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GPs understanding of how
depression affects gay and

HIV positive men

Background

This article explores qualitative descriptions of how a group of
Australian general practitioners understand the relationship between
depression, gender, and sexuality in their gay male patients, including
gay men who are HIV negative and those who are HIV positive.

Methods

Thematic analysis of 16 semistructured qualitative interviews with
GPs who prescribe s100 HIV medications in Sydney, Adelaide and a
rural coastal town in New South Wales, Australia.

Results

Recurrent themes regarding how depression affects the gay men
these GPs see in their practices in comparison with heterosexual
men included: differences in seeking help and accepting treatment;
and similarities in emotional expression, overuse of alcohol and
recreational drugs, and excessive time spent on work. Issues that
complicated the management of depression in these populations
included aging, sexual dysfunction, social isolation, loss of family and
friendship networks, and poverty.

Discussion

General practitioners with less experience in treating gay and
HIV positive men can benefit from these insights to ensure that
depression is accurately detected and effectively treated.

l Although there is considerable literature available on how
general practitioners approach the diagnosis and management
of depression, there is less on their perceptions, attitudes and
beliefs about depression, particularly in relation to how
depression affects gay men.

There is some evidence that gay men experience elevated levels
of psychological disorders, including depression' and suicidality.2
Many studies have also found a high prevalence of depression in
people living with HIV/AIDS3-® and a meta-analysis of aggregated
data from 10 studies reported the rate of major depressive
disorder as nearly twice as high in HIV positive as HIV negative
participants.® Survey studies have been conducted in the Australian
context on rates and factors associated with depression in gay and
HIV positive men attending general practices."” However, few
qualitative studies have been published in this area,® and none
focuses on GP understandings of how depression affects gay and
positive men.

Health professionals commonly express beliefs about gender
differences in mental health. For example, studies have found:
doctors and nurses believe men to be more reluctant to talk about
emotional issues than women;® men are less likely to ‘open up’ about
depressive symptoms;'® and men cope with depression differently,
more often choosing ‘avoidant, numbing and escape’ behaviours
which can lead to ‘aggression, violence and suicide’."” More generally,
primary care physicians have been shown to negotiate between a
medicalised understanding of depression and one which understands
depression as a response to the social context of patients’ lives.'? One
example of this influencing service delivery in the Australian context
is the Care and Prevention Program (CPP), which has been providing
multidisciplinary care in Adelaide (South Australia) since 1998 for
people with HIV and people at risk — with a focus on homosexually
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active men including a more culturally appropriate approach to the
management of depression in gay men.'

Methods

The Primary Health Care Project on HIV and Depression is a 3 year
study employing both qualitative and quantitative methods to answer
a range of research questions around HIV and depression. Outcomes
will include a module for the self management of depression for HIV
positive men on the ClimateGP website.™

Ethics approval was granted by the National Research and
Evaluation Ethics Committee of The Royal Australian College of General
Practitioners and ratified by the human research ethics committees of
participating universities.

Stage one of this study comprised semistructured qualitative
interviews with GPs who are s100 HIV medication prescribers in
Sydney, Adelaide and a rural coastal town in New South Wales.
Key practices in each of these locations were engaged by
the investigators at the grant application stage. Once the study
was funded, presentations were made to each practice about the
scope and purpose, and then individual GPs were invited (through
practice managers) to take part in interviews. Between August and
October 2006, face-to-face interviews of around 1 hour in length
were conducted with each GP in an open ended, nonjudgmental and
conversational style.” Questions explored the diagnosis, treatment
and management of depression, aspects of depression related to HIV,
gender and sexuality, and reflections on practice. Sufficient interviews
were conducted to achieve data saturation.

As has been evidenced in multiple settings, qualitative methods are
particularly appropriate for exploring such a range of health and practice
issues.'®8 Interviews were transcribed verbatim and de-identified
to protect participant confidentiality. Transcripts were coded by the
primary qualitative researcher (and interviewer) on the study through
an iterative process of theme identification, using the qualitative
analysis software NVivo. Thematic analysis allows for empirically
grounded findings to emerge from the data rather than being restricted
to predetermined hypotheses.'® Reliability was established through a
process of independent coding and discussion among the qualitative
members of the team.

Results

Sixteen GPs were recruited from seven practices to take part in
interviews. The five practices in Adelaide (1) and Sydney (4) have a high
caseload of gay or homosexually active men as well as HIV positive
men. The two in the rural/coastal town have a lower caseload of these

groups, but see many of the gay and positive men living in that area.
Participants included 14 male GPs and two female GPs, and the number
of years each had been working in HIV medicine ranged 2-24.

General practitioners perceived gay men as more ‘in tune” with their
emotional selves than heterosexual men. However, they also described
them as ‘still men'.

