cisgender women experienced 

discrimination at higher rates than gay and bisexual cisgender men (Upham et al., 2025). This 

indicates that cisgender women and transgender individuals may be more at risk of 

discrimination than cisgender men. This may be explained by intersectionality, which postulates 

the interconnected parts of identity can impact and exacerbate experiences of discrimination 

(Robbins & McGowan, 2016). This suggests that different LGBTQ+ subgroups may experience 

discrimination differently depending on their gender and/or sexuality. For example, female 

sexual minority veterans may be subject to experiences of both sexism and homophobia, due to 

working in a male dominated, heteronormative environment, increasing the likelihood of 

experiencing discrimination when compared to sexual minority males. Although the Minority 

Stress Theory (Meyer, 2003) did not originally consider the impact of intersectionality on 

individual experiences, this effect has been highlighted in subsequent research (e.g., Bowleg et 

al., 2008), and the Temporal Intersectional Minority Stress Model (Rivas-Koehl et al., 2023) was 

proposed to incorporate these findings.  

Furthermore, LGBTQ+ veterans were more likely to experience discrimination than their 

LGBTQ+ non-veteran peers (Bloeser, 2016; Kelly L. Harper et al., 2024). This indicates that there 

may be unique factors within the military that impact the likelihood of experiencing 

discrimination, such as culturally embedded ideals of what it means to be a soldier, and 

perceptions around masculinity in the military (Fox & Pease, 2012). This environment may give 

rise to more prevalent discrimination towards those who do not fit these ideals, i.e. LGBTQ+ 

personnel. Furthermore, these findings indicate that the intersection of the military culture and 

LGBTQ+ identity creates a distinct vulnerability to discrimination, with rigid gender norms and 

ideals of masculinity intensifying the likelihood of discrimination within these groups.  

Findings also indicated that mental health outcomes were correlated with discrimination 

in LGBTQ+ veterans. This can be understood within the context of Minority Stress Theory (Meyer, 

2003), which hypothesises that mental health inequalities can occur in LGBTQ+ individuals due 

to the discrimination and stigma that they face at a higher rate than non-LGBTQ+ individuals. 

The role of minority stress has been well documented in wider LGBTQ+ samples, with evidence 

showing that LGBTQ+ individuals face mental health disparities at higher rates to non-LGBTQ+ 

individuals (King et al., 2008; Malik et al., 2023; Plöderl & Tremblay, 2015; Semlyen et al., 2016; 

Yarns et al., 2016), and minority stress predicts the occurrence of these mental health 

difficulties (Hoy-Ellis, 2023; Mongelli et al., 2019).  

The link between depression and discrimination appeared to be the least consistent 

across studies, with most reporting non-significant associations, whereas the strongest and 

most reliable relationship emerged between PTSD and discrimination. Considering Minority 
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Stress Theory (Meyer, 2003), it could be postulated that proximal stressors arise via experiences 

of discrimination, which foster internalised shame (Douglass et al., 2020), thereby heightening 

vulnerability to PTSD (La Bash & Papa, 2014). Further research is needed in order to better 

understand the discrepancy between depression and PTSD outcomes in those who experience 

discrimination.   

3.5.1 Implications 

This research highlights the need for systemic changes within the military to address the 

prevalence of discrimination that LGBTQ+ veterans are reporting. This may be particularly 

pertinent in countries such as the USA, in which a recent ban on transgender people serving in 

the military has been introduced. This may create difficulties for transgender personnel who 

have recently been discharged as a result of this discriminatory policy.  

Furthermore, healthcare professionals’ awareness and recognition of the prevalence of 

discrimination in LGBTQ+ veterans is paramount in addressing the potential associated 

difficulties. A trauma-informed approach may be appropriate to consider, which aims to create 

de-stigmatising and supportive environments and helping individuals to feel safe (Harris & 

Fallot, 2001). This person-centred approach could involve asking sensitively about the person’s 

LGBTQ+ identity and preferred pronouns, in order to signal to the individual that this is a safe 

space to have these conversations. Guidelines by the NHS Confederation (2022) provide further 

recommendations for staff working with LGBTQ+ patients, including not assuming a person’s 

gender or sexuality, developing staff’s knowledge and awareness of LGBTQ+ specific needs, and 

including LGBTQ+ people in co-production of services. 

3.5.2 Strengths and Limitations 

This review was the first of its kind to explore the existing literature relating to 

discrimination and mental health outcomes in LGBTQ+ veterans. This is an emerging and 

important area of research given the current political and cultural climate for LGBTQ+ veterans. 

