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EDITORIAL

DAMIEN W. RIGGS

Now at the end of its seventh year of publica-
tion, it is worthwhile taking stock of what has
been achieved through the publication of the
Gay and Lesbian Issues and Psychology Re-
view to date, and where we might go next.
The journal has gone from strength to
strength, with an ever-increasing number of
submissions, including those from established
academics and international scholars. The
journal has published special issues on key
topics in regards to sexuality and psychology,
including on as diverse a range of topics as
the experiences of trans people, issues of
body image, investigations into research
methods, and several special issues on parent-
ing and families, to name but a few. The jour-
nal has also published special issues from con-
ferences, thus demonstrating its relationship
to community concerns and the connection of
research to practice. Also of note is the fact
that the journal has published work to date
from across a very broad range of fields, thus
highlighting the many and complex relation-
ships between the psychological and the social
in regards to issues of gender and sexuality.

In terms of where the journal might go next,
this is of course largely an issue of content
and is determined by those who submit their
work. As the Editor, I am very interested to
continue to encourage the publication of re-
search on topics and populations outside the
‘usual suspects’. Whilst the journal title may
seem somewhat narrow in focus (reflecting
the Interest Group title from which it is de-
rived), the remit of the journal (much like the
remit of the Interest Group) is very broad, and
seeks not simply to represent diverse genders
and sexualities, but to ensure that the term
‘diversity’ truly captures a broad cross section
of those who live outside the hetero— and
gender norm.

ISSN 1833-4512 © 2011 Australian Psychological Society

This issue is no exception to the diversity of
content outlined above, with articles from au-
thors in media studies, psychology, healthcare
and education. The issue features postgradu-
ate work alongside the work of established
academics, and work from those both within
Australia and abroad.

The issue opens with a paper by Wendy Lowe,
who explores the lack of attention paid to is-
sues of gender and sexuality in the training of
healthcare providers. Drawing on interviews
with 17 practitioners, Lowe suggests that any
discipline - and the educational structures that
underpin it - which fails to provide training in
regards to gender and sexuality will funda-
mentally leave its graduates ill-equipped to
reflexively engage with the needs of clients.

In the second paper, Georgia Ovenden reports
on research conducted with adult survivors of
childhood sexual abuse, which explores the
assumption that experiences of such abuse
play a causal role in adult experiences of sexu-
ality. Focusing specifically on lesbian and
queer women, Ovenden argues that such
women are forced to engage with a dominant
narrative that constructs their sexuality as a
by-product of their abuse. Yet in the face of
this, Ovenden suggests, her participants ac-
tively create opportunities to live their sexual
identities in ways that open up the possibility
for recovery from experiences of abuse.

The next paper, written by Rob Cover, ex-
plores how coming out narratives and narra-
tives of the childhoods of lesbians and gay
men often involve the construction of a narra-
tive in which lesbians and gay men were al-
ways already young lesbians and gay men.
Such narratives, Cover suggests, whilst under-
stably produced in response to the dismissal
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or denial of lesbian and gay identities, poten-
tially close down consideration of the multi-
plicities and complexities of sexual identities.
Whilst acknowledging the injunction to pro-
duce stablised essentialised identities, Cover
calls for a more nuanced understanding of the
production of lesbian and gay identities.

In the final paper, Mustafa Tekin reports on
research conducted with Turkish students,
aimed at challenging homophobic views.
Tekin’s research suggests that a majority of
the English as a Second Language students in
his sample reported positive views towards
non-heterosexual people, and that involve-
ment in a workshop on the topic further im-
proved their attitudes and willingness to en-
gage with non-heterosexual people.

As a whole, then, this issue makes another
step towards recognising the aforementioned
goal of achieving a truly diverse representa-
tions of gender and sexuality within this jour-
nal. That the journal will continue to progress
this aim is of course down to the diversity of
submissions made, such as those that appear
in this issue.
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SILENCES IN HEALTHCARE EDUCATION AND PRACTICE:

GENDER AND SEXUALITY

WENDY LOWE

Abstract

Healthcare professional practice brings with it
a range of epistemological, social and embod-
led gender issues. 'Gendered medicine’ is a
term used to describe gender issues that im-
pact on health service providers and people
that utilise health services. Yet despite the
potentially significant effect of these issues,
health professional training generally provides
little information relating to gender (and even
less to sexuality-related issues). The present
paper explores this silence relating to gender
and sexuality in the context of neo-liberal
health professional curricula. Qualitative femi-
nist poststructural research was conducted to
examine curricular phenomena relating to
power/knowledge structures. 17 health pro-
fessionals were interviewed and a sample of
their responses in relation to gender and sexu-
ality issues within their training are examined.
The responses indicate that most health pro-
fessionals had not been exposed to any explo-
ration of gender or sexuality issues. In fact,
and within the context of a neo-liberal curricu-
lum, part of the health professional identity
may be formed around the denial of differ-
ence. This denial of difference (and the void it
produces) Is explored and suggestions are
made for the inclusion of discourses that could
deepen the framework available for discussion
of gender and sexuality issues. It is suggested
that a critically reflexive socially accountable
practice demands that the role of privilege in
perpetuating inequities in health must be spo-
ken about clearly and openly.

