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Abstract

There is a lack of knowledge about lesbian women’s lives and social experiences
in Irish society. Lesbian women’s invisibility is reinforced and permeated in all
social institutions in society such as religion, education and the family. This thesis
deals with the nature of being-in-the-world of health care: the nature of being
lesbian women both as service users and nurses working in the health care
environment. In their day to day living, lesbian women know how to act, react
and behave to exist within society. However, these taken-for-granted ways of
understanding of being-in-the-world are brought to the forefront when lesbian
women seek health care. For lesbian nurses, being-in-the-world of health care is
to know that world both as health care professional and as lesbian women.

The method for this study derives from the philosophical tradition of
phenomenology utilising Heidegger and Sartre. The findings from this study
suggest that some lesbian women go to great efforts to conceal their sexual
identity. They curtail their behaviour, set up barriers to communication utilising
protective devices to protect the self from exposure to Others. Lesbian nurses
recall being set apart with their difference exposed for them to see as well as the
tactics they utilise to negate the effect of being Othered. They remain hidden,
fearing the consequences of being discovered, which leads to feelings of isolation,
loneliness and sadness.

viii




Chapter 1: Setting the Scene

1.1 Introduction

This study is centered on the stories that leshian women as services users and as
professionals in Irish health care tell of their experiences of being lesbian. Frank
(1995:3) argues that “storytellers have learned formal structures of narrative,
conventional metaphors and 1magery, and standards of what is and is not
appropriate to rell”. These are shaped by the cultural context within which the
storytelling occurs. Some of the imagery that lesbian women who participated in
this study use to describe their understanding of the situation they found
themselves in include: using two cloaks, being a nobody or the images of being
other that who they are, that is, a heterosexual woman. Frost (1996:1127) offers
the reader a helpful image to understand lesbian women’s experience of Irish

health care.

The Road Not Taken
(Robert Frost)

Two roads diverged in a yellow wood,
And sorry I could not travel both

And be one traveller, long [ stood

And looked down one as far as I could
To where it bent in the undergrowth;

Then took the other, as just as fair,

And having perhaps the better claim,
Because it was grassy and wanted wear;
Though as for that the passing there
Had worn them really about the same,

And both that morning equally lay

In leave no step had trodden back.

Oh, I kept the first for another day!

Yet knowing how way leads on to way,
T doubted if I should ever come back.

I shall be telling this with a sigh
Somewhere ages and ages hence:
Two roads diverged in a wood, and I —




I took the one less travelled by,
And that has made all the difference.

The Road Not Taken may be interpreted as Frost illuminating what it is like to be
at the cross roads of life. Which path should I follow? The one that is beaten
down and well trodden upon, which I can interpret as the one that Others have
taken. On this road I can obtain guidance on the way. This can be viewed as the
most travelled heterosexual path. As it will be shown it is the norm of society. Or
the one least travelled? This one is a mystery to us; we do not know those who
have gone before as there is no sign. This illustrates the position that some
women find themselves in, in their path of discovery of their lesbianism.
However this path is fraught with cultural meanings of what a lesbian woman is as
Moane (1995:86) succinctly puts it: “The ‘label’ leshian has been used as a

weapon to silence and intimidate women who speak out assertively or defiantly”.

In Irish academia there is a paucity of knowledge about lesbianism, particularly in
the literature on health care. This study derives out of my interest in inequality in
health care, and how texts on inequality in Irish health care make little or no
reference to lesbian women. While lecturing on the subject of lesbian women in
health care I had to turn to studies abroad to reveal what was happening, and
perhaps could be happening in Ireland. The inadequacies of available literature
are based upon the assumption that all Irish women are heterosexual with no
allowance for difference. In addition, I was also drawn to the topic as a lesbian
woman and from my own personal experiences of health care. Out of this,
derived my interest in developing a thesis on lesbian women’s experiences of

health care.




1.2 Aims and objectives

This study aims to investigate lesbian women’s experiences of Irish health care
both as service users and as services providers in their capacity as aurses. The
objectives of the present research are to:

1. Explore the lived experience of health care of lesbian women;

2. Investigate the meaning(s) that lesbian women construct of that

experience;

3. Investigate the lived experience of lesbian nurses working in the health

care environment;

4. Investigate the meaning(s) that lesbian nurses construct of that experience.
These objectives are particularly significant, as one of the intended results of the
women’s health policy document, A Plan for Women's Health. 1997-1999
(Government of Ireland, 1997), was the provision of a woman-friendly health
service. This document was produced in “response to a growing concern that
women's health needs were not always being met by the health services”
(Government of Ireland, 1997:4). The policy document stipulated that all women
should be treated equally within the health services, recognising groups that are
marginalized. It is stated that the “health services should not further margmalise

women who are already marginalised” (Government of Ireland, 1997:54).

In the chapter entitled “Women with Special Needs”, the various groups of
women that are marginalised within the health service are identified: ‘women who
are socially and economically disadvantaged’; ‘young women’; ‘women as
parents’; ‘traveller women’; ‘women with disabilities’; “women as carers’; ‘older

women’; ‘women in prison’; ‘women In prostitution’; ‘women and drug users’




and ‘lesbian women’. The document recognises that many of the health problems
encountered by women are common to all regardless of the social groups they
belong to. In identifying the groups mentioned above, it is acknowledged that
“certain groups of women experience particular challenges which undermine
thewr health” (Government of Ireland, 1997:54). It is further indicated, that the

health services should be flexible in meeting the needs of these women

In relation to “lesbian women”, it is stated that:
The most serious health 1ssue identified by leshian women during the
consultative process was the attitude which they encountered when
seeking care from the health services. Lesbian women are also more
prone to stress and depression associated with thew sexual identity,
particularly during adolescence The difficulties which lesbian women
Jface in health services arise partly as a result of lack of knowledge on
the part of professionals about the health risks associated with a lesbian
life style and partly because of deep seated attnudes to homosexualiity
generally. There is clearly an onus on health personnel to be nformed
about leshian health issues and to ensure that sexual orientation is not a
barrier m accessing services (Government of Ireland, 1997:64).
While the strategy recognised that health care professionals arc not immune to
societal attitudes towards lesbian women, an action plan was laid out in the
women’s health policy document to enable lesbian women to obtain non-
prejudicial health care. Consequently, this study will examine whether on the one
hand a woman-friendly health service has been created for lesbian women and on

the other if there is awareness and respect for diverse sexual orientations in the

health services.

Primary data will come from obtaining and then analysing the lived experiences

of leshian women as services users and those who work as nurses within health




care. Two sets of research questions arise. The first deals with lesbian women’s
experiences as consumers of health care.
1. How do lesbian women experience being lesbian in health care?
2. How do lesbian women describe their experience?
3. How do lesbian women interpret that experience?
4. What meanings do lesbian women give to their experience?
The questions relating to lesbian nurses are:
1. How do lesbian nurses experience being lesbian within the health care
setting?
2. How do lesbian nurses describe their experience of working within health
care?
3. How do lesbian nurses interpret their experience?
4. What meanings do lesbian nurses give to that experience?
In addition, both sets of research questions deal with the nature of being-in-the-
world: the nature of being lesbian in the world as consumers of health care and the
nature of being a lesbian nurse in the world of the health care environment.
Health care is just one area in which lesbian women experience being-in-the-
world as that of the outsider, where they are exposed to the attitudes and
judgments of professionais (Marrazzo, Coffey and Bingham, 2005; McDonald,

MeclIntyre and Anderson, 2003).

1.3 Exploring experiences
The methodological framework for this study derives out of the qualitative

tradition utilising hermeneutic phenomenology. Van Manen (1990:6) informs us
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care environment. To obtain an understanding of lesbian women’s experiences in
Irish health care it is necessary to ground it in an understanding of Iesbianism in
[rish society. Chapter Two seeks to understand women’s sexuality in the context
of Irish culture. It reviews the part social institutions play in the construction of
women’s sexuality, and how lesbian women find a voice in this. It points to the
invisibility of lesbian women in social institutions such as family, religion and

education (see Chapter Two)

Chapter Three seeks to review lesbian women’s health care issues; it presents
lesbian women’s experience of health care from Britain, New Zealand and the
United States of America, as these countries have begun to deal with the issues of
lesbian women’s health and health care. In contrast, there is a lack of available
literature on lesbian women’s health or health care in Ireland. However, the Irish
government in the 1997 women’s health policy has pointed to the need for the
recognition of lesbianism in health care. While litcrature on lesbian nurses is
scant, it does point to the problems they face within a health service that assumes
heterosexuality for all women (Kavanagh, 2006), both as service users and service
providers. Lesbian women, find their sexuality makes the difference in their
treatment in health care (Bonvicini and Perlin, 2003; Westerstahl, Segesten and

Bjoérkelund, 2002, Stevens, 1996).

1.5 Investigating the lived experience
To investigate the lived experience, it is necessary to site it within an
epistemological frame of reference, so Chapter Four explores the philosophical

roots of phenomenology. It overviews the traditional frameworks for the
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Chapter 2: Women’s Sexuality in Ireland

2.1 Introduction

This chapter reviews the literature on women’s sexuality from the foundation of
the Irish State to the present day, suggesting it has been a contentious subject.
There are many institutions that have attempted to shape women’s sexuality, in
particular, the State and the Catholic Church. The twinning of Catholicism with
Irish identity and the struggle for independence, facilitated an Irish sexual
morality based on Catholicism (Smyth, 1995). Catholicism and Irish identity was
further secured through legislation such as the Censorship of Publication Act,
1929 and the Criminal Law (Amendment Act), 1935, after the foundation of the
Irish State, and reinforced through the mstitutions of family and education

(Smyth, 1995; Fahey, 1992).

This chapter is divided into five sections. the first seeks to answer the question
‘who are lesbian women?’; the second deals with the influences of the Irish State
and the Catholic Church on the sexuality of Irish women from 1922-1960; the
third examines social change in Irish society from 1960 to the present day; the
fourth addresses the development of sexuality as a curriculum topic in Irish
schools; and finally, the fifth deals with lesbian women and their position in

society.

Women’s sexuality in Treland has been researched from diverse perspectives, such
as; the sociological paradigm on women’s quest to control their fertility (Murphy-
Lawless and McCarthy, 1999; Mahon, Conlon and Dillon, 1998); the feminist

perspective of women’s changing role in society (Connolly, 2002; Beale 1986);
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and the socio-historical analysis of women’s changing status in Irish society
(Inglis, 1998; O’Connor, 1998; Kenny, 1997). However, lesbianism in Ireland
has a history of invisibility, aithough a some researchers have attempted to shed
light on the subject (Moane, 1999, 1996, 1995; Crone, 1995; O’Carroll and

Collins, 1995; Rose, 1994).

2.2 Who are lesbian women?
Defining ‘lesbian’ or ‘lesbianism’ is not an easy task (Stein, 1998). There are
many paradigms that have dealt with the meaning or attempted to define
lesbianism. These have included the religious (lesbianism is seen as immoral),
criminality (lesbianism is scem as a crime/ deviant behaviour), medical
(lesbianism is seen as pathology/sick) or consumerist (lesbianism is seen as a
lifestyle/social role) (Wilton, 1995). The lesbian then, is seen as abnormal (sick,
deviant and immeoral) pitted against the normal (healthy, law-abiding and moral}
and labelled deviant. The practice of labelling homosexuality as deviant can be
viewed, according to McIntosh (1998:69), as having two functions: one being
social control; the other being the maintenance of normative heterosexuality and
institutions that:

keeps the bulk of society pure wn rather the same way that sumilar

treatment of some kinds of criminal helps keep the rest of society law

abiding.
Stein’s (1998:558) definition is the following: “Lesbians [are] were biological
women who [do] did not sleep with men and who embrace the lesbian label”.
This definition is considered reductionist; it negates other aspects of lesbian life as
it defines lesbianism only in relation to sexual activity (Moonwoman-Baird,

2000). As Kelly (1972:474) indicates:
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For most people, especially for most men, a lesbian relationship 1s
defined n terms of what happens m bed rather than as a total,
revolutionary way of commumicating with, enjoying, supporting, and
loving another person.
However the label ‘lesbian’ enables women to construct an identity that assists
them in creating meanings of their own existence and that of others (Wilton,
1995). In so doing, a lesbian woman builds a coherent world-view,

“understanding, evaluanng, and constructing accounts of experience” (lLinde,

1993 quoted in Moonwoman-Baird, 2000:350).

Without this meaning, lesbian women would find their existence ‘meaningless’,
with no purpose, Weber (1962.33) indicates:
all processes or conditions remain “mearingless” if they cannot be
related to a meamngful purpose’ this regardless of whether they are
wmanimate, human or infuman.
An individual Jearns meanings through socialization. She not only becomes a
subject but also, in order to co-habitate in society with others, she must become an
inter-subject, thus seeing herself as others see her. In so doing, she integrates the
values, belief systems and norms of her particular society, enabling her to occupy
a position within that society. Mead (1934:265) indicates that “until one can
respond to her[lum]self as a community responds to her [him), s/lhe] does not
genunely belong to the community”. However, those meanings are cast in doubt
when a woman identifies as a lesbian as this identity may not co-exist with the

values, norms and belief systems of her carlier socialisation as this thesis will

show.

Nevertheless, as Rust {1993:52) points out, women who are “raised to assume

heterosexual identities” do assume lesbian identities and “shape [her| image to fit
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in"™ (Lemon and Patton, 1997:118) to a lesbian community. Equally, Lemon and
Patton (1997) echo Mead’s (1934) assertion in relation to the community, as
“farlure to conform may mean failure to resolve identity, or a lack of acceptance
by those people with whom a lesbian identity does not assume stigmatised status”
(L.emon and Patton, 1997:119). Therefore, while a lesbian may find that she does
not ‘fit’ the heterosexual community, there is also an element of conformity in
“fitting” a lesbian community. She must therefore learn the norms, values and

belief system of the community she wishes to join.

Meanings arise from both the lesbian’s subjective and inter-subjective
interpretations, that is, the meanings imputed by others, which may be
reinterpreted or modified by her, to interact with others. The ‘lesbian label®
provides a starting point from which such meanings and interpretations can
develop. It also provides a “feeling of biographical continuity which she 1s able to
grasp reflexively and, to a greater or lesser degree communicate with others”
(Giddens, 1991:54). Stevens and Hall (1988:70) indicate that it is the taken-for-
granted views of the world that lesbians cannot have.
Lesbians cannot take for granted that they share the world with others
who hold congruent values, mterpretations and behaviors, nor can they
assume that they will be evaluated according to their own personal
qualities
In a heterosexual world, a woman may not identify with the label ‘lesbian’.
Rather she may call herself a woman who loves women, a woman whose primary

relationships are with women or a woman who only has relationships with

womern.
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kind of women become lesbian?” she replies “all kunds, every physical type, every
personality fype, every class, every culture, all age groups” (O’Carroll and
Collins, 1995:31). From this, we can see that for Dorcey there is no stereotype of
a lesbian woman and a lesbian can be found across cultures. As such, she may not

be readily identified.

“Lesbians are not strange, extraordmary or exotic women We are ordmary
womern” (Crone, 1995:61). Crone (1995) points out, that lesbian women are
brought up in a heterosexual environment and socialised in the same way as all
women. The problem of ‘who a lesbian is’ lies in the role-stereotyping of women,
namely the roles associated with family relationships, such as mother and carer,
which can be considered as woman’s “core roles™ (Connolly, 2002; Wilton, 1995,
Beale, 1986). Crone (1995:61) suggests that to come to the point of knowing that
she is lesbian, a woman must undo all her social conditioning, that is, being
“socialized nto a mothering role as helpers, assistants and carers”. However,
this view may negate the experiences of lesbian women, who occupy roles; as
mothers and carers of their partner, children or parents. They do not embrace the
traditional concept, which 1s that all mothers are heterosexual, a perspective that is

examined in the following section.

2.3 Historical overview of Irish women’s sexuality from 1922-1960

Ireland emerged as an independent state in 1922 (Lee, 1989). The Catholic
Church had a priviieged role in relation to the new state, which was similar to that
in other European countries such as Spain (Payne, 1984) and Portugal (Gallagher,

1996). However, it must be highlighted that:
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the nature of Catholicism has clearly been moulded by socio-
economic, political, and tdeological factors internal to mdividual
countries which have given rise to distinctive national Catholic
mentalities (Conway, 1996:6).
Consequently, the distinctiveness of Irish Catholicism has influenced the
perception of what it is to be a ‘woman’ in Irish society. Up to the 1960s the Irish
State vindicated the Catholic Church’s social teachings on women and women's
sexuality, by enacting legislation reflecting their principles From the 1960s the

Catholic Church’s position of power began to be eroded, which is discussed in the

section on social change (section 2.4).

2.3.1 The rise in dominance of the Catholic Church

Nic Ghiolla Phadraig (1986) argues, that the legacy of colonialism in Ireland 15 a
Church that has been viewed as traditionally working for the underprivileged.
This led to a Church being rewarded with uncritical loyalty by the people (Nic
Ghiolla Phadraig, 1986). Independent Ireland did not create a Catholic State,
rather the Church consolidated its position after independence, through legislation
and the support of politicians (who were nearly all Catholic), such as Cosgrave
and De Valera (Keogh and O’Driscoll, 1996; Fahey, 1992; Nic Ghiolla Phadraig,

1986).

Breen et al (1990) suggest that with the foundation of the State and the civil war
that ensued, there was a need for cohesion and legitimisation, which led to the
non-separation of Church and state with some considering it a natural alliance:
“the Church offered the state contimuty and stability and in rerurn sought is
support for confmuity and stability of its own work” (Nic Ghiolla Phadraig,

1995:609). Not only did the Catholic Church offer stability and continuity, but
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crucially it supported the Free State during the civil war, even though “the British
mspired 1922 constutution was not particularly a Catholic document” (Keogh and
O’Driscoll, 1996). Since the members of the government were nearly all
Catholic, early legislation reflected a Catholic ethos. Thus, an “Irish-Catholic™
state identity emerged, which was different from that obtained in Poland for
example; both the Polish First Republic (1791) and Second Republic (1918) had a
clear separation of Church and State (Grabowska, 1992:289). Upon the
foundation of the Irish State the majority (93%) of its people were Catholic (Hug,
1999) while in contrast, Poland in 1918 found itself with a diversity of
nationalities and denominations with only two-thirds of its population identified
as Catholic (Grabowska, 1992), though this diversity disappeared after World War

1L

The rise to dominance of the Catholic Church in the new Irish State has been
attributed to the isolationist policy of the Irish government, its non-participation in
World War II, and the shared values of both Church and State (Smyth 1995).
These values were conservative mn nature and rooted in rural, social and economic
life, as the aspiration for its people (Lee, 1989) Three elements have been
identified in the implementation of Catholic Church power in Ireland:
(i) through the ideological power (the power of belief system), (ii)
through the conmtrol of resources (land, property, health and education
systems) and, it 15 increasingly being revealed, (1ii) through coercive
physical power (usually described today as ‘abuse’) (Tovey and Share,
2003:397).
Fahey (1992) considers the relationship between the Catholic Church, the Irish

State and nation as symbiotic for much of the twentieth century, whereas in

Poland the Church and state have been at odds with each other. This, for him, has
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resulted from two very different political histories in the last century. Ireland’s
neutrality in World War 1l and relative political stability, contrast with Poland’s
involuntary participation in that war, which led to German occupation and
afterwards the development of 2 communist system (Fahey, 1992; Grabowska,
1992), where diversity disappeared under the unity of communist society

proposed by communist ideology.

2.3.2 Moral authority

Women’s position in Irish society has been characterised by relegation to the
private domestic sphere, for at least four decades from the foundation of the state
(Kenny, 1997; Beale, 1986). It has been argued (Hug, 1999; Inglis, 1998a) that
once mdependence had been secured, the Catholic Church had no enemy to
galvanise the people. As such, it was in danger of losing its position in society.
Since the enemy was not outside the state, the antagonist had to be within. Thus,
sexual immorality became one of the new adversaries. For instance, 1934 has
been identified as a significant year in Spain for the consolidation of the Catholic
Church’s position in its endeavour to establish “moral reform of the nation”,
locating it in the domestic sphere (Vincent, 1996:98). Through article 41 1n the
Irish Constitution of 1937, the Catholic Church had its view of the family, the
rights of women and sexuality enshrined, equating womanhood with motherhood

(Hilliard, 1992). This ensured its posttion in Irish society as the moral authority.

Nic Ghiolla Phadraig (1995) argues that through the Marian cult® a domestic,

silent role for women was espoused. Women were encouraged to emulate the

* The Marian cult derived out of the devotion to the Virgin Mary in the Catholic Church whereby
all women were encouraged to emulate her
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Virgin Mary as their role model, which was a universal vision for Catholic women
(Tippett-Spirtou, 2000; Vincent, 1996). The sexual morality of the Catholic
Church was/is that sexual expression should take place within marriage, and its
purpose should be procreation, not pleasure (Inglis, 1998a; Kenny, 1997). Thus in
general terms unmarried women were either deemed virgins (waiting to have
sexual relations within marriage, for procreation), or whores® (having relations
outside marriage, for pleasure) by virtue of the fact they either “played by the

rules™, or they did not.

As well as complying with the moral authority of the Church, Ireland has a
history of enacting legislation which prohibited the sale, publication or
distribution of materials encouraging the use of birth control. This legislation
reflects Catholic social teachings. The Censorship of Publication Act, 1929 and
the Criminal Law (Amendment Act) 1935 banned the importation and sale of
contraceptives (O’Connor, 1998, Beale, 1986). The irends in Europe were
similar. In France for example, contraception was illegal in the 1930s and until
the 1960s (Tippett-Spirtou, 2000) Things changed dramatically in Europe in the
1960s in terms of contraception and its availability; but not in Ireland. For
instance, open sale of condoms in chemist shops or pharmacies only occurred in
1992, In Ireland the implementation of the legislation has been viewed as a clear
link between Roman Catholic stance on morality (Inglis, 1997), particularly
sexual morality, and the State’s willingness to enshrine Catholic morality in law

(Kenny, 1997; Lee, 1989).

} The use of the word “virgin® in relation to women has had a positive connotation for women
while the word *whore’ represents a negative image but more importantly is embedded with moral
Judgements
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2.3.3 Normative heterosexuality

Women’s position in Ireland is further highlighted by Byme’s (1997) work on the
lives of ‘never married single women’ i the early twentieth century. The role of
women focused on marriage and the family, the assumption being that if a woman
did not fall into this category, then life held no meaning for her. Single women
were deemed to be “margmal, unimportant and largely leading miserable lves”
(Byrne, 1997:415). Meaning for women could only be obtained through
marriage, thus enforcing heterosexuality as the norm, that is, procreation. It also
implies that it was not socially acceptable for women to have sexual relationships
outside marriage. With the mference being that women were either married or
celibate (Byrne 1997), nowhere is there any suggestion or understanding that there
were any other forms of intimate relationships available to them, such as a lesbian

one.

Milotte’s (1997:30) study on Irish babies who were put up for foreign adoption®,
reveals the extent to which engaging in sexual relations outside marriage within
Irish society, was socially unacceptable for both women and men. The norm for
women and men was to be either married or celibates, but for women who were
sexually active and became pregnant outside marriage:
The snigma attached to thewr condition [pregnancy outside marriage]
meant their objective was to hide the fact that they had had a child at
all, a process that mvolved concealment, deception and demial, with
unknown consequences in terms of long-term psychological damage.

This has had long-term consequences in Irish society, and exemplifies the secrecy

and silence, with which non-normative behaviour was dealt with in society. Such

* Mulotte (1997:199) indicates that “the Department™ of Foreign Affaires “only kept records from
the end of 1950 onwards™ thus 1t 1s almost impossible to state when the practice began as “there 1s
no record whatever of ‘illegitimate’ Irish childien who were adopted”.
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stigma can still be experienced today, particularly in relation to abortion (Qaks,
2002; Mahon, Conlon and Dillon, 1998). The stigma attached to unmarried
motherhood was not unique to freland; Beadman (2002:56) suggests that Spanish
women sought illegal abortions “fo preserve themselves and their families from
the powerful social stigma that attached itself to sex outside marriage”. He
documents how the procurement of illegal abortions led to the imprisonment of

women who sought them, and their facilitators (Beadman, 2002).

Irish single women who were pregnant were removed from their families and
communities, and some emigrated to conceal their pregnancy (Murphy-Lawless
and McCarthy, 1999). Others were sent to Magdalene® homes. This practice
began during the 1800s (Luddy 1995:97), as a response to the problem of
prostitution whereby “male and female philanthropists .. were concerned with
problems velating to sexual moraliy”. John Charles McQuaid, the Catholic
Archbishop of Dublin and Primate of Ireland from 1940-1962, established
himself according to Cooney (1999:277) as the “arbifer of public morality in all
spheres of human behaviour, particularly sexual conduct” thus reinforcing the
use of Magdalene homes:

Unmarried mothers were sent away or placed m ‘Magdalene

Penitentiaries’, where they were forced by nuns to engage in slave-

labour as laundry workers and clearung women (Cooney, 1999:278)
The women had to atone for their sin of having a child outside marriage, by
learning to discipline the body, which in turn led to the saving of the soul (Raftery

and O’Sullivan, 1999; Cooney, 1999), rgis process reflects Foucault’s (1973)

thesis on the disciplining of the body.

* Nic Ghiolla Phadraig (1995:600) indicated that Magdalene Homes were used for women who
had a baby outside marriage “often resulted in young women being placed for ife” providing “free
labour and lived in prison-like conditions”.
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The virgin/whore images of women are exposed, when the consequences for
women having children outside marriage are explored. This can be viewed from
the perspective of patriarchy, and colonialism, whereby the systems of
domination have unequal power consequences for men and women (Moane,
1996) but in very different ways. In the 1990s, the practices in institutions such as
the ‘Magdalene Penitentiaries® began to be scrutinised; prior to this development
there seemed to be a silent acceptance of the need for such institutions to exist
(Nic Ghiolla Phadraig, 1995). Thus ‘the norm’ of heterosexual behaviour was
reinforced by removing non-conformity from view; equally lesbian behaviour

was absent from the discourse.

Attitudes towards single women who are pregnant can be found in Hyde’s (1997)
study of single mothers in a large Dublin maternity hospital in the 1990s, which
highlights continuities with the past. She suggests that normative judgments were
made by the medical profession, about “pregrancies that threaten the sociual
order”, particularly about whether or not the woman intended to keep her child
(Hyde, 1997:124). Single women were forced by medical professionals to see a
social worker and questioned about childcare arrangements. Hyde (1997) reports
that these issues were never raised in relation to married couples regardless of

their potential need to avail of assistance.

Part of the problem in dealing with single mothers in Irish society, is that single

motherhood was viewed from the perspective of social problems and a breakdown

of social order (Mahon, Conlon and Dillon 1998; Hyde, 1997). However, Hug
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(1999:3) points out that it is more than just a breakdown in social order.
Unmarried motherhood signals the:
corruption of society at large because they undermine the family, the
institution on which moral order is bwilt, the basic unit of society
whose main function is to maintain order.
As we have seen, marital motherhood was enshrined in the Irish constitution. The
medical profession in Ireland reinforces the “standard for how social
reproduction should be orgamsed (a family unmit with two marred parents)”
(Hyde, 1997: 122). Thus a third domain began to reinforce the Catholic Church’s
stance on procreation, expression of sexuality as well as excluding diversity in

relationships such as lesbian ones (see chapter three, section 3.4 for a further

discussion of this).

2.3.4 Non-normative heterosexuality

Byme’s (1997) study raises an interesting question: were “women looking for
husbands” between the 1900-1960s? In light of studies carried out (Raftery and
O’Sullivan, 1999; Cooney, 1999; Milotte, 1997), it would appear that some
women were not looking for husbands. Rather, they were banished from Irish
society because of non-normative behaviour. A woman’s individuality was
expressed through who her father was, and later her husband, and without either
she was a ‘nobody’ (Byrne, 1997). Vincent (1996) indicates that women in Spain
were also subservient, first to their fathers prior to marriage, and then their
husbands. There is a dearth of literature on lesbianism in the early to mid
twentieth century, which does not mean that lesbianism did not exist in Ireland.

Indeed, the early to mid twentieth century Ireland, anyone that participated in non-
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normative behaviour became invisible in society and shrouded in secrecy (Cooney
1999, Milotte 1997).
Those who could not or did not reform, the unmarried mother, the
homosexual, the leshian, the formicating bachelov farmer, were
excluded from society and put into convents, homes and asylums
(Inglis, 1997:5).
There was another way, as Inglis (1997:21) indicates: “Sex could be private and
silent as long as one was not caughr”, However, while sexuality became private,

a personal affair, it carried with it sanctions if the practices were non-normative

(Weeks, 1999).

Secrecy can then be viewed on two levels: on one level the silence around the
disappearance of women who were pregnant outside marriage, and on the other
the silence of those engaged in non-normative behaviour that were never
“caught”. However O’Connor (1998:14) suggests that Irish women faced double
standards when it comes to expressing their sexuality.
Among young women the persistence of sexual double standards and
the culturally created difficulty of treading a line between bemng too
sexually available and not sufficiently sexually available are important
elements i patriarchal control.
O’Connor (1998) implies that within Irish society, women are constructed and
reconstructed in relation to men. This reinforces De Beauvoir’s (1949:295) earlier
assertions, “One is not born, rather becomes, a woman”, thus suggesting that the
set of sex organs one is born with, does not inevitably lead to one being-a-woman,
rather, that society creates and constructs woman, indeed as it does ‘man’.

However, unlike ‘man’, who is both a negative and positive construct, ‘woman’ is

negative (Evans, 1995). Evans (1995:4) suggests the idea that, “... men are the
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standard, that ‘man’ mdicates and defines ‘human’, is entrenched’. Consequently

for Evans, it is against this that all women and their behaviour is measured.

2.4 Social change — 1960s to present day

The 1960s and the following decades are viewed by many as the turning point of
social change in Ireland. Change was influenced by Vatican Council II and Irish
economic growth (Tovey and Share, 2003; Fahey, 1992; Beale, 1986). Vatican
Council II has been considered the most significant event in twentieth century
Catholicism; it was initiated by Pope John XXIII, to examine the problems faced
by the Church in the modern world (Tippett-Spirtou, 2000). In particular, the
Church was influenced by global events such as World Wars I and 11, and the
consequences of scientific development (Dillon, 1999). Irish women were
seeking to achieve, “full personal agency in law — access to contraception, access
to imformation about abortion and the legalization of dvorce” (Murphy-Lawless
and McCarthy, 1999:71). The irend of women seeking full personal agency was
not unique to Ireland, but was also an issue in other countries such as France

(Tippett-Spirtou, 2000) and the United States of America (Dillon, 1999)

In relation to family planning, there were many innovations to subvert the 1929
and 1935 legislation in Ireland, with, for example, the opening in 1969 of the first
family planning clinic in Dublin (Mahon, Conlon and Dillon, 1998). The family
planning clinic could not sell contraceptives; clients were asked to give a donation
(Beale, 1986) In France however, contraception was iegalised two years earlier
(Tippett-Spirtou, 2000). The Health (Family Planning) Act (Department of

Health, 1979) made contraception legal, but only in certain circumstances:
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contraceptives were available on prescription for medical reasons and bona fide
family planning (Murphy-Lawless and McCarthy, 1999). In addition, “a further
magor limitation of the Act was that it allowed doctors, nurses and chenusts fo opt
out of the scheme 1f they held conscientious objections fo contraception” (Beale,
1986:107). Thus, the medical profession became a powerful agent in regulating
‘the norm’ of heterosexuality, rather than recognising diversity in sexual
behaviour and orientation. The Act allowed for married women only to avail of
contraception for medical reasons, making it almost impossible for single women
to obtain them; in rural areas, married women had to find both a sympathetic

doctor and/or chemist (Barry, 1986; Nic Ghiolla Phadraig, 1985).

In 1985, the sale of non-medical contraception was legalised for people over
eighteen years, regardless of marital status, from a range of named outlets
(Hilliard, 1992; Barry, 1986; Beale, 1986). In 1992, the sale of condoms was
dercgulated as a direct result of HIV/AIDS and the global safer sex campaigns
(Mahon, Conlon and Dillon, 1998). The Health (Family Planning) (Amendment)
Act (Department of Health, 1992) legally required the provision of family

planning services by Health Boards (Mahon, Conlon and Dillon, 1998).

Part of the problem of dealing with family planning in Ireland, was the “rigorous
moral tramming which helped in the subordination of individual interesis fo those
of family and community” (Ingls, 1998a: 179). Inglis (1998a) clarifies this point,
by explaining that it was through the hold of the Catholic Church on the “Irish
mother” that delayed marriages, migration or emigration were sanctioned.  Irish

mothers were expected to keep a tight reign on their children’s sexual desires.
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But they were not alone in doing this. The local Catholic priest, who sanctioned
their social position by his mere presence, helped them. It was the priest who had
the power to take or give the mother a reputation as either a good or bad mother.
The good mother had children, be they young or adults, who were virtuous and
1he bad mother had offspring who strayed from the path of righteousness (Inglis,
1998a). Vincent (1996) argues that in Spam, the role of mother was important to
women considering their subservient status. Through the role of the mother as
envisaged by the Church, they were able to extend their power into the home.
Inglis® analysis suggests that all Irish motbers became agents of the Catholic

Church.

Nevertheless, such an analysis cannot account for the emergence, development
and consolidation of a women’s movement in Ireland as analysed by Connolly
(2000). Nor does it allow for what Beadman (2002) calls, “an alternative
pragmatic morality of ordinary people” which, as he indicates, developed in
Spain even in the face of severe prohibition by both Church and State when
dealing with issues of sexual morality. Equally, the negotiating patterns of groups
that are stigmatised by the Catholic Church, such as pro-choice adherents or
lesbians who transgress the moral teaching (Dillon, 1999), cannot be
accommodated 1n Inglis’ argument. Dillon {1999:4) argues that by articulating
difference within the Church, transgressors of Catholic principles can “constitute

a source of change and redefinition of the larger community”.

While the 1960s have been viewed as the defining moment for social change in

Ireland, the 1990s can be seen as the crossroads for the Catholic Church’s
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privileged position, particularly in relation to sexual morality. Nic Ghiolla
Phéadraig (1986:142) captures the privileged position that the Church held in Irish
society up to the 1990s. “Church intervention in matters of family care and sexual
morality is regarded as legitimate, and guidance 1n such matters is not only
accepted but sought by a large section of the Catholic population”. The
legitimacy of the Catholic Church’s teachings on sexual morality began to be
questioned in the 1990s, when various scandals began to emerge, such as the
fathering of children by Bishop Casey and Fr Cleary, both high profile clerics.
However, more important was the uncovering of clericical child sex abuse
scandals, for example the case of Brendan Smyth in 1992, which caused the fall
of the government of the day, and the publication of the Ferns Report (2005)
which detailed clerical child sex abuse over a forty year period in the Ferns
diocese. As Inghs (1997:6) succinctly puts it:
We now know that alongside the religious discourse emphasizing
celibacy, purity, imnocence, virginity, humility and piety, there existed
practices of child abuse, mcest, paedophilia, rape, abortion and
wmfanticide.

Consequently, the Church hid diversity within its own population, while

stigmatising leshianism and homosexual practices which did not involve abuse.

Nic Ghiolla Phadraig’s (1986°153) suggestion, that the Catholic clergy were a
vulnerable body who “on a single important issue could jeopardise the
persistence of commitment among a majority of their flock” seems prophetic, in
light of the revelations of the 1990s. The role of the religious, in particular
priests, as listeners to the people’s “confession” in private, has moved to the
public “confessional” of T.V. and radio chat shows through ‘phone-ins’ and

‘letters’ (Inglis, 1997). Through the media and the courts, the actions of bishops,
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priests, brothers and nuns are being investigated. O’Connor (1998) suggests that
the media facilitated women in articulating the diversity of their thoughts and
feelings, in relation to their sexuality and abuses of their sexuality, by challenging
the unity and power of the patriarchal voice of the Church, state, lawyers and

doctors.

2.5 Influences of the educational institution on the construction of sexuality

Education is an important institution in the process of learning about sexuality.
Through education, normative heterosexuality is encouraged, and issues
pertaining to lesbians are excluded from the curriculum. This situation reflects
the secrecy/silence of alternative sexualities to that of marital heterosexual
coupling. It would appear that those who embrace difference and diversity are at
best tolerated, if hidden from view (Lodge and Lynch, 2003; Inglis, 1997), and at
waorst discrimipated against, even to the point of being physically violated (Gay
and Lesbian Equality Network [GLLEN] and Nexus, 1995). However, Lodge and
Lynch’s (2003, 2002, 1999) work shows that the system of segregated education
based upon issues such as religion, gender and membership of an ethnic
community, has led to inexperience on the part of students in dealing with
diversity. Equally, the silence around sexual orientation within the educational

system, has led to a vocabulary deficit in dealing with non-normative sexuality.

