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This book, written by clinicians actively involved in the clinical management
of sexual health, is part of the Primary Care Essentials series, which aims to
target the increased range of clinicians now working in primary care.
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How This Book Works

Health promotion.

We have chosen to use the words ‘woman/women’ to represent people with
female anatomy and the words ‘man/men’ to represent people with male
anatomy. In so doing, we do not seek to exclude people who do not identify
according to the anatomy of their body, but use the terms that exist in the
clinical guidance for this topic area. In Chapter 1: Communication, we have
identified the importance of using inclusive language when working with
individuals who identify as non-binary and transgender.

The details in this book are presented for information purposes only. Practitioners
should always work to local protocols and within their own level of governance
and experience. Though information on examination and prescribing is provided

in this book, you should not examine someone unless competent to do so or
prescribe without expertise or further training.

Your employer may not provide the same brand of contraceptive mentioned in
the text and therefore any brands shown are for example purposes only. The

information contained herein with regard to brand names does not constitute
endorsement or recommendation.

2WW - two-week wait

AIDS — acquired immunodeficiency syndrome

ARV - antiretroviral

AYPH - Association for Young People’s Health

BASHH - British Association for Sexual Health and HIV
BBV - blood-borne virus

BHIVA — British HIV Association

BMI — body mass index

BMS - British Menopause Society

BNF — British National Formulary

BV - bacterial vaginosis
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CBT - cognitive behavioural therapy

CHC - combined hormonal contraception
COCP - combined oral contraceptive pill
CSE - child sexual exploitation

Cu-IUD - copper intrauterine device

CVD - cardiovascular disease

EC - emergency contraception

ED — emergency department

EE - ethinylestradiol

FBC - full blood count

FGM - female genital mutilation

FPA — Family Planning Association

FSH - follicle-stimulating hormone

FSRH - Faculty of Sexual and Reproductive Healthcare
GBL - gamma-butyrolactone

GHB - gamma-hydroxybutyrate

HCP - healthcare professional

HIV — human immunodeficiency virus

HRT — hormone replacement therapy
IDSVA - independent domestic and sexual violence advisor
IM — intramuscular

IMB - intermenstrual bleeding

IUC - intrauterine contraceptive

IU/1 — international units per litre

IUS - intrauterine system

IV — intravenous

LAM - lactational amenorrhea

LARC - long-acting reversible contraceptive

LGBTQ+ — lesbian, gay, bisexual, transgender, queer/questioning, plus many
other terms used to define sexual orientation and gender identity (such as
non-binary or asexual)
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LH - luteinising hormone

LMP - last menstrual period

LNG - levonorgestrel

LNG-IUS - levonorgestrel intrauterine system

MSM - men who have sex with men

NAAT - nucleic acid amplification test

NHS - National Health Service

NICE - National Institute for Health and Care Excellence
NSAID - non-steroidal anti-inflammatory drug

NSPCC - National Society for the Prevention of Cruelty to Children
PCOS - polycystic ovary syndrome

PEP - post-exposure prophylaxis

PHE - Public Health England

PID - pelvic inflammatory disease

PIL - patient information leaflet

PMDD - premenstrual dysphoric disorder

PMS - premenstrual syndrome

POI — premature ovarian insufficiency

POP — progestogen-only pill

PrEP — pre-exposure prophylaxis

SARC - Sexual Assault Referral Centre

SNRI - serotonin and norepinephrine reuptake inhibitor
SSRI - selective serotonin reuptake inhibitor

STI - sexually transmitted infection

TFT - thyroid function test

TV - Trichomonas vaginalis

TVUSS - transvaginal ultrasound scan

UKMEC - United Kingdom Medical Eligibility Criteria for Contraceptive Use
UPA - ulipristal acetate

UPSI - unprotected sexual intercourse
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USS - ultrasound scan

UTI - urinary tract infection

VTE - venous thromboembolism
WHI — Women'’s Health Initiative
WHO - World Health Organization
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Introduction

Many practitioners working in primary care are expected to have generalist
knowledge of sexual health issues and contraceptive queries. However, they
may have very little experience of managing these types of presentations. This
handbook provides a quick reference guide for practitioners working in primary
care using contemporary, evidence-informed guidance, including that provided
by the Faculty of Sexual and Reproductive Healthcare (FSRH). The aim is to
enable practitioners to gain confidence in the assessment and management
of care for patients presenting with sexual health issues and contraceptive
queries. A variety of topics are covered, including the importance of commu-
nication when working with patients who present with sexual health issues,

a recap of male and female sexual and reproductive anatomy and physiology,
methods of contraception including emergency contraception and legal and
ethical considerations, the menstrual cycle and complications related to it,
the menopause, sexually transmitted infections and safeguarding.