Keywords: Gender, sexuality, healthcare pro-

fessionals, education, training, curriculum is-
sues, silence, neo-liberalism
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Introduction

Gender is a significant and complex issue in
the social provision of healthcare services
(Broom, 1996). There are four main ways in
which the significance and complexity of gen-
der manifests itself. First, it occurs ideologi-
cally through the valued placed upon mascu-
line knowledges and patriarchal relations
(Richardson, 2001). Secondly, the distribution
of women and men across the health service
varies according to the status of the role. For
example, men tend to occupy the most senior
jobs and tend to occupy key positions within
sub-specialisations (Broom, 2003; Kernick,
2004). By contrast, most nurses and allied
health workers tended to be women (Broom;
du Toit, 1996; Kernick, 2004). The hierarchy
present in health services therefore follows a
Victorian model of the patriarchal family
whereby the head of the household is male
and paternalistic relations are the norm
(Broom, 1996). Third, the way that the experi-
ence of health and illness is constructed is
itself a reflection of gender bias. That is, being
ill, dependent, passive, and weak is associated
with stereotypical images of the feminine
(Broom, 1996). Additionally, there has been a
shift away from a social model of health and a
strong welfare state, and toward an outcome-
based, population-focused, and market-driven
(neo-liberal) health care system in which the
dominant medical model has again subsumed
a specific focus upon women’s health into a
generalised non-gender specific model (Willis,
2002). Yet despite this move towards a pur-
portedly non-gender specific model of health
care, in many instances healthcare provision
still often involves the invocation of metaphors
of competition and combat (such as the heroic
doctor ‘waging war’ on cancer and medicine
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as ‘fighting’ disease — Broom, 1996). Beyond
This gendering of medicine thus highlights the
fact that epistemological constructs (power/
knowledge), social practices (norms, relations,
discourses) and embodied placement
(subjectivity) continue to shape the health
professions in very gendered ways.

Yet despite these significant gender-related
issues within the health professions, the gen-
dered practice of healthcare has been little
explored by healthcare professionals. An ex-
ception to this is work carried out by critical
theorists such as Lawless and her colleagues
(2005). An issue highlighted in their work is
the disempowering ‘frozen silences’ (p. 148).
Yet despite such silences, the impact of the
failure to examine gender and sexuality-based
imbalances within mainstream health services
(Semp, 2008) and health policy documents
(Adams, Braun & McCreanor, 2008) has been
well established. This paper aims to make a
further contribution to identifying the opera-
tions and effects of such silences by exploring
how they occur in relation to the education of
health professionals. This paper thus contrib-
utes to a recognition of the fact that issues of
gender and sexuality require discussion within
the curriculum in the first place.

Strategies of Silence

It could be said that silence is used as a strat-
egy to manage and contain gender issues. For
example, in a recent paper describing re-
search on power issues amongst medical
trainees, gender as an issue was not men-
tioned once — either by the researcher or by
the participants (Donnetto, 2010). Even
‘socially accountable’ medical education pro-
grams appear not to consider gender as an
issue (Palsdottir, Neusy & Reed, 2008). This
could result in the presumption on the part of
many health care professionals that if gender
or sexuality issues are not mentioned then
they must not be an issue. Further, silencing
can be used to prevent the raising of issues
with which people feel unable to handle
(Stead, Brown, Followfield & Selby, 2003).

Other reasons to use silence in relation to
sexuality issues include embarrassment, lack
of knowledge and experience, not feeling re-
sponsible, and lack of resources to provide
support if required.

Of course, silence can also be an act of resis-
tance. It is a powerful method of containment
and management and should not be underes-
timated. Silence forms a covert practice. Cov-
ert practices are more powerful and more dif-
ficult to dismantle in their contribution to the
invisibility of gender issues (Broom, 1996).
Covert practices are included in the domain of
the implicit curriculum of healthcare profes-
sionals. Implicit learning is that which is in-
ferred and absorbed through social practices
and norms (Tripp, 1994). Social practices and
norms inform the professional practice of
health professionals. Gender issues form part
of the implicit curriculum in that gender issues
are inscribed on the learner in practices and
rituals of healthcare. This inscription takes
place mainly in silence in that neo-liberalism
upholds the white middle class able-bodied
masculine as the norm for health: anything
else is deviant and an exception in need of an
explanation (Broom, 1996; Riggs, 2006a). The
epistemological dominance of healthcare train-
ing by neo-liberal rhetoric means that little has
changed over the last thirty or more years in
terms of gender (though see Lawless et al.,
2005 and their important work on gender and
diversity in medical training).

As such, healthcare systems are inherently
implicated in maintaining oppressive systems
of privilege and disadvantage. Even though
gender issues flow through epistemological,
social and embodied practices of health ser-
vice provision, there is little information relat-
ing to gender inequities and relations of power
within those health services (CSDH, 2008;
WHO, 2006). In spite of the acknowledgement
of the gap in knowledge and understanding of
gender issues, support and commitment to
addressing these issues appears to be weak-
ening (CSDH). In addition to this gap, knowl-
edge structures and research perform gender
biases in that women are usually excluded
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from clinical research trials, investigation of
health issues to do with women themselves
are rarely given priority, there is a lack of un-
derstanding that ‘women’s health” and ‘men’s
health” include conditions beyond reproduc-
tion, there is a lack of exploration of women's
and men’s health in their own right and not
simply in comparison with each other, and
there is limited understanding of how specific
forms or aspects of gender are distinctively
related to health and how these limited under-
standings are constructed by hegemonic epis-
temological constructions of health (Broom,
2003). The gap in knowledge and understand-
ing is reflected by a widening gap between
the health of disadvantaged people and that
of advantaged people (CSDH).

Further, the social gradient of health means
that disadvantaged groups of people suffer
greater morbidity and mortality (CSDH, 2008).
That is, disadvantaged groups of people tend
to be those that are more marginalised in the
context of neo-liberalism. Neo-liberalism limits
health service provision in two main ways;
firstly it assumes a level playing field in which
all people are able to access services; and sec-
ondly, because it relies on specific construc-
tions of difference in order to maintain the
privileged position of predominantly white
middle class healthcare professionals (Riggs,
2004). The intensifying maintenance of these
constructions of difference over the reign of
neo-liberalism is concomitant with the increas-
ing gap between the privileged and disadvan-
taged in terms of health. Marginalised groups
in terms of gender, sexuality, race and socio-
economic determinants of health therefore
suffer worse health and live shorter lives
(CSDH). Marginalised groups of people tend
to access health services more often and tend
to form the greater proportion of health ser-
vice recipients. Yet despite calls to develop a
workforce that is trained in the social determi-
nants of health, little has changed (CSDH;
Palsdottir et al, 2008).

