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Lesbians’ attitudes and beliefs regarding overweight and weight

reduction

Susan J Roberts, Eileen M Stuart-Shor and Rachel A Oppenheimer

Aim and objective. This article presents data on attitudes and beliefs about overweight/weight reduction in lesbians. The project

was developed to have information on which to base future culturally sensitive interventions to reduce cardiovascular risk in

lesbians.

Background. Lesbians have been found to have high rates of obesity/overweight and to be more accepting of it. Researchers

have hypothesised that this is attributed to different attitudes towards body weight and shape in lesbians than heterosexuals.

Little is known about acceptable ways to intervene to decrease cardiovascular risk in lesbians in view of these attitudes.

Design. Women over 21 who self-identified as lesbian and reported one or more cardiovascular risk factors were recruited from

medical providers and community resources. Twenty-five women participated in five focus groups that explored practices,

attitudes and beliefs about cardiovascular risk and culturally acceptable strategies to reduce cardiovascular risk in lesbians.

Method. Demographic and risk factor information was collected from focus group members by questionnaire. Focus groups

were audiotaped and transcribed. Investigators reviewed the transcripts and identified, coded and categorised data to begin to

identify emergent themes.

Results. Lesbian participants with risk factors for cardiovascular risk expressed concern about the health consequences of

weight but want a focus on their general health rather than exclusively on the BMI. There is not homogeneity in attitudes and

beliefs about weight and overweight among lesbians, and generational differences were found. Minority stress, anxiety and

depression and homophobia were major factors in health behaviours and barriers to changing unhealthy behaviours.

Relevance to clinical practice. Lesbian participants with risk factors for cardiovascular disease were eager to be involved in

individual and group culturally sensitive programs that focus on improved health and well being. Recommended interventions

include lesbian specific multidimensional group interventions that could deal with the multiple factors involved in causing and

maintaining the behaviours.
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Background

Research over the last decade has shown that obesity is a

major health problem (James 2008) and is related to

cardiovascular disease (CVD) (Eckel et al. 2004, Klein et al.

2004, Poirier et al. 2006) cancer and a variety of other health

problems in women (Mosca et al. 2007, Ryan 2007).

Reduction in cardiovascular risk factors (obesity, hyperten-

sion, diabetes, glucose intolerance, smoking, unhealthy eating

and sedentary lifestyle) has been associated with a reduction

Authors: Susan J Roberts, DNSc, ANP, FAAN, Northeastern

University School of Nursing, Boston, MA, USA; Eileen M Stuart-

Shor, PhD, ANP, FAHA, FAAN, University of Massachusetts Boston,

College of Nursing and Health Sciences, Beth Israel Deaconess

Medical Center, Boston, MA, USA; Rachel A Oppenheimer, MS, JRI

Health-Sidney Borum Jr. Community Health Center, Boston, MA,

USA

Correspondence: Dr Susan J Roberts, 211 Robinson Hall,

Northeastern University School of Nursing, 360 Huntington

Avenue, Boston, MA 02115, USA. Telephone: 617-373-3130.

E-mail: s.roberts@neu.edu

1986 � 2010 Blackwell Publishing Ltd, Journal of Clinical Nursing, 19, 1986–1994

doi: 10.1111/j.1365-2702.2009.03182.x



in development of CVD (Eckel et al. 2004, Poirier et al.

2006). A recent review of the obesity literature found that

lesbians are more likely to be overweight or obese and to be

more accepting of it (Bowen et al. 2008). This article presents

data on attitudes and beliefs about overweight/weight reduc-

tion in lesbians. The data come from a larger project

undertaken to broaden the understanding of the important

elements of culturally sensitive interventions to reduce risk

and prevent CVD in lesbians.

The US Institute of Medicine report on lesbian health

recommended more research into the prevalence of risk

factors for CVD in this population (Solarz 1999). One risk

factor that has been of particular concern and interest in

lesbians is overweight/obesity. Early health surveys of lesbi-

ans found that they were significantly more likely to be obese,

although they were less likely to consider themselves to be

overweight (Cochran et al. 2001). Recent surveys have found

that lesbians had higher rates of being overweight compared

with national statistics but were more likely to participate in

vigorous exercise (Aaron et al. 2001) and have higher rates of

heart disease (Diamant & Wold 2003). Lesbians who

participated in the US Women’s Health Initiative had higher

rates of obesity, 51% of the lesbians were overweight or

obese and the highest rates of myocardial infarction when

compared to the heterosexual women (Valanis et al. 2000).