No such handbook could claim to cover the topic of sexual health and contra-
ception in its entirety. We therefore refer to a range of courses in the book that
we feel are appropriate and conform to UK clinical standards.

xiii



CHAPTER 1

Communication

H Introduction

Many people are extremely anxious or embarrassed when discussing sexual
health issues such as sexually transmitted infections (STIs), contraceptive
methods or sexual response difficulties. Factors such as stigma, fear and
negative attitudes from the practitioner can prevent or inhibit people from
discussing sexual health concerns with healthcare providers (Bauer et al.,
2016; Gore-Gorszewska, 2020). The age, gender identity and experience of the
practitioner can also affect how comfortable a patient will feel when discussing
sexual health concerns (Hinchliff and Gott, 2011). It is therefore essential that
healthcare professionals (HCPs) communicate in a way that puts people at ease.

B Self-Awareness When Discussing Sexual
Health Issues

Box 1.1 lists some negative feelings which may arise when discussing sexual
health issues.

Embarrassment; shame; fear; anxiety; disappointment; sadness; impatience;
frustration; inadequacy; humiliation; mortification; pride; nervousness;
inhibition; reticence; reserve; caution; ineptness; anger; judgement; prejudice;
disgust; confusion

Before thinking about the emotions that patients might be feeling when discuss-
ing intimate and sensitive details about sexual behaviour, we need to address
the range of feelings that we, ourselves, might be feeling or mirroring during a
consultation. This includes examining how our own attitudes and values might
have an impact on how the individual feels and how much they are prepared to
disclose to us. For example, our body language and tone of voice can give
subtle clues about discomfort or disapproval when issues such as unusual
sexual behaviours and abortion are being discussed.



Sexual Health and Contraception

Reflective activity

Circle the words in Box 1.1 that you have felt, or might feel, when talking
about intimate matters with patients. This activity is best undertaken with
a trusted colleague, particularly if you are able to discuss real-life scenar-
ios and ways of responding that may help to put people at ease.

However experienced we are, there can still be times when a patient
describes a situation that we find difficult or when we feel we did not
respond in a helpful way. Clinical supervision or reflecting with a men-
tor or colleague can start with the question: ‘I’'m not sure | handled
this well, how might you have handled the situation?’

The words listed in Box 1.1 illustrate the sometimes uncomfortable nature of
discussing sexual health concerns. The following list offers some suggestions
of communication skills that can be utilised to help put our patients at ease.

&

Adopting a warm and friendly manner when greeting a patient.

Using appropriate body language, such as maintaining eye contact (if cul-
turally acceptable), having an open posture, smiling and nodding to show
you are listening and to encourage them to continue, and having minimal
engagement with the computer.

Using open questions initially, followed by an exploration of initial concerns
and more closed questions as the consultation continues.

Explaining the confidential nature of the consultation and the rationale for
asking certain questions.

Using language that is sexually explicit, clear, understandable and words
with which you are both comfortable.

Examples of specific wording are offered further on in this chapter
in Box 1.2.

A welcoming, comfortable physical environment.
Clear display of literature that stresses confidentiality.
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e Clinic administration procedures which are designed to ensure confidentiality
is maintained — consider, for example, visibility of clinic files and lists.

e Consultations take place in private, sound-proofed rooms.

e Students and observers are present only with the patient’s consent — this
should be obtained before the patient enters the room.

e A chaperone is offered for any intimate examination.

e Accommodation, where possible, of requests for specific clinician gender on the
basis of culture, religion or personal preference with pathways to other services
in place to support patients whose preferences cannot be accommodated.

¢ All advertising of the clinic, including websites and leaflets (in other languages
where possible), explains the role of the clinic and what to expect during
a consultation.

An e-learning module on chaperones and consent is available via
e-learning for healthcare (NHS, 2022a).

L]

All healthcare settings should have policies in place to address the communica-
tion needs of patients whose first language is not English, people with hearing
or learning difficulties and people who cannot read.