Issues concerned with gendered privilege and
its role in widening the gap in health therefore
require urgent elucidation. Challenging the

normative framework and addressing human
rights will involve the explicit recognition of
‘lived’ realities as critical to acknowledging and
providing legal and policy remedies (Ostlin,
Sen & George, 2004; Riggs, 2004; Sen & Ost-
lin, 2007). Strategies to address the gen-
dering of medicine have included training to
prevent ‘sexism’ and including more women
into medicine, but Broom (1996) holds out
little hope of change. Broom (2003) suggests
that a more complicated writing of gender is
required beyond binary thinking: “We must
remember that such dimensions as ‘race’, eth-
nicity, and age are all implicated in gender in
ways that cannot be reduced to binary think-
ing” (p. 109). More complex models would, for
example, link social circumstances with health
care. However, rarely do complex models ad-
dress the role that health professionals who
occupy a privileged social location play in
maintaining the status quo of health especially
in relation to gender and sexuality issues.

The silence in mainstream health services and
education relating to these issues allows the
gendered subjectivities of people who utilise
the service to remain at the level of the indi-
vidual. Silence keeps any conflict at the level
of the individual(s) and prevents political ac-
tivism (Herman, 2001). That is, silence per-
petuates the structuring binary by ignoring
gender issues and thereby homogenising ex-
perience and people (Broom, 1996; Stehlik,
2007). The relation between the visible and
the sayable is a relation of power (Kendall &
Wickham, 1999). If experience cannot be
stated then that experience is homogenised
and a relationship between privilege and dis-
advantage is refused (Butler, 2005). Human
service policy tends to homogenise people and
therefore make certain groups invisible
(Stehlik, 2007; Riggs, 2004). As part of an
ethical practice response to this, Stehlik sug-
gests that issues of invisibility and silence
must be kept at the forefront of health profes-
sionals” work. This could also mean keeping
the structuring binaries (Usher, Bryant & John-
son, 1997) at the forefront of health service
work. These practices could form the social
practices of a health professional self that is
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committed to a socially accountable practice
(Riggs). Such a practice requires speaking
about the silences relating to gender issues in
the health field. By doing nothing and remain-
ing silent, one remains complicit:

In order to escape accountability for his crimes,
the perpetrator does everything in his power to
promote forgetting. Secrecy and silence are the
perpetrator's first line of defense. If secrecy
fails, the perpetrator attacks the credibility of
his victim. If he cannot silence her absolutely,
he tries to make sure that no one listens. To
this end, he marshals an impressive array of
arguments, from the most blatant denial to the
most sophisticated and elegant rationalization.
After every atrocity one can expect to hear the
same predictable apologies: it never happened;
the victim lies; the victim exaggerates; the vic-
tim brought it upon herself; and in any case it is
time to forget the past and move on. The more
powerful the perpetrator, the greater is his pre-
rogative to name and define reality, and the
more completely his arguments prevail
(Herman, 2001, p. 8).

These comments, whilst made originally about
domestic violence and political terror, could
equally apply to gender and sexuality issues in
the health field. Coupled with isolation, the
individual can become complicit, or tied to
their own subjectivity and that of someone
else by control and dependence (Rabinow,
1984), and the experience thus becomes un-
speakable (Herman, 2001). Given that there is
silence on gender issues, how is it possible to
maintain a socially accountable practice from
the perspective of the privilege of healthcare
professionals? Making the role of privilege visi-
ble in perpetuating the silence on gender is-
sues through healthcare professional educa-
tion and practice is an important means of
addressing the oppression inherent in a sys-
tem that assumes dominance on issues to do
with gender and sexuality.

Methodology

The research from which the findings pre-
sented here are drawn aimed to explore how
health professionals are educated and some of
the consequences of that education. In order

to do this, I drew on critical pedagogy, reflex-
ivity, feminist critiques of education and Fou-
cault’s theories of power/knowledge. By
choosing a feminist poststructuralist critique
as a methodology for the research I was able
to look specifically at how women’s subjectiv-
ities were enacted and lived through their
bodies and what this means within patriarchal
neo-liberal discourses in health.

The reflexive research process began with the
analysis of three case studies of professional
education within health which were centred on
curriculum development issues (manual han-
dling, therapy assistant curriculum develop-
ment and health promotion of physical activ-
ity). These case studies were used to fore-
ground my own subjectivity through analysis
of texts following a specific framework in-
formed by my reading (Ball, 1991; Lather,
1991a and 1991b; Foucault, 1973, 1988,
2004; Gore, 1995; Usher, Bryant & Johnston,
1997). The case studies were also an opportu-
nity to name some of the rules that operated
independently of subjectivity to make knowl-
edge possible (Fox, 1999). From the case
studies, I developed concepts maps in order
to explore the relationships and tensions be-
tween different themes of the field.

The second part of the research involved semi
-structured face-to-face interviews with 17
health workers in Western Australia. It is the
second stage of the research that is reported
here. The research questions (e.g. “How are
health professionals incited through training to
embrace a particular understanding of health
and well-being?”) were developed from the
theoretical framework informed by my read-
ings and analysis of case studies. The inter-
view questions (e.g. “Were issues to do with
gender, sexuality, race, ethnicity or poverty
addressed in your training?”) were developed
from the research questions. Health workers
comprised a multidisciplinary group in order to
provide breadth as well as depth to the study.
Ethics approval for the study was granted by
Murdoch University Human Research Ethics
Committee. Volunteer participants were
shown the information sheet and asked to

183



LOWE: SILENCES IN HEALTHCARE EDUCATION AND PRACTICES

sign the consent form before they participated
in the interviews. The interviews were tape-
recorded, the tapes were transcribed, and key
themes identified from the theoretical frame-
work. Pseudonyms were used in order to
guarantee confidentiality.