The current evidence base has highlighted the existence of the mental health disparities that 

this group faces and therefore reviews such as this are essential in understanding how 

discrimination impacts these outcomes, which in turn can inform treatment and wider policy to 

better support this group.  

The results of this review should be interpreted within the context of its limitations. There 

was a wide range in the measurements of discrimination used across studies. Many of the 

measures aimed to broadly investigate experiences of discrimination, however there was 

variation within this also, including measures relating to discrimination in medical settings 
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(Ruben et al., 2019) and physical victimisation (Lehavot et al., 2014; Lehavot & Simpson, 2014). 

Therefore, the weighted mean of discrimination prevalence across studies must be interpreted 

with caution.  

Furthermore, it would have been beneficial to contextualise the findings within the culture 

and societal landscape of the time of the research, as this may have impacted the prevalence of 

discrimination. For example, participants who served prior to 1994 in the US would have served 

during the LGBTQ+ ban, and those who served from 1994 to 2011 served under the ‘Don’t Ask, 

Don’t Tell’ policy, which stated that LGBTQ+ personnel were permitted to serve in the US 

military under the condition that their LGBTQ+ identity was not revealed (Cleveland & Ohl, 

1994). Therefore, the social and cultural context of the time of an individual’s service may have 

impacted the prevalence of discrimination for these individuals (Britton & Williams, 1995). 

Although all studies were conducted after 2011, it was not clear when the participants were 

recruited, and what the cultural context was during the time that they served.  

A further limitation relates to the generalisability of the findings of this review. A large 

majority of the participants included in the review were white, meaning that the findings may not 

be applicable to non-white samples. The results of the current review have highlighted the 

potential impact of intersectionality on the experience of discrimination, and therefore being of 

an ethnic or racial minority may further compound this experience (Mereish & Bradford, 2014).  

Furthermore, all studies included in the review are of correlational design. Therefore, 

there are limitations as to the conclusions that can be drawn about causation. Further research 

using longitudinal methods would be beneficial in understanding the causational aspects of the 

effects found in these studies.  

3.5.3 Future Research 

All of the studies included in this review were based in the US, which highlights the need 

for research in other countries, in which different cultural settings may impact the experiences 

of discrimination, particularly distal stressors which are impacted by social and legal contexts 

(Meyer et al., 2021). Also, further research which uses mixed methods or longitudinal designs 

would be helpful in broadening the findings within this area, to understand causality, and to also 

further understand how this relates to individuals’ experiences at a qualitative level.    

The high proportion of white participants has been highlighted as a limitation to 

generalisability, and therefore further research which focuses on experiences of non-white 

participants would be beneficial to further understand the impact of intersectionality on the 

experience of LGBTQ+ veterans.  
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Furthermore, following the ban of transgender people serving in the US military in 2025, 

future research would benefit from an understanding of the prevalence of discrimination within 

currently serving LGBTQ+ personnel, and the impact of this on mental health outcomes. 

3.5.4 Conclusion 

This systematic review is the first to examine existing evidence of the relationship between 

discrimination and mental health outcomes in LGBTQ+ veterans. Across 13 included studies, 

findings highlighted a high prevalence of discrimination in LGBTQ+ veterans (47.2%), and 

significant associations between discrimination and mental health outcomes. In particular, 

correlations between PTSD and discrimination had the strongest evidence base, with 

depression showing mixed findings, and with limited findings for anxiety.  These results are 

consistent with the ideas proposed within Minority Stress Theory, which understands that the 

mental health disparities faced by LGBTQ+ individuals are related to their experiences of 

discrimination. This review emphasises the need to address systemic discrimination towards 

LGBTQ+ individuals within military settings, as well as ensuring that clinicians are trained to 

recognise and respond to the impact that these factors have on veterans’ mental health.    
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Appendix A Reflective Journal Excerpt 

Reflections during developing research question: 

I chose to focus my research on veterans because of my previous experience of working within a 

veterans’ service. Through this time, I noticed that there was a lack of diversity within the 

referrals that we received, and this is something that I thought would be helpful to learn more 

about. Veterans in general are underrepresented in services as they have lower rates of help 

seeking, however little is known about LGBTQ+ veterans and their pathways to seeking help - do 

they avoid veteran services? If so why, and how can we better support this group to seek help?   

I also considered that my experience in a veterans’ mental health service means that I have only 

had contact with veterans who have endured mental health conditions, many of which were a 

result of their military experience. I am mindful that my past experiences of hearing negative 

experiences from veterans may have influenced my perceptions about the military and may 

therefore influence how I perceive narratives from participants, and I should reflect on how I feel 

about this particularly if they don’t fit this narrative.  