Some resources to aid communication where there are language
challenges are:

- sign language interpreters

- foreign language interpreters

» access to telephone interpretation services

« use of communication aids, including websites

- working with local support organisations

- dedicated clinic times for patients with communication problems.

A fundamental principle of communication in healthcare is the promotion of
cultural safety. Cultural safety in healthcare refers to the experience of the
recipient of care. Comparable to clinical safety, it allows the patient to feel
safe in their interactions with HCPs and promotes opportunities for people

to take control over their health. This can be particularly important for those
who experience disempowerment in their everyday lives due to issues such as
stereotyping, racism, homophobia and transphobia.
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Communication is a vital component of enabling cultural safety for working with
any group of people who share common characteristics, such as language,
social practices, or values and attitudes. The concept of ‘cultural safety’ was
developed in New Zealand to address barriers and health inequalities faced by
indigenous populations. Cultural safety aims to address power imbalances in
healthcare interactions by acknowledging historical, social and systemic
barriers (Allen-Leap et al., 2022). While the use of this approach is predomi-
nantly promoted within First Nations communities, the principles are applicable
to a UK context (Lokugamage et al., 2023). The fundamental aim of cultural
safety is:

‘...based on the premise that culturally safe actions by the health pro-
fessional will lead to more positive experiences and improved health
outcomes for patients. Implementing cultural safety principles into practice
will require any health professional to engage in a process of transforming
their practice through identifying culturally unsafe behaviours and being
willing to engage in discomforting and challenging critical reflection on
your own values, attitudes and behaviours’ (Best, 2017).

Best (2017) highlights the following principles to address cultural safety:

e Reflective practice: recognising conscious and unconscious biases that
may affect your provider—patient interaction. Continuously reflect on
how your own cultural identity can have an impact on your professional
practice.

e Consider power differences: understanding the importance and impact of
power and privilege, in both your role as a health professional and your
individual characteristics (culture, age, sexuality etc.). Ask yourself ‘are
my actions empowering or disempowering my patients?’.

e Engagement and discourse: practising empathetic, respectful and
open patient-centred care, for example culturally appropriate body
language.

e Decolonisation: being mindful of the historical and ongoing effects of
colonialisation and intergenerational trauma.

e Consider exploring cultural safety training to enhance your practice.

An opportunistic approach to addressing sexual health issues in non-
specialist sexual health settings, such as primary care, can help identify
sexual health issues that might otherwise remain overlooked or unad-
dressed. For this to be effective, HCPs can be encouraged to think broadly
about sexual health issues, rather than limiting questions of a sexual
health nature to consultations where the primary focus is contraception

or concerns about STls.

4
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The PLISSIT model (Annon, 1976) is a framework developed to help HCPs
introduce sex into a clinical conversation and then offer appropriate counselling,
treatment and referral. The acronym signifies four levels of intervention.

e Permission

¢ Limited Information
e Specific Suggestions
¢ Intensive Therapy.

In developing this model, Jack Annon (1976) suggested that most people can
resolve sexual problems if they are given:

e permission to be sexual, to desire sexual activity, and to discuss sexuality
¢ limited information about relevant sexual matters

e specific suggestions about how they might address their sexual problems
e appropriate intervention or referral.

The framework was developed further by nurse educators Bridget Taylor and
Sally Davis (2007) and renamed the Ex-PLISSIT model. This extended version
reinforces the importance of explicit permission giving (Box 1.2) and review as
core features of each stage of interaction with patients.

The Ex-PLISSIT model encourages the HCP to consider their own level of knowl-
edge and comfort as well as the circumstances and comfort of the patient. The
HCP might decide to bypass the stages of giving information and suggestions if
they do not have the expertise in these areas. This could mean referring to spe-
cialist services such as psychosexual therapy, relationship counselling, urology
or gynaecology.

The Ex-PLISSIT model focuses on reflection and review for both the patient and
the practitioner.

Questions to help raise discussion on sexual health issues
(permission giving questions)

¢ ‘People with [a specific condition/on this medication] often experience
sexual difficulties, such as loss of desire or problems with enjoyment.
How have you been affected?’

e ‘Many people are concerned about how this condition and/or treatment
might affect their sexuality. What is your experience?’

¢ ‘How has your health affected you as a couple? Has it affected your
sexual relationship? Would you like to talk about this?’