Most health professionals participating in this
research were located in rural and remote
Western Australia. That is, the context for
health professionals’ work is a land intersected
with issues of race, ethnicity, poverty, gender
and sexuality as well as supporting great privi-
lege and containing great adversity. In Austra-
lia, rural and remote health is generally worse
than urban health on all indicators (Australian
Bureau of Statistics [ABS], 2006a). Whilst Aus-
tralian males can generally expect to live 70.9
years of life without reduced functioning, and
females can expect to live 74.3 years, thus
placing Australia’s life expectancy amongst the
highest in the world (ABS, 2006b), this is not
the case for all Australians. There is a signifi-
cant divide between Indigenous and non-
Indigenous health status, and between the
most and least disadvantaged areas. The life
expectancy for Indigenous males born in 1996
— 2001 is 59.4 years and that for females is
64.8 years after the adjustment for the under-
estimate of the number of deaths reported as
Indigenous (HealthInfoNet, 2006). Further-
more, socioeconomic disadvantage is highest
in remote areas of Western Australia
(Department of Health, 2005). These figures
demonstrate that the picture in Western Aus-
tralia is similar to the global picture of health:
that is, the gap in health between the rich and
the poor has widened as some nations and
people have experienced a collapse in life ex-
pectancies, with some of the poorest countries
having half the life expectancy of the richest
(WHO, 2006).

Analysis: Silence and Gender
in the Health Field

I

The following excerpts draw upon participants
responses to the question “Were issues to do
with gender, sexuality, race, ethnicity or pov-

erty addressed in your training?”. Most partici-
pants did not respond in relation to gender or
sexuality. Only four participants (Alice, Ingrid,
Joan and Polly) said that gender and sexuality
issues had been included in their training.
Usually these subjects had only been mini-
mally touched on. Participants were more
likely to respond that their training had in-
cluded a small amount in terms of ethnicity
and socioeconomic determinants of health.
However sometimes this amount may have
only been a tutorial lasting a couple of hours
on differences in ethnicity.

When asked if issues of sexuality, gender and
cultural differences were addressed as part of
her training, Mary stated:

Mary: Umm no, I think it was, it was, if any-
thing under mentioned. We're, we are all
supposed to be equal and the same, we
were all suppose to be doing the same work
and there wasnt much issue made of it ex-
cept that the two males who did the same
job I did had been working in the system
longer and they were paid at Public Service
level 10 and I was paid at Public Service
level 7, because I hadn't worked in the hos-
pital for as many years, although I was do-
ing the same work I was on a different pay
level.

But that’s the way the Public Service works.
Wendy: And that wasnt mentioned as far
as, you know, your prospective clients ei-
ther, like differences in gender or differ-
ences in sexuality or...

Mary: No, no, we all just did the same work.
We were supposed to be kind of non umm
what do they call it — asexual really. Just
uniform type products of the system.

Equality in pay for health professionals was
seen as an issue, but seemed to obscure the
inequalities that exist on a much greater level.
Health professional performance of sexuality
and how that was related to other people had
not been explored except minimally within
legal and ethical frameworks. Mary implied
that being an asexual homogenised product of
the system was her main way to deal with
issues of gender and sexuality. Mary's re-
sponse is an example of how a particular privi-
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leged group benefits from the ‘choice’ of being
able to sit back and not challenge inequalities.
Being a white able bodied middle-class doctor
meant that Mary was nearer to approximating
the dominant norm of gendered medicine, and
therefore that exploring differences in gender
and sexuality and their impact on people who
utilise the health system could have little inter-
est for her. Homogenisation forecloses possi-
bilities of exploration.

Reports of the homogenisation of gender and
sexuality issues also came in the form of social
practices of neutrality:

Alice: It may have, it may have been under
you know psychology unit, units umm, yeah
because it's something that, I guess gender,
we were starting when I trained it was at
that time of umm, they were changing ‘he’
and ‘she’ to ‘people’, you know taking ‘he’s
out of you know, the text books and putting
‘people’ or ‘person’ or, making it more gen-
der what do you call it,

Wendy: Neutral?

Alice: Neutral, yeah that’s it. Umm, so
that was —silence 2 secs — yeah that was
just what was happening around us and so
it wasn't actually umm, you know taught to
us.

Gender neutrality within textbooks accessed at
the time was the point that Alice remembered
in relation to gender and sexuality. Even
though such practices were probably deemed
as being ‘politically correct’, in fact they served
to homogenise and therefore mask practices
of power.

Masking of power often takes place through
the rhetoric of ‘protecting’ people who utilise
the health service. Gender and sexuality in
relation to clients seemed to represent an area
where health professionals do not venture. For
example, Joan stated:

From a clinical perspective yeah. I mean the
gender issue was sort of picked up in a
umm a bit of a mm what did they call it?
Behavioural science unit, but the gender
was focused on you know, I don't know if it
was a particular lecturers’ focus, but he

talked about gender in relation to health
care field and how that’s effected the umm
the overall socialization of nurses, cause
they’re mostly female. You know I think if
we had a...and that was the focus it wasn't
so much the gender or the clients, it was
more you know, look at the phenomena of
it's all nursing females. You've got one or
two males who are traditionally gay men.
Laughs You know they are just written off
as gay men. Umm and yeah that was sort
of touched on. Umm sexuality? Again I
mean, a client’s sexuality wasn't ever umm
the concern, it was about umm...the think
that I picked up from my training in regards
to sexuality is that you just, you don't sleep
with patients /aughs you know

Joan’s response demonstrates some under-
standing of issues concerning gender and
sexuality in that she could relate to the sociali-
sation of female nurses. However, her re-
sponse was lacking in relation to gender and
sexuality in that she did not consider the im-
pact of being ‘just written off’ as gay. Her
laughter may have been to cover her own em-
barrassment in relation to sexuality. Especially
as the concern about sexuality was ego-
centric; it was not about considering the client
or ‘other’. Joan’s focus on sexuality aside,
however, mostly sexuality issues were not
engaged with by the women healthcare pro-
fessionals.