Other studies have found that lesbian samples had higher

BMIs than heterosexual women (Roberts et al. 1998, 2003,

Case et al. 2004). An analysis of the data from the 2002 US

National Survey of Family Growth found that lesbians had a

higher prevalence of overweight and obesity than all other

female sexual orientation groups (Boehmer et al. 2007).

Being overweight and obese in lesbians and bisexuals has

been found to be associated with older age, poorer health

status, lower educational attainment, relationship cohabita-

tion and lower exercise frequency (Yancey et al. 2003). A

recent study found a relationship between childhood sexual

abuse and obesity in lesbians (Aaron & Hughes 2007). One

explanation for the higher BMI has been that lesbians are less

concerned about weight, because they are not as socialised as

heterosexual women to adhere to traditional standards of

appearance (Bowen et al. 2008). Lesbians have been found to

have attitudes similar to heterosexual comparisons concern-

ing weight, appearance and dieting and the same rates of

bulimia in some studies (Brand et al. 1992, Heffernan 1996,

Feldman & Meyer 2007), while others found that lesbians

have less negative attitudes about their bodies (Bergeron &

Senn 1998, Polimeni et al. 2009) and find women with higher

BMIs more attractive (Swami & Tovee 2006). One study

found that lesbians have internalised societal norms about

weight and body image but are hesitant to discuss it with

other lesbians for fear that they will be criticised if they

appear to be trying to conform to societal norms (Kelly

2007).

A recent analysis of the California Life Survey found that

higher rates of psychological distress, related to minority

stigma and stress, account for differences in health problems

among lesbians and bisexual women (Cochran & Mays

2007). Higher rates of depression and other mental health

problems have consistently been found in lesbian populations

(Valanis et al. 2000, Matthews et al. 2002, Case et al. 2004,

Razzano et al. 2006). Researchers have hypothesised that

stigma and the stress of being a minority may be related to

this high rate of depression (Meyer 2003). Stress related to

being gay, stigma and lack of social support have been related

to psychological distress (Oetjen & Rothblum 2000, Lewis

et al. 2003). Stress related to stigma, internalised homopho-

bia is thought to lead to lowered self-esteem, stress and

depression (McGregor et al. 2001). Depression is a known

risk factor for CVD and may also be related to obesity and to

the inability to make behavioural change.

Little data exist on interventions to reduce obesity/over-

weight and other CVD risk in lesbians. One lesbian focus

group study found that many of the barriers to exercise

interventions were similar to other women, but that the lack

of lesbian-focused exercise groups and family memberships

for lesbians to fitness centres were unique barriers for this

population (Brittain et al. 2006). Sexual minority women

have been found to be interested in programs related to

weight loss but are more motivated by becoming healthy and

fit rather than being thin and are more accepting of larger-size

bodies (Bowen et al. 2006). Questions remain about what

factors are related to successful risk reduction in lesbians,

especially related to maintaining normal weight.

Research design and methods

Using qualitative methods, we conducted five focus groups

that explored practices, attitudes and beliefs about CVD risk

and culturally acceptable strategies to reduce CVD risk in

lesbians. The focus group design was selected, because it

enabled researchers to get large amounts of data quickly,

with flexibility and high face validity, and because the

technique is socially oriented, tapping into human tendencies

and promoting self-disclosure among participants, capturing

real-life data in a social environment (Reynolds & Johnson

1978, Krueger 1988). The researchers developed a demo-

graphic and health questionnaire and a semi-structured

interview guide consisting of root questions and probes

based on the literature and the researchers prior to experience

with lesbian health issues and cardiovascular risk appraisal.
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The protocol was reviewed and approved by the Northeast-

ern University Institutional Review Board.

Recruitment and enrollment

Women over 21 who self-identified as lesbian and reported

one or more CVD risk factors were recruited from medical

providers and community resources in regions of Massa-

chusetts known to have a high prevalence of lesbians.