Education in Ireland takes place in a multitude of environments. First level
education takes place in either coeducational or single-sex settings. Some single-
sex girls’ schools at first level are also coeducational for the first three years

while, single-sex boys are not. However, boys move to different schools after this
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2.5.2 Management of sexual orientation

Ryan (1997) explores the nature of sexual attraction and how sexuality is
constructed through gender discourses in Irish second level schools in the 1990s.
She illustrates how young girls are encouraged into normative roles for women,
and how discourses on sexuality between boys and girls demand normative
behaviour rather than exploration of diversity. The literature on the Irish
educational system acknowledges that normative heterosexuality is reinforced
(Lynch and Lodge, 1999; Lynch and Drudy, 1993), and very little is done to deal
with the subject of other types of sexual orientation (Tovey and Share, 2000).
This silence around the subject of lesbian and gay sexuality arose from the
criminalisation of homosexuality in Ireland, and as we have explored, the

dominance of Catholic sexual morality (see section 2.3.2 Moral authority).

Homosexuality was decriminalised in 1993. Senator David Norris articulated in
his Senate speech on June 29™ 1993 that by decriminalising homosexuality:
Young people will no longer have to grow up ir the shadow of the taint
of crimmality which had blighted the vulnerable youth of so many of our
citizens with terror and shame (reproduced tn O’Carroll and Connell,
1995:23)
The State was innovative in the law reform of 1993, as it ignored the Catholic
Church’s notion of sin, removed the criminal aspect and in the process equalised
the age of consent, for both heterosexuality and homosexuality. Rose (1994:58)
suggests decriminalisation revealed, that “[a]s a society we had faced up to our
Jear of sexuality, especially a different sexuality”. However there is still evidence
of both denial and silence on the subject of sexual orientation in the educational

system {Lynch and Lodge, 2002). Lynch and Lodge (2002) report, for exampile,

that students did not have a language to describe their feelings, and boys felt
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comfortable expressing hostility and derision towards gay men. This has led to
lesbian and gay students experiencing “mstitutional mvisibility .. rewnforced by
the lack of a vocabulary to name and discuss sexual difference” (l.odge and
Lynch, 2003:21), even though:

Most studies confirm that self-realisation of one’s sexual 1dentity occurs

in the adolescent years, the period when most young adults atfend

secondary school — Owr study jfound that the majority (70%3) of

respondents realised they were lesbian or gay before the age of nineteen

years (GLEN and Nexus, 1995:45).
A report focusing on the 1ssue of sexual orientation in education, was
commissioned by LEA/NOW3 (Lesbian Education Awareness New Opportunities
for Women 3™ programme) for submission to the Department of Education and
Science RSE (Relationship and Sexuality Education) team (O’Carroll and
Szalacha, 2000). There was a high level of resistance to implementing the RSE
programme from schools, teachers and parents, with the result that no second-level
school had completed the module on sexual orientation included in the
Relationship and Sexuality programme in 1999 (O’Carroll and Szalacha, 2000).
This points to the difficulty in delivering programmes on sexuality, even when
based on heterosexuality, in the Irish educational system. Equally, it points to an
inability to recognise diversity of experience within heterosexuality. This being
the case, it may appear understandable, but not acceptabie, that issues relating to

lesbian and gay reality were not present in RSE programmes or in their

implementation.

O’Carroll and Szalacha (2000:45) suggest that their research “highlighted the need
to take seriously the right of lesbiarn and gay students within Irish schools to a safe

learmng environment”. A safe learning environment may not be easily achieved,
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study on homophobic bullying in second level education. Homophobic builying,
is viewed from the gaze of the heterosexual student’s impression of what it might
be like, to be a lesbian or gay student. For example, the respondents in Norman,
Galvin and McNamara’s (2006) study state “gay students would probably” which
renders it a hypothetical statement rather than one embedded in fact, thus negating
the experience of lesbian and gay students who remain silent and voiceless m a

discussion on an issue, homophobia, which 1s directly related to them.

Lodge and Lynch (2003) indicate that for 55% of respondents discovering that
their friend was either lesbian or gay, was sufficient grounds for termination of
that friendship. Some lesbian and gay students have experienced this:
My two best friends deserted me and as a result I suffered from very bad
depression and needed to repeat my Leaving® (GLEN and Nexus,
1995:45).
Nevertheless, Lodge and Lynch (2003) report that two out of the twelve schools
who participated in their research, had created space through the educational
programme to discuss lesbian and gay issues, indicating that this enabled all
students to express their feelings and fears. Norman, Galvin and McNamara
(2006) established that out of 226 second levels schools participating in their
study, 37% (84) schools had references to lesbian and gay issues in their RSE

school policy. Table 2.1 illustrates the break-down by school type:

Table 2.1: Reference to leshian and gay issues in RSE by school type:
(Norman, Galvin and McNamara, 2006:65)

I Single-sex Single-sex | Co- All l
boys girls | educational N

Yes 53% 25% 37% 37%

No 47% 75% 63% 63%

[ All , 100 ; 100 | 100 100

 The Leaving Certificate 15 the final examination at second level, which is undettaken at the age
of 17/18, the results of which are used for entrance into third level education and the employment
market.
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While single-sex boys® schools were more willing to deal with gay issues, single-
sex girls’ schools were less inclined to raise the subject of lesbianism. Lynch and
Lodge (2002:145) state that an inability to speak about sexuality is not just a
product of peer culture, rather:

It 1s played out within an education system which, for a long period of

nme, has been characterised by segregation and a lack of recognition

Jor difference and diversity, w its institutional processes and structure.

Thus in general the Irish educational system has been based upon sameness,

rather than diversity which accommodate lesbian and gay experience.

2.5.3 Influence of the Catholic Church
While second level educational establishments are highly sexualised locations,
Tovey and Share (2000:175) observe that sexuality is an area that “is notable by its
absence” in lIrish educational research. Within Irish society, sexuality has moved
away from the morality of the Catholic Church as suggested by Inglis (1998a).
However, Norman, Galvin and McNamara (2006:30) indicate that in the
educational system, the Catholic Church is still a strong force in dictating sexual
morality in the school curricula, pointing out that there are:
over 400 Catholic voluntary schools catering for 185,563 students,
which account for 56% of the total school envolment of this age group
Another 15% of students attend 90 Commumty/Comprehensive schools,
n which, for the most part, a Catholic Diocese or Religious Order act
as co-trustees. The remaning 29% of the second level population
attend the 247 Vocational schools and Commuruty Colleges, which
while multi-denominational m theory, most commonly have a majority
of Catholic students, parents and teachers and oflen representation on
their boards of management from the local Catholic Diocese.

Therefore the Catholic Church can influence the curricula in Irish schools, both

directly and indirectly thereby mamtaining a Catholic ethos. Norman, Galvin and
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McNamara (2006) point out that through the role of patrons or trustees of schools

the Catholic Church’s teachings are still influential in what is taught.

However, there are other factors at play in schools such as the stereotypes of what
a girl or young woman is, and the language that young people use to regulate cach
other in schools (Ryan, 1997). Firstly, Ryan (1997:26) found that adolescent girls
who did not express an interest in boys risked being labelled “‘frigid”, “stuck up” or
“leshian”. Secondly, if young girls display too much interest in boys they risked
their reputations with labels such as “tare”, “slapper”, “tramp” or “slur’ (Ryan,
1997:26), and this can also be seen as a form of homophobic bullying (Norman,
Galvin and McNamara, 2006). The use of derogatory labels is a successful aspect
of informal regulation, which can be as efficient as formal sanctions if not more,
$O as:

we must recognise the changing forms of social regulation, informal

and formal, from the operations of Churches and state to the forms of

popular morality (Weeks, 1985:179).

It is “popular moraluy” as taught and learnt that can be more effective in curtailing

the diversity of experience and orientation such as lesbianism.

2.5.4 Lesbian and gay adolescent experiences
Goffiman (1963) illustrates the effects and characteristics that labelling entails and

the process is detailed by Garfinkel (1956)". Some meaning can be found in

7 Symbohec-nteraction:sts suggest that the behaviour of an ndividual can be judged as good or bad
through the reactions of others Thus behaviour can be labelled, forcing the individual labelled to
conform to the norms and values of society. Homosexuality was one such behaviour that was
previously was labelied as deviant However, today 1t has shifted, thus pointing to the fluidity of
what s thought of as non-conformist behaviour However, the ability to label reflects the
construct of power within society For Goffman (1963) an individual can embark on a deviant
career by taking on the label or labels that other(s) impute on her/him, thus becoming that label.
Garfinkel (1936) impiies that a commumty can become involved 1n the labelling of an indrvidual,
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GLEN and Nexus’ (1995:45) work as they explore the experiences of Irish lesbian
and gay adolescents of education, reporting that it can lead to “Joneliness,
depression and/or extreme self-criticism”. It equally leads to social isolation as
illustrated in the following quote:

I was paranoid about lack of acceptance and that other people would
find our (GLEN and Nexus, 1995:435).

In his study of ex-mental patients Goffian (1963:28) discussed stigma which has
a relevant application here, as the lesbian student must “face unwilling acceptance
of her[lum]self by individuals who are prejudiced against persons of the kind
s/{he] can be revealed to be”. Therefore, a leshian student must maintain the
performance of being heterosexual, but crucially they must prevent a “discovery”
of their true sexual identity that would discredit them.
Wherever s/[he] goes her [his] behaviour will falsely confirm for the
other that they are in the company of what n effect they demand but
may discover they haven't obtammed namely, a heterosexual [mentally
untainted| person like themselves (Goffman, 1963:58).
The use of the label ‘gay’ also acts as a social control mechanism, by students in
relation to their peers perceived background and physique (Lynch and Lodge,
2002). Teasing and bullying on the school premises, particularly amongst
adolescent boys, at times focused on the labelling of the target as ‘gay’ (L.odge and
Lynch, 2003) and girls ‘lesbian’ (Ryan, 1997). Ryan (1997) does not probe into
the effect of the labels, used by both adolescent females and males to control the
sexual expressions of their peers. She does not examine how the label ‘lesbian’

affects the development of female students, both as individuals within a

community or as sexual individuals (Ryan, 1997).

through what he called a degradation ceremony In this way a negative label 1s applied to the
mdividual
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While student adolescents act as social controllers in relation to sexuality through
the use of language, teachers can also participate in the regulation process by
providing legitimacy to student attitudes and actions:
As social actors, teachers reflect to their students whatever definitions
they have constructed out of thewr own social relations and n doing so
can reproduce the status quo {(Norman, Galvin and McNamara,
2006:13).
This can result in lesbian or gay adolescent students obtaining no support in the
educational system. A teacher who participated in Norman, Galvin and
McNamara’s (2006:82) study, indicated that she witnessed teachers’ inability to
deal with homophobic bullying but fall short of condoning it:
I've seen suuations where teachers practically fell just short of
encouraging homophobic bullymg (a former teacher; Female, 8 June
2004).
Norman, Galvin and McNamara (2006:77) point out that there are other factors at
play which hinder teachers from helping or working on gay or lesbian students’
issues such as “disapproval from other teachers, studemt disapproval and the
possible disapproval of thewr board of management”. This is illustrated in the
following quote by a former student:
I'was constantly harassed by students in secondary school (at one pomt
attacked) I was also harassed by teaching staff (GLEN and Nexus,
[995:46).
The consequence of this is, students conceal their sexual orientation while in
second level education (Norman, Galvin and McNamara, 2006} as student says:
I was alienated by my classmates, smide comments passed ar every

opportumity. The teacher gave me a hard time (GLEN and Nexus,
1995:46)

Tovey and Share (2000) point out that sexual harassment or other abuses are not

managed in Irish schools, and male and female stereotypes are reinforced. Lodge
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2.5.5 Heteronormativity®
Smyth and Hannan (1997) suggest that coeducation leads to pressure being put on
girls by boys to conform to traditional gender stereofypes, that Iis,
heteronormativity. Inglis (1998b) indicates that through education adolescents are
“learning about sexuality .. learning about what was right and wrong, good and
bad, appropriate and mappropriate sexual behaviour” (Inglis, 1998b:8). Inglis
(1998b: 27) further states, that “learring about sex was based on the regulation
and control of deswre”. Within an Irish context, control and regulation of desire
are based upon Catholic morality, framed in a heterosexual domamn, (Cooney,
1999; Nic Ghiolla Phadraig, 1995; Beale, 1986), resulting wn girls/women not only
being responsible for their own desires, but encouraged to take responsibility for
male desire also (Tovey and Share, 2000). However, Segal (1997:185) suggests
that normative notions of sexuality are always being contested, making sexuality a
“troublesome affan”. Epstein (1996:147) makes a pertinent point in relation to
sexuality, which can be applied to Irish society, namely:
a domain of elaborate and nuanced behaviour, potent and highly
charged belief systems, and thickly woven connections with other
arenas of social life — was deeply embedded m systems of meaning and
was shaped by social institutions.
Adolescents have the power to regulate social behaviour, in particular the sexual

behaviour of their peers, and more precisely their female peers: male to female

and female to female (Ryan, 1997). Girls don’t aiways need a male gaze, but

! The word heteronormativity was comed by Michael Warner in 1993 (Chambers, 2007)
However, at that time he did not give a definition Berlant and Warner (2000 312) stated. “By
heteronormativity we mean the institutions, siructures of understanding, and practical orientation
that make heterosexuality seem not only coherent — that 1s, organized as a sexuality — but also
privileged Its coherence is always provisional, and 1ts privilege can take several (sometimes
contradictory) forms, unmarked, as the basic idiom of the personal and the social; or marked as a
natural state, or projected as an ideal or moral accomplishment™.
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voung girls and adolescents regulate themselves as “sexual lives are never merely

a private affar”, (Segal quoted in Epstein, 1997:188).

Same sex peer regulation can easily be achieved in single-sex schools. There is
an element of high romance, as females want to impress on their peers, their likes
and dislikes in relation to boys. This is achieved through pop culture and posters
of the stars they find attractive. In these settings there is the physical absence of
male peers, which can be applied to single-sex boys’ schools with the physical
absence of female peers. However, Lynch and Lodge (2002) point out that the
exercise of control and sanction by students takes many diverse forms, from
exclusion and teasing, to verbal abuse which Norman, Galvin and McNamara
(2006) name as expressions of homophobia. In single-sex female schools there
more emphasis was placed on control and regulation (I.ynch and Lodge, 2002).
As Scott and Jackson (2000.172) inform us:
The social and cultural shaping of sexuality happens not simply through
profubiting, restricting or repressing sexual practices, but more telling
through permitting, promoting and organising particular forms of
eroticism.
Consequently, amongst adolescents and teachers, expression of lesbian or gay

inclination are neither ‘promoted’ nor ‘permitted’ within the environs of second

level education.

2.6 Irish lesbian women

In Ireland there is limited knowledge about lesbian women’s lives and social
experiences, thus rendering lesbian women invisible and constructing them as a
mystery, if not a group shrouded in myth. Lesbian women’s invisibility

permeates social interaction; they are also indistinguishable within the social
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structures and institutions of society (Lemon and Patton, 1997), which include
education, religion and family. O’Connor {(1998:1) began her work on women in
Ireland with the words:
Any discussion of changes in the position of women in Irish society
over the past thirty years tends to elicit two views. that it has changed
completely, and that is has not changed at all.
This could easily apply to lesbian women. Although there have been enormous
changes in Irish society, such as the decriminalisation of homosexuality in 1993,
the Employment Equality Act, 1997 and the Equal Status Act, 2000, lesbian
women remain invisible. Moane (1995:70) points out that “a fundamental feature
of leshian existence 1s mvisibiliy”; therefore they are not only invisible in
literature but also in populations, mass media, and their lives are absent from
cultural representations. This leads to inequality and social exclusion as Byrne

and Leonard (1997:1) succinctly state: “Imequality is not a natural state, but a

social product”.

The Offences Against the Person Act (1861) and the La Bouchere Amendment
(1885) began to be examined in the 1980s. Senator David Norris took a High
Court action which did not succeed; there was an unsuccessful redress in the
Supreme Court case leading to the European Court of Human Rights, which
recognised the need for the Irish legalisation to be redressed. The legislation was
reformed in 1993, resulting in the decriminilisation of male homosexuality (Hug,
1999. Rose, 1994). The 1861 and 1883 laws emanated from the legislature of the
British colonialist (Norris in O’Carroll and Connell, 1995), which was not
examined by the new state and were meant to curb homosexual activity between

men (Weeks, 1989). Scott and Jackson (2000:181) argue that the criminalisation
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The first [rish study on sexual health and relationships was published in 2006.
From the findings it is clear that there has been a change in public attitude towards
Jesbian women and gay men, with 53% indicating that sex between same-sex
couples was ‘never wrong™ (Layte et al, 2006). Sexual identification was explored
by gender. The following table illustrates the findings: ]

Table 2.3: Sexual identification by gender: (Layte et al, 2006:127)

| Men (%) | Women (%)
Heterosexual | 96.5 | 98.6
Homosexual (gay or lesbian) | 1.6 | 0.4
Bisexual H 1.1 | 08 |

Layte et al (2006) suggest that the history of stigmatisation of homosexuality in
Irish society may distort these figures.

Though the level of stigma associated with homosexuality has decreased

w1 recent decades, 1t is still pronounced m Irish society. This means that

all estimates of same-sex attraction, experience and dentity based upon

self-reports should be seen as under-estimate (Layte et al, 2006:127).
This would seem io be a contradiction in that attitudes have changed towards
homosexuality. However, the results of this study would point to the fact that
lesbian, gay or bisexual individuals must experience stigmatisation if they do not
feel secure enough to 1dentify themselves in a confidential questionnaire.
However there was a distinction between sexual attraction and practice amongst

the respondents in Layte et al (2006) study. Table 2.4 reflects these findings:

Table 2.4: Sexual attraction by gender: (Layte et al, 2006:128)

Men (%) Women (%)
Only heterosexual 04.3 94.0
Mostly heterosexual 36 5.0
Both heterosexual and homosexual 0.2 0.5 |
Mostly homosexual 0.8 0.2
Only homosexual 0.8 0.1
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inappropriately” (Johnson and Guenther, 1987:234). Heterosexuals do not have
to declare their sexuality, as it is the norm. It would appear that in order to ‘come
out’ as lesbian, a woman must undo all her understanding of the structures of
society. She must create a new way of being within a dominant heterosexual

culture.

The 1nvisibility of lesbians can be seen as the “editing out” of the reality of their
existence, and of different types of existence for women This leads to a situation
where there is a perception that there is no difference between women, as they
(lesbians) are encouraged to conform for fear of judgments, thus negating the
existence of diversity. Invisibility in itself can lead to the assumption of the non-
existence of lesbianism; as Peel (1999) points out, there are more negative
stereotypes of gay males than lesbians in Australian society, precisely because of
gay males detectability. Lemon and Patton (1997), in their study of women’s
experience of ‘coming out’ in a lesbian community in Brisbane, found that the
stereotypes of lesbians, were embedded in societal institutions such as religion
and education, and reinforced by the family. Lesbian women in this study,
indicated that they intermalised some of these stereotypes.  Gottschalk’s
(2003:223) findings reinforce this in her study of lesbian experiences of becoming
lesbian in the Australian state of Victoria which were influenced by
“social/cultural values, attitudes and beliefs about homosexuality in terms of therr
experiences during the process of becoming leshian” Gottschalk (2003) indicates
that societa!l values and ideas about the causes of homosexuality prevail in the

manner in which lesbians identify themselves as such.
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Both of these studies contradict Peel’s (1999) argument that greater visibility in
Australian society leads to more stereotypes. Visibility in itself, can and does lead
to prejudicial actions, but invisibility in and of itself, does not negate prejudice.
Preiudicial judgments are: “stabilized deception of perception” which leads to
“selective realty — the narrow spectrum of reality that human beings choose to
percerve and/or what thew culture selects for them to see” (Anzaldia,
1990/1998:533). Tong’s (1989) observation may point us in the direction of why
this may be the case, not only for Australian society, but also for other societies
including Ireland. “If success m a woman’s public life depends upon discretion
about her private life, it makes no sense for her to be vocal about her lesbianism”
(Tong, 1989:124). However, this suggestion in itseif feeds into the continued
invisibility of lesbian women, as it would seem that to be visible leads to
discrimination in ‘public life’, while discretion on the other hand leads to
obscuring of the reality of lesbianism. Therefore, it can be concluded from

Tong’s (1989) perspective that being visible may lead to discrimination.

2.6.2 Emerging public voice and the law

As we have scen, there were many institutions in Irish society including the
Church, family and education, which effectively silenced the subject of
iesbianism. The subject was broken on national TV in 1980 on the popular talk
show the Late Late Show Crone (1995} deals with the effects of being the first
woman to declare her lesbianism to the Irish nation, indicating that she received
negative reactions from both family and friends. Moane (1995:86) insinuates “the
word “lesbian’ is powerful, it arouses strong emotions within a whole system of

profubition”. The reason Crone (1995:67) gave for going on the show was to:
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dispel the ignovance and fear about lesbian sexuality. At the time,
leshiamism was considered a taboo subject, sutable only for secret,
scandalous and private conversation
While Crone’s (1995) intention in 1980 was to remove the ‘taboo’ status, in 1994
“countless lesbians and gay men were mtimidated by the news that two activists,
Suzy Byrne and Junior Larkin, had been physically assaulted” (Moane, 1995:86).
It would appear that even though Crone wanted to dispel the mystery of

lesbianism in 1980, by 1994 some sections of society were still not ready to deal

with the reality of the existence of lesbian women and gay men.

While the law may have changed, social attitudes take longer and the fear and
loathing of not only the word, but also the individuals that embrace the lifestyle,
still exist (Moane, 1995; GLEN and Nexus, 1995). Layte et al (2006:123) suggest
that:
Sexual orvientation, wentity and expression do not occur in a neutral
environment where sexual identity 15 a sunple matter of individual
chowe. Quite the opposite, homosexuality is still widely stigmatized and
homosexual 1dentity can come at great personal cost to individuals.
It has been suggested (Bradford, Ryan and Rothblum, 1997), that there are
institutions, such as the Church, that sustain heterosexuality that are not open to
lesbian women. The debates that began in 2002 on the elevation of an openly

gay minister to the role of bishop in the Anglican Church, which continues today

adequately illustrate this exclusion.

There is no legal recognition in Ireland of same-sex relationships, which can lead
to economic difficulties in relation to pensions and/or inheritance in the case of
the death of a partner (Mee and Ronayne, 2000: Moane, 1995; Irish Council for

Civil Liberties, 1990) Mee and Ronayne (2000:5) suggest that “a wide range of
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fegal privileges and obligations are triggered by the status of marriage” which
are not available to same-sex couples. The most recent voices have been those of
Canadian married couple, Ann Louise Gilligan and Katherine Zappone, who took
a high court action in 2006, to have their marriage recognised in Ireland.
However, they lost the case and are currently seeking redress in the Supreme
Court. Nevertheless, the Labour party introduced a Civil Union Bill in 2006 into
Déil Eireann® which was voted down and reintroduced it again in 2007. Both
were rejected but the government has promised a Bill by March 2008. Thus, it
would appear that the legal situation with regard to same-sex couples will change
in the near future but will fall short of marriage as it is proposed to introduce civil

partnership.

While Ireland awaits some legal recognition of same-sex couples, Belgium and
the Netherlands have gay marriage, according the same rights as enjoyed by
heterosexual married couples to gay cou[les. Other European countries such as
Denmark, France and Germany implemented civil partnership with varying
degrees of rights accorded to lesbian (and gay) couples (ILGA-Europe'®, 2007).
Ireland’s closest neighbour, the United Kingdom, introduced civil partnerships for
lesbian (and gay) couples in December 2005, affording same sex couples similar
rights to married heterosexual couples in areas such as tax, pensions and
inheritance (Government of United Kingdom, 2007). This enables same sex
couples in other European jurisdiction, to live their lives as equal citizens and

have their rights protected through legislation.

? D1l Eireann is the Irish house of parliament

' ILGA (International Lesbian and Gay Association) Europe through its website
(http*//fwww.ilga-europe org) reviews same-sex marriage and partnership rights throughout
Europe

30




2.6.3 Economic independence

In the economic sphere, Inglis (1998b:99) argues that when women become
economically independent from men, regardless of sexual orientation, they will be
free “from the mmage ihey have of themselves as constructed by men In ths
process they overcome the way they have been symbolically and politically
dommated”. It could be argued, that lesbian women are already freeing
themselves ‘from the image they have of themselves as constructed by men’, as
they do not fall into the dominant role for women (Crone, 1995; Dennerstein,
1995). Economic independence can lead to the reconstruction of image (Inglis,
1998b). Lesbian women had no choice but to become economically independent,
as they did not have the traditional partner of the male provider. Therefore, it
could be argued, that lesbian women are already engaged in the process of image
reconstruction. However, an economic system that has pay rates based on
equality of the work being carried out rather than gender, woulid iead to greater
independence for all women. Abbott (2000) indicates that in the world of
position, the traditional role expectations of men and women still exist, including
the notion of the male breadwinner. This influences employers in relation to the

opportunities available to both women and men in the work place.

The primacy of heterosexuality is reinforced in society where privileges are
incurred through laws that regulate marriage, social security and work (Scott and
Jackson, 2000). It takes more than economic independence to cast off the
shackles of the male construction of women. It also necessitates a change in
institutional structures and the attitudes that prevail in these institutions Research

results have indicated that even though lesbian women were well educated (some
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holding primary and secondary degrees) (Rust, 1993), they did not have the
income comparable to their education (Esterberg, 1997, Stevens and Hall, 1988).
GLEN and Nexus® (1995:xiv) study reinforces this point in the Irish context,

indicating that their respondents revealed:

Jjob opporturities were severely narrowed because they avoided work
for which they were qualfied (21%) or categories of work (39%)
through fear of discrimmation, both of which can lead 1o downward
mobility.
While the focus here is on economic independence, it can be argued that the
socialisation process of society also creates emotional dependence as, according
to current norms, to be emotionally fulfilled,, a woman “needs” a man. Lesbian
women not only become economically but also emotionally independent, in a
society that views heterosexuality as the norm (Claassen, 2005;Clunis et al, 2003).
This does not imply that all women who are economically independent are
necessarily lesbian, insofar as there are economically mndependent women who

have emotionally fulfilling relationships with men, both within and outside the

normative heterosexual marital domain (Oakley, 2005},

2.7 Concluding remarks

This literature review suggests that knowledge about lesbian women’s lives and
social experiences is severely limited in Ireland, so that the findings of this thesis
will shed light on one aspect of their lives, that is, their experiences of health care
as either consumers or providers. The ability of the Catholic Church to gain
power and authority, and the willingness of the Irish State to enshrine their
morality into the legislature, led to the subservient status of women. It also led to
the creation of an identity for women based on Catholic ideology and social

teachings. However, it was hoped the deregulation of homosexuality in Ireland,
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would lead to a destigmatised status in all areas of life. While the legislation has
changed, attitudes are much harder to alter. However, deregulation of
homosexuality, related to gay men only, as lesbianism was given no recognition in

the reguiation.

The lack of acknowledgment of the existence of lesbtan women through the legal
system, reinforced the invisibility of lesbian women in Irish society. This
invisibility permeates all social institutions in society such as religion, education
and the family, thus not acknowledging lesbian women as part of the diversity of
the nation. It has been argued that lesbian women in the educational sector
experience “mnstitutional invisibiliy”> which is “reinforced by the lack of a
vocabulary to name and discuss difference” (Lodge and Lynch, 2003:21). It is
argued that ‘institutional invisibility’ may extend mto the health services resulting
in a vocabulary deficit when discgssing lesbian health. It is these attitudes,
perceived or real, that need to be explored. Specifically we need to see how they
affect lesbian women as they access the health services and leshian women who

are part of the nursing profession. The following chapter secks to explore this.




Chapter 3: Lesbian Women’s Health Care

3.1 Introduction

This chapter reviews the literature on leshian women’s health care, particularly in
relation to the experiences of lesbian women. Lesbian women and gay men
internalise the negative attitudes of the dominant culture towards them; equally
heterosexuals internalise the norms, values and belief systems of cultural
socialisation, whether they be negative or positive. Nurses and doctors are
products of their culture. Consequently, it may be difficult for them to shed their
former socialisation, although the acculturation process of becoming a nurse or
doctor, could enable them to reconsider their norms, values and belief systems to
incorporate diversity. However, research in Australia has shown that where
nurses or doctors regularly participate in religious practices, regardless of
denomination, they exhibit negative attitudes towards lesbian women and gay

men, identifying themselves as right wing politically (McKelvey et al, 1999).

The chapter is divided into four sections: the first deals with the medicalisation of
homosexuality; the second addresses the provision of health care to lesbians, and
reviews the outcomes for lesbian women when they disclose their sexual
orientation in a health care encounter; the third addresses the providers’ attitudes
towards providing lesbian health care; and finally, nurses’® perceptions of lesbian

women are examined.

Research suggests that lesbian women attend health care providers less often than
heterosexual women (Fields and Scout, 2001). Some researches suggest that this

may arise out of ambivalence, and/or lesbian women may not consider themselves
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to be exposed to the same risk factors for illness and infections as heterosexual
women. The American Medical Association, Council on Scientific Affairs (1996)
reiterates these concerns, implying that lesbian women may not feel that health
issues such as smear tests, are of concern to them. Other issues at play are
“isolation, fear, violence and the requisites of day-to-day survival” (Gochras and
Bidwell, 1996:20). Isolation and fear may be factors to consider when lesbian
women are seeking health care. Fear may emanate out of past experiences of

health care, or of the related experiences of other lesbian women.

3.2 Medicalisation of Homosexuality

The traditional model of understanding homosexuality within the health care
profession, derived from the causes and treatments paradigm (discussed below),
thus rendering homosexuality in need of psychiatric care. Conrad (1975:12) views
medicalisation of every day life as “defiming behaviour as a medical problem or
iliness and mandating the medical profession to provide some treatment for if”.
He further suggests that the process of medicalisation begins with a definition “mn
medical terms, using medical language to describe the problem, adopting a
medical framework to understand a problem, or using a medical intervention to
“treat” w”’ (Conrad, 1992:211). Defining homosexuality from a medical
standpoint led to a new medical model of homosexuality'', rather than a criminal
or immoral model, giving new meaning to ‘deviant’ behaviour, and turning

homosexuality into an illness/disease that can be treated and cured.

'! Rosario (1997) identifies the emergence of a Euro-American medical exploration and definition
of homosexuality as beginning in the late mneteenth century.
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Conrad and Schneider (1980) view imposed medical treatments as a new form of
punishment and social control. Martin (1993) indicates that the medical
profession was influential in defining identity and sexuality, which permeated
cultural norms (see Foucault, 1978). Thus the medical profession became a
powerful force in constructing the identity of the homosexual and creating
homosexuality as a social problem, best dealt with by the medical profession as
they had the ‘treatments’ and ‘cure’. Martin (1993) analysed medical discourse
on lesbian women and gay men, suggesting that this may be the roots of the
stereotypes that persist to the present day. “Lesbians were not only failed
heterosexuals but forled women Gay men were not just homosexual but, more
important, were not masculine” (Martin, 1993:254). Studying a phenomenon in
society from a scientific approach, is based upon non-biased exploration and
expansion of our knowledge (Marmor, 1998). The use of science to explore
homosexuality enabled doctors to become powerful social persuaders on societal
norms (Marmor, 1993), thus producing a biased exploration and explanation.
From Foucault’s point of view, this can be described as the power of the medical
profession to produce “the truths we live by” whereby, truth is a “product of
science or scientific ‘methods ™ (McHoul and Grace, 1993:58). Thus, the medical
profession produced the ‘truthful’ knowledge on human sexuality, in particular
what constituted socially acceptable human sexuality. Homosexuality was a

deviation of that ‘truth” about human sexuality.

The varieties of medical interventions to ‘treat’ and ‘cure’ homosexuality ranged
from “hypnotism through to chemical experimentation and m the 1960s to

aversion therapy” (Weeks, 1996:51). Aversion therapy was mainly used for gay

56




males, where they “were shown erotic pictures of men, at the same time an
electric shock was applied to their genitals ov they were induced to vomit”
(Marcus 1993:13). While there is no medical model to explain heterosexuality,
Freud had indicated that an understanding of heterosexuality was also in need of
examination (Wilton, 2000). Freud’s view of homosexuality can be elicited from
a letter he wrote to a mother regarding her concerns for her son: “Homosexuality
s assuredly no advantage but it 15 nothing to be ashamed of, no vice, no
degradation, it cannot be classified as an illness” (Freud, quoted in Conrad and
Schneider, 1980:186). From this then, Freud neither viewed homosexuality as an

illness or deviance; rather, he categorised it as a different sexual behaviour.

Why did the Euro-American medical profession continue to view homosexuality
as an illness/disease? The answer may lie in Marmor’s observation, that treating
homosexuality as a mental illness enabled society to justify “aggressive
interventions mito the hves of indrviduals” (Marmor, quoted in Scasta, 1998:13)
and particularly the homosexual life. In other words, homosexuality was just one
avenue by which the medical profession gained an entrance into people’s lives,
enabling doctors to make diagnoses about personal behaviour:
When an institution (e g. the church, state, medical profession) gans the
power and authority to define deviance, that is, to say what kind of a
problem something 1s, the responsibility for dealing with the problem
often comes to that institution (Conrad and Schneider, 1980:8).
This negates individuals’ responsibility in dealing with the ‘problem’ of
homosexuality, rendering it the remit of powerful bodies such as the Church or
the medical profession. Thus this ‘dis-ease’ of society can be both ‘treated’ and

‘cured’ by those professionals who know best. This is reflective of the position of

unmarried mothers in Ireland (see chapter 2, section 2.3.4 for a discussion of
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this), who were place in ‘Magdalene laundries’ so that the ‘dis-ease’ of society

was removed from view, through the sanction of the Catholic Church.

When sexual behaviour is categorised as “sin” (homosexuality is immoral),
“deviant” (homesexuality is non-normative) and “sickness” (homosexuality is an
illness) (Wilton, 1993), individuals or groups are alerted to the consequences of
that behaviour. Labelling sexual behaviour removed the possibility of any
discourse of lesbianism or gayism from society, both by academics and lesbian
women and gay men. Chauncey, Duberman and Vicinus (1989:1) concisely put
it:

Repression and marginalization have often been the lot of historians of
homosexuality as well as of homosexuals themselves.

Repression shifts the reality of being a lesbian woman or a gay man to a medical

or religious definition of that reality. The medical profession, particularly the

psychiatric profession, became a powerful agent in defining lesbian reality. It can

be argued that reality:
m this distinctively human world, is not a hard, immutable thang but is
fragile and adiudicated — a thing to be debated, compromised and
legisiated. Those who most succeed m this world are those who are
most persuasive and effective i having their mterpretations ratified as
true reality. Those who do not are relegated to the fringes of the human
world, are executed as heretics or traitors, ridiculed as crackpots or
locked up as lunatics (McCall and Simmons, 1966:42).

For most of the 20™ century, the medical profession was to the forefront in its

interpretations of the reality of lesbianism, which became culturally accepted.

(See chapter 2 for a discussion of lesbianism and who lesbian women are.)

Berger and Luckmann (1967:1) view reality as a “social construction”.
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The medical profession was a powerful agent in its contribution to the social
construction of lesbianism. This contributed to the marginalisation of lesbianism
to the periphery of society, with the outcomes described by McCall and Simmons
{1966) sanctioned The history of lesbian women and gay men is replete with
discrimination and laws introduced to curb their existence (Miller, 1995;
Marcus1992; Duberman, Vicinus and Chauncey, 1989). One of the most extreme
enactments was the attempted eradication of lesbian women and gay men as one
group amongst others during the Holocaust (Miller, 1995; Haeberle, 1989).
Another example of curbing the existence of lesbian women and gay men was
during the McCarthy era in the United States of America. Lesbian women and
gay men as well as Communists were targeted as risking national security (Miller,
1995), resulting in them being dismissed from positions in the federal
government, army and leading to imprisonment or incarceration in psychiatric

hospitals.