By contrast, the only male participant — Tom —
had plenty to say about gender and sexuality
issues. Tom taught within a tertiary institute
that provided training to allied health stu-
dents. When asked whether issues of sexual-
ity, gender, cultural differences or poverty
were addressed as part of the training, Tom
believed that too much accommodation was
made to encompass these issues:

Tom: Yeah, there’s too much, if we look at it
from an academic context, I think we have
got too much context on providing a too,
umm, providing you know a client service,
which is way beyond reality.

Boundary markers (Rozario, 1991) to delineat-
ing issues concerned with gender in his re-
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sponses included standards, accountability,
responsibility and self-sufficiency. Tom found
it difficult to talk directly about whether these
issues were included in the training his institu-
tion provided. He deflected his response to
discuss another university:

Tom: Yeah that's arr, that’s probably a bit
more core specific and discipline specific. I
mean in ours, yes we do have umm, we do
have content in various units arr, which
would cover all of those. Umm some better
than others. The division of Health Science
does a reasonable job of that, but I don't
know, I don't know how much [] but maybe
in like engineering faculty or something it
probably wouldn't hardly be touched. I don't
know, I haven't seen them. Umm so that’s
there, but it's quite interesting that umm,
you need to be you know, there’s been
again, advocates that that type of content
should be very much given to the student,
but I can think of two examples in Western
Australian institutions where arr, it's actually
backfired on us. There’s a foundations unit
at Y, which is atrocious, absolutely atrocious
and it's a women’s lib unit, yes, it's a
women’s lib unit. And my daughter has had
to sit it and she’s you know she has shown
me the material and it is, it is umm so bi-
ased. I mean basically the ills and lows of
the world are all derived from men. There
might be some truth to that /aughs. And
there’s been a lot of complaints which have
gone through to Y that this is a unit that’s
out of control.

It is interesting that Tom perceived the unit as
being ‘out of control’ and that students who
differed in their opinion were penalised. Tom’s
responses ranged from thinking that there
wasn't a gender issue any more in the tertiary
sector, to thinking that men were discrimi-
nated against in the public health arena, to
discussing the culture of joking about peoples’
sexuality in relation to their academic achieve-
ment at that particular university. Tom be-
lieved that men were excluded from the acad-
emy because of the perception that their aca-
demic achievements were lower, that standing
up to women colleagues was frightening, that
women got preferential treatment at the
hands of management, that women were

treated positively because they had reproduc-
tive rights whereas issues in men’s lives were
not considered, that being politically correct
had gone overboard which meant that in the
field of academy “we go nowhere”, and that a
collaborative approach was rubbish because it
meant that the markers of productivity were
just slipping away. Tom demonstrated “male
fantasies about the ‘dangerous sex’ typically
include images of being consumed, over-
whelmed, or engulfed by the femi-
nine” (Broom, 1996, p. 108).

Tom also demonstrated gender bias in re-
search when he discussed the research pro-
grammes he was involved with.

Tom: Like we have done a lot of obesity
insulin resistant type of studies and we de-
liberately chose viscerally obese men. We
excluded women. And the reason we ex-
cluded women is because when women
often become viscerally obese, the reasons
for their obesity is not always because they
have got difficulties in the way insulin is,
well you are responding to insulin as a hor-
mone. It could be because they’re going
into menopause and they have got estrogen
issues, thyroid issues, and so forth. So if
you want to look, scientifically if you want to
look at say a specific intervention, a drug
intervention or a dietary intervention or a
lifestyle and you want to know, you want to
ask that question for example, whether this
intervention specifically improves insulin
sensitivity and then you have to have all the
other, all the other confounders removed
from it. So if we, if we invited women to
participate in that study we would have had
to have been very very thorough in exclud-
ing all the other things which could be lead-
ing to their visceral obesity and insulin resis-
tance. So for that reason we chose males
only.

Hormones are given as the reason for exclud-
ing women since this means that women do
not conform to the pattern based on results
from men. As Broom (2003) notes:

This assumption in turn rests on an implicit
conviction that the *normal’ body is not sub-
ject to perturbations as hormonal cycling,
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pregnancy, lactation, or menopause, and
that it is therefore acceptable to exclude the
bodies subject to such perturbations from
medical research because they ‘complicate’
the results” (p. 104).

There is no such thing as a gender neutral
body, although to hear the health profession-
als speak it would seem as if this were the
only type of body.

Overall, issues to do with gender, sexuality,
race, ethnicity or poverty had been addressed
only minimally in the education of participants
in my sample. Further, what education they
did receive was most often bounded by legal
and ethical discourses within professional
codes of conduct. Through this process of ho-
mogenisation, health professionals are able to
maintain their dominance as they uphold the
norm of white, male, able-bodied, middle class
health. Health professionals can therefore rely
on the constructions of differences to the
norm in order to maintain their privileged po-
sition (Riggs, 2004). Of course, it could be
that the way the question was asked meant
that a conflation of issues occurred and there-
fore participants only responded to one or two
of the issues out of practical necessity. How-
ever, it could also be argued that issues of
gender, sexuality, race, ethnicity and poverty
intersect in lived ways that are not easily de-
lineated (Bottomley, De Lepervanche & Mar-
tin, 1991; Broom, 2003; Riggs).

Conclusion

Revitalisation of the health curricula needs to
take place at the epistemological level,
through social practices and through an em-
bodied being. The main thrust of this would
be the development of a socially accountable
practice that brings the context of health ser-
vice provision and the location of the individ-
ual in that context into prominence (Riggs,
2004). Some suggestions for achieving this
include a willingness to speak out about op-
pressive practices including homogenisation,
acknowledging the history of oppression that
structure gendered and racial subjectivities,

making a commitment to challenge the ways
in which dominant systems of understandings
impact upon the experience of people who
utilise the service, and working to make visible
the practices that shape gender and whiteness
with a particular emphasis on the ways in
which disciplines of privilege are complicit with
oppressive practices (Riggs). Throughout
these practices there is a need to hold in ten-
sion the contextual as well as the impact on
people who utilise the services. These sugges-
tions go far beyond including more women
into medicine or training on (hetero)sexism
(Broom, 1996). Instead, if change is to take
place what is required is a thorough overhaul
of health professional curricula.