Participants were recruited using a personalistic and multi-

source strategy reported to be useful in minority popula-

tions, which involved placing notices about the groups in

places where lesbians were thought to be found and

advertising the study in periodicals specific to lesbians

(Jarrett 1993, Rothblum et al. 2002). Participants were

recruited with flyers sent to lesbian medical providers,

advertisements/talks at community resources i.e. bookstores,

churches, women’s centres etc. The researchers screened

women interested in participating by phone or in person to

determine if they met eligibility criteria. Women who had

cognitive or mental disorders that would make them unable

to understand and/or participate in the project were

excluded from the study. Once an eligible participant was

identified, the study was presented. If they were interested in

participation, the participant was assigned to a focus group.

The groups were conducted with 3–10 lesbians in each

group, consistent with sample sizes in similar studies (Plaut

et al. 1993). Each participant completed a health and habits

and demographics questionnaire at the beginning of the

focus group. Prior to beginning the session, the interviewers

introduced themselves, using self-disclosure to engender

open communication and trust. An introduction that

emphasised the purpose of the study reinforced the credi-

bility of the project and began in the following manner: ‘As

a lesbian woman you have been invited to participate in this

focus group about heart health. We are interested in

understanding the attitudes and beliefs of lesbians around

health lifestyle behaviors and risk factors for developing

heart disease. We are interested in what you do to stay

healthy and what makes it easy or difficult for you to stay

healthy or manage disease’.

Open-ended questions were used to elicit information.

Specific questions were used to uncover the participant’s

knowledge of cardiovascular risk, beliefs about risk of

lesbians for disease, attitudes towards weight and weight

reduction and suggestions for the content of a program to

reduce CVD risk among lesbians. An example of open-ended

question with probes is as follows: ‘Some studies have

suggested that lesbian women experience more depression.

(probe: Would you agree with this?; What contributes to this

issue?; Do you see this as increasing your/one’s risk of heart

disease?

Data management and analysis

Participants completed a questionnaire which included infor-

mation on demographic and personal characteristics.

Descriptive statistics (frequency and per cents) was used to

describe the characteristics of the sample including race,

education, marital status and self-reported morbidity (hyper-

tension, diabetes, high blood pressure and family history).

The focus groups were audio taped and transcribed by a

trained research assistant (RA) who attended the group to

take notes, keeping a record of who spoke (by ID number)

and the first five words they spoke. At the end of each focus

group, the team met for a debriefing to review the process and

assure that the data gathered would enable the investigators

to answer the question posed by the study. Data collection

continued until thematic saturation was achieved.

The investigators individually reviewed the transcripts and

identified, coded and categorised data to begin to identify

emergent themes. They then met as a group for a full day to

compare coded and categorised data, using an inductive

process to determine emergent patterns (Patton 1989, Rich-

ards 2005). This enhanced the rigour of the study, immersing

the investigators in the data, reading the transcripts repeti-

tively to identify and refine themes, examine competing and

disconfirmatory explanations and assuring inter-rater reli-

ability and congruence in themes. This design assured a

commitment to transparency, diligence, verification and

reflexivity. Data were reviewed until thematic saturation

was achieved.

Results

Sample

Twenty-five women with self-identified risk factors for CVD

participated in the five focus groups, and 24 completed a

demographic and health behaviour questionnaire. The mean

age of the sample was 44Æ5, with a range in age of 22–60.

Each group included a range across the ages. Other demo-

graphics and cardiovascular risk are displayed in Table 1.

Attitudes about weight

When asked if lesbians view weight differently than other

women, the beliefs and attitudes showed variability. There

were several themes that emerged from the data: (1)

generational differences, (2) acceptance of weight and body

SJ Roberts et al.
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image, and (3) effects of minority stress and depression on

health behaviours.

Generational differences

The groups each contained women who were under 30 and

women over 50. Each group represented a range of ages

which allowed for discussion in the group that they noted as

related to their age and generation. Younger women felt that

lesbians did not have different attitudes about their own

weight. One commented that she was ‘not different than

straight friends – I want to be thinner and look good’ (group

1, participant 2). Another noted, ‘I don’t think it’s any dif-

ferent- if you are overweight, you tax your heart’ (g2, p10).