In 1973, the American Psychiatric Association (APA) removed homosexuality
from its list of mental illnesses. When doing this, the APA stated: “homosexuality
per se implies no impairment in judgment, stability, reliability or general social
or vocational capabilities” (Boyer, 1981 guoted in ICCL [Irish Council for Civil
Liberties], 1990:7). Almost twenty years later (1991), homosexuality was
removed from the World Health Organisation (WHO) publication nfernational
Classifications of Diseases (King, 2003; Frank and Mceneaney, 1999). The
consequences of this delay in deleting homosexuality from its list of mental

illnesses, resulted in its stigmatisation within the health care profession.
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However, King (2003:685) indicates that sexual orientation is still included in the
International Classifications of Diseases'™:
‘F66.1 Egodystonic sexual orientation’ o indicate when a person’s

‘gender identity or sexual preference is not in doubt but the mdvidual
wishes it were different because of psychological and behavioural

Eek

disorders and may seek treatment in ovder fo change ™.
F66.1 Egodystonic sexual orientation therefore, offers lesbian women and gay
men treatment to change orientation. No such directive exists for heterosexuals
enabling them to seek treatment if they wish to change their orientation. As King
(2003:685) indicates, “Clmicians never see heterosexuals who are seeking

treatment to become leshian or gay”.

Nevertheless, the problem with this directive is the suggestion that sexual
orientation can be treated, and that it is somewhat abnormal (Hinchliff, Gott and
Galena, 2005; King, 2003; Marmor, 1998). The idea of treatment may lead to
further stigmatisation in society, as lesbian women and gay men can seek medical
intervention for their ‘condition’. Therefore, the lesbian woman or gay man
becomes responsible for not ‘wishing’ to change:
If a person believes that people choose or learn to be homosexual, it
Jollows that they can also believe that homosexual people are
responsible for their actions, a belief that may trigger anger towards
them. If a person believes homosexuality to be congenital, there is no
blame (Réndahl, [nnals and Carlsson, 2004:390).
It is the internalisation of stigmatisation of lesbian women and gay men in
society, that may necessitate the interventions of mental health services, rather

that the fact of being a lesbian woman or gay man (King, 2003; Welch, Collings

and Howden-Chapman, 2000). -

'* International Classification of Diseases (ICDY) 10 came into effect for WHQ Member States n
1994 There has been eleven updates since it endorsement by the World Health Assembly since
1994 However, F66.1 is a mental health category which remains unchanged [version 2007].
(http //www.who int/classifications/icd/en/) Vistted: 4" February 2008

60




However, specific areas of mental health needs have been identified. Some
lesbian women participate in substance abuse, suicidal behaviour, or are affected
by eating disorders, with some being survivors of sexual abuse (Gibbons et al,
2007, Welch, Collings and Howden-Chapman, 2000; Bradford, Ryan and
Rothblum, 1997). Hershberger, Pilkington and D’Augelli (1996), suggest that
suicide behaviour in the lesbian or gay adolescents, points to particular stressors
in their lives that are not comparable to those of heterosexual adolescents.
Examples of these stressors are family rejection, physical abuse or fear of the
consequences of disclosure of their sexual orientation. These researchers also
suggest, that the more open adolescents are about their sexual orientation, the
more they become exposed to victimisation, which results in “extremely
victimized and socially rejected youths” (Hershberger, Pilkington and D”Augelli,
1996:56). While some mental health issues, are directly related to being a lesbian
woman or gay man, others are not directly related to one’s sexual orientation, and

are present in other members of society.

Mental health professionals are advised, when dealing with lesbian women or gay
male clients, that:
The focus m such cases, no less than similar feelings in religious or
ethnic mmorities, should not be on their minority status per se but rather
on the nature of the prejudice and discrimination to which they are
exposed (Marmor, 1998.26-27).
Lesbian women may not be as readily observable as other minority groups, as
they can blend into the heterosexual community (King, 2003). It may be the
reality of living a dual existence that brings them into contact with the mental

health profession. Beals and Peplau (2005) support this by suggesting that when

one’s identity (being a lesbian) has both social support and understanding, 1t leads

61




to higher self-esteem and psychological well-being, while the lack of both may
lead to negative feelings and thus to seeking treatment from the mental health

profession.

3.3 Provision of health care to lesbian women

Over the last twenty-five years, research has been carried out on lesbian women’s
experience or perceived experiences of health care provision by health care
providers. The problems facing lesbian women are twofold: “those that foce
women m general with dealing with the medical profession and those specific to
being lesbian” (Regan, 1981:21). However the “most significant medical risk for
lesbians and gays 18 the avoidance of routine health care” (Bonvicini and Perlin,
2003:115). Routine health care include pap smears and breast checks. It can be
inferred that if health care providers are not aware of that lesbian women could be
part of their client group, or that it is not part of their social reality, they may not
be able to provide the best possible health care. Equally, if lesbian women avoid

health care professionals then they cannot receive the best possibie health care.

Cochran and May (1988) suggest that it is lesbian women’s responsibility to
obtain the best possible health care provision, which may necessitate informing
health care providers of their sexual orientation. Taking responsibility for one’s
own health care is reflected in the Irish Government’s health care policy. The
stated aim is “fo encourage people io take responsibility for their own health and
to provide the environmental support necessary to achieve thus” (Government of

Ireland, 1995b:1). This is not unique to Ireland; rather, it reflects developments in
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health policies in other European countries as shown i WHO’s (1985) strategy

document (Bunton, 1998; Devlin, 1997; Ashton and Seymour, 1993).

3.3.1 Disclosure or non-disclosure of sexuality

Research studies (Cochran and Mays, 1988; Regan, 1981; Dardick and Grady,
1980) on whether lesbian women disclose their sexual orientation to health care
providers, were initially carried out in the United States of America. Regan
(1981:124) investigated the reasons why respondents had not disclosed their
sexuality to their physicians, finding that “lesbian subjects felt that professionals
would be seldom positive (46%), usually curious (50%), usually anxious (40%5)
and likely to refer a lesbian to a psychologist (32%)”. Disclosure might lead
women to experience health care that is both alienating and inappropriate
(Cochran and Mays, 1988; Regan, 1981; Dardick and Grady, 1980). Equally,
non-disclosure of sexual orientation can lead to inappropriate health care,
particularly in relation to sexually transmitted ilinesses (STIs) (Dardick and

Grady, 1980), as partners may also need treatment.

‘Coming out’ is important, as it leads to the visibility of lesbian women but it is
also “vital for a heaith hstory” (Enszer, 1996:5). The Council for Scientific
Affairs [American Medical Association] (1996) maintains that responsibility for
disclosure of sexuality lies not only with lesbian women, but also with health care
professionals who should provide an environment that enables disclosure:
A physician who does not determine sexual orientation and sexual
behaviour, tacitly assuming that the patient 15 heterosexual may deter

the patient from openly confiding m the physician and may overlook risk
factors (The Council for Scientific Affairs, 1996:1355).
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Openness on the part of the health care provider is essential, and those who do not
provide the space for lesbian women to ‘come out’, may not be providing the best
possible health care. It has been argued that if a health care provider is not aware
that her/his client is a lesbian woman, then they do not provide adequate health to
their patient/client and in some cases, such as diagnoses of Sexually Transmitted
[Hnesses (STIs), which may have consequences for their partner(s) (Marrazzo and
Stine, 2004; Bonvicini and Perlin, 2003; Stevens, 1996; Rankow, 1995; Dardick
and Grady, 1980). In contrast, Stevens (1996:38) implies that positive
experiences of health care have more far-reaching consequences, as clients
“comply with treatment recommendations, return for services, refer others for
care”. Thus, confidence in the health care provider, resuits in positive outcomes
for both the provider and the client (Saulnier 2002; White and Dull, 1998; Saddul,

1996).

3.3.2 Disclosure and discrimination

The concerns of Irish lesbian and bisexual women in relation fo the health care
professions, were discussed at a semmar on lesbian health organised by Lesbian
Education and Awareness (LEA) and the Western Health Board in 1999. Eight
concerns were identified:

1. Reluctance to disciose sexual 1dentity due to prejudice, oppression

and mternal homophobia amongst health professionals

Fear that disclosure may affect quality of care

Consequent withholding of personal details, which may have an

impact on medical history and diagnosis

4. Fear that a lesbian partner will not be recogrised as next of kin
and not treated accordingly.

5 Fear that disclosure of sexual identity will not be treated
confidentially, fear family members and others will have access to
medical notes, charts eic

w b
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6 The wmvisibility of women’s and lesbian 1ssues i health services,
lack of appropriate health promotion material tavgeted at lesbian
and bisexual women.

7. The resistance of many health practitioners to developing more
mclusive practices for fear of alienating the majority heterosexual
population

8. The gender bias m gay health: an over-emphasis on AIDS and HIV
issues (LEA and Western Health Board, 1999:3).

Gibbons et al (2007:19) study on Lesbian Gay and Bisexual sexual identity in
Jrish health care service in the North Western Region reports the main themes
were:

o Disclosure of sexual orientation The disclosure, or not, of
LGB sexual identity to service providers appeared o be a
significant factor mfluencing health cave for interviewees.
Anxieties concerning confidentiality, homophobia and
heterosexism emerged across all the services n this regard.

o Recognition of partnerships/next of kin Concerns with
regards to partnership rights, particularly n relation fo
hospitalization and GP services

e Parenthood Arose primarily in relationship io GPs and
maternity services

o  Mental Health. Primaridy arose m relation to GPs and
other mental health professionals

o Sexual/gynaecological health. Arose mainly in relation to
GPs and other sexual health professionals (emphasis in the
original).

Irish lesbian women have concerns around confidentiality, which they state may
lead to discrimination if their sexuality is revealed (Gibbons et al, 2007; LEA and

Western Health Board, 1999).

The issue of confidentiality “is crucial for lesbians” (Jones, 1988:49). She argues
that “sexuality should not be recorded on medical notes smce its melusion may
leave patients open to negative attitudes from other staff n the future” (Jones,
1988:49). From this one can infer that information about a patient’s sexual
orientation is not safe in the hands of health care providers, once again cloaking

lesbianism in secrecy and relegating it to taboo status. It also implies that lesbian
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women must come out to their health care provider, each time they need health
care intervention. Jones (1988) recognises that homophobia, exists within the
health care profession, yet she does not suggest ways of counteracting it. Rather,
by suggesting the non-recording of sexual orientation, she appears to be
reinforcing it. Instead of the non-recording of sexuality which Jones® (1988)
appears to be advocating, others argue that nurses need a comprehensive
knowledge of lesbianism, lesbian culture and lesbian concerns when interacting
with health care professionals (Saddul, 1996; Stevens, 1993; Stevens and Hall,

1988).

It has been suggested that nurses have a:
burden of responsibility for nursing as a profession and for nurses as
ndividual  chimcrans, educators and researchers to evaluate the
adequacy of its knowledge base and reassess the quality of health care
offeredto lesbian women (Stevens and Hall, 1988:69)
It would seem that the conclusions reached in 1988 were not heeded, for in a later
study, Stevens (1995:29) found that the idea that “female clients would be other
than heterosexual was seemingly so extraordinary that, in most cases, it was
never anticipated, never mentwoned, never addressed by health care providers”.
Roberts and Sorensen (1995), indicate that lesbian women want non-judgemental

health care, but they do not always receive it becanse of the assumption of

heterosexuality rather than diversity.

Spinks, Andrews and Boyle (2000:137) suggest that nurses, “as health care
providers, [we] want to provide high-quality care, including culturally competent
care, to every client”. While this may appear aspirational, it does suggest that it is

irrelevant whether or not a leshian woman’s sexual orientation appeared on her
pp
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chart. It is acknowledged that lesbian women are a culturally diverse group who
are not always readily recognisable, which creates the challenge to identify them
and provide health care without stigmatisation or discrimination (Spinks,
Andrews and Boyle, 2000). It is only through investigation of lesbian women’s
experiences of Irish health care, that we will be able to uncover whether they

experience stigmatisation or discrimination.

Lesbians are divided on the subject of whether their sexual orientation should
appear on a history chart (Saulnier, 2002). The division is based upon the issues
of trust, confidentiality and the need to prevent unrelated questions such as use of
contraception re-emerging. Lesbian women want a say in whether their sexual
orientation is recorded on their charts or not (Saulnier, 2002). In this way, they
can decide whether they believe the health care provider is trustworthy. As
Denenberg (1995:84) highlights, “trust and truthfulness are the cornersfones of
provider-client relationships”. Trust in the context of health care has been
described as a voluntary action whereby an individual has expectations about how
they will be treated by another, both now and in the future (Gilson, 2003). If the
experiences of lesbian women of health care have been negative in the past, then
it will be difficult for them to expect anything other than a negative result in the
future (Stevens, 1998). As Thiede (2005:1456) indicates, “trust is always rooted

in experience” which leads to both “emotional and cultural security”.

In circumstances where trust may not be established, between the lesbian patient
and her health care provider she must place some trust in the health care

professional’s competence to provide care. If some form of trust is not
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established, whether on a voluntary or involuntary basis, it may then be
impossible to achieve a successful outcome. If the patient cannot trust the health
care provider, then the individual may not trust the provider’s competence to
provide the best care, as trust relies on the “reliability of the other within a given
context” (Thiede, 2005:1456). Lack of trust may result in non-compliance with
prescribed medical regimes and the patient seeking further health care
interventions (Denenberg, 1995). Trust and confidentiality relate to Jones® (1988)
question regarding where the information on sexual orientation goes and who has
access to it. White and Dull (1997) indicate that trust can be built through good
communication, leading to the lesbian client feeling at ease with her health care
provider. However, the building of trust requires the health care provider to
acknowledge that some of her/his women clients could be lesbian (Gibbons et al,
2007; Saddul, 1996). The problem is that some health care providers appear to
have an 1nability to acknowledge that lesbian women also make up the client

group (Tiemann, Kennedy and Haga, 1998).

3.3.3 Disclosure and outcome

Stevens (1996) interviewed 45 women in the United States of America on their
experience of power dynamics in health care, in particnlar focusing on when they
seek a consultation with physicians. She explored power relations, recognising
that physicians are the knowledge brokers while women are vulnerable, and in
need of their expertise. Respondents reported both positive and negative
experiences of health care. The positive experiences included being made part of
the diagnoses and treatment, being treated with both compassion and competence

and an overall trust in the medical provider. The negative experiences ranged

68




from lesbian women being talked down to, in some cases their concerns being
dismissed, the use of sexist language and in other cases the health care provider
either prescribed a higher estrogen pill to enable the women to ‘look more like a
woman’ or offered ‘breast reduction’ neither of which the lesbian women
involved wanted (Stevens, 1996). Stevens (1996'37) concluded that, regardless
of whether or not lesbian women had come out to their health care provider, they:
not only risk verbal nirusion on their dignity, denigration of thewr
intellect, and dismissal of their concerns but also risk loss of control
over bodily appearance and reproductive functioning, violation of
bodily safety, and sexualization.
Saulnier (2002) reported similar results, suggesting that respondents received a
multitude of reactions upon disclosure of their sexual orientation. Five categories
of responses to disclosure were identified: “(1) homophobia, (2) heterosexism, (3)
tolerance, (4) leshian sensutivity and (5) lesbian gffirmanon” (Saulnier,

2002:359). However, she suggested that tolerance from others was more an

aspiration on the part of lesbian women than a lived experience.

A vparticular barrier identified by lesbian women when seeking health care, is the
fear of judgments being made about their sexunal identity and sexuality {(Gibbons
et al, 2007; Marrazzo, Coffey and Bingham, 2005) and the dread for some of the
physical reality of a gynecological examination, which pertains not only to
lesbian women (Stevens, 1998; Robertson, 1992). This fear emanates out of
lesbian women’s own experiences and the related experiences of their friends
such as discussed above: judgments about sexual identity and practices as well as
age-related assumptions (discussed below), that is, at what age would a woman

know she is lesbian or the consideration of lesbian sexuality in older women.
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Fear of judgments leads to ‘distrust’ on the part of lesbian women, which may

have consequences for later health care needs.

Lesbian women’s experiences of negative outcome in Stevens’ (1996, 1998) and
Scherzer’s (2000) studies validate Regan’s (1981) participants’ reasons for non-
disclosure. Scherzer (2000:93) indicates that
the most pronunent barrier 10 seeking care was the expectation - based
on prior experiences - of practitioners' ignorance and msensiuivity
about thewr sexuality, especially because the women did not conform fo
dommant notions of ‘appropriate’ behaviour, identity, or appearance.
Lesbian women who disclose their sexual orientation to their health care
practitioner are also being proactive in seeking out both best medical care and
preventative care (Diamant, Schuster and Lever, 2000; White and Dull, 1998).
* This is a positive step as it both reflects the changing attitudes amongst providers,
but also societal attitudes towards lesbianism. White and Dull (1998) reported a
high rate of disclosure of sexual orientation in their study, suggesting that lesbian
community-based health education, coupled with media visibility and changing

societal attitudes, may have an impact on the decision to ‘come out’ to health care

providers.

While there are reports of positive outcomes upon disclosure, some lesbian
women report negative reactions from their provider when they question and
participate in their health care. These negative reactions include the use of
inaccessible language, dismissal of lesbian women’s concerns to being told that
they did not need certain treatments, precisely because they were lesbian women
(Marrazzo and Stine, 2004; Scherzer, 2000). A U.K. study established that some

physicians were uncomfortable with lesbian patients finding them “slightly
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aggressive” and wondering whether they (lesbian women) were “guite as scary as
they say they are” (Hinchliff, Gott and Galena, 2005:348). However, Hinchliff,
Gott and Galena (2005) reported that the majority of the physicians, found it
difficult to discuss sexual health with lesbian and gay patients, as they did not
understand diversity (see chapter two in relation to the understanding of diversity
in Ireland). Equally, they found that some viewed lesbian sexual practices from

the standpoint of heterosexuality, therefore judging it as non-normative.

3.3.4 Disclosure and age

Another issue of concern in the context of lesbian women and health care is that
of age. Scherzer (2000) reveals that providers have age-related assumptions of
when an individual should know whether they are lesbian or not:

You can’t be gay! You're too young! (Anna, age 19 as reported to
Scherzer, 2000.93).

Such a reaction renders young lesbian women uncomfortable in revealing their
sexuality to future health care providers, and further illustrates that the health care
provision based on heterosexuality, reinforcing the societal norm (Saddul, 1996;
Robertson, 1992). It can prevent young lesbian women from seeking further
heath care, and may lead to their delaying health care in the future, with serious
consequences (Fields and Scout, 2001; Shelby, 1999). Keighley (2002) suggests
that adolescence is the period when sexuality is questioned, with some women
identifying as lesbian (see chapter two, section 2.5.4 for a discussion of lesbian
and gay adolescent experiences in the Irish educational sector). However, it may
take the young lesbian woman longer to accept her sexual orientation in the face

of societal stereotypes.
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Keighltey (2002) argues that health care providers working with adolescents
should be aware and secure in their own sexuality before they can assist others,
particularly if the sexuality expressed is different to their own. While some
practitioners may overtly state their surprise, others relate this attitude through
facial expressions, intonations and body language, both implicit and explicit
(Stevens, 1998; Dardick and Grady, 1980). Lesbian women pick up cues of
negative or positive attitudes and can tell when a health care provider is
uncomfortable. This reinforces Blumer’s (1969:2) three premises of symbolic
interactionism namely:
1. . human beings act towards things on the basis of the meamngs that
the things have for them.

2 . the mearings of such things are derved from, or arise out of, the
social mteraction that one has with one’s fellows.

3... these meanings are handled in, and modified through, an
interpretative process used by the person in dealing with the things he
encounters.

The young lesbian woman has learnt the cues of both negativity and positivity
through the socialisation process, and she interprets and puts meanings on the

actions, both verbal and non-verbal, of those around her.

This is egually the case when she is in a medical encounter. When lesbian
women were asked what they would say to health care professionals, one
participant indicated she would put forward the question:

Have you ever felt uncomfortable around lesbians? If your answer 1s yes,
do you think they didn’t know that? (participant in Stevens’, 1998:84).

Lesbian women participate in everyday life and are aware of societal attitudes and
prejudice towards them. They bring this awareness into the health care setting
utilising it to prevent further discrimination where possible. Sauinier (2000)

reported that regardless of age, lesbian women wanted reassurance that health
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care providers are aware that lesbian women are consumers of their practice.
Both young and older lesbian women are aware of, or fear, discriminatory
practices on the part of some health care providers. Both are conscious that a

number of health care professionals practise from a heterosexist standpoint.

Just as there may be assumptions about young lesbian women in the health care
setting, there are also assumptions about older lesbian women (Hinchliff, Gott
and Galena, 2003; Harrison, 2001). In some cases there is no recognition that
older women (those aged over 60) could be lesbian (Wojciechowski, 1998).
Older lesbian women experience an increase in substandard care where their
sexual orientation is revealed due to prejudice of the nursing care team (Wilson,
1999). Lesbian women are simply ignored in research on health care needs of
older women (Wilson, 1999; Wojciechowski, 1998). Wilson (1999:17) suggests
that one of the major issues for older lesbian women in health care is their
invisibility, resulting in them dealing with:

“stereotypes, specific wssues surrounding next-of-kin and consent;

acceptance of self and others by patients, visitors and staff, patient

privacy and interpersonal respect”.
Wilson (1999) and Wojciechowski (1998) argue that it is the environmental
factors in health care that can become problematic for older lesbian women,
impacting on the health care they receive and on their health. However, it could

be argued that it precisely the lack of research in this area that contributes to the

invisibility of older lesbian women in heaith care.

Older lesbian women appear to be “distant” or “difficuit to nurse”, which may be

a direct consequence of internalised homophobia (Wilson, 1999). Labelling a
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patient as ‘difficult’, provides the nurse with an escape route for not providing the
best possible carc rather than examining why the patient is being difficult
(Wilson, 1999). Heath (2002) suggests that there are myths, usually negative,
around sexuality and sexual expression in older people. Heath (2002:149) argues
that nurses can play a pivotal role in “helping older people, particularly those
with illness or disability, to express themselves n the way which they would
choose”. 1t must be remembered that older lesbian women are the cohort who
lived in silence, experiencing on a day-to-day basis society’s institutions’

pronouncerments on sexuality, as discussed in chapter two.

3.3.5 Disclosure and colour

Cochran and Mays’ (1988) study of black women in the United States of
America, found that 45% of lesbian women in their sample and 66% of bisexual
women had not informed their physician of their sexual orientation. While Regan
(1981) reported perceived reactions to disclosure of sexuality, Stevens and Hall
(1988:72) found that 72% of the participants in their study reported experiencing
ncgative reactions to disclosure, describing “ostracism, mvasive personal
questioning, shock, embarrassment, unfriendliness, pity, condescension and fear”.
While white iesbian women faced discrimination because of their sexual
orientation, black lesbian women faced discrimination not only because of their
sexual orientation, but also because of their colour (Dardick and Grady, 1980;

Cochran and Mays, 1988).

Stevens® (1998) study reiterates these points, reporting that stereotypes of black

women prevail within the health care system. The key stereotype that they are
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confronted with is of over-active heterosexuals in need of birth control. For some
black lesbian women physicians and nurses did not know how to respond to a
black woman when she revealed her lesbianism. This results in being treated
through silence and/or the lesbian woman being the object of curiosity, bringing
other nurses around to see what a lesbian woman looks like: “when she came back
in, this other person was peering m at me from belind the door” (Stevens,
1998:85). While there were concerns that non-disclosure would lead to
inappropriate health care (Cochran and Mays, 1988; Regan, 1981 and Dardick
and Grady, 1980), disclosure in and of itself did not lead to appropriate health
care  Rather, the stereotypes that both physicians and nurses held regarding
women in general and women of colour led to inappropriate health care (Steven,

1998).

3.4 Assumption of heterosexuality

Studies have indicated that the invisibility of lesbian women in health care, arises
from the fact that the “traditional health care system has based s care and
treatment of women on the assumption of heterosexuality” (Robertson, 1992:155).
Brogan (1997) supports this assertion, and Robertson (1992:155) argues that it is
“the nvisibility of lesbians 1 society that lends to the continued negative
experiences leshians relate”. The assumption of heterosexuality can lead to
alicnating health care, particularly when discussing birth control (Regan, 1981).
The experiences of leshian women will reveal whether or not they perceive Irish
health care, is based upon the assumption of heterosexuality. This is in part
inevitable as no other sexuality has been recognised, since heterosexuality is the

norm. There are strongly-held views within society regarding what is ‘normal’
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and ‘natural’ sexuality, and these permeate the health care professions (Bonvicini
and Perlin, 2003; Fields and Scout 2001; Taylor, 1999). As previously stated in
chapter two, this not only applies to the health care profession, but also to the

other institutions and structures of society.

The use of heterosexual language such as being asked for their spouses name,
silences lesbian women, as they find no opening to ‘come out’ to their provider.
Thus, they are alienated from the health care system. Lesbianism does not exist
and the health care provider becomes a powerful agent of this negation. When
this assumption is voiced by the provider, it leads to lesbian women being both
vilnerable and rendered with an inability to challenge the heterosexual ideology
of health care provision for women (McDonald, Mclntyre and Anderson, 2003).
Equally, it reinforces Stevens’ (1996) and Scherzer's (2000) suggestion of the
power relations that permeate health care consultations, in which the health care
provider is a knowledge broker and the lesbian woman, becomes a consumer of
this knowledge. More importantly, she is constructed as a clueless consumer.
This removes lesbian women’s knowledge of their own bodies, but more
significantly, it removes the potential for partnership between the lesbian woman

and her health care provider in dealing with her health issues and care.

3.4.1 Assumption of heterosexuality and effect on attitude

Lehmann, Lehmann and Kelly (1998) found that 70% of participants in their
study had never been asked about their sexual orientation, with 31% believing
that to ‘come out’ to a health care provider would result in negative outcomes.

Not seeking to find out the sexual orientation of clients or lesbian women’s fear
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of ‘coming out’, militate against health care providers’ ability to provide
appropriate health care. Lehmann, Lehmann and Kelly (1998:386) argue: “Any
health care provider who provides care to women is [ikely to have leshians
among his or her patients”. The problem is that there are health care providers
who practices from the “standpomnt of prejudicial stereotypes, attributing
immorality, promuscuity, wstabiity, danger, or disease to leshian women”
(Stevens, 1995:29). This results from the general “assumptions about the
universality of heterosexuality [which] were linked fo these denigrating
assumptions about lesbians” (Stevens, 1995:29). It has been suggested that “Any
person who represents or symbolizes a different image risks discrimination,
oppression, disnussal or erasure” (Ponticelli, 1998:1). The assumption of
heterosexuality leads to the exclusion of lesbianism, creating the potential for

discrimination on disclosure.

It would appear that best practice would be to assume that all women could be
potentially lesbian if not otherwise stated, However, it was also reported that
health care providers did not ask the sexual orientation of their client, because
they were afraid that they would ‘insult’ heterosexual women (Westerstéhl,
Segesten and Bjorkelund, 2002). Saddul (1996) acknowledges that offending
heterosexuals may be an outcome of asking a person’s sexual orientation, but
views this as an opportunity for the health care provider, to dispel fears and

stereotypes that patients may have of lesbian women or gay men.

A participant in Hinchliff, Gott and Galena’s (2005:349) study of GPs’

experience of treating the sexual health needs of lesbian women and gay male
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patients indicated: “it’s not people’s fault because they are not used to working
that stuff, but we need to move it on so that people are comfortable” (Female
44213, age 50 years). The problem arises in assuming that non-heterosexual
patients are new, or ‘working that stuff” is new. The history of lesbian women
and gay men points to the existence of non-heterosexuals through the ages
(Padgug, 1999; Faderman, 1991, 1979/1997; Gowing, 1997; Ben, 1992; Cavin,
1985). Equally, the history of the regulation of sexuality by institutions such as
the church and the legal system (United States of America, United Kingdom, and
Ireland to name just a few), would point to the existence of lesbian women and
gay men (Harrison, 2001; Marmor, 1998; Martin, 1993). The history of 20
century medical research points to a rich anthology of literature indicating the
existence of lesbianism (Scasta, 1998; Denenberg, 1995). It would appear that
some of the respondents in Hinchliff, Gott and Galena’s (2005) study were not

familiar with either medical literature or social history.

3.42 Assumption of heterosexuality and effect on treatment

GP’s, question the relevancy of sexual orientation when caring for the lesbian
patients (Westerstahl, Segesten and Bjorkelund, 2002). This study reveals that
some GPs consider that leshianism is not an issue in their practice as:

Iwork as a GP and not as a psychiarrist or a psychologist (Westerstdh],
Segesten and Bjorkelund, 2002:205).

or

1 cannot think of any disease that is related to whether you are lesbian or
not (Westerstahl, Segesten and Bjorkelund, 2002:205).

The second quote is an understandable perspective, as it illustrates an attempt at

equality if not diversity. While some physicians may practice from this
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standpoint, other studies have pointed out that lesbian women have specific STI
health needs of which physicians need to be aware (Marrazzo, Coffey and
Bingham, 2005; Spinks, Andrews and Boyle, 2000). Studies have also peinted to
the health risk behaviours of lesbian women such as unsafe sex, which could lead

to STis and in some cases HIV (White and Dull, 1998; Rankow, 1995).

Spinks, Andrews and Boyle (2000) point to the transmission of infection through
vaginal fluid, in particular when sex-toys are shared. It has been found that
“monilial and bacterial vagmmtis are common in lesbian womew” (Spinks,
Andrews and Boyle, 2000:140). Part of the problem in dealing with woman-to-
woman sexually transmitted illnesses, is the belief by lesbian women that they are
not relevant. This is in part rooted in the original perception that HIV/AIDS was
a gay man’s disease (Altman, [986; Patton, 1985), and later seen as
predominately a heterosexual disease. These studies counteract the idea that all

women are the same and therefore can be treated the same.

However, while it is recognised that all medical recommendations for women
apply to lesbian women; it 15 an understanding of the similarities and differences
between lesbian and heterosexual women that will create better health care
(Dibble, Roberts and Nussey, 2004; Rankow, 1995; Roberts and Sorensen, 1995).
It is not necessarily relevant whether a woman is a lesbian or a heterosexual, but
simply being a woman can put one at risk for certain conditions such as breast
cancer (Dibble, Roberts and Nussey, 2004; Boehmer, 2002; Spinks, Andrews and
Bovle, 2000). The respondent’s announcement that they (doctors) are not a

‘psychiatrist or a psychologist® (Westerstdhl, Segesten and Bjorkelund,
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2002:205), fits into the old medical definition of lesbianism being in need of
mental health facilities. While homosexuality has been removed as a medical
category of mental illness, it has not been deleted from the psychics of all

physicians.

3.5 Inclusive Janguage
While lesbianism was hidden, individuals had to deal with the subject, regardless
of profession. This may point to the real problem. Today, lesbian women are no
longer speechless or invisible. Consequently, visibility in and of itself creates
problems for those whose assumptions are rooted in heterosexuality. One GP
mdicated that in his practice:
we have in our declaration that we treat people of all sexual orientation
as well as colours, so people have it m black and white that they
shouldn’t be discriminated against when they come here (Male 4313c,
age 42 years quoted in Hinchliff, Gott and Galena, 2005:350).
[t would appear that some clinicians need updating of their communication skills,
particularly when others are already practising from an inclusive stance.
Hinchliff, Gott and Galena (2005) also report that experiential learning’® was a
preferred option for some of the participants in their study. This could put lesbian
women and gay male patients in a precarious situation and make them vulnerable

to discrimination as not all health care professionals may be open to discussing

lesbian and gay life.

This calls into question whether lesbian women and gay male patients should also
act as educators for health care providers (that is, educate health care

professionals on the culture of lesbianism) and not only be recipients of health

'* By experiential learming Hinchhiff, Gott and Galena (2005) mean Jearning from experience that
15 learning about lesbian or gay life by meeting and conversing with a leshian or gay man.
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care. Some studies have found that lesbian women do become educators for
health care providers, which has lead to both positive and negative health care
outcomes (Sauinier, 2002}). It has also been suggested that access to health care is
more inclusive when heterosexual language is removed from routine questions
and history-taking, and replaced it with gender-neutral language. Thus, terms
such as ‘life partner’, ‘significant other’ or ‘domestic partner’ could facilitate
lesbian women in disclosing their sexuality (Bonvicini and Perlin, 2003; Saulnier,

2002; Taylor, 1999; Walpin, 1997).

Richmond and McKenna (1998) suggest that homophobia is an inappropriate
concept to be utilising 1n a nursing perspective, as it does not have the same
outcomes as other phobias in the medical profession, such as haematophobia (fear
of blood) or alogophobia (fear of pain), have particular physiological sequelae
While homophobia does not have this clinical characteristic, Richmond and
McKenna (1998) suggest that it is an experience that some heterosexuals have,
resulting from societal attitudes towards homosexuals These attitudes range from
fear to hatred, leading to social 1solation and discrimination of lesbian women.
Lesbian women’s health care has been influenced by cultural assumptions about
homosexuality whether they are based on religious, legal or normative grounds
(O’Hanlan et al, 2004; Bonvicini and Perlin, 2003; Giddings and Smith, 2001;
Diamant, Schuster and Lever, 2000; Richmond and McKenna, 1998) as discussed

in chapter two.

Young (1990) suggests that while equality legisiation exists in most societies, it is

hard to eradicate homophobia. Straight 1dentity is destabilised by the existence of
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lesbian women and gay men, as it implies that anyone at all could turn out to be a
Jesbian woman or a gay man. Saulnier (2002) indicates that homophobia has a
clinical psychological root that categorises it as a mental illness. Such a
categorisation renders the homophobe non-responsible for their actions, as they
cannot help it. Through the medicalisation of homophobia, a medical ‘condition’
was created providing society with a loophole for not dealing with the social
consequences of the phenomenon. One of which is the non-acknowledgment of

diversity.

3.6 Training for sensitivity to diversity

Awareness and good communication can lead to both satisfactory care and
compliance of patients with medical advice (Kiss, 2004; Taylor, 1999, White and
Dull, 1998). Johnson and Guenther (1987) had argued earlier that good
communication and compliance with medical regimes necessifate lesbian
women’s ‘coming out” to their health care provider. They further contend: “a gay
person will have dyficulty in developing an honest relationship with any
indvidual unless sexual orentation 1s revegled” (Johnson and Guenther,
1987:1234). However, having an honest relationship is a reciprocal process: a
lesbian woman can only feel safe in disclosing her sexuality when the knowledge
of doing so will lead to a non-compromising health care outcome. Where there
are lesbian-friendly health services', the uptake on preventative health care is

higher (Bonvicini and Perlin, 2003; Diamant, Schuster and Lever, 2000). In other

" The Women’s Commurnity Clinic in San Francisco is one such clinic that offers lesbian friendly
health care services Their mussion 13 to improve the health and well-being of all women.

Another 15 The Gay, Lesbian, Bisexual, and Transgender (GLBT) Health Access Project which s a
commuraty-based effort in the Massachusetts Department of Public Health. The GLBT Health
Access Project works with GLBT populations. They provide trainmng, technical assistance and
materials to agencies across the state to help service providers learn mere aboui the health care
needs of GLBT populations and create welcoming environments for staff and clients
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words, it is easier to look after one’s health if there is no fear of discrimination or
prejudice. King (2003:687) suggests that the:
instances of failure stem from simple ignovance on the part of
professionals about human sexuality, sexual orientation and lesbian and
gay development throughout the Iifecycle, and the subculture of gay and
lesbian communities.
He further indicates that this can be remedied through “education and training” as
this facilitates the “lack of experience and knowledge” (King, 2003:687).
Clinicians should be trained and educated in developing communication skills,
gender-neutral language and attain a non-judgmental attitude (Kiss, 2004;

Marrazzo and Stine, 2004; Bonvicini and Perlin, 2003) which can accommodate

diversity.

When seeking health care it has been found that lesbian women request
information on the providers’ level of training, understanding and experience of
providing health care to a lesbian women client group (Saulnier, 2002). Equally
they seek health care providers who “listen” and are “knowledgeable, competent
understanding and sensitive to leshian 1ssues” (Robertson, 1992:161). While the
recommendations by Kiss (2004); Marrazzo and Stine (2004) and Bonvicini and
Perlin (2003) appear to be specific to lesbian women and gay men, all client
groups, regardless of age, socio-economic status, ethnic background or sexual
orientation would benefit from health care professionals who have these skills

(Thiede, 2005) for interaction with a diverse client population.

3.7 Nurses’ perceptions of lesbian women
Bradshaw (1998) suggests that the training of nurses from a traditional vocational

to a third level academic model, has moved the nursing profession to a social
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science model of caring rather than a scientific model like medicine’®. A social
science model of caring suggests that nursing practice take cognizance of the
identity and social experience of the patient, which informs the outcome of the
nurse-patient relationship. In this way the patient::
not Just as the object of climeal practice and administrative procedure,
but also as an experiencing subject, has exerted a powerful set of forces
on interactions that take place between indvidual nurses and thewr
patients (May and Pukis, 1995:286)
Bégat and Severinsson (2001) agree with this, indicating that this shift has taken

place and arguing that nursing care has progressed from task-centered to patient-

centered care.