A thorough overhaul of the curricula would
include addressing the silence on epistemo-
logical categories of how the health profes-
sional self is formed and in what context. The
knowing neo-liberal self is constructed as de-
tached, self-controlling and intra-active
(Ogden, 2002). This self is structured by bina-
ries (Usher, Bryant & Johnston, 1997). The
second less valued part of the binary is re-
jected by health professionals’ epistemology in
order to maintain their privilege through a
denial of difference (Patel, 1998 cited in C.
Butler, 2004). The process of socialisation of
becoming a privileged health professional in-
volves an education that denies difference and
that includes that denial as part of their pro-
fessional identity. An inclusive curriculum
would contain a thorough deconstruction of
differences attributable to gender, sexuality,
ethnicity, race, class and poverty, with a focus
on privilege and disadvantage in relation to
these categories as being corollaries, as Riggs
and Choi (2006) note:

.. we propose that there is a great need for
dominant group members within the disci-
pline to (a) explore how their/our identities
are most often left unexamined, and thus
(b) recognise how this often results in a
failure to acknowledge how certain
(dominant) groups experience privilege as a
result of the oppression of other
(marginalised) groups (Riggs & Choi, 2006,
p. 288).
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At present, health professionals draw on dis-
courses of control, authority, objectivity and
non-investment in order to narrate their pro-
fessional selves, discourses that in many ways
negate the need for a focus on the relation-
ship between privilege and disadvantage.
However, Butler (2005) suggests that giving
an account of oneself (for example, as a
health professional) only starts with a question
from one who asks for such an account — it
forces us to recognise that it is only through
our relationship to another that we experience
our ‘selves’ and through which we occupy our
social location. Of course such a calling to ac-
count can be accompanied by fear, terror, or a
desire to punish.

Discussion of gender issues has been experi-
enced as uncomfortable and only engaged
with reluctantly (Lawless et al, 2005). Freezing
out controversial issues, experiencing disem-
powering ‘frozen silences’, and being met with
obstructions in the form of overloading in
terms of clinical, teaching and research com-
mitments requires an approach that meets
these challenges head on (Lawless et al). Re-
vitalising the curricula means enlivening the
issues through locating the professional self in
context, which hooks (1994) suggests can be
experienced as transformative. Locating the
professional self in context may mean explor-
ing the multiple ways in which we are all posi-
tioned in ways that move beyond simplistic
accounts of discrimination and privilege that
typically only serve to alienate dominant group
students (Riggs, 2006b). Recognition of the
creation of safe and unsafe spaces in the
classroom requires a complex understanding,
acknowledgement and demonstration of the
contingency of subjectivity and the ability for
educators to narrate ways out of normative
spaces.

Discourses of vulnerability and susceptibility
could be explored as alternative narratives for
professional selves. These discourses deepen
the normative frame thereby allowing narra-
tion out of the normative neo-liberal frame.
Otherwise, for health professionals, a request
for giving an account of one’s self can be re-

fused by remaining silent in the face of such a
question. In this case:

The refusal to narrate remains a relation to
narrative and to the scene of address. As a
narrative withheld, it either refuses the rela-
tion that the inquirer presupposes or
changes that relation so that the one que-
ried refuses the one who queries (Butler,
2005, p. 12).

Silence in health professionals’ giving an ac-
count of themselves is a refusal of the relation
with people who utilise the health services. In
contrast, health professionals could develop a
socially accountable practice (Riggs, 2004)
that engages with critical reflexivity. Critical
reflexivity exposes the limits — the epistemo-
logical and ontological horizons — within which
subjects come to be at all: “To make oneself
in such a way that one exposes those limits is
precisely to engage in an aesthetics of the self
that maintains a critical relation to existing
norms” (Butler, 2005, p. 17). Giving an ac-
count of oneself as a privileged health profes-
sional requires an exposure of the role that
privilege plays in forming subjectivities around
the denial of difference. A critically reflexive
socially accountable practice demands that
role of privilege in perpetuating inequities in
health must be spoken about clearly and visi-
bly. It is no longer acceptable to remain in
silence about issues concerned with gender or
sexuality.
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COMPLICATING TRAUMA CONNECTIONS: LESBIAN AND

QUEER SURVIVOR EXPERIENCES

GEORGIA OVENDEN

Abstract

Drawing on interviews from lesbian and queer
female survivors, this article aims to problem-
atise the trauma(tic) connection frequently
made between child sexual abuse and sexual-
ity in psychological and popular discourse. It
also considers the ways that lesbian and
qgueer survivor narratives might complicate
mainstream assumptions about child sexual
abuse and adult sexual pathology. As I argue,
not only does psychological and popular dis-
course suggest that an abuse history can ex-
plain the outcome of lesbian sexuality; it
rarely positions this outcome as positive.
Rather, lesbian sexuality is often presented in
the literature as a failed attempt by survivors
to achieve ‘normal” (hetero)sexuality, or is
translated in terms of their impossibility to
heal’. Yet, it was perhaps their unique posi-
tionality that allowed the lesbian and queer
survivors in this study more opportunity to
resist cultural discourses and to transcend
usual modes of healing. Furthermore, by chal-
lenging simple connections between healthy
(hetero)sex and recovery, lesbian and queer
survivors were able to engage more fully in
their own sexual subjectivities.

Keywords: trauma, abuse, heteronormativ-
ity, lesbian and queer survivors

Introduction

Same-sex sexuality has, until relatively re-
cently, been depicted in psychological dis-
course as a pathological outcome of sexual
abuse and/or as a ‘sexual distur-
bance’ (Beitchman, et al., 1992). Research
that continues to adopt these types of
‘explanations’ for the aetiology of same-sex

ISSN 1833-4512 © 2011 Australian Psychological Society

sexuality emphasises purportedly elevated
levels of child sexual abuse in lesbian women,
and theorises ‘plausible assumptions’ - in
terms of causality - of the relationship be-
tween the two.