Another woman noted, ‘My mother, my grandmother, we all

have to deal with it. I don’t think they feel different than I

do’(g1, p5). The older women were less likely to express a

desire to be thin. One older woman explained why she

thought age made a difference in her perspective:

Age is defining, you know now that I’m in my 40s… I think that older

lesbians have different perspectives around weight and body chang-

ing and understanding that that happens. I think when I look back on

myself being younger and I wanted, you know, to be thin … but I

knew that it was socially constructed, I got it even then. (g2, p8)

Several of the over age 40 participants expressed the belief that

lesbians were more likely to reject socially constructed social

norms of society related to appearance, body type and weight

for women. One explained, ‘I feel the norms and pressures

around women’s weight are very socially constructed … and I

think that a lot of lesbians actively reject it’ (g2, p9).

Acceptance of weight and body images

There was an agreement that lesbians are more accepting of a

variety of body images. Several women acknowledged concern

that this attitude may be deleterious to the health of lesbians:

We’re more apt to accept each other for who and what we are so if

we gain a little weight, so what? In the male-female community it’s

more of a threat … maybe if we weren’t so accepting, then we’d be

thinner and healthier. (g1, p7)

so the whole women’s movement, yeah, you know, ‘We are ok

however and whatever shape we’re in’, you know and it was just

really important and I think I still agree with it, but I think we’ve …
it’s slipped over into accepting everybody being way too overweight,

you know. I noticed I’m lax about that myself. (g3, p17)

Others suggested that there is a variation in the attitudes in

the lesbian community about weight, some criticising women

for being overweight and others championing overweight.

One woman described it:

May be at Women’s festivals or something there’d be, like fat lesbians

who want their own group and then there’d be the other group was

telling them that, you know, you’re bad and that’s what I feel and

internalise. That I’m bad because I’m a fat woman and I’m bad

because I’m a lesbian and I’m bad because I’m a woman…. (g1, p5)

Effect of minority stress and depression on risk behaviours

A consistent theme across each group was the perception that

stress and depression related to their sexual orientation had an

effect on their lives and their health that stress affects the les-

bian population more than the heterosexual. One woman said,

‘it’s probably the top thing…life is stressful enough and our

jobs are stressful enough no matter what they are, I mean you

are always under stress and then you choose a lifestyle which is

unacceptable … it just adds to it’ (g1, p7). Another woman

Table 1 Demographics and cardiovascular risk

n %

Education

Less than High School 1 4Æ2
Some College 6 25Æ0
B.S. Degree 10 4Æ7
Graduate School 7 29Æ2

Income

Less than $20,000 5 20Æ8
$21,000–30,000 4 16Æ7
$31,000–40,000 1 4Æ2
$41,000–50,000 2 8Æ3
$51,000–60,000 2 8Æ3
$71,000–80,000 1 4Æ2
Greater than $80,000 9 37Æ5

Race

White 20 83

African American 3 13

African American and Hispanic 1 4

Marital status

Married to a woman 7 29Æ2
Unmarried couple 12 50Æ0
Divorced 1 4Æ2
Never married 4 16Æ7

Work status

Fulltime 11 46

Part time 1 4Æ7
Self-employed 3 12Æ5
Out of work >1 year 1 4Æ2
Student 2 8Æ3
Disabled 5 20Æ8

Cardiovascular disease (CVD) risk factors

Family hx of CVD 20 83

Overweight 18 75

High blood pressure 8 33

High cholesterol 5 20

Diabetes mellitus 3 13

Women’s perspectives and experiences Lesbians’ attitudes and beliefs on weight
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noted a similar concern, ‘I think for me a lot of stress and, this is

the sole stress factor is … unnecessarily trying to prove I’m OK

to the world. I know I’m OK to me’(g2, p10). Several women

described their need to have a ‘constant vigilance’ of their

environment that was related to being a lesbian. ‘I think there’s

a kind of gnawing stress of keeping part of yourself hidden and

certain conversations don’t get full attention because I’m

holding back … you pay a price’ (g4, p10). Another added, ‘for

me, at least, there is a regular … very regular scan of my

environment, to see if it is safe to talk about certain things, to be

physically affectionate…’ (g2, p9). Another woman described

her source of stress as related to her need for secrecy about

being a lesbian, ‘I think about keeping a secret all your life or

having to keep that in, or keep a secret about anything, never

mind about who you are and who you love’ (g2, 8).

Several women described the relationship of this stress to

their health and health behaviours:

I think we probably do drink more and smoke more … it’s the stress’.