* ‘Do you think you may have sex when travelling overseas? Have you
thought about how you can stay safe/minimise risk?’

e ‘Have you previously been tested for any STls or HIV?’

See Discussing Sexual Health with Your Patients (CDC, 2019) for more
information.

L]
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The initial contact with a patient can be particularly important in terms of taking
an accurate sexual history and making it easier for a patient to access services
in the future. If you develop a good rapport, the patient will find it easier to
return for subsequent visits or enquiries about sexual health concerns.

Whether the focus of the consultation is identifying STls, providing contracep-
tion, pregnancy counselling or any other routine or acute sexual health matter,
taking a sexual history will often help to identify underlying concerns that
patients have. Many are too shy to raise their concerns and will only discuss
their sexual health concerns if the HCP asks relevant questions (Panay, 2018;
Ports et al., 2014). Where HCPs engage in open conversations about sexuality
and sexual health, patients are more likely to open up and talk about concerns
such as sexual dysfunction or potential STIs that might otherwise go undiag-
nosed, causing delayed treatments (Bauer et al., 2016; Nash et al., 2015).

Reflective activity

How comfortable are you with using or hearing the following words/
phrases/behaviours?

Anal sex; oral sex; sex toys; fisting; group sex; chemsex; open rela-
tionships; polyamorous relationships; (mutual) masturbation; erectile
dysfunction; premature ejaculation; orgasm; female sexual response;
S&M; strangulation; pornography...

Consider asking colleagues to tell you ‘the most awkward question I've
ever been asked was...” and discuss with them appropriate responses and
ways of dealing with our own discomfort in such situations.

¢ |nitiate the consultation with a confidentiality statement and the rationale
for asking intimate questions, followed by open questions, an exploration of
the patient’s initial concerns and then more closed questions as the consul-
tation continues (see Boxes 1.3 and 1.4).

e Take a brief, core sexual history to establish if someone might be at risk of
STls (see Box 1.4); this can be followed up with a more detailed history if
test results are positive.

¢ Explain that questions about risk taking, which some patients might find
offensive (such as injecting drug use), are asked of everyone.

¢ Be aware of the signs of anxiety and distress from the patient, including
non-verbal cues.

¢ Avoid assuming that an older patient is no longer sexually active due to their
age and therefore thinking it inappropriate to ask (Ezhova et al., 2020).

e Use clear, understandable, sexually explicit language (see Boxes 1.4 and 1.5).
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It is easy to stray into asking questions about a patient’s medical, obstetric,
contraceptive or family history, especially if this is more familiar and comfort-
able for you. The questions in Box 1.4 will help you stay on course and focus
specifically on taking a core sexual history. These questions provide examples
of the words you might use to address the list of topics that should be covered
when taking a sexual history.

Initiating a conversation about STI risk

‘Hello, my name is [...]. Welcome. What brings you here today? How can |
help you?’

‘I'm going to ask you some questions to establish whether you are at
risk of any sexually transmitted infections, such as chlamydia. These
are questions | ask all patients in order to assess accurately their

risk of STls. Please don’t take it personally and be assured that this
information is kept in strict confidence unless you or someone else is
being hurt or is in danger.’

‘Do you have any questions before we get started?’

‘Have you ever been tested for STls before? If so, what were these and
when was this? Did this include testing for blood-borne viruses (BBVs)
such as HIV?’

‘Have you had any recent symptoms such as pain when you pass urine,
discharge from vagina/penis, lumps or bumps in the genital area?’

Key questions when taking a core sexual history

As early as possible in the conversation, the following set of questions
need to be asked in the order that they are listed.

HWNPE

o o

7.

. ‘When did you last have sexual contact?’

. ‘Who was that with? For example, a regular partner or one-off encounter?’
. ‘What is the gender of that person?’

. ‘Was that vaginal, oral or anal sex or masturbation? This helps us

decide on which tests to take and where from.’

. ‘Was a condom used?’
. ‘Was this sex you consented to or were happy to have?’ (For young

people, ask the age of the contact.)
‘When did you last have sexual contact with someone else?’

If the answer to question 7 reveals that there has been another sexual contact
within the previous 3 months, repeat the set of questions from point 1.

Additional questions are required to assess the risk of BBVs such
as HIV, syphilis, hepatitis B and C. See Box 1.5.
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UK National Guideline for Consultations Requiring Sexual History
EEE] Taking: Clinical Effectiveness Group British Association for Sexual
Health and HIV (Brook et al., 2020).