Although I am cisgendered heterosexual woman, I identify as an ally to the LGBTQ+ community, 

and this may impact my stance as coming from a place of protectiveness for the LGBTQ+ 

community in general, and therefore I need to be aware of this throughout my research that this 

does not get in the way of hearing perspectives that may not align with my own. I also may have 

assumptions or misconceptions about LGBTQ+ experiences that I should be mindful of.  

Reflections after conducting an interview: 

I felt quite nervous going into this interview as it is my first one and I feel the pressure to get 

things right and how the questions were going to land. I noticed there were times initially when 

we were talking over each other, so I made sure to leave more space for the participant to add 

more to their answer. This was hard to do at first due to my nerves but became easier as the 

interview went on.  

Over time as the rapport built the participant seemed to open up and I was struck by the 

participant's openness to discussing difficult topics with me. Also, despite the difficult 

experiences, I noted the participant's positive feelings towards their military service and feeling 

proud to be a veteran. This was unexpected as I had previously reflected on assumptions that 

the participants would be unlikely to talk positively about their military experience. Repetitions 

noticed as potential themes - non-judgemental approach, feeling listened to, camaraderie, 

feeling connected to others.   
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Reflections during data analysis: 

I found myself feeling nervous to start exploratory noting, with the idea that I might get it 'wrong' 

holding me back, but I decided to just start, holding in mind that I could come back and do it 

again if I needed. I found myself jumping between the descriptive, linguistic and conceptual 

noting, and although I did not do these in a particular order, I found it helpful to think about the 

noting in these terms, and found that particularly focusing on linguistic properties of the text 

would give me ideas about what the interpretations could be behind what was being said.  

I noticed feeling deskilled again as I move into new stages of the analytical process. I used the 

cut up strips of paper on the floor, which was helpful as a first step, but once I made some initial 

clusters I moved the process electronically which I found easier to manage and play around with 

the experiential statements. 
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Appendix C Consent Form 

CONSENT FORM  

Study Title: LGBTQ+ veterans experiences of mental health in the UK military and beyond 

 

Ethics/ERGO number: 90499 

 

IRAS number: n/a 

Version and date: v3, 17.06.2024 

Thank you for your interest in this study. It is very important to us to conduct our studies in line 

with ethics principles, and this Consent Form asks you to confirm if you agree to take part in the 

above study. Please carefully consider the statements below and add your initials and signature 

only if you agree to participate in this research and understand what this will mean for you.                                                                  

Please add your initials to the boxes below if you agree with the statements:  

Mandatory Consent Statements  

Participant 

Initials  

I confirm that I read the Participant Information Sheet version 3, dated 17/06/2024, 

explaining the study above and I understand what is expected of me.  

 

I was given the opportunity to consider the information, ask questions about the study, and 

all my questions have been answered to my satisfaction. 

 

I agree to take part in this study and understand that data collected during this research 

project will be used for the purpose of this study. 

 

I understand that my participation is voluntary and that I am free to withdraw from this 

study at any time without giving a reason. 

 

Additional Statements - please add your initials in the boxes below you to agree to: 

Additional Consent Statements (if relevant to your study) 
Participant 

Initials 
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I understand that taking part in this study involves audio recording via Microsoft Teams and 

that the recording will be deleted immediately once the final transcription has been 

checked and completed.  

 

I understand that if I withdraw from the study, it may not be possible to remove my data 

once my personal information is no longer linked to the study data. I understand that I can 

withdraw my data from the use in this study within 2 weeks following my participation.  

 

 

_____________________________ ______________________ _________________ 

Name of participant Signature  Date 

____________________________ ______________________ _________________ 

Name of person taking consent 

              

Signature Date 

*Once this Consent Form has been signed by all parties, a copy of the signed and dated form should be 

provided to the study participant.  Original signed copy should be stored in the study site file (If 

applicable). 
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Appendix D Participant Information Sheet 

 
Participant Information Sheet 

 
Study Title: LGBTQ+ veterans experiences of mental health in the UK military and beyond 
 
Researchers: Lisa Walshe, David Beattie, Alethea Charlton, Katherine Wakelin 
 
ERGO number: 90499       
 
You are being invited to take part in the above research study. To help you decide whether you would like 
to take part or not, it is important that you understand why the research is being done and what it will 
involve. Please read the information below carefully and ask questions if anything is not clear or you 
would like more information before you decide to take part in this research.  You may like to discuss it 
with others but it is up to you to decide whether or not to take part. If you are happy to participate you will 
be asked to sign a consent form. 
 