But, you know, I eat to comfort myself. I … reward myself, that sort

of thing, you know…. (g1, p7)

I experience more anxiety than my sister who is straight, you know

…. I think anxiety can make you smoke or drink. (g3, p19)

Depression was also noted as common, related to sexual

orientation and a major factor in health and health

practices, specifically weight-related behaviours. Depression

was expressed as pervasive among lesbians. One subject

stated that, ‘anger and fear and anxiety and depression are

unfortunately very much the flavor of being a lesbian’ (g3,

p16). Others gave explanations for why they thought

that anxiety and depression were greater in lesbian

populations:

basically because we still are oppressed, we’re still put down as

women, paid less, it’s still … we don’t get listened to …, every single

one of those things adds to our stress and messes with our self-esteem

… and, so what I am saying is I think anger and depression and grief

underlie all our experiences in terms of being a lesbian. (g3, p16)

Loneliness, isolation. I mean, it comes and goes because you can be

out in some places and not in others. (g2, p9)

There’s a shame that I feel when I hear these people out there say,

how abominable gay people are and how immoral they are … I

internalise it. (g1, p5)

One woman expressed her belief that depression was a factor in why

lesbians are overweight: ‘I do think depression is a big factor in being

overweight and especially with lesbians. Being in a happy relation-

ship helps a lot.’ (g3, p13)

Interventions to decrease overweight/obesity

There were several examples of interventions that were not

helpful. There was anger expressed that health care providers

focused their instructions only on changing their BMI,

without mention of their general health. Focus on a number,

the BMI, rather than on their individual health and risk,

produced anger and reluctance to co-operate in lowering

their weight. Many had also been told by their health care

provider to ‘go lose weight’ but had not been given any

information or been referred to someone to help them do so.

Other barriers expressed that were not major areas but

were mentioned were as follows: (1) lack of accessibility to

gyms where they felt comfortable going with their partner;

(2) being seen in a place where no one else was overweight;

(3) not feeling comfortable in typical workout gear because of

their weight and (4) the lack of family membership for same

sex partners to gyms.

All of the women agreed that interventions for lesbians that

focused on health and decreasing risk of disease would be

welcomed by all of them:

I think it gives you the opportunity to do lots of things like

acknowledge the social pressures around body image and …,you

know, really try to tailor a message that’s really positive about being

healthful and fit …. I’ve already said this but, tailoring it to, um …
specific experiences of being in the lesbian community. (g2, p9)

They all agreed that having a weight reduction program or

group specifically for lesbians would be helpful. They noted

that it would eliminate the anxiety about whether to ‘come

out’, and they could feel free to honestly discuss their lives, to

bring their partners and to feel ‘safe’. ‘I’m going to feel safer if

there are lesbians there and, um, it’s a different culture.’ (g3,

p16). They did note that focusing on different age groups

might be useful because of different attitudes and issues

around weight and health. Several noted that there are less

lesbian specific community events than there used to be, and

that they miss the opportunity to socialise with their own

group. They noted that much of the interaction still focuses

on going to bars. Several suggested the development of

activities for the lesbian community that are health related,

with a focus on healthy nutrition, exercise and weight.

Discussion

Lesbians in this sample were aware of the health conse-

quences of overweight and obesity, and most expressed a

desire to lose weight to improve their health and fitness (see

Table 2 for summary of themes). One of the unique aspects of

the findings was the generational differences, with younger

SJ Roberts et al.
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lesbians being more concerned about being thin and ‘looking

good’ and the older lesbians having beliefs about the social

construction of normal body image and weight and more

acceptance of all weights and body image. Reasons expressed

for these differences were as follows: (1) the perspective of

age and life experience; (2) varying beliefs about acceptable

body appearance and weight and (3) differences in lesbian

identity and socialisation during the time when they ‘came

out’. These findings are consistent with a study on eating

disorders that found that younger lesbian and bisexual

women were more likely to have ‘borderline bulimia’ and

to feel pressure to comply with societal standards about

weight than the older lesbians and bisexual women in their

sample (Feldman & Meyer 2007). A study on lesbians and

alcohol consumption also noted generational differences and

attributed them to variations in the beliefs during the era, in

which they were first socialised as a lesbian (Parks & Hughes

2007). The results of this study suggest that this is also true

for weight, because the lesbians who ‘came out’ during the

Women’s Movement in the 1960s and 1970s described that

they were influenced by feminist beliefs about the social

construction of weight and were more likely to be accepting

of all body types and weight. A recent study found that

younger lesbians, gay men and bisexual individuals, had

fewer mood disorders which they concluded is a result of a

decrease in minority stress because of liberalisation of social

attitudes (Meyer et al. 2008).