Significant studies (Balsam, Rothblum, &
Beauchaine, 2005; Hughes, Haas, Razzano,
Cassidy, & Matthews, 2000; Lechner, Vogel,
Garcia-Shelton, Leichter, & Steibel, 1993;
Morris & Balsam, 2003) and large sections
reserved in therapeutic texts (Matthews,
Hughes, & Tartaro, 2005) suggest that child
sexual abuse might have an impact on
women’s sexual identity formation. While ho-
mophobia is often implicit, research in this
area suggests that early sexual experiences
may lead to a ‘chronic confusion about sexual
identity’ (Gonsiorek, 1988, p. 116) and ‘may
predispose victims to later homosexuality or
gender identity disturbance’ (Beitchman et al.,
1992, p. 540). Notably, the literature over-
whelmingly positions lesbian sexuality as a
‘bad’ outcome in terms of the long-term se-
quelae of child sexual abuse. Where this
negative correlation is not explicit, studies
draw connections between child sexual abuse
and lesbian sexual identity as indicating ‘poor
outcomes’, such as higher rates of alcohol
abuse (Hall, 1996; Hughes, Johnson, & Wils-
nack, 2001), depression (Hughes, Johnson,
Wilsnack, & Szalacha, 2007) and obesity
(Aaron & Hughes, 2007). Not surprisingly, few
studies in this area offer a discussion of ‘risk’
that moves beyond the ‘cataloguing of conse-
quences’ (Kendall-Tackett, 2005, p. 253).

In another, less comprehensive area of re-
search, lesbians (and gay men) are positioned
as more ‘at risk’ of abuse than heterosexuals
(Corliss, Cochran, & Mays, 2002). For exam-
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ple, Balsam (2005) suggests that a survivors
early awareness of same-sex attraction might
lead to ‘acting out’ and ‘risky’ behaviours that
could make them more vulnerable to abuse:
‘For girls, early awareness of same-sex feel-
ings may lead to acting out behaviors that
could increase risk of sexual victimization by
predatory men’ (p. 484).

There has been some disquiet regarding the
reporting of mental health findings that con-
cern the lesbian, gay, bisexual and trans-
gender (LGBT) population in general. As
Hiller, Edwards and Riggs (2008) suggest,
while there are clear advantages surrounding
the dissemination of LGBT mental health sta-
tistics, these findings are also likely to add to
the pathologisation and marginalisation of the
community (p. 65). Furthermore, they suggest
that while quantitative research seeks to mag-
nify difference when reporting risk, there is a
lack of research examining positive differ-
ences specific to the LGBT community. The
absence of positive representations is perhaps
a reflection of current social conditioning. As
Hillier and Harrison (2004) concluded in their
study, there were ‘no positive discourses’ in
participant stories to suggest that same-sex
attraction is ‘good, healthy and/or natural’ (p.
91). Rather, positive (and ‘normal’) positions
were likely to be created by same-sex at-
tracted people themselves, and often through
avenues of resistance (p. 88). Taking this
need for positive stories as a starting place,
the research presented here attends to the
complex and complicated aspects of lesbian
survivor sexuality, including participant path-
ways to more sex-positive positions.

Impossible to Heal? Survivorship
Outside the Bounds of the
Heterosexual Matrix

While there has been increased discussion in
feminist literature regarding the need to ad-
dress lesbian health concerns, there is a
dearth of research that addresses positive
outcomes for lesbian survivors. In many ways,
the tendency of the literature to focus on les-

bian sexuality or same-sex sexual preference
as a negative outcome of abuse for survivors
reifies heteronormative ideals regarding
‘healthy’ subjects that have long informed the
psychology and sexology fields. From this per-
spective, the elevated levels of child sexual
abuse among lesbian and bisexual women are
positioned as a defiant end for women who
have struggled to achieve a ‘normal’ hetero-
sexuality. In other words, the ‘outcome’ of
lesbian sexuality for survivors reflects survivor
inability to regain trust and safety in a male
sexual partner (see Kitzinger, 1992). Thus,
given that heterosexuality is always already
positioned as the default identity, childhood
sexual experiences are often theorised as a
point of divergence from an otherwise healthy
pathway to heterosexuality. Yet, while there
continues to be the difficulty of heterosexual
survivors to ‘heal from’, ‘reclaim’ and ‘restore’
their heterosexual desire in adulthood
(Kitzinger, 1992), lesbian identity for survivors
has come to stand for an impossibility to heal.
Subsequently, lesbian and bisexual survivors
of child sexual abuse are not viewed as
agents, but as inevitably ‘damaged’ by their
abuse history. As Lindsay O'Dell (2003) has
argued, the ‘abuse’ is constructed as the
‘source’ of sexual identity, rather than as a
natural, inevitable process or a positive, delib-
erate choice (p. 141).

In her text An Archive of Feelings (2003), Ann
Cvetkovich explores the difficult and stigma-
tised relationship that exists between lesbian
public cultures and child sexual abuse. For
Cvetkovich, sexual abuse has traditionally
been linked to queer communities in ways
that signal *harm’, where lesbian sexuality has
been ‘caused by the abuse’ and where women
need to be ‘healed’. This notion is reaffirmed
in popular discourse where sexual trauma is
situated as an ‘interruption of heterosexual
identity” (Noble, 2006, p. 73). Cvetkovich cites
examples to demonstrate how the connection
between survivorship and queerness has been
disavowed in lesbian and gay communities.
Most significant for Cvetkovich is the lack of
discussion afforded by the lesbian authors of
The Courage to Heal (1988), Ellen Bass and
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Laura Davis, whose comments ‘on being a
lesbian and a survivor’ fail to engage in a dia-
logue beyond lesbianism as ‘a problem’. Re-
viewing the section in question, Cvetkovich’s
argument becomes glaringly obvious. Bass
and Davis's use of defamatory statements
such as ‘You're a dyke because daddy did this
to you’ in their excerpts taken from survivor
narratives tend to disallow, rather than pre-
sent an understanding of, lesbian sexuality as
a positive outcome (p. 268). As Cvetkovich
(2003) explains: '‘But why can't saying that
‘sexual abuse causes homosexuality’ just as
easily be based on the assumption that
there’s something right, rather than some-
thing wrong, with being lesbian or gay?’ (p.
90).