Three categories of barriers to nursing care have been identified: “‘Auman
barriers, barriers created by the culture of nursing and adminmistrative barriers”
(Yam and Rossiter, 2000:297). The first two barriers are pertinent to this study.
‘Human barriers’ are created by nurses themselves and are threefold: firstly, in
relation to nurses, “lacking knowledge, experience, confidence and autonomy in

11

care, negative attitudes and personality”; secondly, their colleagues’ “attifudes
and peer pressure” and thirdly, their patients’ “artitudes and expectations” (Yam
and Rossiter, 2000:297). The nurse-patient relationship is a two-way process
where the nurses’ and patients’ attitudes influence the quality of care. Caring has
been described as a “complex human process m which there is a relationship
between carer and cared for” (Buchanan and Ross' 1995:4). The nature of caring

involves a relationship between two or more people; it is the nature of this

relationship that will influence the quality of the care provided. The literature on

!5 This model of nursing training has also taken place in Irish nurse education. TFealy (2006)
provides a detailed historical account of the history of nurse training in Ireland It has moved from
a “religious-pastoral” model to the modern “secwlar -professional” model of today
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nursing care has identified two elements involved in nursing care, namely

instrumental care and expressive care.
Instrumental care refers to what practitioners do, and thew
predetermined actions which may objectify patients, expressive caring
includes emotional elements, which reflects a commutment to values of
respect for the indvidual, their identity and specific needs (Mackintosh,
2000:323).

While the identity of the individual must be respected, the cultural definition of

woman based upon heterosexuality creates difficulty for lesbian women (Rich,

1999).

3.7.1 Nurse-patient relationship

Nursing research has identified three dimensions of nurse-patient relationships.
Firstly, “knowledge of the patient as an actor participating in a social world”
(Bégat and Severinsson, 2001:71). Nurses no longer view the patient as a set of
medical definitions that need nursing care for recovery, but rather see that the
patient is an active participant in their social world, including the medical world,
and therefore in their nursing care. Patients as active participants bring with them
their own interpretations and meanings of illness. They will impute meanings on
their recovery and in so doing patients actively participate in both medical and
nursing interventions. When patients are removed through hospitalisation from
the social world in which they belong, know how to act, behave and fit in, the
patient is forced to renegotiate their surroundings. To be an active participant in a
new social sefting, patients must recreate and interpret their social world, which is
that of the hospital with its own rules and regulations. It is through the nurse-
patient relationship that a new definition of the situation can be established. It can

be argued that most individuals will have an experience of the hospital setting as
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visitors, but it is a different reality to be a patient. As a visitor, the individual can
move in and out of the situation, but as a patient the individual is forced to
renegotiate the reality. It is the experience of this reality, that may differ for
lesbian women compared with other women patients, which will be examined

through their experiences detailed in chapter six.

The second element of the nurse-patient relationship is “reciprocity in which both
nurse and patient commumicate with each other” (Bégat and Severinsson,
2001:71). For a relationship to exist, at least two actors, who willingly participate
in its formation, are needed. It is the nature of this communication that creates the
interactive order and defines the nature of the nurse-patient relationship. May and
Pukin (1995:287) indicate that the positioning of the interaction is set up prior to
any communication taking place, suggesting that positioning itself “mvolves
negotiating terms for engagmg m particular kinds of relationships and
determining the agendas and boundaries of the encounter”. Thus, the nurse,
through positioning, has power within the relationship as s/he determines the
boundaries and the terms of engagement. This power has two facets: firstly the
nurse holds knowledge about the patient’s medical condition, and secondly s’he
determines how communication takes place. The third aspect of the nurse-patient
relationship identified, entails nurses needing managerial skills to carry out

“specific objectives of nursing care” (Bégat and Severinsson, 2001:71).

Nursing care has moved from the patient being treated as “a biwlogical object
whose body was observed. the nurse was part of the machmery of surveillance

which described and thereby objectified the body it mowmiored’ (Armstrong,
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1983:458). The nurse-patient relationship is no longer one of objectivity (in the
Foucauldian sense), but one of subject-cbject, whereby the patient becomes an
active participant rather than a passive recipient of nursing care. The patient must
become an inter-subject, thus seeing herself as others, in this case nurses, see her.
This has obvious implications for the lesbian patient, insofar as if the nurse’s view
of lesbian women is negative, then the lesbian patient may view herself
negatively. This will affect her response to nursing care and ultimately her
recovery. Similarly, if the nurse’s attitude is positive, the lesbian patient will
have positive feelings towards herself and towards the nursing care she receives,

thus rendering the nurse-patient relationship a successful encounter.

3.7.2 Nursing stondents

Research has shown that nurses “ofien fear that lesbian patients will try to ‘make
a pass™ (Jones, 1988:48). Brogan (1997) also found this to be a dominant theme
in her study of nursing students’ attitudes towards lesbian women. In particular
nurses fear or think that they {lesbian women] like to seduce heterosexual women.
Student nurses “recommended ‘keeping a distance’ from all lesbians to ‘protect’

»e

themselves from ‘overly friendly’ lesbians who will ‘make eyes at you™ (Brogan,
1997:40). The implication is that no matter how ill a lesbian woman may be, she
still has enough energy to make a ‘pass’. This results in stereotyping lesbian
women as sexual fiends with insatiable sexuwal appetites from whom no
heterosexual woman is safe. As a result, one can legitimately pose the following

questions: Do nursing students feel threatened by male patients? Do male

patients ‘make eyes’ at them? Do male patients ‘like to seduce’ nurses or make a
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‘pass’ at them? Through the socialisation process prior to entering the nursing

profession, they have been equipped with the skills of the heterosexual dance.

White (2002) indicates that there are also concerns around inappropriate
heterosexual sexual contact in the nurse-patient relationships. Touch is central to
the physical aspect of nursing care, and it is the interpretations of touch that can
lead to inappropriate behaviour on the part of both patients and nurses (White,
2002). She points to research on the sexual harassment of purses by male
patients, suggesting that nurses should be aware of the sexualisation of nursing as
a profession. While such advances may be inappropriate, they point to the reality
that heterosexuality is the norm, so nurses should be aware of unwanted advances.
Faced with lesbianism, student nurses revert to societal prejudices and stereotypes
when dealing with lesbian patients. This points to a socialisation process within
society that lacks the ability for the subject of diverse sexualities to be explored,

for instance, through the curriculum in nursing studies.

Mackintosh (2000) indicates that the values and beliefs student nurses bring with
them into the nursing profession, may be added to and transformed by the
socialisation process they undergo through training, and later, as practitioners
Through the socialisation process, the student nurse will learn the cultural norms
and beliefs of nursing, how to fit into that culture and incorporate such knowledge
into practice.

Socialisation processes have a fundamental impact on the nature of

care, for whether care 1s regarded as an innate human trait, a moral or

spirituad imperative or part of a reciprocal relationship, and regardless

of uts physical or expressive nature, the care which nurses provide is
shaped by the socialisation nurses experience (Mackintosh, 2000:323).
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The socialisation process will not only reflect the norms, values and belief
systems of the society in which nursing resides, but those of the nursing
profession.. Lesbian nurses, wherever they go as members of the nursing
profession they must be recognised as such by their fellow professionals and
society as a whole. “Perhaps the most important effect of professional
socialization 1s its function as a process, by which disparate actors learn things in
the same way” (May and Purkis, 1995:285). Thus, Irish cultural norms, values
and beliefs (see chapter two) may well be reflected in the nurse-lesbian

relationship.

Spinks, Andrews and Boyle (2000} suggest that providing competent health care
to lesbian women starts before they become patients. Keighley, 2002 and Spinks,
Andrews and Boyle, 2000 have argued that nurses should be aware of their own
attitudes towards lesbianism, and take steps to rectify the sitvation if it is
warranted. However, nurses were ill-prepared in the past to provide care for
lesbian women patients (White, 2002; Morrissey and Rivers, 1998). When
lesbian women’s health care is introduced as a topic, negative resulis have been
reported (Harrison, 2001). One such study by Harrison (2001) reflects these
attitudes.  She indicates that when students on her postgraduate course in
gerontology were introduced to lesbian women’s care it provoked comments such
as:
But it's none of my business (Harrison, 2001:143).

or

It’s only their needs that matter, just treat people the same, don'’t ask or
think about sexuality (Hartison, 2001:143}.

If we do not know about people’s sexuality then we do not have to deal with it.
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Based on the findings of the above-mentioned studies it is clear that there is
resistance from both undergraduate and postgraduate students in dealing with the
issue of lesbian women’s health care. Whether it portrays itself as covert or overt
prejudice, it would appear easier for students not to be confronted with diverse
sexualities. Formerly nurses were ill-prepared. When attempts are made at
postgraduate level to introduce the topic, it can elicit negative responses from
students. Some may absent themselves for that particular class, or overtly reject
the need for any education on the topic (Harrison, 2001; McKelvey et al, 1999).
As in chapter two, Lynch and Lodge (2002) indicate that in the Irish educational
system, there was institutional invisibility of lesbian women and gay men. Young
girls and boys are socialised into heterosexuality. They learn the rules and
negotiating skills around oppostte sex relationships, which does not exist for
young lesbian women (Lynch and Lodge, 2003; Lynch and Lodge, 2002; Inglis
1998b; Ryan, 1997). Invisibility leads to fear and stereotyping (Lynch and
Lodge, 2003; Lynch and Lodge, 2002), and lack of diversity socialisation in
nursing, leads to an inability by nurses to care appropriately for lesbian women

who are patients (Stevens, 1998).

In contrast to the Irish situation, Rondahl, Innala and Carlsson (2004) report
positive attitudes in their study on Swedish nursing attitudes towards lesbian
patients. They found that registered nurses are more positive than assistant
nursing students. The perceived ‘cause’ of homosexuality reflects the attitudes of
nurses. When nurses perceive it to be congenital then a positive attitude ensues,
whereas if nurses believed the cause of homosexuality to be acquired then

negative attitudes result. However, Rdndahl, Innala and Carlsson (2004:390)
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postulate that “/ife experiences and educanon”, may explain why registered
nurses are (Rondahl, Innala and Carlsson, 2004:390). McKelvey et al (1999)
utilise a questionnaire suggesting one of the problems with using questionnaires,
is that the research did not establish whether negative attitudes translated into
negative patient care outcomes We have seen that studies that utilise a
qualitative approach prove this may be the case (Marrazzo, Coffey and Bingham,
2005, Scherzer, 2000; Steven, 1998; Robertson, 1992). This reinforces King’s
(2003) assertion that education and training of health care professionals can
facilitate an understanding of diverse sexuality in health care, but it begs the

question whether education alone can change attitudes.

Wilson (1999) argues that nurse education centres may not be the best
environments to dispel stereotypes and prejudice, as these educational centres
may unwittingly facilitate such attitudes. Walpin (1997:130) suggests that what
is really needed, is for nurses “fo become aware of their biases because negafive
attitudes may prevent gay and leshan ndividuals from seeking appropriate
medical care”. In fact Morrissey and Rivers (1998.490) suggest that the “Mims-
Swenson Sexual Health Model” should be employed in nurse education. This
model developed from an exploration of student nurses’ own attitudes and belief
systems about sexual orientation to the provision of health care. If these
suggestions were incorporated in nurse education, then there would be no need for
lesbian women to feel that when their sexuality was disclosed it would lead to

substandard nursing care.
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However, it is also recognised that education in and of itself may not change
deeply held attitudes (Morrissey and Rivers, 1998), but it may enable nurses to
practise from a non-biased position. Morrissey and Rivers (1998) further suggest
that if student nurses can explore their own sexuality norms in a non-judgmental
manner, this may translate into practice as they have experienced non-judgment
and therefore can put this experience into practice. It may lead to positive
outcomes, whereby nurses can utilise their professional position as role models in
the health care setting, to demonstrate acceptance of lesbianism and challenge
those who do not (Spinks, Andrews and Boyle, 2000; Shelby, 1999). There is
also the suggestion that nurses can challenge the stereotypes that abound in the
profession (Spinks, Andrews and Boyle, 2000; Shelby, 1999; Morrissey and

Rivers, 1998).

In addition, nurses are responsible for ensuring that nursing standards are not
lessened because of a person’s sexual orientation (Wojciechowski, 1998;
Morrissey and Rivers, 1998). Wilson (1999:18) has recommended that nurses
should practice from the standpoint of “Open-mindedness, acceptance and
tolerance”, as these are the underpinning principles for caring for those who “do
not share ome’s own values, beliefs, attitudes and behaviours”, The onus for
providing good health care is on the nurse, and s/he is responsible in dealing with
her/his fears and prejudices in relation to lesbianism, rather than it being the

lesbian woman’s responsibility to assure nurses of their personal ‘safety’.
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lesbian identity. While they are avoiding overt discrimination by collusion, they

are experiencing direct discrimination by being forced to remain closeted.

For lesbian nurses to ‘come out’ in the work environment requires basic trust,
namely, trust in:
one’s world and especially in the persons who are its interpreters is
crucial to one’s sense of identity It 1s for such reasons as these that
shame may be said 1o go deeper than guilt; it is worse to be inferior and
isolated than to be wrong, to be outcast in one’s own eyes than to be
condemned by society (Lynd, 1958:207).
Through the internalisation of society’s fears and anxieties about lesbianism, the
lesbian woman may succumb to a feeling of shame, as Sartre (1969:222) puts it,
“I am ashamed of myself as I appear fo the Other”. Shame is internalised and can
be dealt with by the self; guilt on the other hand can be sanctioned by society and
penalised. Guilt finishes as it is the price paid for wrongdoing. In contrast,
shame can arise out of an ‘if-others-knew’ syndrome, that is, “we always imagine
and in tmagimng share the judgments of the other mund’ (Cooley, 1968:90).

Through gossip and jokes the imagined judgments of the ‘other mind’ become a

reality.

Lesbian nurses are aware that they lack the social support and understanding from
their work colleagues. which is necessary for the maintenance of self-esteem
(Beals and Peplau, 2005). It has been suggested that, “identification with the
majority culture does not preclude identification with the minority culture, and
vice versa” (Fingerhut, Peplau and Ghavami, 2005:130). Therefore, one may act
in a social situation in a way that leads to the best outcome for the individual. By

presenting oneself as an acceptable member of the majority culture, the lesbian
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woman is risking the outcome of a disclosure. Plummer (1975), in his
interactionist study of gay men’s life in England, reinforces this point:
Through interaction he builds up commitments, perspectives, ‘world-
taken-for-granted views’ and a stable self-conception, all of which lend
a precarious stability to his social world (Plummer, 1975:40}.
If a lesbian nurse carries out her performances in work effectively, other nurses
will not question her validity. But through the stereotypes, jokes and gossip the
lesbian nurse faces “wnwilling acceptance of her [him]self by mdividuals who are

prejudiced against persons of the kind s/[he] can be revealed to be” (Gotfman,

1963:58) Therefore the lesbian nurse tends to remain closeted and silent.

Shelby (1999) suggests that lesbian nurses should ‘come out’, arguing that while
disclosure can be fraught, the health benefits are greater. Equally, she indicates
that if ‘reputable’ nurses ‘come out’, this would lead to other nurses questioning
their biases. This however, is problematic: who decides who is ‘reputable’?
Moreover, there is no evidence that people question their biases based on new
information (Harrison, 2001; Wilson, 1999). In 39 states of the United States of
America, lesbian women and/or gay men can be discriminated against in
recruitment to employment based on their sexuwal orientation (O’Hanlan et al,
2004). It would appear that the lesbian nurses in Giddings and Smith’s (2001)
study, had good reason to remain in the closet and pass themselves off as
heterosexuals. Most lesbians have had a lifetime experience of passing as
heterosexuals, begimning from the moment they recognised their sexuality
(Harrison, 2001; Shelby, 1999; Wilson, 1999). However, this has been described
as lesbians living a ‘dual-identity’, participating both in heterosexual and lesbian

worlds (Fingerhut, Peplau and Ghavami, 2005). Dual-identity has also been
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perceived as living “two lives”, one that derives out of economic necessity, and
the other in which lesbian women are socially connected with other lesbian
women or others who affirm lesbian women’s existence (Bradford, Ryan and

Rothblum, 1997).

Some lesbian nurses have argued that lesbian nurse lecturers/teachers should be
visible to their students (Giddings and Smith, 2001). While participants in
Giddings and Smith’s (2001) study talked about the necessity to ‘take care’ of
themselves in their work environment because of both overt and covert
discrimination, whether they were out or closeted, it is somewhat disingenuous to
suggest that those working in schools of nursing would be any safer from
discrimination. It was also noted that:
As with other forms of social injustice within nursing. it is not the sole
responsibility of the marginalized group lo educate and raise the
consciousness of the dominant mamstream culture (Giddings and Smith,
2001:14).
Stereotypes reinforce heterosexuality and the language used to construct negative

images of lesbian women such as ‘men-haters’, ‘feminists’ or ‘wanting to be men’

reinforces the norm (Giddings and Smith, 2001).

“Woman reinforces a covert belief in the unification of ‘woman’, of all women as
the same” (McDonald, McIntyre and Anderson, 2003:699). Diversity amongst
women, whether based upon ethnicity, socio-economic circumstances or sexual
orientation, is negated. “Any person who represents or symbolizes a different
image risks discrimmation, oppression, dismissal or erasure” (Ponticelli, 1998:1).
The language of ‘de-womaning’ lesbian women, serves as an effective mechanism

in alienating them from heterosexual women. Relying on the educational system
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alone may not counteract this situation as change also needs to happen in the
wider cultural arena. The positive results from Swedish research (Réndahl, Innala
and Carlsson, 2004), reflects laws that prohibit discrimination based upon sexual
orientation. Ireland has also introduced laws to combat discrimination in the
Equal Status Act, 2000. This research will indicate if Irish equality legislation has
had a positive influence on lesbian health care outcomes, and whether they create

safe working environments for leshian nurses.

3.8 Concluding remarks

Brogan (1997) and Robertson (1992) indicate that the invisibility of lesbians in
health care arises out of the assumption that all women are heterosexual This is
reflective of the {indings in chapter two whereby lesbian women were invisible in
institutions of society such as religion and education. Societal views on what is
“‘normal’ and ‘natural’ sexuality” are reflected in the health care profession
(Taylor, 1999). While other countries such as Britain, the United States of
America and New Zealand have begun to grapple with the 1ssue of lesbian
women’s health and health care, a knowledge gap still exists in Ireland, and this is

reflected in health care on the ground.

Research indicates that health care professionals hold and express judgemental
attitudes about the sexuality of their patients/clients; assumption of
heterosexuality, lesbianism as being non-normative (Tiemann, Kennedy and
Haga, 1998; Roberts and Sorensen, 1993; Stevens, 1995). Health care
professionals also make judgments on sexual identity and sexuality [sexual

practice] (Marrazzo, Coffey and Bingham, 2005) and age-related assumptions
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about a woman’s awareness of her sexual orientation. This affects the perceptions
of the lesbian women accessing their services (Fields and Scout, 2001; Gruskin,

1999),

This study examines whether the findings in this literature review are reflected in
the lived experiences of lesbian women of health care in Ireland. Equally it
investigates the lived experiences of lesbian nurses as health care professionals.
The following chapters will analyse the epistemological framework and

methodologies that underpin this study.
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Chapter 4: Research Theory
4.1 Introduction
I argue that different research methods answer different research
questions and use different research perspectives and different types of
data according to the question asked These choices determine the kinds
of research outcome so that one'’s research methods should be made
cautiously and consciously from a broad range of methodological
options within the context of the nature of the type of results desred or
knowledge sought (Morse, 1999:393-394).
The research method I have chosen to fully answer all aspects of the research
questions is taken from the phenomenological perspective, particularly the
hermeneuticai or interpretative phenomenology. This enables me, as Morse
(1999) indicates, to obtain the knowledge that I require, that is, knowledge of the

lived experience of leshian women as consumers of health care and lesbian

nurses’ experiences as providers of health care.

Prior to discussing how 1 will carry out this research, it is necessary to place it
within the epistemological (theories of knowing) and methodological (theories of
doing) traditions I intend to use. Within the field of sociclogy there are two
distinct traditions that make claims about the status of knowledge, the positivist

and the interpretative.

4.2 Positivist tradition

Positivism claims that there are appropriate methods whereby the researcher can
produce knowledge that is objective and value-free. Positivism also claims that
research from this perspective is bias-free and unaffected by the world-view of the
researcher (Taylor, 2001). Knowledge obtained can be generalised and universal

and other researchers can reproduce the same results. As O’Brien (1993:7) states,
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4.3 Interpretative tradition
The second tradition of inquiry is interpretative, which emanates from the work of
Weber (1971). Interpretative researchers look “for culturally derived and
mistorically situated interpretations of the social world® (Crotty, 2005:67). They
reject the idea that external truths can be revealed; rather, they seek to understand
“what mearing and what sigmificance the social world has for people who live in
ir” (O’Brien, 1993:7). Unlike the positivists who thought that society already
existed and individuals ‘fitted’ into society, the interpretative tradition believes
that individuals create and recreate the social world around them. Individuals in
society act in a certain way because it holds meaning for them, creating a
meaningful world around them, thus creating their own social reality (Haralambos
and Holborn, 1995).
‘Soctety’ does not act, persons do. Actions have the essential property
of meaming  What is being done, by whom and with what purpose are
all matters which persons, ‘social actors’, make sense of m producing
their own actions and in responding to the actions of others. From this
point of view, then, meanming and understanding are not incidental lo
social hife, they create or comstitute it (Cuff, Sharrock and Francis,
1990:141)
The interpretative tradition stipulates that a sociological analysis of society must
begin with the individual, their understanding of and place within the social
situation (O’Brien, 1993; Cuff, Sharrock and Francis, 1990; Coser, 1971). An

action cannot be a social action, unless an individual thinks about it and considers

the reactions of others.

Therefore, from Weber’s perspective, an action can only be considered social if it
goes through a process of consciousness, and is reflected upon in relation to others

(Haralambos and Holborn, 1993).
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Action is social in so far as, by virtue of the subjective meaning attached

to it by the acting individual (or indwviduals) 1t takes account of the

behaviour of others and 1s thereby oriented m its course (Weber

1971:128).
Weber postulated that individuals are thinking, reasoning human beings who
attach meaning to their actions (Marsh and Keating, 2000). “Meanings do not
have an independent existence, a reality of their own which 18 somehow separaie
From social actors” (Haralambos and Holborn, 1995:815). Meanings are not
imputed by external forces such as religion or current ideologies, but are created
and recreated by individuals acting within society. The researcher has to try to

understand the beliefs that people hold and the meanings that people attach to

actions.

Weber put forward his concept of Verstehen, to achieve a mechanism for
iterpreting social actions and the meanings of those actions. Verstehen involves
understanding social action from the perspective of the social actor, the meanings
that resulted in the action, which can only be achieved if the researcher can
empathise with the situation:
We can understand (verstehen) human action by peretrating io the
subjective meanings that actors attach to their own behaviour and to the
behaviour of others (Coser, 1971:220).
Ritizer (2000) points out that there are debates about whether Weber meant
Verstehen to be understood on the micro or macro-level of analysis. He
concluded that Weber utilised it in both ways. Ferstehen leads the researcher to
be concerned with the nner subjective world of human beings rather than the
collective. Weber regarded Verstehen as “doing systematic and rigorous research

rather than sumply getting a “feeling” for a text or social phenomenon”; it is a

“rational procedure for study” (Ritizer, 2000:112).

102




Weber (1971:128) defines sociology as:
a science which attempis the interpretive undersianding of social action
i order thereby to arrive at a causal explanation of its course and
effects.
He indicates that individual actions emanate from the meaning and understanding
that individuals attributed to their actions. He views human action as intentional
and rational with a means-end orientation (Swingewood, 1991), and the method(s)
of social research must facilitate the relationship between meaning and action.
Weber asserted that a methodology based upon a scientific explanation of social
action was possible, thus generating ‘laws’ or causal explanations for social
action. However Cuff, Sharrock and Francis (1990:142) suggest that this is
impossible, as researchers whose:
emphasis on the centrality of meanmmmg and understanding find major
difficulties (some would say insurmountable difficulties) with the notion
thar sociological explanations should take the form of general laws.

Therefore, the meanings and understandings that individuals attribute to their

actions are not generalisable,

4.4 Understanding the social world

Out of these two perspectives for understanding the social world emerged that of
symboli¢ interactionism and that of phenomenology. Symbolic interactionism has
its roots in George Herbert Mead and was further developed by his student
Blumer. It is an American “perspective on life, society and the world” (Crotty,
2005:72). It rests on the investigation of the meaning of experiences as an
exploration of culture. Ritzer (1992) indicates that symbolic interactionism
derives from the philosophical position of pragmatism. He suggests that the

following three points are central to symbolic interactionism:
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a focus on the mteraction between the actor and the world,
2. a view of both the actor and the world as dynamic process and
not static structures,
3. the great imporiance attributed to the actor’s ability fo interpret
the social world (Ritzer, 1992:327).
By interpreting the social world the individual gives meaning to social interaction.
Symbolic interactionism suggests that these meanings are not universal, but rather
that individuals give meanings to things. Blumer (1969:4) suggests that symbolic
interactionism sees:
meaning as arising m the process of interaction between people The
meaming of a thing for a person grows out of the ways i which other
persons act toward the person with regard to the thing.

The individual defines the thing rather than having the definition ascribed for

her/him.

Meanings are social products, which are not created in isolation; they are products
of interpretations of the actions through a process of reflecting on the actions.
Individuals give meaning to the situation in which they find themselves in; this is
informed by both cultural norms and expectations, Therefore, a similar interaction
in a different culture may lead to different meanings. Blumer (1969) suggests that
we use the meanings that we derive from past situations, to guide us in further
actions in similar situations. If we want fo investigate the meanings that people
have towards things or situations, such as lesbian women’s encouniers in health

care, we do so from the point of view of individuals.

However, this has been criticised as leading to a methodology that describes the

meaning that individuals give to things. In other words researchers must be able
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to put themselves in the other person’s social world rather than critically analyse
imputed meanings.
Methodologically, symbolic interactiomsm divects the investigalor (o
take, to the best of his ability, the standpomt of those studied (Denzin
quoted in Grotty, 2005:75).
Consequently, chapter three provides examples of how lesbian women behave
when they are interacting with health care professionals. Past positive or negative
experiences informs how they will act within their next encounter (Gilson, 2003;

Saulnier, 2002; Stevens, 1996). The lesbian woman brings with her the meanings

she derived from encounters, taking those meanings into the next encounter.

As we have seen, lesbian nurses are aware of how their colleagues perceive
lesbianism and their interactions are predicated upon this (Fingerhut, Peplau and
Ghavami, 2005; Giddings and Smith, 2001):
The dmvidual takes not simply the attitudes of others towards him/her
but seeks to ntegrate the ‘whole social process’ mto mdividual
experience (Swingewood, 1991:266). -

Timasheff and Theodorson (1967:242) elaborate on this when they suggest that:
The social world 15 not self-ordered, and meaning is not inherent n
behaviour, rather, the sigmificance of a particular behavior 1s the
meaning people attribute fo it.

The method 1 will be adopting stays within this tradition of interpretative

sociology. It is derived from the phenomenological approach, as [ seek to

understand the meanings that lesbian women generate from their experiences as

services users and lesbian nurse’s experiences of working in the environment of

Irish health care.
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However, we can unearth that which is hidden through taking detours that will
enable us, to uncover the meaning of the lived experience. In other words, the
initial meaning of the lived experience can be the “taken-for-granted”'®, but by
unpacking it or stripping away the initial meaning, we can uncover that which is
hidden (Sokolowski, 2000). Husserl implies that it is the character of the natural
world that is hidden from us, because we view it from a naturai attitude, which
enables us to live in the world. The naturai attitude constitutes our normal
everyday life and the things in it. Though, Sokolowski (2000:167) indicates that
the natural attitude does not give us the whole truth: if we knew everything there

would be “no hiddenness, no vagueness, obscurity, error and ignorance”

4.6.1 Uncovering the phenomena

In order to approach the lived experience within a philosophical framework,
Husserl suggested the use of “phenomenological reduction, epoché, and
bracketing” to attain the phenomenological attitude (Stewart and Mickunas
quoted in LeVasseur, 2003'411). Husser! did not use these three terms as three
separate entities; rather, they are interchangeable, referring to “change m athiude
necessary for phulosophical mguiry” (Stewart and Mickunas quoted in LeVasseur,
2003:411). Husserl uses these terms to refer to the reflective process whereby
once we put aside our understanding, opinion and prejudice of a phenomenon and
go back directly to the experience of the phenomena, we will find new meanings
of the phenomenon or at least enhance and validate the meaning we had given to
the experience. This is bracketing, or “phenomenclogical reduction proper”

(Cohen and Omery, 1994:138), the researcher must set aside their experience of a

1¢ The taken-for-granted 1s that which comes immedhate to mind, we do not think or reflect upon 1t.
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phenomenon, so that they will not prejudge or impute pre-conceived ideas about
the meaning of a situation or experience (Johnson, 2000; Koch, 1996; Ray, 1994).
Thus, one’s own experience of a phenomenon will not colour the data. Husserl
was looking for the essence of phenomena and indicated that if we were to
uncover the true meaning, we had to purge the natural attitude and assumptions

that are nitially offered. Bracketing thus enables meaning to develop.

Ray (1994) suggests that Husserlian phenomenology was concerned with being of
the world, and that through bracketing we have no historical or pre-conceived
theories to explain the phenomenon under investigation. Rather, this will enable
us to unearth the irue meaning of the situation, by gaining a state of “pure
consciousness or ego” (Grbich, 1999:168), which produces true reality, not the
general taken-for-granted reality. Cohen and Omery (1994) suggest we often do
not notice the common place, and take for granted much of our social experiences.
Consequently, a lesbian woman’s taken for granted views of the world may not be

the reality in a health care setting (see chapter three for a discussion on this).

Cohen and Omery (1994:148) indicate the research methodology of this approach
describes the meanings of experiences as they appear to us, which is called
“erdetic description”. The eidetic is the belief that “there are essennial structures
to human experience” (Draucker, 1999:361). Caelli (2000) points out that ‘esdetic
descripiion’ is the pre-reflective experience as it has been lived, and this produces
the real meaning of the phemomenon. The person experiencing it has not
interpreted it; rather it is in its ‘raw’ state of experience. It 15 not coloured by

tradition or informed by the culture where the experience takes piace. In this way
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the phenomenon can be studied objectively even though what is being studied are
subjective experiences. Researchers bracket their presuppositions and describe
the essential structures of the experiences being studied (Grbich, 1999; Cohen and
Omery, 1994). The meaning of the eidetic description is “fundamental and
essential to the experience no matter which specific mdividual has that

expertence” (Cohen and Omery, 1994:148).

Koch (1996:176) suggests that the “critical 1ssue of representation is precisely
whether bracketing is possible and plausible”. Can we negate our understanding
of the world, and look at situations without any preconceived ideas? Heap and
Roth (1973) suggest a Husserlian phenomenological approach cannot be utilised
in a sociological study, as it cannot negate the world in which the phenomenon
takes place. Sociology’s “interests, problems, and solutions” are found in the
world and are not “found in the realm of possibilities” (Heap and Roth, 1973.357)
LeVasseur (2003) argues that we do bracket things when we come to question
them, and accept that we do not know or fully understand something that we
thought we did. In other words, when we re-cxamine something, we are in fact
suspending our prior meaning and understanding to come to new ones. However
she does not indicate what happens if the individual, upon re-examining, comes to
the same conclusion or meaning. The answer may lie in the assertion that “our
unreflective assumptions mask the thing wself until it falls silent and cannot call

out with fresh and vital experience” (LeVasseur, 2003:418).
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Edwards and Titchen (2003) argue that a phenomenological sociology is possible.
They use Schutz’'s (1967) development of Husserl in their investigation of
patients’ experiences of health care, suggesting that:
Phenomenological sociology fosters respect for the development of
participants’ own unique nferpretations of their experience” (Edwards
and Titchen, 2003:456).
In their study they state that the emphasis on bracketing is two-fold: that of the
researcher and that of the participant, acknowledging that full bracketing of
participants’ interpretation of their experiences would not be totally possible
(Edwards and Titchen, 2003). In addition, researchers experience themselves as
human beings existing in the world. To know that other things exist in the world,
the researcher must know that they exist both as human beings and researchers
(Grbich, 1999). In other words the researcher cannot exist outside of the social
world and as interpreter of data, inescapably the researcher:
brings certamn background expectations and frames of mearmng to bear
mm the act of understanding. These cannot be bracketed (Koch,
1996:176).
Koch (1996) argues that a Heideggerian framework allows both the
acknowledgment of the researchers’ lived experience in the world and that of the

participants which Husser! does not provide. It is therefore to Heidegger we must

now furn.

4.7 Heidegger

Heidegger was interested in ontology, which is concerned with the nature and
relations of being (Grbich, 1999; Cohen and Omery, 1994; Ray, 1994; Macann,
1993). He was more concerned with being in the world, rejecting Husserl’s being

of the world. The essence of Heidegger’s phenomenology is ‘Dasein’ which he
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refers to as the human being in the world: “The ‘essence’ of Dasein lies in its
existence” (Heidegger, 1962:67). Johnson (2000:136) suggests that Heidegger
views the human being as “always mvolved n the practical world of experience”
(Johnson, 2000:136). As Heidegger (1962:86) indicates “Being-in-the-world 1s a
basic state of Dasein”. Dasein exists within the world and not outside it and the
‘world’ for Heidegger:
is the imtercommected context of mvolvements that give meaning 1o
everything one encounters within one’s mdwidual world (Johnson,
2000:137)
Therefore, for lesbian nurses, being-in-the-world of health care is to know that
world, both as a health care professional and as a lesbian woman. This differs
from the being-in-the-world for lesbian women as service users, as their

knowledge of the health care world is that of the outsider, rendering them

vulnerabie to the knowledgeable professionals.

A health service that is based upon heterosexuality (Saulnier, 2002; Stevens,
1995) renders lesbian women outsiders when they seek health care. Lesbian
women’s susceptibility has been well documented: judgments about sexual
orientation (Marrazzo, Coffey and Bingham, 2005; Saulnier, 2002); age-related
assumptions (Hinchliff, Gott and Galena, 2005; Harrison, 2001; Scherzer, 2000)
and use of heterosexual language (McDonald, MclIntyre and Anderson, 2003;
Stevens, 1996). Lesbian women who are nurses on the other hand have an
insider’s knowledge of health care, as members of the profession. However, they
are aware of the attitudes to lesbian women that prevail in the health care
environment, as they encounter them in their working lives: homophobia

(Giddings and Smith, 2001); lack of social support and understanding (Fingerhut,
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Peplau and Ghavami, 2005) leading to non-disclosure of their own sexuality
(O’Hanlan et al, 2004; Shelby, 1999), due to the covert or overt discrimination in

the workplace.

Human beings do not encounter things in the world in a detached way; rather
there is interconnectedness between the human being and the world around
her/him (Lindseth and Norberg, 2004; Johnson, 2000; Koch, 1996). Human
beings make decisions and understand phenomena through their lived experience
of the world. However they interact without being consciously aware, or thinking
through. They utilise what Draucker (1999:361) calls “everyday skilful coping”.
These are the skills for everyday living that an individual has developed over
time, to enable her/him to live within her/his community or culture. Equally, they
are the skills we take for granted, never questioning them as if they become

second nature in the lived life.

According to Heidegger, we do not think of things outside of the world in which
they take place (LeVasseur, 2003). The human being understands her/his own
existence but also the being of other things such as a wall or chair (Gorner, 2002).
Dasein, that is, the human being in the world, understands the existences of other
things in the world beside her/his own existence (Johnson, 2000). In other words
while 1 exist in the world, other people also exist, as well as non-human things.
Heidegger indicates that we are not to suspend our preconceived ideas as to “what
constitutes the possibility of wtelligibility or meaning” (Ray, 1994:120). It is

through our prior understanding and reflections that we can ask further questions.
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Thus, while Husser!’s phenomenology has been seen as descriptive, Heidegger’s
is viewed as interpretative (Crotty, 2005; LeVasseur, 2003; Williams and May,
1996) or existential phenomenology (Koch, 1996). Darbyshire, Diekelmann and
Diekelmann (1999:23) suggest that the:
central task of nterpretative phenomenclogy 15 to nterpret
everydayness as a pathway (method) that attempts neither to deny
human agency nor to valorize it.
Heidegger rejects cultural meanings of a given phenomenon as the “dictatorial
voice of das Man — the ‘they’, the anonymous One” (Crotty, 2005:97, emphasis in
the original). He develops a phenomenology of the human being where:
The essence of human being lies in its existence - that is, in us
possibilities to choose different ways of being. Human being is always
oriented toward future possibilities of its own (Cohen and Omery,
1994:144).
Human beings by choosing possibilities in their lives are constantly becoming. In
other words a human being may choose to become a teacher, but this is not the

end of her/his ‘becoming’; 1t is not indicative of her/his full potential as s/he has

numerous possibilities of what s/he could become.