What is the research about? 
 
My name is Lisa Walshe, and I am a Trainee Clinical Psychologist studying for my doctorate in Clinical 
Psychology at the University of Southampton. I am conducting this research as a part of my doctoral 
thesis.  
 
This research aims to understand LGBTQ+ veterans experiences of mental health and seeking help during 
and after their military service. This includes anyone who identifies as LGBTQ+ who has previously served 
in the UK military.  
 
This is an area that has not previously been explored in the literature, and research based in the UK that 
seeks to understand LGBTQ+ veterans experiences is lacking in general. Therefore, this research will take 
an exploratory approach which will help us to uncover individuals experiences without expectations of 
particular outcomes. The main objective is to gain an in depth understanding of individuals experiences.  
 
Why have I been asked to participate? 
 
You have been asked to participate because you meet the following criteria:  
 

  You identify as a part of the LGBTQ+ community (including lesbian, gay, bisexual, transgender, 
queer, intersex, asexual, or another sexual or gender minority) 

  You have previously served in the UK military in any role 
We are aiming to recruit up to 8 people in total for this study.  

What will happen to me if I take part? 
 
If you decide you would like to take part in this study, you will first be asked to complete a short 
questionnaire that will include questions regarding: 

1. Demographic information, including age, ethnicity and current employment status.  
2. Your gender or sexual identity 
3. Your military career: which military branch you served under, what your role was and how long 

you served for.  
4. Your previous experiences of mental health difficulties and any treatment you received. 

 
This will take around 5 minutes to complete. Most of the questions will require answers via tick boxes, 
with options to add more detail if needed.  
 
You will then be invited for an online interview with myself (Lisa). This will take place on Microsoft Teams 
at a time that is suitable for you, and the interview will be audio recorded. This will be an essential part of 
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the research as the recordings will be used to create transcripts of the interview, which will be used for 
analysis.  
 
Having your camera on during the interview is not essential if remaining off camera would feel more 
comfortable.  
 
The interview will last 1 – 1.5 hours. The interview will consist of questions about your mental health 
during and after your military career, as well as your experiences of seeking help for your mental health as 
a veteran.  
 
At the end of the interview, you will be given a debrief form which will outline any additional information 
you may need. This will include information about additional support that you can access if you 
experience any distress following the interview.  
 
Are there any benefits in my taking part? 
 
You will be paid £30 for taking part in the study, including your completion of the initial questionnaire and 
the interview.  
 
The findings of the study may be used to help improve our current understanding of the area that is  
lacking in research. Findings of the study could be used to make recommendations for improvements in 
areas, such as how services can support LGBTQ+ veterans to seek help with their mental health. 
 
Are there any risks involved? 
 
As the interview will involve talking about your experiences of mental health in relation to your military 
career, it is possible that this could cause some distress during the interview. It is important that you 
consider whether you are comfortable talking about these issues before agreeing to take part.  
 
Following the interview, you will be provided with a debrief form which will give you information about 
support services that you can access following the interview if you experience ongoing distress.  
 
What data will be collected? 
 
The data collected will consist of the answers to the questionnaire, as well as the audio recording of the 
interview. The questionnaire will be inputted into a database, which will be password protected and 
accessible only to the primary researcher.  
 
The audio recording of the interview will be transcribed by an university approved external transcription 
service, who are approved to handle confidential information. The interviews will be sent to the 
transcription service via an encrypted and password protected email. The transcriptions will be password 
protected and saved on a password protected university laptop which is only accessible by the primary 
researcher.   
 
You will be able to withdraw your interview recording up to 2 weeks after your interview takes place, after 
which the interview will be transcribed and anonymised.  
 
Will my participation be confidential? 
 
Your participation and the information we collect about you during the course of the research will be kept 
strictly confidential.  
 
Only members of the research team and responsible members of the University of Southampton may be 
given access to data about you for monitoring purposes and/or to carry out an audit of the study to ensure 
that the research is complying with applicable regulations. Individuals from regulatory authorities (people 
who check that we are carrying out the study correctly) may require access to your data. All of these 
people have a duty to keep your information, as a research participant, strictly confidential. 
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Any electronic information will be encrypted and stored on a password protected university laptop. This 
includes consent forms, questionnaires, audio recordings and transcripts. Once the audio recordings are 
transcribed, they will be destroyed.  
 
Do I have to take part? 
 
No, it is entirely up to you to decide whether or not to take part. If you decide you want to take part, you 
will need to sign a consent form to show you have agreed to take part. You can then return the consent 
form via email. 
 
What happens if I change my mind? 
 