The other unique theme is that, although there was a

general agreement in this sample that lesbians are more

accepting of all weights and body shapes than in the

heterosexual community (Bergeron & Senn 1998, Swami &

Tovee 2006), there is also concern about the impact of this

acceptance on health. This study was consistent with others

that found lesbians receptive to interventions that focused

on health, healthy behaviours and fitness, rather than on

weight, BMI and being thin (Bowen et al. 2006, Brittain

et al. 2006). The lesbians in this study all had at least one

risk factor for CVD, and 75% were overweight which may

have influenced their willingness to participate in interven-

tions to reduce their weight and reduce their risk. They had

Table 2 Summary of key themes and implications for research and practice

Key themes Implications for research and practice

1. Generational differences

Younger lesbians think that there are no differences in attitudes

about weight between lesbians and heterosexual younger

women. All

younger women want to be thin and look good

Older women think that lesbians reject societal norms related to

weight that heterosexual women believe

Further research is needed to explore these differences and the reasons

for them. Older lesbians related their attitudes to feminist beliefs that

related to the time at which they ‘came out’ as lesbians. Lesbians are

not a homogeneous group. Interventions regarding weight may vary

with age

2. Acceptance of overweight

Lesbians are more accepting of a variety of body images than

heterosexual women

Further research is needed to further explore this attitude. Lesbians

may be resistant to interventions that focus on changing BMI and

body image. They favoured interventions focusing on being healthy

generally

3. Minority stress

Stress and depression are more common in lesbian women

which they attributed to the impact of homophobia on their

lives

There needs to be increased sensitivity of health care providers to

the needs of lesbian women. Mental health needs and stress

reduction need to be addressed with this population

4. Impact of stress and depression on healthy behaviours

Lesbians with cardiovascular disease (CVD) risk factors felt that

they knew what they should do to be healthy, but stress and

depression had a negative effect on their ability to eat well and

exercise

Further research is needed on the impact of stress and depression on

health behaviours in lesbians. Clinicians should consider the need to

include stress reduction and treatment of depression in working with

lesbians on behaviour change

5. Attitudes towards participation in weight reduction

interventions

This group of lesbians with CVD risk were eager to have

interventions available that would focus on improving their

general health as well as reducing weight

Further research is needed to explore interventions with lesbians.

There may be differences in attitude with lesbians who do not

perceive themselves as at risk. Clinicians need to focus on reducing

weight in the context of interventions that enhance total health rather

than focus on only lowering BMI

6. Lesbian specific interventions

Participants felt that they would feel safer, more willing to share

their lives and less worried about homophobic reactions in a

lesbian only group intervention

Further research is needed to explore whether lesbian-specific

interventions have a different impact. Clinicians need to be aware of

the anxiety and lack of safety that lesbians experience in health care

encounters related to homophobia

Women’s perspectives and experiences Lesbians’ attitudes and beliefs on weight
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self-identified as being at risk. One challenge may be

encouraging lesbians who are not aware of or do not

perceive themselves as at risk to participate in interventions.

These findings reinforce that there may not be homogeneity

in the lesbian community with respect to beliefs about

weight and outlines the tension and struggle that lesbians

often feel between societal norms and those of their own

community, as noted in other research (Kelly 2007).

Lesbians may have internalised both norms, and although

they may reject societal norms, they still feel some level of

shame about being overweight.

Minority stress had the greatest reported impact on the

health behaviour of participants as has been described

previously (Oetjen & Rothblum 2000, McGregor et al.

2001, Lewis et al. 2003, Meyer 2003, Cochran & Mays

2007). Participants were consistent in their descriptions of the

energy consumed every day in being vigilant about their

acceptance in the world and, in some instances in keeping

their private lives secret. They described shame and anger

that they carry because of internalised and societal homo-

phobia that they felt contributes to their depression, anxiety

and fatigue. They believed that smoking, drinking and

overeating were all methods of soothing themselves and

relieving stress, anger and shame.