Johnson (2000:139) suggests there are three elements to Heidegger’s concepts of
meaning and human being:
(1)that prior to and apart from any awareness of this fact or any choice
m this fact, humans ultimately are ‘alveady’ what they essentwally are,
(2) that because the essence of human bemg s finite, it 1s never
complete, finished, or done. It is always in a process of ‘becoming’, and
(3) that in order fo consciously and personally be oneself one must
affirm one’s essence {(emphasis in the original).
This would suggest that a human being must own her/his essence and become it.

Furthermore, in order to be an authentic human being s/he must acknowledge or

choose her/his essence. From a Heideggerian point of view, a lesbian woman
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must embrace and acknowledge that she is a lesbian, thus attributing meaning to
her situation through her essence. As Heidegger puts it:
Dasein 1s n each case essentially its own possibility, it can, in its very
Being, ‘choose’ itself and win itself, 1t can also lose self and never win
uself; or only ‘seem’ to do so (Heidegger, 1962:68, emphasis in the
original).

Therefore I am my own possibility, I can choose myself and thus win myself,

vet, there is also the possibility that I can loose myself (Heidegger, 1962).

4.7.1 Being authentic
Can we say then that a lesbian woman can lese herself by not choosing her
essence? Equally, the question is, can she be other than who she is? A lesbian
woman who rejects or hides her true essence, is not her true self but rather “only
‘seems’ to do so”. However, Heidegger indicates that it is a choice' I can choose
my possibility but I can also limit it. If I choose not to become my possibilities,
can I be authentic? Heidegger (1962:68) goes further when he states:
But only n so far as it is essentially something which can be authentic —
that is, something of its own — can it have lost itself and not yet won
itself. As modes of Being, authenticity and inauthenticity are both
grounded n the foct that any Dasein whatsoever 1s characterized by
mineness (emphasis in the original).
By ‘mineness’ Heidegger means ‘[ am’ or ‘you are’, it is mine or yours, it belongs
to me or you and therefore it cannot be given to me or you. It could be suggested
from this that a lesbian woman only can give herself her authentic self, by

choosing her own possibility of being lesbian, in other words, by saying ‘I am a

lesbian’. No other person can do this for her in a Herdeggerian sense.

When a lesbian woman chooses not to embrace her lesbianism she is being

inauthentic. Heidegger (1962:68) offers a way out as “the mauthenticity of
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Dasien does not signify any ‘less’ Beng or amy ‘lower’ degree of Being”.
Heidegger (1962:68) offers examples of when this may occur: “when busy, when
excited, when interested, when ready for enjoyment”. This suggests that Dasein
does not choose her/his inauthentic state; rather it happens upon her/him.
However, in chapter 6 I argue that lesbian women choose their authenticity in
relation to the situation they find themselves in. If they feel safe they may choose
to ‘come out’ to their health care provider, and if they feel unsure of their safety,

they may not. This applies equally to lesbian nurses in their workplace.

4.7.2 Hermeneutic phenomenology
Heidegger not only interprets the phenomenon but also describes it, moving into
hermeneutical phenomenology:
Heidegger’s hermeneutics starts with a phenomenological return to our
being, which presents itself to us initially in a nebulous and undeveloped
Jfashion, and then seeks 1o unfold that pre-understanding, make explicit
what is implicit, and grasp the meaning of Being itself (Crotty, 2005.97).
Heidegger suggests that hermeneutic phenomenology is based upon the everyday
understanding of phenomena. The hermeneutic circle entails the going back and
forth in the questioning of our prior knowledge, in order to understand the deeper
meaning of the lived experience. Koch (1996:176) indicates that Heidegger used
the term hermeneutic circle as a metaphor “fo describe the experience of moving
dialectically between the part and the whole”. Palmer (1969) suggests that the
understanding of the parts and whole must be achieved simultaneously, and this is
realised by taking a leap into the hermeneutical circle. In other words, we cannot

understand the parts or the whole as separate entities but rather as one, the parts

informing the whole and the whole informing the parts.
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world” (Draucker, 1999:361). Johnson (2000 140) points out, it 18 in “the actual
living of our own stories mdividual events acquires significance within the whole

to which they belong” (emphasis in the original).

4.8 Existentialism

The majority of writers choose Gadamer (1975) or Merleau-Ponty (1938) in
developing phenomenology. However, I am not interested in exploring language
or psychological meanings of the lived experience (Moran, 2000). Rather I am
interested in how lesbian women experience the self in health care, that is, being
lesbian in the world of health care. Both Heidegger and Sartre enable me to
develop this. Sartre and Merleau-Ponty developed existentialist phenomenology,

viewing phenomenology as capturing “/ife as it 1s ived” (Moran, 2000:5).

Adler (1949:285) suggests that existentialism is principally concerned with

“problems of personaiity development and nterhuman relarions”. Dufrenne

(1965) indicates that existentialism has its origins in Being, the being in-itself and

the being for-itself. The in-itself is what it is, it is the essence which receives its

meaning from for-itself which has consciousness (Moran, 2000; Dufrenne, 1965).
Beings-in-themselves are non-conscious things, which can be said to
have essences, which exist independently of any observer and which
constitute all the things n the world  Beings-for-themselves are
conscious beings whose consciousness renders them entirely different
from other things, m her/hus relation both to themselves and to one
another, and to those other things (Warnock11969:ix).

Through their conscicusness, lesbian women, either as service users or as

providers of health care, may know their difference both on a personal level

and in relation to Others.
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4.8.1 Sartre
Sartre’s focus is on the consciousness of being, where meaning comes from
human beings’ “meanng-giving” (Moran, 2000:357). Meaning is not outside the

human being, but within.

Sartre was interested in the question of subjectivity, suggesting that it was free,
not constrained by religion or any other controlling factors, as an individual is not
a means to an end, but an end itself. The individual must create her/himself. This
is similar to Heidegger’s idea that the human being is not complete, but constantly
becoming:
He needs the other, not only to live and make the species live, but also to
assert himself, to get recognition, as the child by his parents or the artist
by his public, and to enter into collaboration, since his freedom 1s finite
and wants fo be carried over to the freedom of others (Dufrenne,
1965:55).
Consequently the individual does not create her/his potential as an island; as
Sartre indicates, the individual needs the other and seeks her/him out. The Jesbian

woman in health care needs the provider or other nursing colieagues, to create her

potential.

If the individual needs the other for affirmation and collaboration as Dufrenne
(1965) suggests, then a society has to exist, and as society cannot exist in a
vacuum, so then culture must also exist. This is reinforced by Macionis
(2005:89) when he suggests that socicty “refers to people who mteract n a
defined territory and share a culture”. Tovey and Share (2000:281) suggest that
culture “refers primarily to the way of life of a people, social groups or historical

perod”. An individual exists within a culture with its values, norms and belief
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systems, which enables the individual to live her/his life, even if there is
disagreement with some cultural beliefs, values and norms. This, for example, is
explored in Dillon’s (1999) investigation of Catholic identity in the United States
of America. She was particularly interested in those who dissented, from the
teachings of the Catholic church, for example, lesbian women or women who are
pro-choice yet remained committed to a church that viewed them as either
immoral (women who are pro-choice) or sinful (lesbian women) (Dillon, 1999).
Existentialism is concerned with how the individual negotiates her/his existence
in the world that s/he finds her/himself. Earle (1969-83) reveals that to become
oneself “is to become oneself through others”, therefore we cannot become on our
own. Sartre (1969) indicates that “/ can know myself only through the mediation
of the other”. Human beings work on the project of life or living in conjunction

with others.

The individual is a thinking human being, and in this thinking has awareness of
her/his existence (Adler, 1949). Adler (1994) further implies that when an
individual acts they are making choices, the choices carried out are made in
complete freedom (Newman, 1966).  Sartre signals that the human being is
unique and her/his actions are unique to her/him. Thus, for Sartre, human beings
are “free to change the world” (Newman, 1966:185). Moran (2002:358) suggests
that for Sartre freedom resided in the intellect “n autonomous thinking, rather
than arising in action. One can be free and vet unable to act”. This would
suggest that a prisoner could be free through her/his own thinking, even though
captive, as s’he may not be able to act upon her/his thoughts. Thus, there is a

distinction between intellectual freedom and physical freedom. The leshian nurse
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or service user, though constrained by the culture of the hospital, is still free to
think of herself as a lesbian woman regardless of the categorized assigned to them

(see chapter three for a discussion of this).

Adler (1949:289) points out that there is a universal feature of human beings
which 1s:

the human conditions of having to make a choice without any basis for

Judging this choice as right or wrong but with full responsibility for all

Its conseguences.
Human beings are free to make whatever choice(s) they wish and participate in
whatever action(s) they want. However, they are responsible for the outcome of
that choice(s) or action(s). In addition, human beings are only [ree in so far as
they do not impinge on the freedom of others. Human beings do not act in
isolation. They act within a normative culture of actions. If there are socially
acceptable ways of acting, can we have any semblance of freely choosing to act?
The answer may lie in the fact that we are free to act in a normative way, to act
outside of the normative way, or not to act. In this way difference and diversity
may emerge. However, if an individual perceives that her/his freedom is
impinged by the other, this might lead to hostile relationships (Adler, 1949).
However, it would appear from Moran’s (2000} interpretation that hostility might
not arise, if the individual does not act upon her/his thoughts. In other words we
are free to choose to act and if we can foresee hostility then we may not act This
provides us with an explanation as to why lesbian women do not ‘come out’ to

their health care professional or lesbian nurses their colleagues. If they perceive

the situation as hostile they freely choose not to act, that is ‘come out’.
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Mead (1934) indicated that human beings develop in the eyes of the other and
Adler (1949) suggests that Sartre agrees with this. Equally Sartre suggests that
human beings are always limited by their “facticity (her/hus sex, height, economic
position n society, and so on)” (Moran, 2002:326). Just as human beings are
limited by their situation, that is, the time or the historical period in which they
live, human beings are also always creating themselves. Therefore, can we say
that human beings are ever completely free if there are facticity and historical
time constramts? It could be argued that to be of a higher socio-economic group,
for example, may lead to greater freedom. However Luddy (1995) for example,
portrayed how women, although wealthy in their own right, were constrained by
the historical epoch of nineteenth-century Ireland. Consequently, the health care

setting holds the possibility for a lesbian woman to create herself.

4.8.2 The self

Sartre points out that human beings can have negative attitudes about the self
which turn inwards rather than outwards. As we have seen in chapter three,
negative attitudes have been labelled homophobic (Young, 1990), and can have
consequences for lesbian women’s health care as they can be internalised
(O’Hanlan, Dibble, Hagan and Davids, 2004; Bonvicini and Perlin, 2003).
Homophobia is the set of negative attitudes that others can have towards lesbian
women and gay men, regardless of the basis for their foundation (Giddings and
Smith, 2001; Diamant, Schuster and Lever, 2000). The inward turning of these
attitudes, is when the lesbian woman turns the homophobic attitude(s) on the self;
thus she internalises homophobic attitude(s) which may have consequences for

the mental and physical health of the lesbian woman (Kerr and Emerson, 2003).
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The attitude which Sartre discusses is “bad faith”, which he shows is associated
with “falsehood”. “We say indifferently of a person that he shows signs of bad
faith or that he lied to himself’ (Sartre, 1969:48). Sarire suggests that a human
being knows the truth of the situation, but s/he lies both to her/himself as well as
others, thus avoiding the true reality of her/his essence:
The essence of the lie implies n fact that the har actually 1s in complete
possession of the truth which |s/lhe is hiding. A [woman/]man does not
lie about what (sflhe is ignorant of; [s/lhe does not e when [s/]he
spreads an error of which [s/lhe [her/lhimself 1s the dupe; [s/lhe does
not lie when[s/] he is mistaken (Sartre, 1969:48).
Therefore the individual, when lying to the self, is aware of the situation. I
suggest (see chapter 3) that a lesbian woman is in bad faith if she withholds the

knowledge of her sexual orientation from her health care provider as this may

have ramifications for her care.

Sartre indicates that the person who lies knowing the truth recognises their own
existence and the existence of others in the world:
It presupposes my existence, the existence of the Other, my existence for
the Other, and the existence of the Other for me (Sartre, 1969:49,
emphasis in the original).
As we exist 1 relation 1o others, we lie in relation to others, we not only lie to the
self but to the other in our presence, through verbalising the untruth of our

situation. So we hide who we are from the other through lying, we become what

Sartre (1969:49) calls “hidden from the Other”.

If the lesbian woman knows that the reaction of the health care provider could be
negative she may not be in bad faith, but may be protecting herself. However,

Sartre indicates that we are not only a being-for-itself, but we are also a being-for-
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others. “Upon any one of my conducts it is always possible to converge rwo
looks, mine and that of the Other” (Sartre, 1969:57). Therefore, we act in the
sttuation from our own reality standpoint.
The equal digmzty of being, possessed by my being-for-others and by my
being-for-myself permits a perpetually disintegrating synthesis and a
perpetual game of escape from the for-itself to the for-others and from
the for-others to the for-itself (Sartre, 1969:58).

If I am both a being-for-myself and a being-for-others, 1 will tailor who I am in

front of the other.

Therefore, the lesbian woman as service user or the lesbian nurse, acts through the
knowledge of their situation which will entail whether or not they are open about
their sexuality. “We have to deal with human reality as a being which is what it is
not and which is not what it is” (Sartre, 1969:58). This can be applied to a health
care service, based upon the assumption that all its fernale clients are heterosexual
(Kavanagh, 2006; Scherzer, 2000; Stevens, 1998, 1996). A lesbian woman
presents herself for care, but the assumption of heterosexuality means that a
lesbian woman who does not identify herself as lesbian, is what she is not and
which is not what she is Therefore “the one who practices bad faith 1s hiding «
displeasing truth or presenting as truth a pleasing wntruth” (Sartre, 1969:49).
The other then can influence how we behave in certain circumstances, and we

present ourselves in a pleasing way towards others.

However, studies in lesbian health care (Enszer, 1996; Cochran and May, 1988;
Regan, 1981; Dardick and Grady, 1980) suggest that lesbian women should
‘come out’ to their health provider to obtain appropriate health care. Other

studies reveal health care providers should provide an environment whereby
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‘coming out’ is facilitated (Marrazzo and Stine, 2004; Bonvicini and Perlin, 2003;
Spinks, Andrews and Boyle, 2000; Stevens, 1996; Rankow, 1995). Therefore, it
could be said that health care professionals may be in bad faith if they do not
provide a safe health care environment for lesbian women. Equally, health care
professionals are in bad faith by not recognising the reality that difference exists

between women in society.

4.9 Concluding remarks
Two traditions have developed in studies that use phenomenology as a
methodology: the European and the American. The European has developed
from Husserl and Heidegger and the discussion above emanates from the
European tradition of phenomenology (Caelli, 2000). The American tradition
focuses on the meaning of experience within the cultural context in which it
occurs, Caelli (2000:371) notes that:
Many contemporary phenomenological studies focus on the everyday
understandings of experience rather than on the way the phenomena
presemt  themselves 1 origimal  everyday experience and thus
demonstrate a move away from traditional European phenomenology.
She further suggests that the American phenomenological approach:
focused on describing the participants’ lived experiences of the
phenomenon within the context of culture rather than searching for its
umversal or unchanging meaung outside the cultural context (Caelli,
2001:274).
Though, the American tradition has been developed from Heidegger’s work to

include the way in which the inherited and cultural experiences shape the

phenomenon being investigated.
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Lawler (1998) suggests that both the European and the American
phenomenological traditions derive out of cuitural ways of thinking. The
uniqueness of American phenomenology les in the attention it pays to
“subjectivity and indwidual meaning than on bemng iuself or the thing(s) that
beings are making sense of’ (Lawler, 1998:107). She indicates that this is
reflective of the American culture of individualism. In contrast, the European
tradition which emanates from German and French philosophy does not derive
meaning from culture, but rather from the human being. Heidegger develops “a
phenomenology of human bemg” (Crotty, 2005:97). The French philosophers
Sartre and Merleau-Ponty incorporate a “subtle shift towards embodiment,

incarnate existence” (Lawler, 1998:107).

Van Manen (1990:17) indicates that:
Human Iife needs knowledge, reflection, and thought to make itself
knowable to itself wcluding its complex and ultimately mysterious
nature.
This acknowledges that research participants have thought about and reflected on
experiences prior to a researcher asking them about it. Research participants
make sense of their experiences that are informed by the culture in which they
take place. Therefore the culture in which a phenomenological study takes place

informs the method that is chosen, and in this study it is the experience of lesbian

women in an Irish health care context.
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Chapter 5: Applied Methodology
5.1: Introduction
The purpose of this chapter is to provide an account and description of the

research process in this study.

The methodology derives out of the qualitative tradition which has a multitude of
ways to produce data (Dinkins, 2005). The methodology for data production and
analysis emploved in this study is hermeneutic phenomenology (see chapter four),
which requires a particular kind of data to be produced. Phenomenological
enquiry, particularly the hermeneutic tradition, claims to produce data that lends
itself to the interpretation of the “concealed meamngs” in the phenomena being

studied (Dinkins. 2005:113).

The techniques chosen for the purpose of data collection were that of ‘insider’
researcher and unstructured informal interviews in the majority of cases, with
some interviewees taking a more interventionist approach. The interview of both
lesbian service users and lesbian nurses consisted of one question from which
other questions or areas were explored as they arose. The analysis of the data is
guided by Heidegger's (1993) concept of dwelling, listening to the voices of
lesbian women, moving forward m parts and taking refuge in other parts.

Through writing and re-writing an interpretive text emerged.
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5.2 Finding a Phenomenological Method
Prior to discussing the method 1 utilise, it is worth noting Hekman’s (1980:341)
four criteria for a methodology to be classified as having obtained social science
rigour:
first, it must define the subject matter of the social sciences; second, 1t
must explain how that subject matter is constituted, that 1s, how the
“facts " of social science become facts; third, it must provide the social
scientist with precisely defined conceptual tools and procedures; and,
Jourth, it must define the limits of social science actrvity (emphasis in
original).
The subject matter of this study is the meaning(s) that lesbian women give to their
experiences of health care, and the experiences lesbian women have as nurses
working in the health care environment. Hekman’s (1980) considerations derive
from a positivist viewpoint, demanding a certain methodology for the production
of knowledge. She indicates that a phenomenological study seeks to uncover the
subjective while the positivists are concerned with objectivity: the “starting-pomnt
of social scientific analysis must be the understanding of social action in the
terms of social actors themselves” (Hekman, 1980:342). Hekman (1980) claims

that phenomenology mects the four criteria as she utilises Schutz’s (1967)

method.

Schutz’s (1967) analysis derived mainly from the work of Husserl and Heidegger.
Heidegger’s intention was to develop a methodology to understand the actions of
social actors. In particular, he rejected Weber’s concept of ‘meaningful action’
and ‘subjective meaning’. Schutz (1967) suggests that Weber’s methodology is
not explicit, and he consequently also aimed to develop a methodology that would
enable him to explore meaning and subjectivity. While Schutz (1967) did

develop a methodology for utilising phenomenology, I will not be using Schutz’s

130




(1967) development as it advocates bracketing (see chapter 4 section 4.6.1 for a

discussion on bracketing), which negates the lived experience in the world.

It has been suggested that bracketing is the suspension of judgments when
researching phenomena:
What we put within brackets 1s our judgments about the factual, about
what 1s the case, m order (o become open to our experience and to the
understandable meaning mplicit in this experience (Lindseth and
Norberg, 2004.148).
This is different to what Husserl originally suggested, in that judgments about
phenomena imply reflection on the phenomena. Here Lindseth and Norberg
(2004) appear to be suggesting that it is the researcher who should suspend
judgment(s), rather than participants. In this way participants will speak freely
about their experiences. They also indicate that their form of phenomenology
takes into account meaning as:
something with which humans are familiar m the practices of life, and
this familiarity has to be expressed through the way of Irving, through
achions, through narvatives and through veflection (Lindseth and
Norberg, 2004:147).

In this way they allow for participants’ prior judgments, reflections and future

actions when experiencing a similar phenomenon.

Shaban (2003, citing Dowie, 1995) points out that the definition of judgment is
“the assessment of the alternative, the choosing between alternatives”. Shaban
(2005) further argues that Dowie (1993) implies “that judgments are always m
some way an assessmen! of the futwre™. Future interaction is based on past
experiences, which have been reflected upon. This fits well with the literature

review on lesbian health care (see chapter three), where lesbian women point out
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that they inform their provider of their sexual orientation if they had positive
reactions in the past. Similarly, they do not inform them if they had negative
reactions in the past (Marrazzo and Stein, 2004; Scherzer, 2000), or if their
friendship group have had negative experiences (Stevens, 1996; Robertson,
1992). Equally, lesbian nurses do not inform their colleagues of their sexual
orientation, as they experience both overt and covert discrimination in the
workplace (Beals and Peplau, 2005; O’Hanlan et al, 2004; Giddings and Smith,

2001).

5.3 Methodological choice
The methodology I have chosen for this study is hermeneutical phenomenology.,
emanating from the philosophy of Heidegger and Sartre. Cutcliffe, Joyce and
Cummins (2004:308) suggest that phenomenology is often referred to as a human
science, “the purpose of which 1s to describe and understand particular
phenomena as Ived experience”. In addition, we also need to embrace the
rationality of the human science with its fundamental assumption that.
human Life may be made mtelligible, accessible to human logos or
reason, m a broad or full embodied sense To be a rationalist is 1o
believe m the power of thinking, nsight and dialogue (Van Manen,
1990:16)
Van Manen (1990:17) further suggests that:
Human life needs kmowledge, reflection, and thought to make itself
kmowable to itself, mcluding its complex and ultimately mysterious
nature.
Consequently, to understand the experiences of lesbian women of health care or

lesbian nurses as providers of health care, we need to listen to their stories and

make their experiences accessible to the wider community.
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5.4 Obtaining the sample
One of the problems in undertaking a study of lesbian women in Irish society is
their lack of visibility (Lodge and Lynch, 2003; GLEN & Nexus, 1993) and,
when the research is sensitive (Lee, 1995), this has implications at every point in
the research process as:
The problems and issues that arise at each stage take a variety of forms
They may be methodological, technical, ethical, political or legal.
Sensutive research often has potential effects on the personal Iife, and
sometimes on the personal security, of the researcher (Lee, 1993:1).
Lee (1993) further argues that threats 1o the person can come in the form of
intrusion into an individual’s life and social space; it can take many forms, from
the perception of, to actual reality of, physical threat. These are considerations

that lesbian women take into account when deciding whether to participate in a

study, and in this study the lesbian women participants were self-selecting.

A mobile phone was purchased for the sole purpose of this study, as a mode of
contact that no one else had access to. [ had lengthy conversations with each
participant when the initial contact was made. I answered all concerns that were
voiced and rang each lesbian woman prior to meeting them for the interview even
when time, dates and venues were set. This enabled me to establish my
credibility as a researcher, and begin to develop a relationship based on trust and
confidentiality. It also acted as a buffer zone for potential participants to remove
themselves from the study if they so wished. A consent form was signed by each
participant (appendix A), and a plain language statement of the study (appendix
B), was given to each woman. Each participant retained a signed consent form,

which clearly states that they can remove themselves from the study at any stage.
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5.4.2 Lesbian nurses
I decided to develop two different advertisements for two different audiences.
The GCN advertisement did not include an invitation to lesbian nurses to
participate in the study. A lesbian nurse responded to the GCN advertisement
stating:
liked the advertisement as it caught my eye and made me think about
ringing to find out what the research was about and if I could help
(telephone conversation with Grainne, a lesbian nurse).
In conversation with Grainne, I stated 1 was also interested in lesbian nurses’
experiences of working in health care. She asked why I did not include lesbian
nurses in the GCN advertisement. 1 explained the dual approach to advertising
which meant separate advertisements for lesbian women service users and lesbian
nurses. However, the GCN advertisement did obtain other lesbian nurses who
responded as a service user:
Hi there Mel my name 18 X. I would be mterested m participating in
your study as a gay woman who both works and avails of Irish health
care service How should I go about participating?
Text messages enabled me to obtain some of lesbian nurses sample. I discovered

other respondents were nurses through the initial telephone conversations when

they rang inquiring about the GCN advertisement.

An advertisement (appendix D) to obtain a sample of lesbian nurses was placed
on the National Council for the Professional Development of Nurses and
Midwifery (NCNM) website in March 2006. The advertisement was also placed
in the NCNM magazine edition in June. Every registered nurse in Ireland

receives the magazine. While the advertisement on the NCNM website elicited no
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participants, the magazine advertisement did, validating the more informal

method of contact which did not threaten a nurse’s professional status.

The NCNM website advertisement did not have the sentence indicating I was a
lesbian researcher. The gatekeeper of the website specified NCNM did not “give
out personal details on their website”. Although 1 did state that this was not
something personal but rather a fact, it did not alter the gatekeeper’s commitment

to the personal security of all advertisers. This is discussed below.

5.5 Overt versus covert research
Byrne (2000:145) points out the pitfalls of being an insider.

it challenges the supposed objectivity of the researcher and the emphasis
on mamntaimng distance from research subjects.

She further explains that being the insider challenges the traditional construct of

the research relationship which is presented as:
objective, expert researcher [with] little m common with research
participants and that this 15 desirable for the production of value-free,
neutral, scientific research (Byrne: 2000:143).

However, being an insider researcher allows those who belong to a marginalised

group to speak freely, without fear of judgments or preconceived ideas being

made about their experiences.

I undertook overt research by stating that [ was a lesbian researcher in the
advertisement, signalling in this way my insider status to all potential participants.
However, my insider status did not include belonging to the nursing profession,
rather my knowledge of nursing emanates from my position of lecturer in a

nursing school. Platzer and James (1997:627) suggest that researchers who




acknowledge their insider status may face the “threat of stigma contagion

particularly when taboo subjects are exploved which relate to sexualiy”. A
researcher may experience similar stigma to the group that they are studying.
While both Platzer and James (1997) indicate they experienced stigma before,
during and after their research, I have not experienced this from my colleagues or

when [ present papers at conferences.

(Qakley (2005) and Reinharz (1992) suggest that feminists claim that if women’s
lives are 1o be understood, “it may be necessary for her to be interviewed by a
woman” (Reinharz, 1992:23). Reinharz (1992.24) further states:

A woman listening with care and caution enables another woman to

develop 1deas, construct meaning, and use words that say what she

means.
I argue in a similar vein that for lesbian women to be understood in a research
project, it may be necessary that a lesbian woman undertakes the interviews. This
does not negate the fact that other researchers, who are not lesbian, can interview
but rather that they may not be privy to the types of revelation(s) that are made
available to an insider researcher. Participants must feel that they can trust, that
they will not be judged (Claassen, 2005; Clunis et al, 2005) or that the researcher
will not bring preconceived ideas about their situation to the interview
(McDermott, 2004: Weston, 2004; Reinharz, 1992). For instance, Higgins and
Glackin (2005) found it difficult to obtain a sample in their research on Irish
lesbian, gay and bisexual experiences of bereavement. Even though Higgins and
Glackin had advertised in GCN for participants there was little take up. They

were informed (by contacts in the gay and lesbian community) that the

marginalised group they wished to study, did not trust two ‘straight’ women
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number of interviews. Fificen lesbian women who had experience(s) of health
care made contact, and twelve were interviewed. Nine lesbian nurses responded
to the study and seven were interviewed. In total, nineteen interviews were carried
out, and while all the women report to be lesbian, each of them has a very
different story, demonstrating the diversity that exists amongst lesbian women.
Through interviews, the voices of lesbian women can be heard, offering us an
insight into their “ideas, thoughts, and memories i therr own words rather than
m the words of the researcher” (Reinharz, 1992:19). Interviews ranged in
duratton from twelve minutes and two hours, with the majority between forty to
sixty minutes. Two interviews took place in the School of Nursing
communication suite, DCU, one took place in my home, and the remainder took
place in the participants’ homes. At the end of each interview, I asked the
participant if they would ask their friends to participate in the study, and in this
way the study snowballed. This is a technique used by others who have
researched lesbian and gay populations (Claassen, 2005; Weston, 2004; Phellas,

2000).

As I was always concerned that I was asking lesbian women to give their time, I
made sure that I arrived early to their homes. All of the women were hospitable,
offering tea or coffee, a glass of wine, and in some cases, we shared lunch. I was
nervous about the interviews as I wondered whether I would be too intrusive, or
whether 1 would gain data that would be useful. I constantly reminded myself
that it was the women’s stories I wanted to hear and that their experiences were
real to them, therefore making the data important. However, [ was reminded of

Byrne and Lentin’s (2000:7) identification of the practice of feminist research, as
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“prioritising women’s lived experience of the social, telling this experience ‘i
their own voice™ rendering my concerns less important, as it is the voices of

leshian women that need to be heard.

Dorothy and Smith have argued that those who research women:
must never lose sight of women as actively constructing as well as
interpreting the social processes and realities that constitute their
everyday lives (quoted in Byrne and Lentin, 2000:9).
Initially, T wondered about how much of myself I should give, but Letherby
(2003) indicates it is the nature of research to give of the self. Wuest (1993)
points out that some researchers find the detached relationships between
researchers and researched problematic (cited in Im, 2000). However, Remharz
(1992:26) argues that “every aspect of a researcher’s identity can impede or
enhance empathy” The interview process is thus a social interaction situation,
and the more open [ became about my own identity the more relaxed and
forthcoming the participants were. Phellas (2000:61) experienced similar
outcomes in his research on men who have sex with men with the Cypriot
community in London.
It seemed to me that the more I disclosed about my own sexual lifestyle,
Sfamily background, coming out and personal relationships, the more
safe they felt to open up to me.
What a lesbian woman says is happening in her world is happening as she
experiences it and lives it: “It is m the co-disclosure of the shared world that
issues of voiwce, reflexivity, identity, and understanding reveal themselves”
(Kavanagh, 2006:252). It is through the voices of lesbian women that we can

begin to understand their experiences of health care, and lesbian nurses’

experiences of working in the health care environment.
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5.6.1 Concerns of participants

Prior to the interview, a lively debate was engaged on an individual basiss with
lesbian women who participated in this study, ranging from experiences of the
gay/lesbian scene, relationships or political issues such as civil parinership.
Participating in these debates led to ease of communication (Oakley, 2005), an
appreciation of understanding lesbian life and my credibility as a researcher and
member of the community was enforced. McDermott (2004:177) notes that
“studies have reported the willingness and eagerness with which participants tell
their stories to lesbian and gay researchers”, a situation, as previously mentioned
(sce page 137-8), that is not necessarily repeated with other researchers.
Consequently, as an insider I have been able to gather data, as well as have
unprecedented access to the lives of the women who agreed to be participants in

this study.

Lee (1993) argues that research on sensitive topics could place threats on the
integrity of the individual who participates or the researcher. In the data-
gathering process I found that some lesbian women live in constant fear of being
‘discovered’. Lesbian women use well practiced “everyday skilful coping”
(Draucker, 1999:361) in their daily lives; however, the constant anxiety of being
exposed is a daily reality for some. They develop well tested mechanisms of
survival, which can be threatened if they feel they will be exposed or revealed
(Wojciechowski, 1998).

I found that in some cases this concern is so over-powering that it inhibits their

participation, even when they make the initial contact and want to tell their
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stories. In conversations 1 had with lesbian women prior to recording their
experiences, these concerns were expressed. Some participants spoke about
living in the areas in which they currently reside, and how they protect their
sexual identity by not displaying signs such as the rainbow flag, pmk triangle or
overtly alerting their neighbours. Claassen (2005:20) illustrates this point when
she writes that lesbian women-
have built numerous barriers and safeguards around themselves They
know exactly what dangers and pleasures their life story and current
lifestyle can bring to them.
I was aware that, by inviting me to their homes, lesbian women were exposing
themselves and leaving themselves vulnerable, as I knew where they lived.

However, this also points to the level of trust they were willing to place in me, as

1 would not reveal their identity or place of residence.

5.6.2 Barriers to participation

In this study issues of trust and confidentiality acted as barriers to participation for
lesbian women who have lived a lifetime in secrecy, even though they had
initiated the contact. It was a conflict that for some lesbian women could not be
overcome, Claassen (2005) has similar experiences in her research, whereby
lesbian women would talk openly and frankly but would not allow a recorder or
their informal conversations to be used. While some lesbian women indicated
that they appreciated my openness and frankness with them, issues of trust were
not directly related to me as a person but rather to where “the information nught
end up”. 1 reassured participants, that my starting point was to give a voice to
lesbian women in the area of health care. Even though five potential participants

accepted this reassurance, they did not feel they could continue as they feared that
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the material could not be disguised enough to protect their identity. It was
suggested “Ireland was a small place and X [pames urban area where she resides]

even smaller”.

Consequently, this problem of trust focuses on two important issues: why and for
whom the research is being undertaken:
As qualitative social researchers reflexively exploring everyday lives, we
must continually confront questions of the nature and assumptions of the
knowledge we are producing, and who we are producing it for (Edwards
and Ribbens, 1998:4).
Edwards and Ribbens (1998) argue against qualitative researchers having io
justify their research. However, this argument does raise the issue of who we do
rescarch for. In other words, why did 1 choose this particular topic and
methodology? My interest in the topic arose out of my own expericnce of health
care, as well as numerous conversations 1 had with friends of their experiences of
health care. Lively debates on issues such as: whether lesbian women needed a
smear test; doctors informing lesbian women that they were not really sexually

active, as they were not having sex with a man; and inappropriate or irrelevant

health care leaflets; led me to develop the current project.

However, the salient question of ‘where does the information end up’, 1s most
important for some of the lesbian women who participated w this study. Will
their voices be lost in the transcribing of their interviews? Or, will the material be
so insufficiently disguised that their safety will be in jeopardy? These are issues
that every researcher who undertakes research, on sensitive topics or marginalised
groups, confronts (Lee, 1993; Reinharz, 1992). The private and personal social

world of lesbian women who participated in this study will be presented to an
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academic audience, so bringing into public gaze, lives that have been hitherto
hidden. These reasons dictate that the researcher must protect participants from
identifiers. Consequently, there are ethical considerations to be taken into
account at every juncture of the research process and Sorrell and Dinkins
(2006:310) inform us that:
ethics is concerned with the suffering humans cause one another and the
related capacity of humans to recogmize and address this suffering
through empathetic virtues of sympathy, compassion, and caring.

These ethical considerations have been into account during the data gathering

process and interpretation of the data.

5.7 The interview
The interview schedule consisted of one statement, which invited the participant
to reflect on her experience of health care, whether as a service user or as a
member of the nursing profession:
o Lesbian women services users were asked to describe their experiences of
health carc.
e Lesbian nurses were asked to describe their experience of being a lesbian
nurse in Irish health care.

1

As Dinkins (2005:111) points out, the researcher is the ““‘instrument’ through
which data is collected”. In this way, my abilities as a hermeneutical
phenomenological researcher to enable participants to recall their expericnces as
lesbian nurses or service users and reflect upon them, had a direct impact “on the

quality of data obtamed” (Dinkins, 2005:111). During the initial enquiry from

potential participants we spoke about what my study was about and what I would
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with Caireann, was completed. Finnsech was interviewed separately, as her
partner Bébinn was not home from work when I arrived for the interview.
However, when her partner arrived we had completed our interview and Finnsech
remained for Bébinn’s interview, thus adding to the conversation as it progressed.
The following table shows the breakdown of those interviewed as a couple and
those as single interviews.

Table 5.2: Interview type — Service users and nurses

Individual interviews Couple interviews
Aibheann Barrfind and Folda
Afric Bébinn and Finnsech
Caireann Cellach and Gormlaith
Donnfthlaidh Narbflaith and Meadhbh
Ebhlin Rioghnach and Laoise
Finnsech
Grian
Muirgel
Saoirse

| Total 9 10

Interviewing lesbian women as couples led to them sharing their experiences of
particular incidents during their health care encounters with each other. 'The
mterview provided an occasion to talk about issues and feelings they may not
have had an opportunity to discuss. One example where this arose was between
Meadhbh and Nérbflaith. Narbflaith was discussing one admission into hospital
and Meadhbh began to speak about her feelings about the situation she found
herself in.
You probably heard none of this before? (Meadhbh).

No! Yeah! No! 1 think we did have that discussion afterwards
(Narbflaith).