You have the right to change your mind and withdraw at any time without giving a reason and without your 
participant rights being affected.   
 
You can withdraw by emailing the research team using the email addresses below.  
 
You will be able to withdraw your interview recording up to 2 weeks after your interview takes places, after 
which the interview will be transcribed and anonymised. 
 
If you wish to withdraw part way through the research process, the data we have collected up until this 
point will be destroyed.  
 
What will happen to the results of the research? 
 
Your personal details will remain strictly confidential. Research findings made available in any reports or 
publications will not include information that can directly identify you without your specific consent. 
 
The results of this project will be written up and may be submitted for publishing in a relevant journal.  
 
Where can I get more information? 
 
If you have any further questions regarding this research, please make contact using the email addresses 
below.  
 
What happens if there is a problem? 
If you have a concern about any aspect of this study, you should speak to the researchers who will do 
their best to answer your questions.  
If you remain unhappy or have a complaint about any aspect of this study, please contact the University of 
Southampton Head of Research Ethics and Clinical Governance (023 8059 5058, rgoinfo@soton.ac.uk). 
 
Research team contact details: 
Lisa Walshe: l.walshe@soton.ac.uk  
David Beattie: d.beattie@soton.ac.uk  
Alethea Charlton: a.charlton@soton.ac.uk 
Katherine Wakelin: katherine.wakelin@berkshire.nhs.uk  
 
 
Data Protection Privacy Notice 
The University of Southampton conducts research to the highest standards of research integrity. As a 
publicly-funded organisation, the University has to ensure that it is in the public interest when we use 
personally-identifiable information about people who have agreed to take part in research.  This means 
that when you agree to take part in a research study, we will use information about you in the ways 
needed, and for the purposes specified, to conduct and complete the research project. Under data 
protection law, ‘Personal data’ means any information that relates to and is capable of identifying a living 
individual. The University’s data protection policy governing the use of personal data by the University can 
be found on its website (https://www.southampton.ac.uk/legalservices/what-we-do/data-protection-
and-foi.page).  
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This Participant Information Sheet tells you what data will be collected for this project and whether this 
includes any personal data. Please ask the research team if you have any questions or are unclear what 
data is being collected about you.  
 
Our privacy notice for research participants provides more information on how the University of 
Southampton collects and uses your personal data when you take part in one of our research projects 
and can be found at 
http://www.southampton.ac.uk/assets/sharepoint/intranet/ls/Public/Research%20and%20Integrity%20
Privacy%20Notice/Privacy%20Notice%20for%20Research%20Participants.pdf  
 
Any personal data we collect in this study will be used only for the purposes of carrying out our research 
and will be handled according to the University’s policies in line with data protection law. If any personal 
data is used from which you can be identified directly, it will not be disclosed to anyone else without your 
consent unless the University of Southampton is required by law to disclose it.  
 
Data protection law requires us to have a valid legal reason (‘lawful basis’) to process and use your 
Personal data. The lawful basis for processing personal information in this research study is for the 
performance of a task carried out in the public interest. Personal data collected for research will not be 
used for any other purpose. 
 
For the purposes of data protection law, the University of Southampton is the ‘Data Controller’ for this 
study, which means that we are responsible for looking after your information and using it properly. The 
University of Southampton will keep identifiable information about you for 10 years after the study has 
finished after which time any link between you and your information will be removed. 
 
To safeguard your rights, we will use the minimum personal data necessary to achieve our research study 
objectives. Your data protection rights – such as to access, change, or transfer such information - may be 
limited, however, in order for the research output to be reliable and accurate. The University will not do 
anything with your personal data that you would not reasonably expect.  
 
If you have any questions about how your personal data is used, or wish to exercise any of your rights, 
please consult the University’s data protection webpage 
(https://www.southampton.ac.uk/legalservices/what-we-do/data-protection-and-foi.page) where you 
can make a request using our online form. If you need further assistance, please contact the University’s 
Data Protection Officer (data.protection@soton.ac.uk). 
 
Thank you for your consideration in taking part in this research, and for taking the time to read this 
information sheet.  
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Appendix E Demographic Questionnaire 

  

 

Date completed  Participant ID  

Age  

Please select the 

gender identity 

label(s) that best 

describe you  

Tick all that apply 

☐ Man 

☐ Woman 

☐ Transgender woman 

☐ Transgender man 

☐ Genderqueer 

☐ Gender non-binary 

☐ Genderfluid 

☐ Agender 

☐ Other: 

Have you ever 

been told that 

you have 

intersex 

characteristics?  