Cvetkovich (2003) draws a line between les-
bian identity and sexual trauma, however she
also uses the term ‘queer’ to signify ‘the un-
predictable connections between sexual abuse
and its effects, to name a connection while
refusing determination or causality’ (p. 90). As
I return to later in this article, it is when this
association is actively taken up by queer
women, that the ‘productive’ and ‘dense con-
nections’ between the two terms can yield
subversive qualities and reformulate simple
relationships between past (trauma) and pre-
sent (sexuality).

Methodology

The findings reported here draw exclusively
on in-depth interviews conducted with three
same-sex attracted young women survivors.
The participants were part of a larger project,
which included 22 young women (aged 19-28
years) who identified, and did not identify, as
survivors of child sexual abuse.

Of the three participants that I draw on in this
article, one identified as queer, and two as
lesbian. The young women were recruited
through advertisements posted at a young
LBQT (lesbian, bisexual, queer, and trans-
gender) community group operating in inner
Sydney, Australia. Participants were also in-
formed about the study through a notice

posted on the wider email network, operated
by this group. Participant anonymity was en-
sured through the allocation of pseudonyms,
many of which were chosen by participants
themselves.

The interview schedule explored a wide range
of themes, including women'’s: a) reflections
on ‘good’ and ‘bad’ adult sexual experiences;
b) experiences with their bodies and empow-
erment/disempowerment; c) first experiences
of consensual sex; e) experience of any
changes over time in their sexual relation-
ships.

This study was approved by the University of
Western Sydney Human Research Ethics Com-
mittee (Approval Number: H6189). Prior to
their interview, participants were given a gen-
eral verbal description of the study, and at
this time they were reassured about the confi-
dentiality of their interview data. The face-to-
face interviews ranged between 50 minutes
and 1.5 hours.

The feminist poststructuralist position I take
up in this article was driven by an interpreta-
tive framework. Pointing to the danger in
making ‘truth’ claims, this framework acknowl-
edges the discursive and unstable construc-
tion of narratives through language (Scott,
1992). From this perspective, narratives are
never ‘representative’, but at the same time
they provide glimpses of the world from a
vantage point mediated by multiple factors,
including the interview process itself. At the
same time, I do want to acknowledge that the
participants narratives presented in this article
are largely representative of a specific (white,
privileged, tertiary educated) position. Reflect-
ing back on the young women who volun-
teered to be interviewed for this study, I sus-
pect that the cultural silences that surround
child sexual abuse, and sexuality more gener-
ally, may have limited the range of people
who were comfortable about speaking about
their experiences.

Overall, my analysis of the interviews with
lesbian and queer survivors identified 3 dis-
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tinct themes. This article will explore each of
these areas, using participant excerpts and
theoretical perspectives in an attempt to cre-
ate a more critical dialogue and to ‘open up
new frames’ in which to contemplate same-
sex survivor identities (Fine, 1992; Fine, Weis,
Weseen, & Wong, 2000).

Coming Out and Coming Out?
Delinking Associations Between
Child Sexual Abuse and Lesbian

Sexual Identity

There are some apparent similarities in the
ways that survivors of abuse and lesbian and
queer women are located politically. For both
groups, the act of disclosure and ‘coming out’
about their identity as a survivor and/or as
same-sex attracted is positioned as transfor-
mative, particularly in terms of restructuring
feelings of shame and fear into feelings of
pride and strength (Whittier, 2001). For Rosa-
ria Champagne, ‘coming out’ collectively sym-
bolises a rejection of ‘normalising’ practices
which have sought to locate particular identi-
ties outside of public consciousness by induc-
ing shame and stigma (1998, p. 6). Specifi-
cally, feminist and queer groups who advo-
cate ‘coming out’ as a survivor of sexual
abuse or as a lesbian/queer underline the im-
portance of rejecting ‘polite silence’ and using
emotional strategies to speak out about ex-
periences (Champagne, 1998).

The lesbian and queer survivors in this study
often complicated the relationship between
their sexual identity and childhood sexual
trauma. On one level, they were active in de-
linking associations between child sexual
abuse and lesbian sexual identity. Signifi-
cantly, the following narratives from survivors
suggest that the only way to deflect the
‘damaged’ identity is to deny the influence of
child sexual abuse altogether. One survivor,
Kristy, who identified as a lesbian, explained
that she had often been made to question her
sexual preference after friends alerted her of
the possible connection:

Sometimes it takes someone else to alert me
because a lot of my friends are aware of the
situation, but I don't think it's really influ-
enced me that much. I mean, sometimes I
wonder if I'm gay because of it but then think
I had, even before I appreciated that I'd been
sexually abused—even before I appreciated it
was wrong, I had gay urges so that kind of
makes me think it's not as a direct result or
anything. Maybe there are some people who
are traumatised by it and they say look for
the same-sex relationships but I think there
might be nothing to it. Either way, I'm gay. I
dont know how it happened, but it hap-
pened.

Although Kristy points to the importance of
‘gay urges’ when she was younger, the above
excerpt also suggests that the ‘source’ of her
sexual identity has generated some scrutiny
from those around her. Further, there is some
emphasis in her narrative that her sexual
identity was not a ‘direct result’ of her child
sexual abuse, but rather a destined, innate
component of her identity. While I do not
wish to dispute the very individual ways in
which lesbian, queer and bisexual women
conceive their identity - whether it be formu-
lated as a positive choice or envisioned as an
innate part of the self - the emphasis on bio-
logical or genetic routes to explain sexual de-
sire may take on particular meaning for survi-
vors of abuse. Kristy’s positioning of her les-
bi