In this way the interviews were strengthened and facilitated a deeper

understanding of what was taking place in health care encounters. It also led to
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1990:30). If this is the case, how can we undertake a phenomenological study?
The answer lies in Caelli’s (2001:275) assertion that:
It is the task of each phenomenological researcher to navigate the
abundant and conflicting literature in phenomenology and arficulate an
appropriate process or method for achieving the aims of a particular
project.
She further states that this position is derived out of the uniqueness of
phenomenology as it stems from philosophical positions (Caelli, 2001). What the
researcher needs to do is understand the philosophical position being used while
underlaking a phenomenological study. Rosenthal and Bourgeois (1977) earlier
put forward the opposite to Caelli’s (2000} argument, suggestng that if we
illustrate understanding of the method then it signifies understanding of the

philosophical position. The philosophical position derives from the question

which the researcher wants to answer.

Van Manen (2002) titled his book on writing phenomenology: Writing mn the
Dark. This title in and of itself expresses adequately my experience of
interpreting the data. Questions flooded my consciousness when it came to
writing this part of the research. How was I to go about it? What did it mean to
write? Would I get it right? Would I represent the voices of the lesbian women
who participated in this study adequately? Dr. Christine Sorrell Dinkins at the
Institute for Interpretive Phenomenology (2007) indicated that the hermeneutical
circle begins the moment you choose your topic of study. In other words what
has gone before and what comes after are both crucial parts of the circle. So 1
was in the hermeneutical circle without initially realising it. Van Manen (2002:2)
states that “the writing remains panfid, difficult, disorienting”. Yet it is through

this process of disorientation and difficulty that a text finally emerges.
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Through writing, re-writing and re-writing, a text emerged. However, the
question remains, how did the text happen? In addition, Ironside (2005) suggests
that we cannot step in and out of the circle but must remain within it throughout
the process, though we can go back and forth. Krell (1993:344) also suggests:
In poetry we are less disposed to manipulate things or reduce them io
our own techmical-scientific, quantitative frames of references; we are
encouraged to let things be what they are and show their many-
Sidedness
In this sense we let poetry speak to us as it is voiced or written. We sit with it and
allow it to seep into us. This is the approach I took with the data which was
collected on an ipod, downloaded onto compact discs, and transcribed by a
professional transcriber. [ spent time with the data through the spoken word,

listening to the lesbian women describe their experiences. When I had come to an

understanding of what was being said, I then turned to the written word.

In a Heideggerian sense, T dwelled with the data.
When we speak of dwelling we usually think of an activity that man
performs alongside many other activiies. We work here and dwell
there We do not merely dwell — that would be virtual mactivity — we
practice a profession, we do business, we travel and find shelter on the
way, now here, now there (Heidegger, 1993:349),
Dwelling with the data, therefore, was not a passive activity. 1 was doing
business with it, practicing a profession, traveling with the data but also finding
shelter in the voices, staying put in parts and moving along in other areas. My
activities were taking me places, even though I physically dwelled in one spot,
namely my study. In other words, while I was dwelling with the material, my
mind was moving from one part to the next, making links through and between

the voices of the lesbian women. While I was dwelling, I was building meaning

and understanding which was contained within the material, thus leading me to an
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interpretation of the data. Through the returning to particular shelters, themes

emerged that enabled me to adequately describe and interpret the data.

Describing how the interpretation of the data came into being is not an easy
exercise as Smyth et all (2007) suggest that “working with the data is an
experience of thinkmg”. It is a difficult task to unravel how the thinking
happened. This study required the discipline of writing, reading, re-writing,
rereading until a text materialised. The initial writing was the first superficial
interpretation (Smythe et al, 2007) but through the process of rereading both the
data and the philosophy other interpretations emerged. However this was not a
linear process but one of going backwards and forwards until a text surfaces. As
Van Manen (1990:79) indicates,

Making something of a text or of a lived experience by interpreting its

mearng is move accurately a process of insightful invention, discovery

or disclosure — grasping and formulating a thematic understanding is

not a rule-bound process but a free act of ‘seeing’ meaning
Emergent themes were not necessarily similar for all participants but rather they
represented “an understanding that we have something that matters significantly,
something that we wish fo turn the reader towards” (Smythe, 2007) It is
something important that necessitates thinking about and gives an invitation to the

reader to think further. Themes can be thought of in another way, they give

“control and order to our research and writing” (Van Manen, 1990:79).

] was embedded in the study and at times did not know how something came to
light; it just did. Yet there were many times when nothing came and I just left it
and went for a walk. There were other times when the writing flowed and hours

just seemed to pass. Part of the writing took place in a hospital, my niece was
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very ill and I wrote while sitting with her. Without my knowing it at the time this
experience embedded me further into health care as 1 was present for my niece’s
medical and nursing care interventions. This was a peaceful time and the period
during which the interpretations were written. I would write as it came and when
the interpretations reminded me of something I had previously read I would put
the name of the philosopher or theorist in brackets with some thoughts to remind

me to look it up later and revisit the section.

Smythe (2005.228) states:

Within the experience of thinking there are no subheadings to categorize

or arrange thinking. Thinking lves in rich, multidimensional ebb and

flow, cirching and recircling  Nevertheless, the written account demands

a breaking down, and an order.
In accordance with Smythe (2005) the data was arranged through the headings
chosen. Through this process, the “panful, difficult, disorienting” aspects of
writing that van Manen (2002.2) point to, are hidden from the reader. For
instance in chapter 6 To be or not to be, [ go from lesbian women’s experiences of
living their lives as out and open individuals within society, to that of their
decision to come out or stay in the closet, while in a health care encounter. In
chapter 8 Never the twain shall meet. private lves, public silences, 1 begin with

lesbian nurses’ experiences of being out and open in health care setting in Europe

in contrast to their experiences in Irish health care environments,

Chapters 6 through to 9 are the interpretations of the data which are presented as
embedded within the philosophical framework that underpinned this study. “7The
choice to ‘do it this way’ is known as resonance, attunement, and a sense of

‘aoodness of fit” (Smythe et al, 2007).
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5.9 Study limitations

Hermeneutic phenomenology claims, meanings and understanding of everyday
life “are bound by context” (Esterfan, McAllister and Rowe, 2004:36). This study
aims to explore the meanings and understanding that lesbian women generate as
either health care service users or providers in the capacity as nurses. Therefore,
the findings of this study, conducted in Ireland, in 2006 with a small number of
participants, are not generalisable. As van Manen (2002:7) suggests hermeneutic
phenomenology writing does “not yield absolute truths, or objective
observations™ rather, “at best gains an occasional ghimpse of the meamng of
human experience’. Van Manen (1990:31) also reminds us that a
phenomenological study is always “one interpretation”. However, this does not
exhaust the process of interpretation, as there is always the “possibility of yer
another complementary, or even potentially richer or deeper description”. Thus

what is presented here, is my interpretation of the experiences of lesbian women.

5,106 Concluding remarks

This chapter has given an explanation of the method used in this study. This
account has outlined my choice of methodology, the choice of qualitative
technique selected and the research design employed. The description contained
in this chapter, details the characteristics peculiar to this study which have a
bearing on the methodology. These include the difficulties in obtaining a sample
of a hidden population 1n society, consideration of issues surrounding secrecy and
sensitivity, and the ethical and practical consequence of being an -insider’
researcher. It also explains the methods chosen to obtain a sample, and the

interview techniques utilised.
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The next chapter develops the themes that emerged from interviews with lesbian
service users of the experiences of health care. Their siories serve as text for

interpretation, utilizing the epistemological framework of Heidegger and Sartre.
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Chapter 6: Setting the Scene: To Be or Not To Be

6.1 Introduction

This chapter analyses a key theme that emerge from the interviews with lesbian
women as health care service users. The dominant theme is ‘coming out’ in
health care encounters; the process of ‘coming out’ for lesbian women is the point
of knowing who they are (Rust, 1993), with no such comparable practice for
heterosexuals in society (Bradford, Ryan and Rothblum, 1997). For most lesbian
women, ‘coming out’ is a life-long process, facilitating the need for self-
affirmation, validation and the acceptance by others (Chirrey, 2003). It involves
making decisions on whether to disclose or not to disclose, based upon the lesbian
woman’s comfortableness with the self, situations and in some cases upon the past
experience(s) of disclosure(s). Research has shown that coming out in health care
is important, resulting in the visibility of lesbian women (Enszer, 1996), provision
of adequate health care (Marrazzo and Stine, 2004) and building trust
relationships, with health care providers (White and Dull, 1997). All these issues

emerge in the interviews as they are linked to ‘coming out’.

This chapter is divided into four sections: the first deals with being lesbian in Irish
society; the second reviews the experiences of lesbian women of coming out in a
hospital setting; the third reviews the alienation of the self as experienced by
lesbian women; and finally, the fourth section explores the feelings of lesbian

women as being different in a health care setting.

6.2 Being lesbian in society

It 15 in the reality of everyday Ilife that the Other appears to us, and his
probability vefers to everyday reality (Sartre, 1969:253).
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Lesbian women confront the reality of being lesbian every day in Irish society.
They exist within a predominately heterosexual society whereby the institutions
reflect the heterosexual norms. This has been clearly illustrated in chapter two:
institutions such as family (Hug, 1999; Byrne, 1997), education (Laytte, 2006;
Norman, Galvin and McNamara, 2006; Lodge and Lynch, 2003) and religion
(Kenny, 1997; Nic Ghiolla Phadraig, 1995), all of which reinforce heterosexual
society, placing lesbian women on the margins of that society. In addition, as we
have discussed in chapter two (section 2.6.2), there is no legal recognition of their
relationships (Mee and Ronayne, 2000; Moane, 1993; Irish Council for Civil

Liberties, 1990).

In their day-to-day living, leshian women in Ireland know how to act, react and
behave to exist within society (discussed in chapter two), having developed what
Draucker (1999:361) calls “everyday skilful coping”.  These well-tested
understandings and ways of being for lesbian women (Claassen, 2005), are
normal ways of being, that enable them to negotiate the culture they exist 1n.
However, these normative ways of being for lesbian women, maybe disrupted
when they are admitted into hospital, attend a G.P’.s surgery or health care clinics
for treatment. Lesbian women’s coping strategies in everyday life, therefore,

maybe challenged when they seek health care.

6.2.1 Coming out to family
The progression in acknowledging who you are is called coming out, in particular
coming out to the self, which is the initial aspect of the process. Coming out is a

precarious affair whereby lesbian women choose when, where and to whom they
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relate their sexuality. It involves making decisions on whether to disclose or not
to disclose, based upon whether it is safe to do so or not, resulting in the process
being fraught with the unexpected, from social acceptability to rejection. In some
instances lesbian family members have been unwelcomed by family and
friendship groups. However for lesbian women:
Coming out can be ecstatic release, joyful abandonment, passionate
embracing, sexual surging, a plunging into new consciousness, a
Jjourney of discovery (Moane, 1995:86).
Coming out is not a singular activity, but requires indicating one’s sexnality time

and again (McDonald, 2006; Markowe, 1996) (see chapter two, section 2.6.1 fora

discussion on coming out).

Lesbian women experience coming out on numerous occasions with family,
friends and co-workers. This enables lesbian women to know who they are, and
by informing Others it reinforces the self:
To tell you the truth I'm very confident, very outward, couldn’t give a
flying you know what, who knows whether I'm gay or not. I’ve been out
at work for many, many years, out to my family for many, many years
and then I ended up in X [names hospital], and you would think people
would be a little more progressive (4ibheann).
Another participant, Rioghnach, indicated that not all women have the support of
their families.
But Laoise wouldn’t have her own family backup there, she’d have my
family backup. Laoise has been integrated into my family, all my nieces
and nephews call her auntie Laoise (Rioghnach).
Aibheann’s experience of being a lesbian woman is one of living her life openly
about her sexuality. While Rioghnach is open with her family, of which her

partner Laoise is considered a member, Laoise on the other hand is not accepted

by her own family.
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Laoise’s experience of not being accepted by her family, emanates from an
experience she had with a G.P., who outed her to her parents:
I had a bad experience years ago with my own GP, donkeys years ago,
family GP, outed me to my parents. ... | was cut out of the will and
ostracised, sent to a psychiatrist to straighten me out and all this crap
(Laoise).
This quote illustrates the consequences for some lesbian women of being outed.
Laoise as a young woman discovering herself, did not have a choice in how she
informed her family about her sexuality (see chapter three on the medicalisation
of homosexuality). Makowe (1996) suggests that coming out is not a
straightforward process, but rather it requires negotiating complex issues (as
discussed in chapter two, section 2.3.4). Laoise received the care of a psychiatrist
who declared her “normal’, which did not have the desired consequences for her.
She was excluded from her family, and this took years to resolve. This illustrates

the consequences a health care encounter can have for some lesbian women

through lack of confidentiality.

While Laoise did not have an opportunity to tell her family in the way she may
have wished, Barrfind accidentally, rather than by choice, informed her family but
equally suffered negative reactions:

1 remember when I came out to my family, I didn’t really come out, it
was by accident, but anyway, when my mother found out she went
absolutely ballistic and my sister said to me, what do you do in bed? I
didn’t even answer her but I thought, my god, if she just had a little bit
more, if she just said well 'm happy for you or upset for you or it’ll take
me a bit of time to get around it, but that was the question, what do you
do in bed? ... It’s the lack of thinking that there could be any other way

(Barrfind).
Living in a heterosexual society with the expectations for women to be

heterosexual was reinforced for Barrfind. Not only is the reality that there ‘could
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be another way’ of being, but there is also the simultaneous questioning of the
nature of a lesbian relationship, with the focus being on sexual activities. It
silences women’s sexual needs, whether they be lesbian or heterosexual, and

reduces them to the single status of being sexual objects, rather than individuals.

Barrfind further indicates that, while she accidentally came out to her mother and
sister, it is a process that never ends-

Every time you encounter somebody you have to come out all over
again, and it’s hard enough with family and stuff (Barrfind).

While Moane (19935) views coming out as a possible positive affair, an ecstatic
release, leading to a path of discovery culminating in a joyful experience, this was
not the reality, for both Laoise and Barrfind. It led instead to negativity and a
questioning of how they could be different, as the reality of lesbianism was not in
the realm of their families” consciousness. This reflects the all-invasive existence
of heterosexuality rather than diversity (Kavanagh, 2006), resulting in the silence

and invisibility that surrounds lesbianism in society (see chapter two).

6.2.2 The truth of the sitnation

Rioghnach and Aibheann know who they are, and acknowledge the truth of their
situation through disclosing their sexuality to all the significant people in their
lives, such as family. Laoise was not afforded the opportunity to acknowledge
the truth of her situation to her family in her own terms, while Bébinn came out
by accident rather than design. Aibheann acknowledges the truth of her situation
to friends and is confident enough to be open with her work colleagues. Through
this, her sense of self is revealed both to herself and to others. All of the women

in their own way, become through the mediation of others (Earle, 1969; Sartre,
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1969). Giddens (1991:54) suggests that an individual will have a stable sense of

self-identity if there is:
a feelmg of biographical continuity which she is able to grasp
reflexively and, to a greater or lesser degree, communicate to others
That person also, through early trust relations, has established a
protective cocoon which ‘filters out’, in the practical conduct of day-to-
day life, many of the dangers which i principle threaten the integrity of
the self. Finally, the indinidual 15 able to accept that infegrity as
worthwhile,

Aibheann and Rioghnach had already established their feelings of biographical

continuity, that is, when they look back on their own life story they recognise the

self.

They achieve this by communicating who they are to themselves and then to
others, particularly their families. This enables them fo develop trust
relationships, whereby they can be themselves with themselves and others, thus
establishing a comfort in their life. Through this Rioghnach and Aibheann have
created their own integrity, by coming out to themselves, their families, friends
and co-workers. While Laoise and Bébinn did not choose the way they became to
their families, they equally acknowledged the truth of their situation to themselves
and Others, even though it resulted in pain. They effectively reverse the necessity
that some lesbian women find themselves in, that is, of living a dual life (Clunis
et al, 2005). This can necessitate passing as a heterosexual while knowing the

truth of the situation.

Rioghnach illustrates what it is like living her life with Laoise and their
experience of heterosexual community:

The neighbours all know about us. We’re not an in your face couple. I
think we’re just being treated like an ordinary, average, everyday
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couple, nothing different, straight down the middle. It’s not great, you
can’t say it's great, just normal. The young people around here know
about us. The old people around here know about us. We’ve never been
harassed (Rioghnach).
Rioghnach points out that to live one’s life with the truth of the situation is, for
her, to live a ‘normal’ life interacting with her neighbours young or old and
building up interconnectedness. Rioghnach and Laoise belong, they are part of
the community in which they live. However, they are not “obviously™ lesbian:
‘we’re not an in your face couple’ which enables them to co-reside with Others
and be an ‘everyday couple’. Through this she expresses the normality, as she
experiences it, of being part of a couple. Rioghnach and her partner Laoise can
be themselves in the face of Others. However, by stating that they ‘have never
been harassed’, they indicate that their life may not be the reality of all lesbian

couples, suggesting that lesbian women are always aware of the possibility of

harassment.

6.3 Coming out in 2 hospital setting
It is this sense of self that Aibheann brings with her when she is admitted to
hospital. She has a history of admissions for procedures emanating from
gynaecological issues, which she indicates are part of her medical history, and the
history of both her mother’s and father’s family. She continues the story of her
wish that the health care profession would be aware of lesbianism. This
expectation is the result of her own lived experience of being a lesbian woman in
society:
One of the registrars, when I was there, was talking to me and whatever
and she was saying, when was the last time you had sex, and when was
the last time you had intercourse, and when was the last time, and I’'m

not one to get embarrassed or anything like that, but then she started
getting down to the nitty gritty, and I was just thinking this woman does
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not have a clue what it’s like to be gay in this country, and have
someone asking you questions like this. Then it came down to
something very personal, and she said, and I was kind of out of it at this
time probably as well, ... I don’t know what they gave me, but I think I
was starting to float away and she said well have you ever had sex with
a man and 1 went why is it relevant, and she went oh well I need to
know. | went, well no, and she said oh well technically you’re still a
virgin and I went I’'m sorry I’'m what? Excuse me, can you just repeat
what you just said and she did. I was kind of there, whatever your
perception of, I can’t even remember what I said to her right now, but it
wasn’t very flattering, even though I kept my composure and didn’t use
any bad language, but I was not impressed. Not only did she bring this
up on the first morning 1 was admitted, but everyday 1 was there she
made reference to that, everyday I was there and this was last November
[2005] and I couldn’t believe it. I was there, who does this person think
she is (Aibheann).
Like other people, lesbian women are vulnerable when they are in hospital, and
they expect that health care professionals have an understanding of their situation.
However, what Aibheann’s story indicates is that some health care professionals
are not only not aware of lesbianism, but are also openly prejudiced towards
lesbian women. Aibheann’s feelings of comfort, ‘starting to float away” resulting
from medication as she described it, was disrupted as she was brought back to the
reality of the difference in her situation. This was illustrated by reinforcing the
heterosexual norm at every opportunity by Aibheann’s doctor from the initial
consultation, to every day of her hospital stay. Her health care provider
pronounced with authority that lesbian sex is not real sex, which is between a
woman and a man Aibheann’s worth and value as a sexuval human being is
measured against the heterosexual norm. She is devalued as a sexual human
being. Her worth, value, and understandings of who she is in the world were

undermined:

1t 15 only through being object that we can be given a value, assigned a
worth, some “thing” that can be assessed (Howard, 2002:59).
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Aibheann is not measured in accordance to her own community but to the general
heterosexual community, the community of the assessor, that is the health care
provider. Within this measurement she becomes a virgin. Her sexual activities
are relegated to non-existence:
By far the most, you see that was the thing, what made me feel terrible
was that morning in X [names hospital], it was almost like 1 felt
ashamed to be gay, because this woman felt she could say that your sex
life is completely irrelevant, because your partners have been female.
just thought what the hell is this woman on (4ibhearn).
Sartre (1969:261) suggests that “shame of self, 1t is the recogrition of the fact that
I am indeed that object which the Other is looking at and judging”. It disrupts the
sense of self, the taken-for-granted knowledge of knowing who I am. Aibheann
did not allow herself to become the object of this judgment, rather she ‘almost
felt” but did not quite get there, as she questioned the ability of her health care

provider to render her ‘ashamed’ of who she was. Equally, Aibheann did not play

out the stigmatised role (Goffman, 1963).

Sartre (1969) suggests shame occurs once there is no freedom to be. Through
questioning the validity of her health care provider to judge her, Aibheann
reasserts her freedom to be. She is this being that the Other judges, a lesbian
woman, she has embraced herself:
I am this self which another knows And this self which I am — this I am
 a world which the Other has made alien to me, for the Other’s look
embraces my being (Sartre, 1969:261).
The world as Aibheann understands it has disappeared from her and becomes a
world that she does not recognise. Not only has the world become alien to her,

she is simultaneously alienated from the world. However, she successfully

prevents the alienation of the self.
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6.4 Alienation of the self
While Aibheann manages to prevent the alienation of the self, Bébinn, on the
other hand, found herself completely alienated when she came out to her provider.
Bébinn was admitted with suspected meningitis:
In a particular incident I was out in the hospital and I didn’t have any
relatives here or any that could come over and I was on my own, I was
absolutely terrifed and very, very ill and I had possibly, stupidly....ye
know but I didn’t really give a shite, told them that Finnsech was my
partner and put her on my form as next of kin. I was told that she
couldn’t come in with me, she couldn’t come either while I was being
examined or while the doctor was speaking to me. She was sent out of
rooms, and when I asked for her to be brought back in they wouldn’t
allow her. So it was a very frightening experience to be stuck on my
own, not really knowing what was going on, I was seriously ill... and
that and ye know, just having nurses not really wanting to touch me or to
treat me. One incident, T went without, the sort I had, I had bacterial
meningitis and 1 would have needed antibiotics at regular intervals and I
went without them for a full day, because the particular nurses who were
on refused to even look at me, let alone touch me or treat me (Bébinn).
Bébinn being European'® did not have members of her family in Ireland; she was
frightened as she did not understand what was happening to her. Bébinn
recognised that she needed support in dealing with the crises she found herself in,
as she felt that she was ‘stuck on [her] own’ even though her partner Finnsech

was with her. To be ill for her was a worrisome experience (Williams, 2001) and

she was afforded no opportunity to share this with her nursing care team.

Research has shown (Williams, 2001; Fredriksson, 1999) that sharing one’s
concerns with a nurse is specifically part of the nurse-patient relationship. Bébinn
did not choose to come out, rather she saw her needs but felt that she did it
*stupidly’, experiencing all the consequences that followed. However she was not

allowed to have her partner Finnsech with her, but the reality of having come out

¥ Bébinn migrated to Ireland from another European country and found that her hospitalisation
required a next of kin. Since none of her family resided in Ireland she chose her partner to be her
next of kin
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led her to being not cared for by the nursing staff. She went without medication,
and equally she was avoided by not being looked at or touched. Sartre (1969)
speaks of the look to be avoided; for Bébinn the nurses avoided her look and
avoided looking at her. It is through this that Bébinn is objectified by the absent
look of the Other:
He 15 the subject who is revealed to me in that flight of myself towards
objectivation But the original relation of myself to the Other 1s not only
an absent truth aimed at across the concrete presence of an object in my
uriverse, it is also concrete, daily relation which at each instant I
experience.  If the Other 15 on principle the one who looks at me, then
we must be able to explain the meaming of the Other’s look (Sartre,
1969:257).
Bébinn, in her attempt to find meaning in the avoidance of the look of the nurses,
states she ‘stupidly’ announced her sexuality. She finds meaning in the absence
of the look as centring on her lesbianism. She has become the kind of person to

be avorded through not being looked at, thus becoming stigmatised (Goffman,

1963).

In this instance it is more than avoidance, it is extreme prejudice in action
whereby nurses withdraw their care from Bébinn. MacGréil (1996:51) suggests
that avoidance:
is a common minority response to dominant postures not perceived to be
Jfriendly or desirable by the members of the society. Sometimes it may be
the only option open to a relatively weak minority mn the face of
dominant group hostility.
While MacGréil views avoidance from the perspective of minority groups or
individual members’® action(s), in Bébinn’s situation it was the action of the
dominant group, that is, heterosexual nurses, in relation to her care which led to

avoidance. The gaze is that of the professional nurse rather than the look of a

friend or stranger. The nurse looks at a patient to access and guide her in her
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clinical practice. Equally, she utilises the look to reassure and comfort the patient
through being there (Fredriksson, 1999). Within this situation Bébinn becomes
the Other, her similarities to the nurses, that is, as a woman, are negated and her
difference is exposed through isolation. She becomes the difference in
womanhood and exposes the fact that not all women are the same; that diversity
exists. Bébinn was to be avoided and she experienced the hostility of the

dominant group.

Lesbianism is something the nursing team could not cope with; they also lacked
empathy with their patient. Empathy is considered “essential for ummparred
moral judgements and behaviow” (Myhrvold, 2003:35), and is deemed an
important element of caring. However, the actions of nurses, or rather lack of
them, removed the integrity of Bébinn’s being. Naef (2006:147) utilises the term
“bearing witness”, indicating that this broadens the nurse-patient relationship as it
is:
a special way of being with persons because 1t mvolves being atfentive
to persons’ lived experiences and truth, honouring unigueness n
respecting different ways of living a situation, supporiing persons’
choices, espousing the belief that persons know themselves best, and
recogmizing human inlerconnectedness.
For the nursing staff caring for Bébinn, there was no special way of caring, of

being with her. Her interconnectedness with humanity was severed by the lack of

bearing witness

Consequently, the truth of her everyday life was not explored or recognised. The
truth of the dominant group was reinforced by exclusion. The underlying

message is that nurses only care for those like them, that is, heterosexual women.
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Naef (2006) broadens the notion of empathy to facilitate difference to exist even
if we do not understand the difference. Therefore, I know I am lesbian and by
extension different; however, this does not deny me my connection to humanity.
In other words nurses do not need to understand me to treat me and difference
exists in being human; therefore we are not all the same (sce chapter two and

three).

6.4.1 Touching the Other
Within nursing literature there is a distinction made between physical touch and
therapeutic touch (Gleeson and Timmins, 2005; Chang, 2001; Shakespeare, 2003;
van Dongen and Elema, 2001; Routasalo, 1999). The latter is considered part of
the healing process. IHowever, Gleeson and Timmins (2005) and Chang (2001)
suggest that little consideration is given to physical touch in nursing research. It
is the elements of physical touch that concern us here. Routasalo (1999:843)
states that physical touch:
is an mtegral part of nurse-patient mteraction in virtually all nursing
situations The more the patient needs help n daily activities, the more
the nurse will try to help by means of touching Touch also plays an
mmportant part m complementing verbal commurication, in turning a
patient’s attention to verbal communication, m claming a patient and in
showing carmg to a patient.
Touch then is considered an integral part of the nurse-patient relationship leading
to communication (Shakespeare, 2003; Chang; 2001), giving comfort to patients
(Gleeson and Timmins, 2005) and portraying acceptance of the patient

(Fredriksson, 1999). Through touch the nurse makes contact with the patient,

reassures them and gives them a sense of being cared for (Gleeson and Timmins,

2005; Chang, 2001):
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allows them to grow as a person. In this case Bébinn’s personhood and growth

were stunted.

Bébinn indicated that she did not need nurses for the physical aspects of her care
as her partner provided it:

Oh! 1 didn’t need any of that, I was ok. Finnsech really looked after me.
I didn’t need any nursing care for that (Bébinn).

However, she is aware that if Finnsech was not a nurse then as she said; ‘I would
have been fucked!” but she equally states that if Finnsech was not in her life
things may have been different:
Yeah! But then if I hadn’t have had Finnsech, they wouldn’t have
known 1 was lesbian and I would have got tip-top care I'm sure! (laugh)
(Bébinn).
Bébinn gives meaning to the care or lack of care she experienced emanating from
her sexuality. If she had not stated she was a lesbian then nobody would have
known and she would have received the appropriate care. Her difference would
not have been exposed. She finds meaning in the conundrum of her difference, if
she had passed as straight she assumes sarcastically she would have received ‘tip-
top care I'm sure!” Consequently, Bébinn became one of the categories of

patients that are untouchable, a situation which is not new to the lesbian and gay

comumunity.

During the early years of the HIV/AIDS pandemic gay men were the
untouchables. This emanated from the lack of knowledge and prejudice that
existed around HIV/AIDS and gay men (Albarran and Salmon, 2000). While
much has been done to alleviate this situation for gay men, this has not filtered

down to lesbian women:
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Context of discourse and interaction position persons m systems of

evaluation and expectations which often implicate their embodied being,

the person experiences herself as looked at in cevtain ways, described n

her physical being i certain ways, she experiences the bodily reactions

of others to her, and she reacts to them (Y oung, 2005:17)
Bébinn was placed into systems of evaluation and interaction through her illness,
by being admitted to bospital. On entering hospital, a patient expects to be
evaluated, assessed and cared for; they expect that their illness will be reviewed
and considered, and that the person embodying this illness will be cared for.
However Bébinn also experienced the kind of being she was, that is a lesbian
woman, being evaluated and assessed and rendering her without care. Lesbian
women like other patients expect to be treated, made well and returned home.
What they do not expect, is the examination of the totality of the self exposed for
Others to see and evaluate, in accordance to the values and belief systems of those
caring for them from heterosexual norms. The nurses Bébinn encountered in
hospital, evaluated her as a person they did not want to care for, as she was

different; her difference did not warrant their time or care. She was made aware

of this by the Other, nurses not wanting to care for her, or reluctantly doing so.

Van Donegen and Elema (2001.154) suggest that if nurses do not have an outlet
for their feelings towards certain patients, they build up beliefs of distrust, disgust
or in extreme cases contempt:
Feelings of disgust, shame, guill, etc are hudden feelings and causes of
much emotional trouble for nurses. They serve to reduce the intimacy
between patient and nurse The patient is felt as a threat.

This, to some extent, may explain Bébinn’s experience, although, as the nature of

professionalism mn nursing is to care for the patient regardless of who they are. It
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would appear from van Donegen and Elema (2001), that the actions of the nursing
staff can be viewed from the threat perspective:

Perceptions of threat may be considered to reflect reaction to something
that departs from ‘normality’ (Markowe, 1996:48).

‘Normality’ can be considered a cultural phenomenon, as what is ‘normal’ in one
culture may be ‘abnormal’ in another culture. In this way an individual may feel
threatened by what goes against her/his cultural norm, in this case the ‘norm’ of

heterosexuality rather than diversity in Irish society.

The social anthropologist Douglas, was concerned with how people see
themselves and Others, and how this effected their social interactions (Taylor-
Gooby and Zinn, 2006). Douglas suggests that 1f an individual viewed the Other
as a threat to the integrity of the self, then the interaction was limited-

the use of risk as a concept for blanung and marginalizing an Other who

is posttioned as posing a threat {and thus a risk) to the integrity of the

self (Lupton, 1999:39-40).
The nurses can be viewed as seeing Bébinn as being different, and this results in a
lack of interaction between them. While van Donegen and Elema (2001) view
negative feelings as reducing intimacy between nurse and patient, Markowe’s
(1996) point is pertinent, as it is the mere perception of threat that leads to lack of

communication. Bébinn was different, she did not represent the cultural norm of

woman as heterosexual.

Van Donegen and Elema (2001) appear to suggest that nurses need emotional
education/iraining on their hidden feelings; and how to deal with their negative
portrayals of these feelings (see chapter three). Within the current curricula for

Irish nursing students, communication skills, and by extension the nature of touch
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are central aspects of thejr education programme'® (Gleeson and Timmins, 2005).
Through their literature review Gleeson and Timmins (2005) state that the factors
influencing nurses in relation to touch are environment and gender. Albarran and
Salmon (2000:453) suggest the critical care of lesbian, gay and bisexual patients:

How they are accepted, treated and nursed will largely be determined by
how informed and educated practitioners are about these patient groups
and thew physical, social and emotional health needs.

It would appear that in Bébinn’s case, the nursing team lacked information and
education on the care of lesbian patients, which resulted in Bébinn being viewed

as a threat, resulting in no nursing care intervention.

6.5 Being different

While Aibheann was questioned about her sexual practices, which were related to
the reason for her admittance to hospital, Bébinn’s questioning appeared to be
inappropriate to her condition. Here her difference was examined and probed, it
would seem, for the benefit of her health care provider:

During that period, I had a few doctors who were equally as difficult,
one in particular, I’d been seeing this consultant and he’d been to see me
every few days, and he was asking me various questions ... I can’t
remember now how he got into it, but he started asking me questions
about, I think he asked me whether I was sexually active and I told him
that I was, but that you know...it wasn’t penetrative sex that you know
and he was very, very puzzled, he was, he was, what was he? He was
non-European (names country) or something, he was a different, he was
a different race like and he you know, maybe he had different....but he
obviously had never come across a lesbian before in his life and he
didn’t, he couldn’t get his head around 1t at all. And he just proceeded to
ask me very, very personal questions about my sex life, and about what
we did when we made love. And I’m sitting there assuming that these
questions have got some sort of medical bearing because you know, 1

' Up to 2004 all nurse tramning in [reland was through the apprenticeship model. The recritment
of potential candidates for nursing, was made to the hospital one wished to frain 1, and people
were selected through an interview process (Fealy, 2006) This gave training hospitals power in
relation to the type of mdividual they wanted as a nurse 2004 saw the development of diploma
educated nurses, whereby links were made between hospitals based schools of nursing and 30
level instituttons  In 2002 nursing educat:on became a four year degree programme
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didn’t know any better, and I was out of my tree being ill, and on
various drugs and stuff. And it wasn’t til afterwards, until Finnsech was
allowed back in; I asked her what the relevance of these questions were
and she said no relevance whatsoever, you know, he had no right to be
asking you those. And under no stretch of the imagination, was that you
know relevant to any kind of, ye know diagnosis at all. I was absolutely
furious because I mean you do trust, people like myself who don’t have
any medical knowledge whatsoever. Now | know a ot better, back two
years ago [2004], I trusted the medical profession completely and
thought they could do no wrong, and like it’s not until now that I’ve
learnt to question (Bébinn).
Bébinn had found her nursing care team difficult to deal with; she also found

some doctors demanding.

The doctor-patient relationship has shifted throughout history, from a paternalistic
approach to a patient-centred one, which is described in the following manner:
“the physician tries to enter the patient’s world, to see the illness through the
patient’s eyes” (McWhinney quoted in Kaba and Sooriakumaran, 2007:57).
Therefore, a patient-centred health care requires the health care provider, to have
the ability to empathise with her/his patients, and use their patients’ view of the
situation to guide them in making a diagnosis. A patient-centred approach
ultimately views the patient-as-person and the doctor-as-person, thus recognising
the humanity of both participants in the relationship (Mead and Bower,
2000:1090)
Once passive recipients of medical carve, patienis are mcreasingly
regarded as active ‘consumers’ (and potential critics) with the right to
certain standards of service, meluding the right fo full information, to be
treated with respect and to be actively mvolved i decision-making
about treatment.
However, Bébinn’s experience is that she did not receive respect. She expected

the standard of care and questioning to be relevant to her condition; however this

was not the case. She was not freated from the perspective of the patient-as-
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person, rather it was patient-as-that-person, bringing her lived experiences into

the doctor-patient encounter.

While communication is considered the cornerstone of the doctor-patient
relationship (Schouten and Meeuwesen, 2006: Ramirez, 2003) it is also suggested
that:

climicians who care for women need to be able to provide

comprehensive and continuous care, including an ability to deal with

psychosocial and life-style aspects (Cockburn and Walter, 1999:34).
It would appear that life-style is an all-inclusive term that includes lesbian
women; but equally it is recognition that not all women are the same and that
diversity exists (see chapter two and three). Bébinn is the outsider, dependant on
the professional to assist with her care. She initially tried to find meaning through
recognising that her provider was non-European, and had never met a lesbian
before. Bébinn finds meaning in the reaction of her health care provider 1n the
same manner as Aibheann does, that is, if the health care provider had never met
a lesbian before, one could find some understanding in their attitude. Bébinn also

recognises the health care provider’s difference, and presumes that his cultural

experiences did not include lesbianism.

Rich (1999:202) observed that historically all cultures have had women who lived
their lives with other women. This was either acknowledged or not-
The fact 1s that women in every culiure and throughout history have
undertaken the task of independent, non-heterosexual, woman-connected
existence, to the extent made possible by thewr context, often in the belief
that they were the ‘only ones’ ever to have done so.