☐ Yes 

☐ No 

☐ Unsure 

 

Pronouns 

Tick all that apply 

☐ She/her 

☐ He/him 

☐ They/them 

☐ Other: 

Sexuality ☐ Heterosexual 

☐ Lesbian 

☐ Gay 

☐ Bisexual 

☐ Pansexual 

☐ Asexual 

 

☐ Other: 

Ethnicity ☐ Asian or Asian British 

☐ Black, Black British, Caribbean, or African 

☐ Mixed or multiple ethnicities 

☐ White 

☐ Other ethnic group 
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Employment 

status 

☐ Employed full time 

☐ Employed part time 

☐ Unemployed 

☐ Unable to work (e.g., long term sickness / disability) 

☐ Retired 

☐ Student 

Military service 

Service number:  

Years served:  

Military branch: 

☐  British Army 

☐  Royal Navy 

☐  Royal Air Force 

Highest rank held:  

Mental wellbeing 

Have you ever received a diagnosis of a 

mental health condition? 

Tick all that apply 

☐ Depression 

☐ Anxiety 

☐ Bipolar disorder 

☐ Post traumatic stress disorder 

☐ Obsessive compulsive disorder 

☐ Eating disorder 

☐ Psychosis 

☐ Personality disorder 

☐ Other: 
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Have you ever received treatment for 

your mental health? 

Tick all that apply 

☐ CBT 

☐ EMDR 

☐ Counselling 

☐ Chaplaincy 

☐ Medication 

☐ Other:  
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Appendix F Interview Schedule 

Section 1: Mental wellbeing 

1. Tell me about your role in the military 

a. Why did you decide to join the military? 
2. How would you describe your mental wellbeing during your time in the military? 

a. Can you share any specific experiences or challenges that impacted your 
mental wellbeing? 

b. How has your identity as an LGBTQ+ individual impacted your mental 
wellbeing during your military career? 

3. How has your mental wellbeing changed since leaving the military? 
a. What factors do you believe contributed to these changes? 

4. What strategies have you used to manage your mental wellbeing? 
a. Have you found any particular practices/activities helpful? 

Check in – offer break 

Section 2: Help seeking 

1. Can you tell me about a time that you sought help from a healthcare professional 
after leaving the military where you had a positive experience 

a. What was helpful about the experience? What did the healthcare 
professional do that was helpful? What could they have done differently?  

2. Can you tell me about a time that you sought help from a healthcare professional 
after leaving the military where you had a negative experience? 

a. What was unhelpful about the experience? What did the healthcare 
professional do that was unhelpful? What did the healthcare professional 
do differently?  

3. What do you think about the support available for LGBTQ+ veterans? 
a. What recommendations would you make to services to improve support 

for LGBTQ+ veterans? 
4. What advice would you give other LGBTQ+ veterans regarding help seeking? 
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Appendix G Debriefing Form                                                                                                        

Debriefing Form 

Study Title: LGBTQ+ veterans experiences of mental health in the UK military and beyond 

Ethics/ERGO number: 90499 

Researcher(s): Lisa Walshe, David Beattie, Alethea Charlton, Katherine Wakelin 

University email(s): l.walshe@soton.ac.uk, d.beattie@soton.ac.uk, a.charlton@soton.ac.uk, 

Katherine.wakelin@berkshire.nhs.uk 

Version and date: 1, 12/01/2024 

Thank you for taking part in our research project. Your contribution is very valuable and 
greatly appreciated. 

Purpose of the study 

The aim of this research was to understand LGBTQ+ veterans experiences of mental health and 

seeking help during and after their military service. This included anyone who identifies as 

LGBTQ+ who has previously served in the UK military.  

This is an area that has not previously been explored in the literature, and research based in the 

UK that seeks to understand LGBTQ+ veterans experiences is lacking in general. Therefore, this 

research took an exploratory approach which will help us to uncover individual’s experiences 

without expectations of particular outcomes. The main objective was to gain an in depth 

understanding of individuals experiences.  

Confidentiality  

Results of this study will not include your name or any other identifying characteristics. 

Study results 

If you would like to receive a copy of the dissertation when it is completed, please let us know by 
using the contact details provided on this form.  