Sometimes when you ask the question about whether the person has had
sexual contact with anyone else, it becomes obvious that it might be useful to
ask the following question.

'How many partners (approximately) have you had sexual contact with in the
last three months?’

When multiple partners are disclosed, for example, more than three in the last
three months, it is acceptable to summarise the number of partners and type
of sexual activity, rather than specific details about each contact.

Key questions when assessing the risk of BBVs

These questions can be initiated by explaining ‘I am going to ask some
questions to help assess your risk of BBVs such as HIV, syphilis and
hepatitis B and C’.

Question Rationale

(To a man) ‘Have you ever Men who have sex with men (MSM)
had sex with a man or with a and transgender women have been
transgender woman?’ shown to be at higher risk of BBV

(To a woman) ‘Have you or your acquisition. To identify the need for
sexual contacts had sex with a hepatitis B, C and HIV testing and

man who has sex with men or hepatitis A and B vaccination and

transgender women?’ offer risk reduction advice.

‘Have you or your sexual To identify the need to test for

contacts ever used needles hepatitis B, hepatitis C and HIV,

to inject drugs?’ also the need for hepatitis A and B
vaccination.

‘Have you ever paid for sex or Sex workers face a significantly

been paid for sex?’ increased risk of BBVs (hepatitis B, C,

syphilis and HIV).

‘Have you had sex with a To help identify a higher risk of HIV.
partner who is from a country

with a high HIV prevalence such

as sub-Saharan Africa?’
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For further information on HIV, see pp. 95-99 in Chapter 7: Sexually
Transmitted Infections.

&

It is essential that HCPs are confident about initiating and engaging in conver-
sations when patients may have concerns related to sexual difficulties such as
those listed below. This should include knowing when and how to make onward
referrals, using appropriate terminology, to other practitioners and agencies
such as psychosexual health, dermatology, gynaecology and urology.

e Reduced sexual desire

¢ Difficulties achieving orgasm

¢ Dyspareunia (painful sex)

e Vaginismus (involuntary tightening of vaginal muscles making penetration
painful/difficult)

e Symptoms associated with the menopause

e Functional difficulty due to, for example, disability, surgery, genital conditions
or illness.

¢ Erectile dysfunction — can be a symptom of cardiac disease (always investi-
gate further or refer on)

¢ Premature ejaculation

¢ Delayed ejaculation

¢ Reduced sexual desire

¢ Functional difficulty due to, for example, disability, surgery, genital conditions
or illness.

» The British Association of Urological Surgeons (2023) website has a
section called ‘Patients: ‘I think | might have...” offering information
LEE] and guidance on men’s health issues, including those listed above.
» The Relate Guide to Sexual Intimacy (Campbell, 2015).
« Sexual Wellbeing For All (2023) provides information and resources
for people experiencing a variety of sexual difficulties and problems.

The latest version of the British Association for Sexual Health and HIV (BASHH)
guideline for consultations requiring sexual history taking (Brook et al., 2020)
offers new recommendations for communicating around female genital
mutilation (FGM) and with users of chemsex. The guideline also suggests
considerations for working with transgender (and non-binary) individuals.
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Questions enquiring whether previous FGM has been performed should be rou-
tinely included for all cis-gender women and those assigned as female at birth
(Brook et al., 2020). The language we use around FGM requires sensitivity. Some
women find the word ‘mutilation” offensive or difficult to hear and may prefer the
term ‘female circumcision’. This is controversial as this term can be associated
with ‘male circumcision’, minimising the harm and mortality associated with FGM.
You should try to mirror your patient’s language. If the woman does not know
what you mean when asking about FGM, you could try the following question:
‘Have you ever had any operations or been cut on your vulva/genitals?’.

Information about types of FGM and protocol to follow when women
@ have experienced FGM is covered on pp. 114-115 in Chapter 8:
Safeguarding.

The following principles should be embedded in any initial conversation when a
woman has disclosed FGM.

¢ Give the message that the individual can come back to you at another time
if they wish.

e Give a very clear explanation that FGM is illegal and that the law can be
used to help the family avoid FGM if/when they have daughters or family
members at risk.

o Offer support, for example counselling, NHS FGM specialist clinics, Statement
Opposing FGM leaflet which is available online with a variety of translations
(Gov.UK, 2021).

e Do not assume that families from practising communities will want their girls
and women to undergo FGM.