Bébinn assumes that her health care provider has never met a lesbian before,

presumning his culture does not allow it Ramirez (2003:51) suggests that cultural
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competence is essential for treating diverse groups of patients, indicating that
“cultural compelence can improve communication between consumers and
providers”. While Ramirez (2003) equates cultural competence with ethnicity, 1
argue that it also applies, amongst others, to lesbian women who are culturally
diverse to heterosexual women. Cultural competence would lead doctors to an
awareness of the values and practices of patients, regardless of their own set of
cultural experiences. Schouten and Meeuwesen (2006) suggest that culture and
ethnicity should not be equated, as within ethnic groups various cultures may
exist. Equally, it can be stated that within a dominant culture of society various
subcultures exist (Becker, 1963), and this diversity needs to be recognised (see

chapter two and three), in the interest of proper health care for all.

6.5.1 Multicultarism
Another participant, Barrfind, suggests that multiculturalism is an issue that is
being recognised in Irish health care, leading to better services for those who
came from a non-Irish origin:
There are different cultures, and it seems to be that there’s a lot
happening in terms of those other things, but that being gay or lesbian is
still very much hidden ... because we look like everybody else, and

we’re living our lives, and we’re not going around with signs on our
faces to say that this is who we are, so that adds to the whole invisibility

(Barrfind).
For Barrfind 1t is the lack of recognisable features that leads to the invisibility of
lesbian women in society, and by extension in health care. If we look the same,
then we must be the same (Bonvicini and Perlin, 2003; Fields and Scout, 2001).
As her partner Folda succinctly puts it:

Yeah! It’s the unspokenness, [ mean if you’re black you’re black, you’re
obviously black, you know what I mean. If you’re a non-national you’re
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a non-national, but because we don’t have any kind of obvious trait
(Foldn).

Both Barrfind and Folda equate discrimination in health care, as the lack of
obvious distinguishing markers that can set them apart, and alert health care
providers that they are in the presence of a lesbian. However, there is the
underlining assumption that all ‘non-nationals” have distinguishable features, that
readily mark them apart as different. There is also the supposition that if an

individual is recognisable as different, they will be immune to discrimination.

Through his research Becker (1963:35) examined the position of those who

participated in subcultures in society, indicating that'
Homosexuals have difficulty in any area of social activity m which
assumption of normal sexual interests and propensities for marriage s
made without guestion.

This could be is the kernel of the problem for lesbian women in health care; the

all pervasive presumption of heterosexuality. Whether it is through experience,

or the expectation of discrimination in health care or not, there is the underlying

fear that it could happen:
And I think as well, the kind of fear that, because say, I wanted to get a
particular service from a hospital or from a health provider, you don’t
want to be kind of ruining your chances You don’t want to tell them if
it’s not necessary to tell them, if you can get away with not telling them
and then there is that kind of fear about how they’re going to react, and
whether that’s going to prejudice the service that you’re going to get.
You can’t compare that, you get the service then that you get, but you
can’t compare whether you would have been better or worse, if you had
been heterosexual (Barrfind).

The fear of the consequences, of the kind of service that one can expect if one’s

sexuality is known, leads Barrfind to have a well-worked out strategy in place,

should she need it. Namely, she will remain hidden, keeping the reality of her

sexual orientation a secret;
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Falure io meet the expectaiions of others may force the indwidual to
attempt deviant ways of achieving results automatic for the normal
person (Becker, 1963:36).
Barrfind knows that the expectations of health care providers, are that all women
are heterosexual: therefore, to be normal 1s to be heterosexual. Her strategy then,
is to act and behave normally, to ensure adequate health care. After all, she has

no barometer to enable her to measure the health care she receives, with that of a

heterosexual woman.

Bébinn only realised that the line of questioning bore no relevance to her medical
condition, when her partner re-entered her room. This led to feelings of anger and
mistrust. She had placed trust in her provider, and had to acknowledge that her
medical knowledge was limited, and therefore in need of expert help. The trust
she had placed in her health care provider was eroded, when she realised that the
line of questioning was irrelevant to her condition. Bébinn understands that
people place trust into the hands of the knowledgeable professional, because she
does not have the knowledge; ‘I mean you do trust, people like myself who don’t
have any medical knowledge whatsoever’. Equally, by not having the knowledge
of appropriate questioning, her vulnerability was exposed and led to
discrimination (sec section, 6.4). Her freedom to be has escaped her and she is
alienated from the self, from her world and the worid of health care.
Lachowsky’s (1999:83) reflections on the duties of a doctor is worth quoting in
this context’

The primary duty of the doctor, the very first one, 15 to do all that is

possible to allow and enable his patient to live according [his] her own

convictions, [his] her own scale of values, {his] her most personal
choice.
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When doctors recognise that all patients are not the same, that they hold values,
make choices that are not similar to the health care provider’s, a relationship of
trust can develop based upon mutual respect (Ward and Savulescu, 2006). This
would lead to a situation where invasive questioning would only be related to the
condition as presented, and would not focus on inappropriate questioning of

sexuality and active sexual practices.

6.5.2 Bad faith

Both Bébinn and Aibheann found meaning in the reactions of their respective
health care providers, based on their health care providers’ lack of knowledge or
experience of lesbianism. Both women were relegated to the margins of society
by the attitude and actions of their health care providers. However, Aibheann’s
sense of marginalisation is further compounded, when she discovers her health
care provider was aware of lesbian existence within society:

What made me more surprised, was the next day then, she was filling
me in that her best friend and one of her colleagues in the hospital, is in
a female, same sex relationship and that one of them is pregnant by a
donor that they know I was thinking, ok! In her private life she seems to
be someway progressive, and then at work she seems to be an absolute
cow towards her patients, so I think that actually made me feel worse. I
remember saying it to her the next day, I just said: well I was a bit taken
aback by what you mentioned vesterday; and then for her to bring it up
again and give her view again, and then the next day to give her view,
not only agam to me, but to the doctor beside her, and it was almost like
the cringe embarrassment factor with me there in the room again. I'm
kind of going, it’s almost like you’re irrelevant, you are irrelevant if
you’re gay in this country and you go into a maternity hospital. She
made me feel like Dr. X, you’re a waste of space, let me treat the
heterosexual couple behind you (Aibheann).

Aibheann attempts to understand and give meaning to her experience, by
questioning her health care provider’s attitude towards lesbian women, despite her

health care provider’s friendship with another lesbian woman who is also a
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colleague. She is surprised, as she had attributed meaning to her health care
provider’s reactions, as emanating through a lack of knowledge about lesbian life,
never having encountered another lesbian woman. She had said, that at the time
she ‘was just thinking this woman does not have a clue what it’s like to be gay in

this country, and have someone asking you questions like this’.

Aibheann had decided that her health care provider had no knowledge of lesbian
life. This was not the case, leading Aibheann to realise that there is a strict line
between one’s private life and one’s professional life Privately, some heaith care
professionals may have friendships that include diversity in sexual orientation,
but publicly they reinforce the heterosexual norms of society. This could also be
viewed as the recognition by the health care provider of the heteronormativity of
the hospital setting (McDonald, 2006; Bonvicini and Perlin, 2003; McDonald,
MeclIntyre and Anderson, 2003). It is also the health care provider’s ability to
show that she fits into this setting. Equally, it represents the success of her
medical training, illustrates the effectiveness of socialising, and the ability of the
health care provider in reinforcing the norms, values and belief systems of her

profession (Beagan, 2000).

However, from a Sartrean pomnt of view, the health care provider could be
perceived as being in “bad fauh” (see chapter four for a discussion on “bad
Jfaith™). Sartre suggests that through lying to both the self and Others, the
individual is avoiding the truth of the sitwation. The bhealth care provider
illustrates this, by initially indicating to Aibheann that lesbian life was non-

normative. She expresses the untruth of the situation, leading Aibheann to find
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some meaning for her provider’s mitial pronouncement. On the other hand the
health care provider could be said to be in ‘bad faith® with her friend: the truth of
the situation is that she does not view lesbian women’s relationships as being
equal to heterosexual relationships. When the health care provider reinforces her
attitude towards lesbianism in front of another health care provider, she is the
“one who practices bad faith, is liding a displeasing truth or presenting as truth

a pleasing untruth” (Sartre, 1969:49).

One aim of medical training is to produce neutral individuals who can care for
their patients, regardless of their attributes: age, gender, sexuality or ethnicity
(Beagan, 2000: Lachowsky, 1999). However it is also suggested that:
It s not sufficient to be responswe fo the sociocultural biases of your
patients; it is also essential to be aware of and reflexive about your
biases in order to achieve genumne connections If a physician acts out
of his or her unexamined assumptions during an encounter with a
patient, that will have an impact on the interaction, whether or not the
impact is recogrnized (Beagan, 2000:1263).
Aibheann’s health care provider is either hiding a pleasing untruth from a
Sartrean sense, or her encounter with Aibheann forced unexamined attitudes to
the forefront, resulting in her pronouncements. The neutral doctor from Beagan’s
(2000) perspective, is a myth; she argues that medical schools should examine
and deconstruct the social location of their students, thus enabling the next
generation of medical practitioners to relate to patients as they present
themselves, not as one would like them to be. In recent years, a multicultural

reality has been developing in Ireland (Fahey, 2007; Loyal, 2007), in contrast to

the normative views explored in chapter two and three.
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6.5.3 Finding the self

Aibheann reasserts her sense of self, by questioning her provider about her
friendship with a lesbian colleague. She struggles with the ability of the Other to
objectify her, musing over the effect of the private sphere overlapping the public
space that her provider inhabits. After all, Aibheann did not discover the duality
of her provider’s attitude from another, rather from the provider who volunteered
this information. In challenging this duality, Aibheann finds herself being further
marganilised by her provider. This is achieved through reinforcing the
heterosexual norm, by repeating her original diagnoses of virginity publicly to
another colleague. This can also be viewed as the ability of her health care
provider to punish Aibheann for having the audacity to challenge her
pronouncements, and in point of fact, silencing her. This led to Aibheann
experiencing ‘cringe embarrassment factor’, thus leading her to experience an

“alienation of [my] her own possibilities” (Sartre, 1969:263).

Aibheann has become in effect what the Other judges her to be, thus disregarding
her as a lesbian woman. She is effectively alienated from her own self, the
possibility of being a leshian woman. While she had successfully retained her
freedom in the eye of the Other when she had a one-to-one consultation, in the
face of two health care providers, her freedom escapes her. While her freedom
escapes her, she takes onto the self the judgment of the Other, labelling herself a
‘waste of space’ who needs to clear a path for the worthy ‘heterosexual couple
behind’ her. Equally, this tract illustrates how heterosexual women can easily

establish the credibility of inhabiting the norm in the face of the Other. For the
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health care provider, Aibheann has become the Other, the object by which she

herself can be judged as belonging to mainstream society which denies diversity.

Aibheann recovers the sense of self when she meets another health care provider
who she recognises as being lesbian, through the use of her ‘gaydar’. This is the
ability of lesbian women to recognise other lesbian women, before the truth of the
situation is uncovered. This enabled Aibheann to regain the sense of self, not
only to herself, but also in the eyes of the Other. It not only enabled her to
recover, but also to acknowledge both her existence within society and her worth
as a human being. Ramirez (2003) suggests that minority patients seldom meet a
health care professional from their own cultural background, which he states is
called “racial concordance” leading to patient satisfaction. Meeting someone
from her own sexual minority enabled Aibheann to develop a relationship based
on trust, whereby she could openly communicate. In this way we could draw

parallels the notion of racial concordance to also mean sexual concordance.

Equally, who she is as a person could be explored through ‘a great oul’ chat’, as
the way a person thinks, feels and lives their lives (Ward and Savulescu, 2006) is
equally important as their “body temperature or blood-pressure” (Lachowsky,
1999:82):

Then there was another gynae, [names her], sure my gaydar was going,
and I was thinking, sure I'm in grand company here, and | obviously
was and we had a great oul’ chat, and she was absolutely fantastic and
made me feel like a human being again, being treated in a hospital, and
didn’t give a crap what my sexual orientation was, ['m a woman and
that’s it! You're in a gynae hospital; you're here for a reason; you’re not
wasting anyone’s time; you're sick; and we’re here to make you better
(Aibheann).
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Through meeting a new health care provider Aibheann was able to communicate
the self and is elated, as she can pronounce ‘I’m a woman and that’s it’. Unlike
Bébinn, Aibheann finds an opportunity in the hospital setting to recover herself as
a lesbian woman. There is the possibility for diversity to exist (see chapter three).
She also discovers that she has a reason to be in hospital, and importantly is not
‘wasting anyone’s time’. Through this, she asserts her rights to health care as

after all she is ‘sick’.

6.6 Concluding remarks

Through their lived experience we see that lesbian women come across various
attitudes towards their lesbianism, ranging from negativity to positivity, Within
the Irish health care system, the majority of women experience a service that is
not based upon sexual diversity. Lesbian women were Othered, having their
sense of self alienated from the health care setting. Their differences were

exposed Others to see, resulting in extreme prejudice in some cases.

Sexual diversity was not in the realm of experience of either doctors or nurses,
resulting in an inability to care for lesbian patients. Doctors displayed the power
of the medical profession, to access and pronounce judgments on lesbian women
based upon the heterosexual norm. This ranged from declaring that lesbian sex
was not real sex, therefore the lesbian woman was a virgin; to invasive
questioning on sexual practices that bore no relevance to the illness presented.
Nurses, on the other hand exhibited extreme prejudice in action by not caring for

lesbian women.
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The next chapter develops the theme of ‘being different’ that further emerged

from mnterviews with lesbian women as service users.
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Chapter 7: A Woman-Friendly Health Care

7.1 Introduction
This chapter will further analyse the themes that have emerged from the
interviews with lesbian women as health care service users. The dominant theme
is ‘being different’ in health care, whether that is being made to feel different or
knowing one’s difference, regardless of interaction with others. Heidegger
(1969:63) suggests, “this thing that is called difference, we encounter it
everywhere”. As we have seen in chapter three, lesbian women experience their
difference in health care through: societal views of what is ‘normal’ and ‘natural’
sexuality that are reflected in health care (Taylor, 1999); assumptions of
heterosexuality (Lehmann, Lehmann and Kelly, 1998); as well as the health care
needs of lesbian women (Marrazzo, Coffey and Bingham, 2005; Spinks, Andrews
and Boyle, 2000). The women’s health care strategy (Government of Ireland,
1997:54) advocated woman-friendly health care, creating a service that “should
not further margmmalise women who are already margimalised”. Included in the
strategy is an action plan which states:

Health boards will be asked to ensure that health professionals are

imformed about lesbian health issues and that staff respect the sexual

orientation of lesbian women (Government of Ireland, 1997:64).
This chapter will explore whether this is being implemented, and is divided into
five sections: the first deals with a health service based upon diversity; the second
reviews the issues faced when accessing cervical screening service; the third
reviews the power of the medical profession; the fourth explores the feelings of

iesbian women as patients in a hospital setting; and finally, the fifth explores

being a partner of a lesbian woman in health care.
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7.2 Diversity in health care
In reviewing the European Charter of Patient’s Rights and its application to
Ireland, O’Mathtina et al (2005:133) recommends that:
Steps must be taken to ensure that access to health care services is
available without discrimination and on the basis of people’s health
care needs.
In 2005, it was stated that health services should be provided in a non-
discriminatory manner as well as taking into consideration the needs of the
patients, which was already one of the aspirations of the women’s health care
policy in 1997. It is clear that these principles have not been achieved for lesbian
women. During the consultation process that preceded the development of a

women’s health care policy, women had identified:

Major deficits . [which] . were the difficulty women experienced in

accessing information on health and health services, ..., and the fact
that the health services are not woman-friendly (Government of Ireland,
1997:5).

Indeed, Aibheann’s and Bébinn’s experiences (see chapter six), suggest that a
woman-friendly health service was not available to them, in spite of this being
one of the goals of the women’s health policy. More importantly though as Zack
(2005:2) states, “[T7here 1s no guestion that women are different” this point
seems to have escaped medical providers and resulted in uneven provision of
health care. For instance, Aibheann’s obtained her right to receive competent

health care, while Bébinn was ignored and her existence negated.

The care which both women recerved revealed discriminatory actions on the part
of their providers. Aibheann’s story reveals that while some lesbian women live
their lives openly and securely in the knowledge of who they are, they cannot

expect their taken-for-granted understandings of their life in new situations.
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While Aibheann had an underlining expectation that health care professionals
appreciate the reality of diversity within sexual orientation, she discovered the
fallacy of this. The only acknowledgement of the legitimacy of her existence was
through another health care professional who was also a lesbian woman. Bébinn,
on the other hand, trusted tha:[ her health care providers would ftreat her
competently as she was the uninformed recipient of care. However, she learnt
that this trust was misguided and vowed never to trust again, but rather, to

question (see chapter six).

Aibheann’s expectation was that the health care sector would be a *bit more
progressive’, recognising the diversity amongst women. Bébinn on the other
hand had no expectations but came out as a way to assert her needs, that is, the
requirement of an advocate by her side who could either speak on her behalf or
facilitate questions. While both women experienced both covert and overt
prejudice during their hospital stays, Gormiaith on the other hand experienced a

completely different health service.

Gormlaith was admitted to hospital for breast cancer treatment:

Cellach and [ sat in the waiting area, and didn’t know what was what.
Then on Monday we went to see X (names consultant), and Cellach sat
there with me, and you know those private places they’re all posh, not
that its not the public sector, he said you know. Gormlaith, I'm X,
pleased to meet you, he said: would you like to come in and would you
like to bring anybody with you. I said I'd like to bring Cellach my
partner with me. We went n and not even a blink, and right from that
moment Mel, and right through a serics of events in between it, we
have seen because it’s our cancer or was our cancer, but right from then
till the 26™ March, it’s been our cancer, and its been our consultant, right
down to decision-making, what do you want to do? I looked at Cellach
and said: what shall we do? and she said it’s up to you, and right from
that first day Mel, his engagement and all of his team’s engagement now
we met, as you know, you get medics changed every 6 months, and for
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every appointment, Cellach was there right by my side, in every sense of
the word, there was never a blink of an eye, there was never nothing,
From day one we had a private room, all the nurses were most
respectful, very would you like be on your own? No I want Cellach to
stay with me, even right up till 110’clock (Gormlaith).
From Gormlaith’s story, we see how her sexual orientation was not an issue; she
was able to be herself and have her partner Cellach with her during her first
consultation, and throughout her treatment. She was afforded the opportunity to
be, experiencing ‘not even a blink’ from the beginning of her treatment. She
speaks of her experience of breast cancer as affecting both Cellach and herself: it
was ‘our cancer’, not Gormlaith’s, but Cellach’s as well. It was something both
of them had to learn to live with and to be worked through together. The

decision-making was a joint project to be worked through where both women

could live with the outcome.

Neither Gormlaith nor Cellach became the Other in the eyes of their health care
team. Unlike Bébinn, who had her partner Finnsech outside the room during
consultations with her medical provider (see chapter six, section 6.4), Gormlaith
and Cellach were seen together and, consequently, the reality of the truth of their
situation was acknowledged. Their need to be and care for each other was never
questioned, but acknowledged and facilitated by the care team. This reflects a
health care service based on trust and mutual respect (Ward and Savulescu, 2006},
in which the patient-as-person and the doctor-as-person (Mead and Bower, 2000}
were encapsulated. Ultimately, what Gormlaith and Cellach experienced, was a
patient-centred health service whereby both the medical staff and nursing staff
were either educated practitioners (Albarran and Salmon, 2000), or health care

professionals, who could provide care regardless of their understanding of
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different modes of living (Naef, 2006) (see chapter three).  As Gormlaith

describes:
They were absolutely fabulous you know they would say, Cellach would
you like a cup of tea? it was like as if we were joined at the hip. Right
through Mel, from the first surgery, and then unfortunately, they didn’t
get rid of all the cancer the first time round, and they also discovered it
in the lymph nodes, which that meant chemo every two weeks up in Y,
so then there was the second surgery in April, same thing in there,
herself, curtains around, sitting on my bed, the whole shebang, not even
the blink of an eyelid, X (names consultant) his whole team, the breast
care staff (Gormlaith).

No member of her care team had any problem with her relationship, even to the

point that she reflects that they thought they were ‘joined at the hip”.

From a Heideggerian (1962) perspective, Gormlaith and Cellach experienced the
authenticity of the self. Through this, Gormlaith’s illness opened to them the
possibility to become authentic (Heidegger, 1962). When Heidegger (1962)
speaks of being authentic he suggests that it is a choice. Gormlaith chose her
authenticity by seeing herself as, a lesbian woman with breast cancer; it was hers
and it belonged to her. As a couple, both Gormlaith and Cellach also declared
their authenticity by viewing Gormlaith’s illness not only as belonging to her, but
as theirs. In this way they chose their possibility of becoming in whatever way
the illness took them. It became a part of who they were as a couple. Equally,
this points to a health care service that is based upon the provision of care centred

on the illness, rather than on the type of person who presents themselves.

7.3 Cervical screening
While Aibheann was not initially overtly concerned whether her health care

professional knew about her sexual orientation, Bébinn had no choice as she had
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no family members available for her to call upon. Barrfind, on the other hand,
feared adverse reactions to the extent that she was prepared to lie to her health
care professionals, keeping her sexuality secret; she had no barometer to measure
whether she received the same quality of health care as a heterosexual woman
(see chapter six, section 6.5.1 for a discussion of this). Gormlaith and Cellach
experienced no adverse reactions to the truth of their situation. Other lesbian
women may not be as comfortable in health care encounters when it comes to
coming out. One such encounter is when lesbian women seck cervical smear
tests. As sexually active women, lesbian women, similar to heterosexual women,
are attentive to their need for cervical smear tests, and the role they play in

identifying cancer cells.

The Irish Cervical Screening Programme (JCSP) states that it:
offers free cervical screening to women aged 25-60 years in the Mid
West area Cervical Screemung is a worthwhile preventative health
measure Smear tests can detect early changes in the neck of the womb,
the earlier a change is found the easier it 1s to treat Results of
screening smear tests reflect a reduction m risk in a woman developing
cervical cancer Smear tests are not diagnostic. This reflects the
Iimitations of the test (http'//fwww icsp.ie/).
The Health Service Executive will roll out this service to all women throughout
the country in the near future. In 2007, the HSE were going through the process
of advertising positions, to enable a country wide service to be available to all
women. While the ICSP does not indicate who should undertake cervical
screening, the New Zealand screening service does indicate which women should
consider a test:
All women who have ever been sexually active are advised to have

smear tests from the time they turn 20 until they turn 70 This includes
single women, lesbians, disabled women, women who have been through
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menopause (change of life) and women who are no longer having sex.
Women who have had a hysterectomy (removal of the uterus) need to
check with their doctor or smear taker if they still need to have cervical
smear tests. Women who have never had sex do not need to have
cervical smear test. (htip://www.healthywomen.org.nz/).
New Zealand constructs a clear picture of who should consider a smear test, with
no margin for ambiguity. It is inclusive of all women who are sexually active or

have been sexually active in the past, regardless of their ability, dis-ability or

sexual orientation.

While the ICSP does not achieve this, they do, however, provide an age range for
women as to the relevance of cervical screcning. From an Irish perspective,
women from the age of 25 to 60 need to undertake screening, while the age
bracket in New Zealand ranges from 20 up to 70. This begs the following
question: do the Irish medical profession believe that screening is irrelevant to
under 25 year olds and over 60 year old women? The most pertinent point,
however, is whether the Irish medical profession or health policy makers, believe
that women under 25 and those over 60 are not sexually active. This calls into
question, knowledge based on women’s sexual health and sexual practices by
those who make decisions on women’s health care, and sociocultural context of
their training (see chapters two and three) which perhaps did not recognise either

diversity or the lifespan of a sexually active woman.

7.3.1 Heteronormativity

However, when lesbian women initiated these steps to obtain health care, some
were informed that they did not need smear tests as they were in same sex

relationships. This calls into question not only the validity of lesbian
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relationships, but also the nature of lesbian sexual practices. It equally indicates
that certain medical procedures such as cervical smears are considered to be
relevant only for sexually active heterosexual women:
I went to get a smear test in the X Centre in town, and when I explained,
or when the female doctor asked me, if my partner had also been testing
or if there’s any kind of mention of a partner, and I said that I was gay,
she then oh! Well, then it’s ok, you don’t need a smear test. .... I asked
again, because being (names European country of origin) you get smear
tests every year or every 2 years, and here it’s actually not like that, so I
was a bit surprised and shocked, and I said I still wanted to get the smear
test done, even if T was gay. Sorry she didn’t ask me anything about the
partner, I’ll take that back, she asked me about being sexually active and
I said yes I am sexually active, and ['m in a gay relationship, and then
she said, that’s the response that I got, not needing the smear test, which
I thought was a little bit stupid and unprofessional, but I did get the
smear test done and that was it (Caireann).
Caireann’s previous experience of cervical smear tests as being relevant to all

women informs her knowledge.

Caireann’s knowledge emanates from her cultural experience (European country
of origin), which informed her when she sought health care in Ireland. She
viewed the response of the health care provider, as being both ‘stupid’ and
‘unprofessional’, pointing to the fact that lesbian women expect both
knowledgeable and professional health care. Caireann had to persuade her health
care provider that, regardless of her sexual orientation, she wanted the medical
procedure, despite the fact that the provider did not see it as being relevant for her
health care. Heteronormativity is at play whereby the health care provider
perceives procedures in relation to the types of sexual activity that are taking
place, namely heterosexual sex or lesbian sex. However, the underlying attitude
is that lesbian sex is not real sex. This is reflected in Aibheann’s experience (sce

chapter six, section 6.3). Equally, there is a subtle interpretation that only the
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penis can activate cancer cells. This could also be understood as the penis being
the site of disease/infection. It suggests that only women engaged in penetrative
sex, that is penis/vagina sex are susceptible to cancer, or need to take a smear test.
Therefore, it could be stated that the clear message being given is that the penis
causes cancer. Similarly, it would sets aside the Freudian notion of ‘penis envy’:
why would any woman be envious of an organ that could possibly cause death
and destruction of the female body? Extraordinarily, it would appear that the
unintended consequence of this discourse, is that the male sexual organ is the site

of infection for heterosexual women, and by extension lesbian women are safe.

Afric’s experience of seeking a smear test is similar to Caireann’s. These two
women initiated the visit to a health care professional for different reasons;
Caircann from her experience of health care in another European country and
Afric’s from her family’s experience, namely the death of her aunt from cervical

cancer:

Years previous, [ had gone to have a smear test and when I went to have
the smear test, [ had to see 2 or 3 different nurses, and when I spoke to
the first one, she said to me, that you need to see the doctors, and when 1
went to the doctor I said to the doctor yes, I was there for a smear test,
and she was asking me about being sexually active, and I said I was and
she said well, when was the last time you had sexual intercourse, and I
said well I haven’t had sexual intercourse with a guy, but I'm sexually
active with a woman and her response to me, which was extremely
negative and made me feel like I was 2 foot tall, she said well! I don’t
know why the hell you’re here, because it’s not necessary for you to
have a smear test, and why in god’s name would you come for one. My
response being, well my aunt had died of cervical cancer, and that I
obviously was worried and concerned about that. They didn’t want to
give me a smear test, so [ insisted that | wanted one done, and to say that
it was fairly horrific was an understatement, because they weren’t very
nice from the minute I’d been and I"d never had one, so I didn’t know
what to expect or anything like that. [ just thought that I would never
return to that clinic anyway, for starters, and I certainly wouldn’t be
ringing them for advice, and they were one of the clinics in X that’s
supposed to be a women’s kind of clinic (4fic).
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While Caireann was advised that she did not need a smear test, Afric’s experience
was that of wasting health care professional’s time. Aibheann and Afric
experience the extreme negativity of their respective health care provider’s

attitudes towards lesbianism.

Aibheann was declared a ‘virgin’, her sexual practices rendered non-existent and
irrelevant (see chapter six). Afric was met with equal dismissal. This rendered
Afric as feeling inferior; the image of being ‘2 foot tall’ came to mind, which
indicated she was not all there, as if a part of her was missing. This image of
being smaller than herself effectively reduces Afric from the status of adulthood
to one of childhood. This leads her to view herself as being insignificant and
invisible. Ier vulnerabilities are set out for the health care provider to look at, but
equally for Afric to see. The health care professional never asked why Afric had
concerns, or what brought her to seek medical care. However, Aftic’s experience
can also be understood from de Beauvoir’s (1976:141) perspective on childhood:
Childhood is a particular sort of suuation: it is a natural situation
whose limits are not created by other men and which 1s thereby not
comparable 1o a situation of oppression; it 1s a situation which is
common to all men and which is temporary for all; therefore, it does not
represent a limit which cuts off the individual from his possibilities, but,
on the contrary, the moment of a development in which new possibilities
are won.
Afric is not a child, rather an adult, and her possibilities of becoming are denied to
her by her health care provider. The feelings that Afric experienced were
unnatural, in that she had moved out of the temporary childhood situation to
adulthood, but was denied her freedom to be a thinking, rational human being.

As de Beauvoir (1976:141) further states “even in this situation the child has a

right io his freedom and must be respected as a human person”™. In Afric’s case,
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she was not freated as a human being. While de Beauvoir (1976) views the
situation of childhood as being non-oppressive, Afric’s health care provider
oppressed her, by rendering her with feelings of not having entered full

adulthood, that is, to be a full adult is to be heterosexual.

While Afric did volunteer the reason why she was seceking a smear test, this
information did not result in a positive experience for her. This led Afric to
conclude that, she ‘would never return to that clinic anyway for starters, and ...
certainly wouldn’t be ringing them for advice, and they were one of the clinics in
X that’s supposed to be a women’s kind of clinic’. Afric experienced
disappointment in the quality of the care she received, but equally, she expected
that a women’s health clinic would have been more appropriate to her needs. She
was left feeling distressed. The expectations are that a women’s health clinic
would understand the diversity of sexual orientation. Within them, the health
needs of all women would operate in a context of diversity, rather than in a

heteronormative one (see chapters two and three).

7.3.2 Being set apart
Another participant, Folda, recounts her experience of obtaining a smear test:

Again just the usual thing about, I remember going to the hospital about
10 years ago, and somebody asked me when was the last time I had sex,
and I said T hadn’t, or intercourse with a man, and I said I hadn’t, and I
was just looked on with dismay kind of thing. To me it was just an odd
reaction and then I just felt upset, because I felt my god, it’s like if
you're not having a relationship with a man, you’re a nobody really,
you’re a kind of a non entity, so yeah! I found that upsetting, or the
usual, it really gets to me going for a smear test, and if it’s a doctor
filling in or whatever, are you uncomfortable having intercourse, and
this kind of thing. That gets to me, I just say I’m not heterosexual. The
presumption, that gets to me, and yet we all are coming and going, doing
our jobs, and our shopping, paying our bills and all the rest of it, we
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don’t have gay written across our heads. We’re not out there waving
banners and sticks (Folda).

To be looked on with ‘dismay’ was for Folda an ‘odd reaction’. Later she felt
‘upset’ by the reaction of her health care provider, leading to the realisation that
‘if you’re not having a relationship with a man, you’re a nobody, really you're a
kind of non-entity’. Through the look, Folda was set apart, her difference was
exposed for her to see by her health care provider. Folda felt the look was not a
friendly one, rather a negative look. The lock did not protect her, rather 1t set her
apart, putting distance between her and the medical provider. It rendered Folda
with feelings of inadequacy, whereby she had become an object in the eyes of the

Other.,

Sartre (1969:260) states: “f see myself because somebody sees me”. 1t is through
her heaith care provider that Folda sees herself. She has not only become the
object of the Other, she is now open to their judgements and sees herself as the
Other sees her, namely, ‘dismay’, thus judging herself as the Other judges her:

By the mere appearance of the Other, I am put in a position of passing

Judgment on myself as on an object, for it is as an object that I appear to

the Other (Sartre, 1969:222)
Folda stands outside of herself to take measure of the self. It is as if she looks
around to find herself and how she fits into the society that she lives in. Folda
achieves this by indicating the ordinariness of lesbian life through work and
paying of taxes, shopping or paying bills, all of which are the taken-for-granted
activities of everyday life. Lesbian women actively participate in everyday life in
similar ways to heterosexuals in society. Through this, Folda indicates that

lesbian women are not unlike Others n society, through their participation in the

day-to-day reality of living.
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This is similar to Rioghnach’s assertions, when she states that as a couple she and
Laoise are treated:
like an ordinary, average, everyday couple, nothing different, straight
down the middle. It’s not great you can’t say it’s great, just normal
(Rioghnach).
For Rioghnach, there is no greatness in being ordinary: ordinary is normal. For
Folda, participating in the every-day activities of living is ordinary, normal. Both
women indicate that they live in a predominately heterosexual society (Markowe,
1996), and on some levels they fit into this society. For Rioghnach this is
illustrated by the ordinariness of being a couple, just like a heterosexual couple,

while Folda views it as the taken-for-granted activities of every day life. But for

Folda the sense of normality escapes her, in her health care encounter.

In her attempt to recover the self, Folda acknowledges that lesbian women are not
readily recognisable as they do not have ‘gay written across our heads’, thus
alerting Others that they are in the presence of someone different. There is also
an underlying suggestion here that if this difference was somehow readily
recognisable, things might be different. She is also aware that there is an all-
embracing presumption that all women are the same, namely, heterosexual. This
is reinforced by Barrfind, Folda’s partner, when she says:

I think it’s a lack of awareness that people reckon that everybody is
heterosexual (Barrfind).

Barrfind experiences lesbian women’s invisibility throughout society and not only
in health care (see chapter two). Lesbian women have effectively been erased
from societal reality through the presumption that all women are heterosexual. It

is this lack of awareness that creates problems for lesbian women in health care.
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Folda sees the presumption of heterosexuality not just in health care, but
permeating wider society. She gives an example of her experience in relation to
the expectations that Others in society have of how a woman spends her weekend:
it’s when people will assume that you’re either single or you’ve a man
somewhere, where did you go with himself at the weekend, or
everything is built around that. I mean, 1 built the house for X, did the
nusband get your man to do it, and I just went yeah! Yeah! I just
couldn’t be arsed saying - well actually, I just said veah! It’s just the
presumption that you're either single, or in a heterosexual relationship
(Folda).
It is this reaiity, that society is built around heterosexuality, that she struggles
with through living her life as a lesbian woman. The social expectation 1s that
women are either single or married. The assumption is that even if a woman is
perceived to be single, she is hiding a relationship with a man, while the reality is
that the relationship being hidden, is that with a woman. Folda understands that
within society the expectation is that a woman is heterosexual, which negates her

existence and forces her to remain hidden (see chapter two) in a society where

diversity in sexual orientation, is not a societal norm.

7.4. Power of the medical profession

Caireann, Folda and Afric bring to mind their experiences that go back in time,
revealing that health care encounters remain in their memory for a long time,
particularly when they discredits the validity of their existence. Not only does it
negate their existence but also their value and worth as sexually active women.
Lesbian sex is declared worthless and lesbian relationships are measured
negatively in relation to heterosexual relationships. While these lesbian women

had invited the health care provider to look at them, they did not like the look as it
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left them feeling uncomfortable, inadequate or insufficient, in terms of who they

are as lesbian women. They felt unhappy, ill-at-ease and vulnerable.

Shildrick (2002:1) points out that:

vulnerability, [is] an existennal state that may belong to any one of us,

but which 1s characterised nonetheless as a negative atiribute, a failure

fo self-protection, that opens the self to the potential of harm.
All of the lesbian women felt this negative attribute when their sexuality was
revealed, putting them in potential harm, particularly when they were told that a
smear test is irrelevant for lesbian health care, While Caireann, Folda and Afric
received the procedures that they sought, they did so while experiencing the
negativity of the Other as not being part of the normal idea of being a woman. By
receiving the procedure they wanted, Caireann, Folda and Afric protected the self
from harm. However, negative attitudes from health care professionals can have
consequences for further health care (Saulnier, 2002; White and Dull, 1998).
Saddul (1996) points out that when lesbian women have positive experiences of
health care, this has consequences for their own health as they return for further
services. Lesbian women also inform their lesbian friends who seek referrals to

that particular health care provider or health care centre(s) (Stevens, 1996) (see

chapter three).

All the experiences recounted, illustrate the power of the medical profession to
reinforce the sexual norms of society (see chapter three and six): lesbian women
with the exception of Gormlaith receive a health care service that is based on
heterosexuality. The medical profession has the ability to be the power brokers,

thus reinforcing the norms of society, even in the face of non-normative
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behaviour, therefore relegating lesbianism to the periphery of society.
Lachowsky (1999:82) suggests that the doctor-patient relationship:
like any interhuman relation, is made of what 15 said, what can be said
and what cannot, of words and attitudes, but also of systems offered,
accepted or refused, of exchange and barter It is anything but static
and monolithic, but one thing is never modified: we and we only have
the right to unveil the other’s body, to mvade the other’s mind, in a
word to have access to the other’s mnermost privacy.
Lachowsky (1999) iilustrates the power of the medical profession: through
medical procedures they are given access to patients’ bodies, cares and worries.
They can make diagnoses, and declare whether the person inhabiting the body is

ultimately going to live or die. Folda countered the negative experience, and

empowered the self, by expressing the normalcy of every-day-life.