Further support  

If taking part in this study has caused you discomfort or distress, you can contact the following 
organisations for support: 

  Your GP 
  NHS111 Get help for your symptoms - NHS 111 
  OpCourage Veteran Mental Health and Wellbeing Service. Find your local service: 
Mental health support for veterans, service leavers and reservists - NHS (www.nhs.uk) 
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  NHS Talking Therapies. Self-refer here: Find an NHS talking therapies services - NHS 
(www.nhs.uk) 

Charities that can offer urgent or ongoing support: 

Samaritans 
Crisis support service  

Phone: 116 123 Crisis support hub 
0808 175 3075 Veterans specific support 
Email: jo@samaritans.org.  
Available 24/7 

Fighting with Pride 
LGBTQ+ veterans’ charity 

Online contact form: Get in Touch (fightingwithpride.org.uk) 

Combat Stress  
Mental health support charity 
for veterans 

Phone: 0800 138 1619,  
Text: 07537 173683,  
Email: helpline@combatstress.org.uk.  
Available 24/7  

Royal British Legion 
Armed forces charity 

Phone: 0808 802 8080.  
Online chat: RBL - Support Login (britishlegion.org.uk),  
Available 8am – 8pm, 7 days a week 

Stonewall 
LGBTQ+ charity 

Email: info@stonewall.org.uk 
Website: Stonewall 

MindOut 
Mental health charity for 
LGBTQ+ community 

Website: MindOut | Mental Health Charity for LGBTQ community 
Call: 01273 234 839 
Email: info@mindout.org.uk 

Switchboard 
LGBT+ helpline 

Phone: 0800 0119 100 
Email: hello@switchboard.lgbt 
Web chat: Switchboard LGBT+ Helpline 
Available 10am – 10pm everyday 

Further reading 

If you would like to learn more about this area of research, you can refer to the following 
resources:  

Chen, J. A., Granato, H., Shipherd, J. C., Simpson, T., & Lehavot, K. (2017). A qualitative analysis 
of transgender veterans’ lived experiences. Psychology of Sexual Orientation and Gender 
Diversity, 4(1), 63. 

(PDF) A Qualitative Analysis of Transgender Veterans’ Lived Experiences (researchgate.net) 

Mark, K. M., McNamara, K. A., Gribble, R., Rhead, R., Sharp, M.-L., Stevelink, S. A., Schwartz, A., 
Castro, C., & Fear, N. T. (2019). The health and well-being of LGBTQ serving and ex-serving 
personnel: a narrative review. International Review of Psychiatry, 31(1), 75-94. 

The health and well-being of LGBTQ serving and ex-serving personnel: a narrative review: 
International Review of Psychiatry: Vol 31, No 1 (tandfonline.com) 

Further information 

If you have any concerns or questions about this study, please contact Lisa Walshe at 
l.walshe@soton.ac.uk, who will do their best to help.   

If you remain unhappy or would like to make a formal complaint, please contact the Head of 
Research Integrity and Governance, University of Southampton, by emailing: 
rgoinfo@soton.ac.uk, or calling:         + 44 2380 595058. Please quote the Ethics/ERGO number 
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which can be found at the top of this form. Please note that if you participated in an anonymous 
survey, by making a complaint, you might be no longer anonymous.  

Thank you again for your participation in this research. 
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Appendix H Ergo Approval 
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Appendix I PRISMA Checklist 

Section and 

Topic  

Item 

# 
Checklist item  

Location 

where item is 

reported  

TITLE   

Title  1 Identify the report as a systematic review. Page 51 

ABSTRACT   

Abstract  2 See the PRISMA 2020 for Abstracts checklist. Page 51 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of existing knowledge. Page 52-54 

Objectives  4 Provide an explicit statement of the objective(s) or question(s) the review addresses. Page 54 

METHODS   

Eligibility criteria  5 Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses. Page 56, Table 

3-2 

Information 

sources  

6 Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the date 

when each source was last searched or consulted. 

Page 54 

Search strategy 7 Present the full search strategies for all databases, registers and websites, including any filters and limits used. Page 54, Table 

3-1 

Selection process 8 Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record and 

each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process. 

Page 55 
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Section and 

Topic  

Item 

# 
Checklist item  

Location 

where item is 

reported  

Data collection 

process  

9 Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked 

independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the 

process. 

Page 57-58 

Data items  10a List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each study 

were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect. 

Page 57-58 

10b List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any 

assumptions made about any missing or unclear information. 

Page 58 

Study risk of bias 

assessment 

11 Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each 

study and whether they worked independently, and if applicable, details of automation tools used in the process. 

Page 57 

Effect measures  12 Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results. Page 68-70 

Synthesis 

methods 

13a Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and 

comparing against the planned groups for each synthesis (item #5)). 

Page 58, Table 

3-3 

13b Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data 

conversions. 

Page 103, Table 

S1-3 

13c Describe any methods used to tabulate or visually display results of individual studies and syntheses. Page 58 

13d Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the model(s), 

method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used. 