‘They'll talk about sex in a maybe more open and whatever way

than straight men sometimes would... But when it comes to

actually looking at how they're feeling and whether they might be

depressed, they're very blokey, they don't talk about it.” (SYD-GP4)
General practitioners believed male patients often downplayed their
symptoms. However, they suggested gay men were more willing to
seek help and accept treatment than heterosexual men.

‘| think it's the culture of this group that it's more sensitive and in

tune with their feelings and issues of depression. So they're much

more likely, able to identify this as an issue and come forward,

and accept treatment or discuss it." (ADE-GP1)

Particular characteristics were described by GPs as typical of men,
but also of their gay male patients. This included using alcohol and
recreational drugs to self medicate depression, and hiding emotional
problems behind excessive work.

‘Sometimes gay men that are high achievers and... they've

never had any problems at all in the past, they've always sailed

through. You know, successful careers, successful relationships

and then they hit a brick wall." (SYD-GP3)

Gay men were described by GPs as often immersed in social
environments that placed a high value on being fit, attractive and
sexually active. General practitioners believed this had a significant
impact on the emotional health of gay men, particularly as they
grew older.

‘Your whole life’s been around body image, maybe, or being able

to get a root whenever you want it, and suddenly you're not

interested in sex and you've got to find other things to give your

life some value.’ (SYD-GPS8)

Associated with this was the understanding that gay men were more
likely to present with sexual dysfunction as a symptom of depression,
and more reluctant to take antidepressants that may affect libido and
erectile function.

General practitioners believed many of their gay male patients were
socially isolated, particularly as major life events such as a relationship
breakdown were often undervalued by family and work colleagues.
They described what they perceived as ‘unresolved issues for many
gay men in relation to their sexuality, worsened by family rejection or
not being taken seriously by those in positions of authority. Gay men
from culturally and linguistically diverse backgrounds were perceived as
particularly vulnerable.

General practitioners reported that many gay men were ostracised
from family and friends, or had lost large parts of their social networks
to HIV.

"So whether you're positive or negative, if you're the one left

hanging around when nearly everyone else has gone... and you
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haven't got family as well or you haven't got sympathetic or
supportive family, it's really isolating.’ (SYD-GP8)
Other losses experienced by positive gay men that GPs perceived as
worsening depression included the loss of relationships and social
connectedness, career and earning capacity, a sense of future and
longevity, health and treatment options.
‘It's a sense of, 'l was told | was going to die 15 years ago,
and I'm still here. And now I'm living in poverty. And | gave up
my career because of this. And I've not been able to have a
relationship. And I'm quite lonely and isolated.’ (ADE-GP1)

Discussion

A number of recurring themes emerged from the analysis of the
GPs" interviews. These included: that gay men often differ from
heterosexual men in terms of seeking help and accepting treatment,
but like heterosexual men can struggle with emotional expression;
overuse of alcohol and recreational drugs; and excessive work.
General practitioners believe particular issues worsen depression
for gay men including aging, sexual dysfunction, social isolation,
and loss of family and friendship networks. For gay men living with
HIV, multiple losses are seen to increase the risk of depression,
particularly for those living in poverty.

This analysis suggests that this group of GPs has quite particular
and pronounced understandings about how depression is related to
gender and sexuality in their male patients, which inform their approach
to the diagnosis and management of depression in men. General
practitioners with less experience in treating gay and HIV positive men
can benefit from these insights to ensure that depression is accurately
detected and effectively treated. However, these understandings about
gay men must be approached warily to ensure that they are not used
to further stereotype this population. Further research will be analysed
from this study to assess the perspective of gay and positive men
themselves on their experiences of depression and how depression is
diagnosed and managed in the context of Australian general practice.
Forthcoming papers will address related issues such as the changing
context of depression in HIV positive men and the different experiences
of GPs and patients in different geographical settings.

Summary of important points

e Rates of depression are higher in gay men than heterosexual men,
and higher again in gay men who are HIV positive.

e There is little literature available on GP understandings about how
depression affects gay men, including those who are HIV positive.

e Australian GPs who prescribe s100 HIV medications suggest that
gay men are more likely to seek help and accept treatment for
depression than heterosexual men, but that both groups of men
struggle with emotional expression, alcohol and drug use, and
overwork.

® GGPs believe particular issues worsen depression for gay and HIV
positive men, including aging, sexual dysfunction, social isolation,
loss of family and friendship networks, and poverty.

Implications for general practice

General practitioners understanding of how depression is related to
gender and sexuality in their male patients inform their approach to the
diagnosis and management of depression in men. General practitioners
with less experience in treating gay and HIV positive men can benefit
from the insights of s100 prescriber GPs to ensure that depression is
accurately detected and effectively treated in this population.
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