A useful definition of the term ‘chemsex’ is provided by McCall et al. (2015).

“Chemsex” is used in the United Kingdom to describe intentional sex under
the influence of psychoactive drugs, mostly among men who have sex with
men. It refers particularly to the use of mephedrone, y-hydroxybutyrate
(GHB), y-butyrolactone (GBL), and crystallised methamphetamine. These
drugs are often used in combination to facilitate sexual sessions lasting
several hours or days with multiple sexual partners.’

Advice and practical tips for professionals engaging in supportive roles for
people using chemsex are offered by the Change Grow Live charity (2022) and
include the following.

e Supporting someone who is using chemsex drugs should begin with an
open, honest conversation. It is important to explore each person’s situ-
ation, including what drugs they are taking, how often, and their physical
health, mental health, and social circumstances.

10
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Everyone’s situation will be different, and the support they need will vary.

If someone is experiencing issues with their mental health, you could direct
them to local mental health support services. If they identify as LGBTQ+,
you could direct them to specialist LGBTQ+ services.

Further reading, including advice and guidance on chemsex and a

IEEI harm reduction approach for crystal meth, mephedrone and GHB/

GBL, can be found on the Change Grow Live website (2022).

This section offers some practical suggestions to be aware of and to adopt
when holding conversations with people who identify as transgender and
non-binary. It is adapted from the BASHH (2019a) document.

Ask every patient how they identify their gender and which pronouns they
use as part of routine enquiry. Always use their chosen name, pronoun and/
or title.

Ask ‘what gender are your partners?’ as part of routine enquiry with all
patients rather than ‘do you have male or female partners?’.

Misgendering someone (for example, using ‘she’ instead of ‘he’) can be
highly distressing to trans people. If this happens, apologise immediately
and acknowledge your mistake and then move on with the consultation.
Ask about a patient’s preferred language when it comes to their body and
genitals and mirror their language in the consultation.

Not all trans people will have had, or want to have, gender-affirming treat-
ments such as hormonal medication or genital surgery.

Avoid assumptions about their anatomy and how they have sex. Using
models or diagrams may be more helpful than ‘anatomically correct’
terminology.

Explain that you are asking so that you can understand what specific sexual
health tests they may need.

Remember that trans individuals experience higher rates of violence,
domestic abuse, sexual abuse and harassment than cis-gender individuals.
They may also be more likely to be involved with commercial sex work, and
to misuse drugs and alcohol. Sensitive questioning about this should be
part of routine enquiry with all patients.

Cervical screening is recommended for everyone with a cervix but may be
psychologically or physically challenging for trans men and non-binary peo-
ple. Consider and offer opportunistic cervical smears if appropriate to trans
men and non-binary people, which may need additional labelling to avoid
rejection by local laboratories. Encourage participation with breast, bowel
and abdominal aortic aneurysm (AAA) screening programmes, remembering
that individuals may be missed from automatic recalls following a change of
gender marker on primary care records.
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Work within your competence. If specific advice or knowledge is necessary (for
example, managing genital postoperative complications), seek advice from
your local surgeons and specialist gender services.

- Transgender Health: A practitioner’s guide to binary and non-binary
trans patient care (Vincent, 2018).

« Supporting Trans Patients: A quick guide for GPs (Transactual, 2021).

LEE] « Supporting Transgender Adults: A guide for primary care practi-
tioners (The Clare Project, 2021).

« LGBT Health Hub (Royal College of General Practitioners Learning,
2023).

This chapter has addressed communication in relation to sexual health for
HCPs in primary care. As in any setting, the golden rule is to listen. This means
checking our assumptions and the way our values and attitudes might affect
the way we respond in consultations when addressing sexual health issues. It
also means considering an individual person’s needs within the wider context
of their lives to enable sensitive, safe and appropriate services.

CASE STUDY

Instead of a traditional case study, | have chosen to offer this short film
(10 minutes). It captures the essence of what makes a difference for people
identifying as trans, non-binary and queer. The accessibility of healthcare
services for this patient group is discussed from 6 minutes in. It was
created by Off the Record (Bristol) and Educational Action Challenging
Homophobia (EACH).

» Search: What is Gender? (Inspiring Equality in Education)
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