The women in this study were eager and interested in

becoming healthier. They expressed anger at the approaches

to weight reduction that they had encountered with health

care providers that promoted the BMI as a single indicator of

healthy weight. They especially noted their anger at being

told to ‘go lose weight’ without any other advice or support.

They felt it was important, as has been found in other studies

(Bowen et al. 2006, 2008, Brittain et al. 2006), that the

emphasis is on health and improved function, rather than on

being thin or having a normal BMI.

This small sample welcomed the idea of lesbian-specific

interventions to improve their health. They felt that this

would make discussion of their lives and inclusion of their

partners easier and would decrease the anxiety that they

often felt about whether ‘to come out’ in a group. They

welcomed group interventions, as well as community events

where socialisation revolved around health to encourage

cultural as well as personal change. Programs that are

integrated and multifaceted, especially including stress

reduction and cognitive behavioural therapy in view of the

stress and internalised homophobia that was apparent in the

groups, may be most successful as has been suggested in

other recommendations for risk reduction (Glasgow et al.

2004, Goldstein et al. 2004). Inclusion of partners and

friends as social supports also was noted to be important in

long-term success in creating healthy behaviours as also

found in the literature on adherence to behaviour change

recommendations (DiMatteo 2004, Mookadam & Arthur

2004). A recent study linking a history of childhood sexual

abuse to obesity in lesbians also suggests the need for

inclusion of mental health components and referral to assist

in other concerns that may arise during the process (Aaron

& Hughes 2007).

Limitations

The study was designed to minimise the limitations to using

focus group interviews, including having a gender

concordant interviewer, holding the groups in a safe space

and creating a sense of group cohesion among participants.

Some concerns that remain are as follows: (1) Group

members were not willing to share all that is needed and

may not be truthful. (2) The interviewer may have

interjected their own bias both in the interviewing process

and in interpreting the results. (3) While the sample is small

and purposefully selected, the questions are designed to

provide in-depth understanding of the issues of interest for

this particular population. In addition, the sample is highly

educated, with few minority participants, so the findings

may be suggestive of unique experiences. Caution should be

taken regarding transferability and generalisability of this

data because of these factors as it is also impossible to know

whether there is a sample bias i.e. those who would

volunteer for such a project may have different attitudes

and beliefs than other lesbians. In view of this, the

researchers should be careful not to apply these findings

or make generalisations to other populations. Further

research is needed to confirm these findings, including

quantitative and mixed method designs.

Conclusion

Previous research has found that lesbians are at risk for CVD

and, most specifically, have increased rates of overweight and

obesity. These focus group data suggest that lesbians with

risk factors for CVD are concerned about their health and

eager to be involved in individual and culturally sensitive

programs that focus on improved health and well-being. The

results suggest that there is not homogeneity among lesbians

about beliefs about weight and body image. A unique finding

of this study was that there are generational differences in the

attitudes towards weight and overweight. Minority stress,

anxiety and depression were the major factors in health

behaviours and barrier to changing unhealthy behaviours.

Homophobia and lack of societal inclusion of lesbians were

the factors in the health of this population.

SJ Roberts et al.
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Relevance to clinical practice

These results inform clinicians that lesbians with CVD risk

factors are concerned about their health and the health

consequences of obesity. This sample expressed anger at

clinicians who primarily talked about the BMI as a measure of

health, rather than focusing on the other aspects of health.

They noted that approaches to reducing overweight and

obesity should be related to total overall health rather than

focused on decreasing the BMI. Although the findings indicate

that lesbians, as had been previously thought, are more

tolerant of overweight and obesity, there are individual and

generational differences in attitudes towards weight. These

findings, however, underscore that lesbians are not a homo-

geneous group and vary in their attitudes about risk reduction

interventions. Recommended interventions include lesbian-

specific multidimensional group interventions that could deal

with the multiple factors involved in causing and maintaining

the behaviours. Lesbian-specific interventions allow for sup-

port in the group and decrease fear of homophobia that allows

for a more relaxed experience. Multifaceted approaches are

particularly important in view of minority stress and the

anxiety and depression related to it. Although these interven-

tions may improve the health of lesbians, the overall challenge

is to raise sensitivity in all health care providers and especially

nurses, to the needs of this population. This sample revealed

the amount of anxiety and depression that they felt was

related to being part of a stigmatised minority whose needs

were often invisible to health care providers.
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