Page 58 

13e Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression). n/a 

13f Describe any sensitivity analyses conducted to assess robustness of the synthesized results. n/a 

Reporting bias 

assessment 

14 Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases). Page 61 
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Section and 

Topic  

Item 

# 
Checklist item  

Location 

where item is 

reported  

Certainty 

assessment 

15 Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome. n/a 

RESULTS   

Study selection  16a Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in the 

review, ideally using a flow diagram. 

Page 57, Figure 

3-1 

16b Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded. n/a 

Study 

characteristics  

17 Cite each included study and present its characteristics. Page 58, Table 

3-3 

Risk of bias in 

studies  

18 Present assessments of risk of bias for each included study. Page 62, Table 

3-5 

Results of 

individual studies  

19 For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision (e.g. 

confidence/credible interval), ideally using structured tables or plots. 

Page 68-70, 

Table 3-7 

Results of 

syntheses 

20a For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies. Page 64-65 

20b Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. 

confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect. 

Page 68-70, 

Table 3-7 

20c Present results of all investigations of possible causes of heterogeneity among study results. n/a 

20d Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. n/a 

Reporting biases 21 Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. n/a 

Certainty of 

evidence  

22 Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. n/a 
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Section and 

Topic  

Item 

# 
Checklist item  

Location 

where item is 

reported  

DISCUSSION   

Discussion  23a Provide a general interpretation of the results in the context of other evidence. Page 71-73 

23b Discuss any limitations of the evidence included in the review. Page 73-74 

23c Discuss any limitations of the review processes used. Page 73-74 

23d Discuss implications of the results for practice, policy, and future research. Page 73 

OTHER INFORMATION  

Registration and 

protocol 

24a Provide registration information for the review, including register name and registration number, or state that the review was not registered. Page 54 

24b Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Page 54 

24c Describe and explain any amendments to information provided at registration or in the protocol. Page 54 

Support 25 Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. n/a 

Competing 

interests 

26 Declare any competing interests of review authors. n/a 

Availability of 

data, code and 

other materials 

27 Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included 

studies; data used for all analyses; analytic code; any other materials used in the review. 

n/a 
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Appendix J Journal Guidelines 

The empirical paper has been written for publication in Qualitative Research in Psychology. The 

scope of this journal is to publish peer-reviewed qualitative research in the field of psychology. It 

has an impact factor of 4.8 (2025).  

Submission guidelines include 

- Title page 

- Abstract 200 words maximum 

- Main text: introduction, methods, results, discussion, acknowledgements, declaration 

of interest, references, appendices, tables, figures.  

- Formatted using APA style (7th Ed.) 

- No word limit 

 

The systematic review has been written for publication in Sexuality Research and Social Policy. 

The scope of this journal is to publish peer-reviewed empirical research related to sexuality. It 

has an impact factor of 2.4 (2024).  

Submission guidelines include: 

- English language 

- Title page 

- Maximum length of 40 double spaced pages, including abstract, body of text, references 

and tables/figures (can be longer in some circumstances).  

- Arabic page numbering, starting at the title page.  

- Abstract should be 150 – 250 words 

- Figures numbered consecutively 

- Formatted using APA style (7th Ed.) 
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Supplementary Materials 

Table S1. Calculation of age weighted mean for Harper et al. (2023) as displayed in Table 2-4.  

Weighted mean = SUM(A x B) / SUM(B)  

 Column A Column B A x B 
 Age (M) n  

Gay/lesbian 34.47 179 6170.13 

Bisexual 34.93 164 5728.52 

Sum - 343 11898.65 

 

Age weighted mean = 11898.65 / 343 = 34.69 

Table S2. Calculation of ethnicity weighted mean for Harper et al. (2023) as displayed in Table 2-
4.  

 Column A Column B A x B 
 White (%) n  

Gay/lesbian 52 179 9308 

Bisexual 65 164 10660 

Sum - 343 19968 

 

Ethnicity (white %) weighted mean = 19968 / 343 x 100 = 58.22% 

 

Table S3. Calculation of discrimination prevalence weighted mean for Upham et al. (2025) as 
displayed in Table 2-6. 

 Column A Column B A x B 

 Discrimination (%) n  
Gay men 10.60 189 20.034 

Bisexual men 17.70 62 10.974 

Trans men 37.80 45 17.01 

Lesbian women 22.70 154 34.958 

Bisexual women 24.60 61 15.006 

Trans women 25.00 144 36 

Non-binary 19.70 66 13.002 

Sum - 721 146.984 
 
Discrimination prevalence weighted mean = 146.98 / 721 x 100 = 20.38% 