The comfort zone of a life being lived is questioned through health care
encounters. Aibheann questions the doctor’s position in declaring the sexual
norm by saying ‘who does this person think she is’ (see chapter six) Through
this, she counters the alienation she feels in the world of health care. Caireann
and Afric counteract by asserting their identity and obtain the procedure they
require, regardless of the attitudes of their health care providers. However,
Aibheann’s and Bébinn’s sense of self was disrupted through being alienated
from the self. While Aibheann recovered the self through her encounter with a
Jesbian health care professional, Bébinn was afforded no opportunity to do so (see
chapter six). Aftic on the other hand, decided that she would never return for
health care or seek advice regardless of her needs in this particular clinic, as it

excluded diversity in the sexual lives lived by women.
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7.5 Occupying a different space
The environment of the hospital differs to that of society, and this is where the
reality of being a lesbian woman must be navigated, particularly if she wants to
keep her sexual orientation hidden. Rioghnach has had numerous hospital
admissions; she describes her experience of being a patient:
Now, when I’'m in hospital, I'm in a room for women, 1 am always
aware that I’'m gay, and I will not stare people. I get very, very shy. I get
to the bathroom as soon as I can, and I sort of have tunnel vision, and I’d
be afraid that somebody would complain about my behaviour or
something like that, although just talking to somebody, but because your
chart says your orientation or whatever, it might go against you, so I do
have a problem, now and especially if there’s a nice woman there, you
know yourself (Rioghnach).
Rioghnach recalls she is constantly sensitive of who she is, a ‘gay’ woman, and
how a survival strategy is put in place to avoid detection. Her tactic includes:

changing who she is from outgoing to ‘shy’, getting early to the bathroom, and

having ‘tunnel vision’ enabling her to prevent discovery.

Heidegger (1969:26) indicates that “To every bemng as such there belongs identity,
the unity of the self’. It is the unity of the self that can be called into question, if
patients discover that amongst them there is a lesbian woman. In other words, the
‘unity of the self” is every facet that makes up the unit. For example, I am a
woman, a teacher, a lesbian and a lover; all of these and more belong to who T am.
The presence of the Other forces Rioghnach to curtail her behaviour, so that she
does not ‘stare people’. Through this she experiences the fear of the
consequences of being exposed as it ‘might go against you’. While Rioghnach
protects her identity when she is a patient, she does not indicate whether her
strategies were breeched. In this way she has no way of knowing how Others

would react to her being a lesbian woman.
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In relating her experience, Rioghnach reveals her awareness of setting up barriers

to protect the self, thus denying herself a full encounter with Other patients.
[ like to be beside the window, where I have a distraction. It’s not that
you’re sitting there ogling women all day, but like, when you have
women in their night attire all the time, and conversations going on, it’s
funny slagging men off or whatever, whatever, and you want to enter
into it, but you don’t know what they’re saying, it can be embarrassing
and it can be very isolating (Rioghnach).

The window can be seen as a mechanism of the “look to be avoided” (Sartre,

1969:258). The window acts as an escape route by which the Other does not enter

into her realm, just as the conversations in the ward act as barriers to her

participation and domain of reality.

However, Sartre (1969:257) suggests that “ “Being-seen-by-the-Other ” 1s the truth
of “seeing-the-Other’™. For the lesbian woman, the truth of being-seen-by-the-
Other is that the Other knows who she is. Equally, to know the self is to know
how the Other sees her. I no longer know the self as I see it, but rather I know it
as the Other sees it, and I become the object for the Other and simultaneously
become my own object. I am no longer the self as I view it and understand it,
rather | have become the self as the Other sees it and understands it. Rioghnach
comprehends this; her knowledge of existing as a lesbian woman in Irish society
informs her, and that is what stops her from being-seen-by-the-Other. 1t is

through this knowing that Rioghnach filters information about the self to Others.

7.5.1 Considering Others
Rioghnach is always aware that other patients share the space of a ward and
avoids looking at them. She cannot influence the interpretations that Others will

put on the look. For example, the look of an admirer is different to the look of a
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friend or stranger, and can be said to be culturally understood regardless of sexual
orientation. Rioghnach fears that ‘my look’ may give off a meaning that does not
exist. This calls into question whether a fellow patient is a patient or something
else, for example an object of desire. Rioghnach recognises this, but is also aware
that she possibly misses out on authentic conversation(s), that is, conversation(s)

where she can be herself without hiding her sexual orientation.

Rioghnach’s fear is that this may not be the reality, and she does not risk it as she
does ‘what is right for me”:

It*s just like I put on the 2 cloaks wherever I go, and if I was a straight
woman and there was a gay woman looking at me, how would that make
me feel? It’d make me feel uncomfortable. It’s like as if I was a straight
woman, and a man would be ogling me, that would make me feel
uncomfortable too, you see. I sort of saw both sides, and I try and do the
right thing for me. That would be my only problem, and it’s a problem
that I create myself. It’s not a problem, but it’s a problem that I have
actually created in isolating myself, in choosing to isolate myself as a
safeguard, although they may just embrace me if they knew | was gay or
whatever, or it might set up a whole topic of conversation, and it might
be a wonderful thing you’d be encouraged to come out, or whatever, but
that's not why I’'m there. I’m there to get an operation and to try and get
well, and get out (Rioghnach).

Rioghnach uses the metaphor of the ‘2 cloaks’, namely, cloaks that can hide or
reveal what is underneath. The cloak is in her conirol as she decides whether to
open it and show her true self, or use it as a protective device, to pass within
whatever situation she finds herself in. The use of the cloak as a patient is a well
tested and trusted mechanism that she employs in society to protect her identity.
She brings this into the hospital environment whereby she chooses to ‘isolate her

[my]self” which acts as a ‘safeguard’.
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While this is a problem that Rioghnach creates for herself, it is a system she puts
in place to protect the self from the Other. She justifies this, by stating that her
role as a patient is ‘to get an operation, and to try and get well, and get out’.
Through this, she indicates that she feels under no obligation to communicate on
an authentic level with Others. However, Rioghnach is also aware that there may
be positive outcomes: if the Other knew her sexual orientation, this could lead to
healthy debate(s) or a coming out experience(s). Nevertheless, she is not
prepared to risk, this as the fear of negativity overrides the possibility of being
positively received. She will not allow anything to take her focus off her goal to
improve her health. Through living her life as a lesbian woman, Rioghnach is
conscious of judgements that the Other makes about lesbianism, and she shields
herself from those statements and attitudes in the hospital setting, even though

recognising that this may not be the case.

Narbflaith’s experience of considering the feelings of other patients, by putting
herself in their shoes is similar to that of Rioghnach’s. Nérbflaith compares her
experience as a patient in a woman’s ward, to that of a heterosexual woman being
placed in a ward with men. Through this, she sees herself as a heterosexual
woman would see herself in a ward of men. By doing so, Narbflaith adjusts her
behaviour so that the awkwardness she experiences in a women’s ward does not
become the reality for other women patients:
kind of in a ward full of women .. yeah' I was uncomfortable about it,
but as [’ve said, I was only in X hospital for 3 days ... sharing a room. I
suppose being in your night attire and as they call it, and all the rest
(laugh). Yeah! being in your night attire around women that you don’t
know is uncomfortable, it’d be the same as a heterosexual woman being

in a ward with men. On her own, and surrounded by men, em you know
(Narbflaith).
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Another participant, Meadhbh, expressed her feelings of being on a ward as:
[ suppose there is a sort of a em, a kind of a reverse psychology thing
that | just think, there’s all these women in the room right, they’re all in
distress cos they’re sick. If they find out that I'm a lesbian, and they’ve
shared a room with me, and seen me in state of undress, i.e. in my
pyjamas, which is as far as I would go (laugh). You know would they be
uncomfortable with that? So its sort of, maybe [’m projecting onto them,
what 1 would feel in their situation, or might feel in their situation, but
there is that, and I suppose I am an only girl in the family, and I never
shared a room growing up and stuff. You know there’s all those kind of
issues as well (Meadhbh).

Narbflaith, Rioghnach and Meadhbh, remove their sense of self by transforming it

into how the Other would feel, if they knew that there was a lesbian woman in

their presence. They feel their difference, even though nobody around them may

have knowledge of this.

For Meadhbh and Narbflaith, wearing pyjamas is being in a vulnerabie state. It is
this sense of the self being stripped which the metaphor of clothes suggest. I can
present myself as [ want, through how 1 look and appear, and clothing is a2 major
part of this. It sends a message of who I am, where the sense of control is
removed when an individual is in bed clothing. Meadhbh reflects that this sense
of unease derives out of her childhood, as she never had to share a room. As an
adult lesbian woman she chooses who she shares her bedroom with, or who sees
her in her night attire, while the hospital setting puts her into a situation whereby

she has no choice.

7.5.2 Othering the self
Narbflaith and Rioghnach use the analogy of being placed in a male ward as a
lens to understand how a heterosexual woman might feel. They become the Other

of Otherness. They effectively become the Otherness of womanhood. This
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illustrates how lesbian women objectify themselves, in seeking to understand
their situation, by viewing their behaviour through the eyes of heterosexual
women via the eyes of the male. They objectify the self through imagining the
situation, rather than through knowledge or shared experience of heterosexual
friends. The presumption is that their gaze is somehow similar to the male gaze.
They go outside of their femaleness to imagine being the male, and how his look
would be. Through this, both women curtail their behaviour when they are
admitted to hospital for medical procedures. They equate the interpretation of the
lesbian look with that of the male gaze. The look becomes the look of the Other,

their difference is displayed for all to see.

While both women expressed how they thought a heterosexual woman would feel
being on a male ward, Rioghnach was actually placed on a male ward. She
recounts her experience:

I mean, the last time | was there they hadn’t got a ward, and they put me
in with the men. 1 don’t mind (Rioghnach).

Rioghnach suggests that she was more comfortable being placed in a men’s ward,
as she does not feel the pressure to curtail her behaviour for fear of discovery.
Somehow she is the same, or rather, her difference was not exposed. She was a

woman on a male ward, not a lesbian woman on a female ward, where she had to

hide the self.
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7.53.3 Another way of being
While Narbflaith, Rioghnach and Meadhbh express concerns about the reactions
of Others in the vicinity of a ward, Gormlaith suggests there is another way of
being:
I didn’t discuss my sexuality with them at all - there was no need - you
know, in the room the nurses knew and I was on my own the first time
around, and second time around for the breast cancer, and the following
year, which was last year, June [2005], I was on for a feckin month, 1
was there, emm there was no issue of sexuality at all. | mean Cellach
would come in every day, every evening and everybody around would
see (Gormlaith).
For Gormlaith, sexuality was not an issue. As far as she was concerned the
nursing staff were aware of who she was and that was sufficient. She feels no
need to hide and assumes that the Others in the ward could make their own minds
up when Cellach would visit her. Gormlaith was more interested in her health and
health care than the reactions of patients around her. Her partner Cellach views
their comfortableness on a ward from another angle:
And in fairness, and [ think it does make a difference, you got a lot of
bunches of flowers sent to you, a couple of surprises, different people
calling, you know it says a lot about the status of the person, and I think
people were able to tap into that (Cellach).

Here she illustrates, that the perception that Others have about an individual can

dictate how that individual is treated.

Cellach views this from the perspective of status. If you are perceived as a person
with status, then Others will not question who you are:

But in answer to your question, the first time around in the room, [ mean
Cellach was there till 11 o’clock at night you know, so there was no
issue around that at all, and the second surgery, no issue, the only
difference being in the open in the public ward, and this might sound
very big headed, and I don’t mean it, but as Cellach rightly said, that I
was only seeing it as a patient, I was no different as a patient, as I was
anywhere else in terms of treatment, in terms of being me and what I
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needed. Cellach would come to see me everyday, | was there from
Sunday night to Friday (Gormlaith).

Gormlaith reinforces Cellach’s point suggesting that she was no different: she was
like every other patient who had cancer. Gormlaith never felt the negation of the
self.  While Rioghnach found participation in conversations on the ward
alienating, and outside her realm of understanding, Gormlaith participated fully in

the activities of the ward.

It could be said, that cancer patients find meaning of their illness, through sharing
their experiences of the cares and worries of living with breast cancer:

Anne also had breast cancer, but that’s another story. .. she came to see
me and said, just in case I brought another glass so she brought me in
two bottles of red wine you know and I think I was due to go out the day
after the Friday, before the June Bank holiday, and I thought Fuck it,
I'm going to have a glass of wine, had a glass of red wine and knew
there was another one in there, and one women had left and we said
Jesus we’ll keep in touch, and she said I can’t wait to go home and see
the football and go for a pint in Z, so she went off anyway and there
was some blood results that they weren’t happy with, so it meant she
had to stay - she said oh Jesus! Said, now she was very upset, what the
fuck am I going to do all weekend, what can I do till fuckin Monday - [
mean what could they do till Monday except monitor her, so I said come
here, I said what are you dying for she says I’d love a glass of wine, so 1
said right I'm going, so I opened the bottle and we had a half a glass of
wine each, one of the nurses came in, and she said what’s that
(Gormlaith).

What Gormlaith’s story illustrates, is that when it comes to serious illness, other
patients do not distinguish between difference; they are all in the one boat seeking
a survival strategy, and an element of camaraderie builds up. The sharing of the
glass of wine demonstrates this. Cellach captures this when she says:

I came 1n to pick her up, and the fuckin three of them sitting around this

glass like witches around a cauldron, a fuckin glass of wine, it’s your
turn, it’s my turn (Cellach).
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In children’s stories, the use of the imagery of ‘witches’ sitting around a
‘cauldron’ have been portrayed negatively, while in this episode it is the positive
actions of three women trying to comfort another. The cauldron is the ‘glass of

wine’ through which the symbol of friendship is portrayed.

There is an unspoken understanding of the meaning of not being able to go home
for the weekend. It could have been any three of them who could have found
themselves in that situation:
But again, it was just we all jelled together, and they offered me dvd’s,
now look it are you looking for a teily, look that’s our telly, if you want
to keep it you know it’s all right, 1 said no its all right. You know, we
all looked after each other, but what I think, the issue in hospital is not
about who you are or what you are it’s just how you are, cause you’re in
hospital, because you’re unwell, and that’s your topic, that’s your
agenda (Gormlaith).
Looking out for each other and being there for each other is what being a cancer
patient brought to Gormlaith’s life. She not only experienced this from Cellach,
but also from other patients. She was not rendered the Other: she was part of the
experience that Others had to offer and that she had to offer them as well.
Through her illness, the extent of her possibilities to become was open fo
Gormlaith, whether that was through her health care team or patients. By

embracing the personhood of Others, Gormlaith’s personhood was equally

incorporated.

7.6 Shadow in the background
While Cellach had no problem in caring for her partner Gormlaith in the hospital
setting, other partners of lesbian patients experience being regulated to the

outsider status by various techniques, such as the next of kin rule, or viewing the
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presence of a woman with a female patient as a friend in hospital. These
perspectives act as barriers for lesbian women to participate in the care of their
partners. Meadhbh brought Narbflaith, her partner, to the hospital and reflects on
what it was like to be the partner of a patient:
I felt like T was basically the chauffeur. They insisted that she have
somebody to drive her home, and I was that person, so I was the person
that was driving the car, and that’s all I was ... Disenfranchised. [ wasn’t
recognised, [ was just a person who was appointed to drive this person
home. Drive the patient home ... I hated it. T wasn’t in control of the
situation which I should have been, because you were coming out of an
anaesthetic and clearly not in control (laugh) (Meadhbh).
Meadhbh recalls she was the ‘person who was driving the car’, more a taxi
service rather than the partner of a patient. IHer role in Narbflaith’s life was
negated, and the reality of their relationship was non-existent. Meadhbh
recognises her need to assist Narbflaith. She feels she should take ‘control” for
her, as Narbflaith was not in a position to do so for herself. Facilitating the needs
of a partner, or just being there, are the taken-for-granted dimensions of a
relationship, regardiess of sexual oricntation. Meadhbh’s inability to meet the
needs of Nérbflaith rendered her feeling the most negative of emotions: ‘hate’.
The non-recognition of her status led to feelings of being ‘disenfranchised’, which
in turn renders her experiencing being frustrated; not being in a position to do
what she considers she should be able to do:
I am no longer master of the situation Or more exactly, I reman
master of i, but 1t has one real dimension by which it escapes me, by
which unforeseen reversals cause it to be otherwise than it appears for
me (Sartre, 1969:265).
For Meadhbh, the unforeseen reversal is the reactions of the health care

professionals. The ability to care for her partner is removed from her: in every

other situation in her life she can care and be for her partner, but in a hospital
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setting this is negated. She did not foresee this and is filled with feelings of

inadequacy.

Nérbflaith views the situation from her perspective of being the patient but also
reflects on Meadhbh’s situation. She is constantly aware of Meadhbh’s presence
and how she might be feeling:

Meadhbh had to go through my sister, they put my sister down as next
of kin in X, she was trying to deal with mum in Y Hospital. And she
kindly sent back a message saying ‘For God’s sake don’t die, we’ve
enough on our plate at the moment” kind of stuff, it was a really loving
message, ve know! what I mean, it was really nice ... But more or less
indicating to the nurses that she would prefer that you could deal with it.
Not that she was deflecting me, but Meadhbh was on, but she, she did
not see the sense in her being the next of kin, when Meadhbh was here
and Meadhbh was my partner. We have a very good relationship with
both families. Eh! but again, Meadhbh had to, at one point the consultant
was talking to me, but would not talk to Meadlhibh, and wanted to talk to
my sister in X, and then my sister was relaying that back to Meadhbh,
and she was trying to get my child out of school, trying to do all that as
well, and it was dreadful. It was so, I found it so upsetting. I just found it
another burden that I didn’t need to deal with, cos there was nobody
there; again there was no recognisable person that could be in my
corner. And you just found it impossible, you were really upset by it I
think (Narbflaith).

Narbflaith understands her sister’s position in relation to caring for their
terminally ill mother. Narbflaith’s sister presents the lesbian world to the health
care profession, but they reject this bequest and insist that she act as Narbflaith’s
next of kin. While the truth of the situation was laid out for the health care
professionals, they ignored it, leading fo a situation of the added pressure being
placed on Narbflaith’s family. Meadhbh and Narbflaith’s relationship, while
recognised by her family, was negated by the nursing staff. This denied their
validity as a couple. This reinforces Moane’s (1995:88) assertions:

Lesbian partners have no rights of access or decision-making in the case
of iiness .. and have been prevented from visiting their long-term
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partner in hosprial. They do not have any say n the medical treatment
their partner may be receving.

Health care professionals removed Meadhbh’s sense of presence towards

Narbflaith.

Not only did Narbflaith experience the situation as a burden, but the sense of
isolation of having nobody to speak on her behalf:
But on the day that actually happened, when you were on the A&E
ward, [ was sort of in the way ... the other thing about it was, that it was
extremely difficult for me to again be the non-person ... Just the sort of
shadow, the shadow in the background ... I had no right of audience
really ... And I hated that. Again | was disenfranchised, I wasn’t in
control. I had no, | had no place there. I simply had no place, you know
(Meadhbh).
Meadhbh becomes a shadow. She is not casting a shadow as we all do in twilight
which gives a sense of self. I can see myself through my shadow and [ know that
I exist. Casting a shadow is something my body does, but to be cast into a
shadow is to have something thrust upon you by the Other. Meadhbh’s image of
the shadow does not denote positivity; rather, it casts her into darkness, a shadow
in the corner whereby the Other does not acknowledge her existence, as she does
not exist within their realm. Meadhbh cannot be seen or is not seen, which she
recognises. This is very different from Sartre’s (1969:264) suggestion of:
My possibility of hiding w the corner becomes the fact that the Other
can surpass i towards the possibility of pulling me out of concealment,
of identifying me, of arresting me.
From a Sartrean perspective, the possibility of hiding in the corner is my choosing
of concealing myself. However, Meadhbh was placed in the corner by the Other
through non-recognition. She has no possibility of being discovered as the Other

does not recognise her existence. She has become the outsider (Becker, 1963)

looking in but with no say in what is happening. Meadhbh is alienated from the
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world as she knows it and from herself through the actions of the Other, but, more
importantly, she is alienated from her partner, Narbflaith. Her own possibility

becomes the possibility of the Other to declare who she is: a non-entity.

Both Meadhbh and Narbflaith recount that their experience of being in hospital
was a situation that “threatens the integrity of the self’ (Giddens, 1991:54), All
the mechanisms that built over time to protect the self were dismantled, and the
validity of their relationship was not only questioned but cast aside. They went
from a couple sharing their cares and worries to that of complete strangers. This
experience informed Meadhbh and Nérbflaith the next time Narbflaith needed
health care intervention. Meadhbh used her connections in the HSE (Health

Service Executive) to facilitate better health care treatment. They continue their

story:

Eh! the Communications Director I think. The Communications
Director, and she rang and said look, my partner’s going in, she’s having
this surgery done, I'm her next of kin and I don’t want any messin. Do
you know what I mean? And actually they were wonderful (Meadhbh).

They were wonderful. But we made that phone call beforehand, and 1
have to say it made a huge difference to me going in. The respect I got,
it really was no bother. Now from, right from filling in the admissions
form, 1 filled in the admissions form with a woman that knows us
anyway, but [ filled it in with her and she, she actually said to me, she
said Nérbflaith she said, we actually in admissions, if you the take the
administration of it, the administrative end of it she said, we don’t care
who your next of kin is in a sense of, we actually don’t care. Its just we
need a next of kin to contact if something happens you, but she said
sometimes people think we do care 1n a sense of they’re going to judge
me but she said we don’t, its just an administration thing, 1t makes no
difference to us (Narbflaith)

From my point of view, it was a totally different experience, but one of
the things that annoys me about living in Ireland, is that you have to try
and pull a stroke ... To get what you’re actually entitled to, and I hated
doing it, and I don’t normally do it (Meadhbh).
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Not everybody would be in a position to make direct contact with the HSE and
use their influence to secure the kind of care they wish for. However, Meadhbh
did so not only for herself but for her partner, thus securing a totally different
experience than the last one. Meadhbh is uncomfortable about having to do so,
but she feels she is put in a position where to care for her partner necessitates
‘pulling a stroke’. This was an experience where both women did not lose their
sense of self, rather they could be. An interesting aspect of this was the initial
administration phase of entering the hospital setting, where they were told who
was next of kin was not a priority, rather it was an administrative procedure. Had
this information been passed on at the original admission, then Meadhbh and

Narbflaith would not have experienced what they did.

While both women were delighted about the outcome, they have reservations
about how it was achieved.
Because not everyone gets that kind of treatment. That being said
though, it was a very positive experience .. And I was very grateful, but
should I be grateful? ... Should you be grateful for being treated the way
you would expect to be treated if everything was normal, in inverted
commas (Ndrbflaith).
Narbflaith questions whether she should be grateful for a service that should be
available to all regardless of their situation. She is aware that not everyone gets
the health care service she had experienced. While this was a positive experience,
it still rendered her with feelings of non-normalcy. They experienced their
difference in a different way; they had contacts but their contact was used to make

them, as a lesbian couple, feel safe and comfortable in the hospital setting. Once

again they were the Other.
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7.7 Concluding remarks

A woman-friendly health service was promised in the women’s health
strategy document (Government of Ireland, 1997). It would appear that breast
cancer services have achieved a woman-friendly health care by recognising
diversity amongst women. However, cervical screening services do not
recognise diversity amongst women, but more importantly have clear
demarcation lines in operation, regarding the necessity of their service for all
women. This led to some lesbian women experiencing both prejudice and

discrimination in these services.

Partners of lesbian patients experience the spectrum of care from bemng openly
accepted, consulted and respected in the care of their partner, to being
alienated and cast aside. The next chapter develops the themes that emerged
from interviews with lesbian nurses, of the understanding and meaning they

give to being lesbian in the nursing environment.
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Chapter 8: Never the Twain Shall Meet: Private Lives, Public Silences of
Leshian Nurses

8.1 Introduction
This chapter will analyse the themes that emerge from the interviews with lesbian
women as professional nurses in health care:

In order to get any truth about myself, I must have contact with another

person. The other 1s indispensable to my own existence, as well as to my

knowledge about myself (Sartre, 1985:37-38).
Sartre (1985) suggests that to know oneself or to know the truth of oneself is to
know oneself through the eve of the Other. I cannot become on my own, in
isolation; I can only become when I interact with Others and understand their
reactions towards me. I give meaning to these interactions based upon my
knowledge of who I am or rather who [ think [ am and what Others think I am.
Through this T get a sense of self. As Sartre (1969) indicates, an individual can
only know her/himself through the intervention of the Other. Work is an area
which represents an important part of people’s lives where they encounter the
Other. It provides an individual with a sense of who they are in society, through
their membership of communities (Morgan, 1999). Through work, a lesbian
woman’s identity has to be negotiated (Markowe, 1996) as private lives and
public lives can overlap. Clunis et al (2005) suggest that for lesbian women,
work and identity overlap, so providing a coberent sense of accomplishment.

However, for lesbian nurses, work is fraught with the unknown as to whether to

hide one’s sexuality, or reveal it for Others to see.

This chapter is divided into six sections: the first deals with lesbian nurses who
are out and open about their sexuality in their workplace; the second reviews the

experiences of lesbian nurses who feel different in their working environment; the
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third analyses the negotiating practices of lesbian women when encountering the
heterosexual dialogue; the fourth analyses the choices lesbian nurses make
between coming out and not coming out; the fifth examines an ethical issue; and
finally, the sixth explores how lesbian nurses experience their difference in the

health care environment.

8.2 Being oneself in the workplace

Qur occupations and the fields in which we work can mean much to the

other facets of our lves because they are often Iinked to our 1dentifies

and sense of accomplishment (Clunis et al, 2005:81).
Identities are likened to work, as they enable individuals to interact within society
as workers, consumers and citizens (Morgan, 1999). Work plays a major part in
the experiences of people, giving them a sense of self, value and achievement, It
is also through work that we meet the Other and obtain a sense of who we are
through the eye of the Other. By way of work the possibility of my becoming is
open to me, through both my occupation and interactions with Others. As
Markowe (1996:7) suggests, in relation to lesbian women “coming out at work,
type of job and work environment are pertinent’. When a lesbian woman comes

out at work, she needs to consider the environmental and social context in which

this takes place, as they do not all value diversity (see chapter two and three).

8.2.1 A safe haven

Some lesbian nurse participants, such as Grian, who practiced in other European
countries, indicated that they were out in their workplace in Europe while in
Ireland; they are hidden or returned into the closet:

I suppose there were other gay people there. There was a very
flamboyant European man and we were great friends, we are great
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friends, so he was you know, we would have been out together, 1
suppose it was easier, a bigger staff complement, it was more
anonymous, if you like, as well living in Europe (names city) than living
in X (Gruan).
Being employed in another Europe country enabled Grian to be out in her
workplace. She suggests that the European city where she worked allowed this to
happen as it was bigger, more anonymous and there was also a higher number of
staff in her workplace. She accounts for this by inferring that it was easier for her
to discover herself in an open environment presented by the European city in
which she was employed. Grian’s friendship with a ‘flamboyant” gay man gifted
her the ability to come out. It would appear that his ways-of-Being was
infectious and spilled over on Grian, empowering her to be truthful about her
situation. She was able to say to the self ‘T am a lesbian woman’ and a lesbian
nurse in her professional life:
Everyday Being-with-one-another maintains itself between the two
extremes of posttive solicitude-that which leaps n and dominates, and
that which leaps forth and liberates (Heidegger, 1962:159).
In Grian’s case, the positive solicitude that leaps forth was liberating, her Being-
with-another that is the ‘flamboyant’ gay man, made it possible for her to be

authentic with the self and Others. Here we can see how the private and public

life of a lesbian woman can be integrated with no hiding of the self.

While Grian’s experience of being out was positive, Gormlaith on the other hand
experienced homophobia in her private life but not in her public life as a nurse.
Gormlaith and Cellach met each other in the European city where they practiced,
and began a relationship soon after:

Well I suppose we had very different experiences in Europe. I mean, I

came up against a lot of homophobia in Europe, not in my first job,
when I came out (Gormlaith).
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if she sanctions their entry into her life and who she is. Gormlaith is aware that
Others judge, but she is adamant they can only do so based on the knowledge she
gives them, rather than on the impressions that they may already have formed.
From Gormlaith’s point of view, knowledge-based judgments are the most
appropriate, as Others have information on which to base their judgment(s). By
managing information about the self, Gormlaith reinforces Goffman’s theory of
impression management: in other words, she manages the impressions she gives
off, and the impressions Others form of her. She reverses Sartre’s (1969:260)
suggestion: “I see myself because somebody sees me”. Gormlaith would say in

Sartrean terms that somebody sees me because [ allow them to see me.

Gormlaith controlled what information she gave to people, suggesting it is
through managing information about herself that someone can get to know her.
In contrast, Cellach is aware that she did things differently to Gormlaith:
You were much, much better at that, in giving all the information you
gave to people, and I took a different attitude, I didn’t give people any
information, so other people were giving it to me, in relation to me as a
person, whatever that would be, particularly my sexuality (Cellach).
Cellach suggests that Gormlaith was better at giving information than she was.
She took a different attitude by not divulging anything about the self. Cellach
encountered the Other through their definitions of who she was both as a person
and regarding her sexuality. From a Heideggerian viewpoint, the Other has
effectively leapt in on Cellach, dominating the definition of the self including her
sexuality. The Other dominated the story rather than Cellach taking control and
revealing her own story. Her story became the story as Others saw it and

therefore the story that was portrayed to her colleagues. In this way Cellach’s

story becomes what Thomas (1931) describes as the definition of the situation.
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However, Cellach’s silence can be viewed from a different perspective as being “a
powerful weapon when it can be controlled” (Hurtado, 1996:382). Cellach
recognises she remains silent; the Other does not truly know Cellach and this in
itself can be what Hurtado (1996:382) calls “powerful” viewing, as “akin to
camouflaging” the self. By allowing the Other to define who she is, Cellach
neither denies nor supports their explanations. From Hurtado’s (1996)
perspective, this could be seen as an empowering act: Cellach knows who she is
and is happy to aliow Others speculate, thus camouflaging herself in the coat of

the Others’ explanations of her situation.

While Grian, Gormlaith and Cellach were out when they worked in another
Europe country, Gormlaith was the only one who made a conscious decision to
relate her story to Others in her own way. Gormlaith considers that oniy t}_lose
who have information about her had the right to judge her. The information she
gave was on her own terms. The judgments were based upon the information that
Gormlaith had given the Other. Altemnatively Grian, came out by chance: as the
presence of a colourful gay man acted as a catalyst for her. Cellach allowed
Gormiaith to tell their story as a couple, or Others to invent her story for her.
Either way, she did not participate in discussions about who she was, rather she
allowed the story to unfold as Others saw fit. In this way she had no control over
who Others thought she was, but, equally, she appeared to be content in the

process of becoming visible on her own terms (see chapter two).
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8.3 Being different
As providers of heaith care, it is through the eye of the Other that lesbian women,
in their capacity as professional nurses, obtain a sense of self in Irish health care.
They obtain a sense of not only who they are, that is, lesbian women, but also of
what Others, in this case nurses, perceive lesbian women to be:
I suppose everybody, no matter how tough you are, or no matier how
self-assured you are, people’s perceptions, especially when you are
working with people, matters you know, and how much you let them
matter then, is up to you. But working in the medical profession and
certainly working within a very female-dominated profession leads to a
wide variety of perceptions thrown in your direction (Fmnsech).
Finnsech is aware that how people see her matters; she 1s not an island but
interacts with Others. She suggests that individuals take onto themselves the
perceptions of Others to varying degrees, implying it is up to the individual to
decide on what extent the opinions of Others replicates the self and their actions.
This mirrors Goffman’s (1963:28) assertions according to which Finnsech must

“face unwillmg acceptance” of berself “by individuals who are prejudiced against

persons” who are like her, that is, lesbian women,

Working in a predominantly female profession, such as nursing, brings Finnsech’s
awareness of her lesbianism to the fore. She indicates that there is a ‘wide variety
of perceptions’ about lesbian women amongst the nursing profession:
What does not vary 1s the necessity for her (him) to exist 1n the world, to
be at work there, 1o be there in the muidst of other people, and to be
mortal there (Sartre, 1985:38).
Finnsech exists in the world that is populated by Others. She cannot exist on her
own, as she needs the Other for her existence to be apparent. Through her

existence Finnsech is aware of her lesbian identity in everyday situations;

however, through her work as a nurse, her identity can come to the forefront.
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Through this, she is aware of the perceptions of her colleagues fowards lesbian

women (see chapter three for a discussion of such perceptions).

8.3.1 Break-time chatter
Finnsech’s coming out at work was not intentional or planned, rather she found
herself in a place where she did not want to be other than herself:
A specific incidence I remember, was we had been on a set of nights
with a group that I, with about 4 of us, that I had worked with for about
6 months so, | wasn’t out at this point to these particular colleagues and
we had done a weeks nights and everything is very laid back and
personal when you’re working nights over Christmas, peopie talk about
their families, where they’d rather be you know and you spend, your
longer breaks, you spend a lot more time sort of discussing your
personal lives (Finnsech).
Finnsech reveals that Christmas time at work leads to different conversations and
more sharing of personal lives amongst nursing colleagues. Although
predominantly a Christian religious ritual, Christmas in Irish culture through the
dominant position of the Catholic Church (see chapter 2 for a discussion on this)
epitomises the family. Christmas reinforces the norms and values of the
heterosexual family by recognising no other family structures. It underpins what
Tovey and Share (2000:306) indicate as the importance of “religion wn the
shapig of our contemporary society, its continuing rvelevance in terms of
everyday soctal Iife”. The relevance of Christmas for Irish society, is that it is one
of many rituals that is seen as traditionally focusing on the heterosexual family as
the primary unit of society. Nussbaum (1997:229) succinctly states: “society
shapes not only tradition, but also the experience of people who grow up in it”.

Whether an individual participates in the religious ritual or not, the Christmas

period in Ireland is traditionally a time for families. Finnsech experienced more
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exchanges being initiated around family and so found herself having to answer

questions she was not prepared for.

8.4 Heterosexual dialogue

Finnsech experienced Christmas, as the time when private and public lives

collided through talk between colicagues. Other lesbian nurses such as Saoirse,

perceive this as being part and parcel of normal every day talk amongst nurses:
I find it very hard at break-times, all we seem to talk about are weddings
and engagements, babies and what schools to send your children to and I
just find its very draining, listening to it all the time (Saowrse).

Another participant, Grian, put this in an alternative way:
I was kind of looking at how, you know, social aspect in work, and 1
suppose you have to sit down, you have to listen to, [ mean the young
ones are all getting married, and all about their dresses, and all about for
halif the night, and photographs, and then, the women and men my age
then would be with their children, and their photographs, and then the
older ones would be about their extensions as well, but 1t does get a bit
boring, I mean, some people who ask me, oh! are you going out with
anybody (Grian).

While Finnsech experiences her difference at a particular period in her work

environment, Grian and Saoirse come into contact with this on an ongoing basis

through day-to-day conversations. Saoirse describes social conversations in her

workplace, as being ‘very hard’ and ‘draining’, as she is listening to discussions

she cannot participate in. She is socially isolated from her peers, as she does not

fit into the rituals of the heterosexual norm that is engagements, weddings, babies,

children and schools. These are the tools, as Saoirse experiences it, of the

heterosexual dialogue.

Her lived reality does not include these rituals on a personal level. She expresses

this in the following manner:
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As Skidmore (2004:236) succinctly states:
For many workers a distinguishing feature of the workplace is the
regular, if not daily, contact with a group of co-workers with whom one
18 obligated to mteract.
As Grian cannot participate in these exchanges she finds them ‘a bit boring’; in
other words, for Grian these conversations are tiresome and tedious. They are

also repetitive whereby she can almost predict what the topic at break-times will

be, and she will remain invisible in these conversations (see chapter three).

8.4.1 Negotiating the heterosexual dialogue

Grian finds ways around questions about her personal life, particularly in relation
to marriage and children. She finds her route by not participating in the
conversation on the self and turning it back on the questioner:

By not talking about yourself and asking, I suppose asking them
questions, and they are talking about themselves then (Grian).

She removes the focus from herself and orientates the Other towards themselves
through asking them questions about the self. In this way she negotiates the
presentation of the self in front of the heterosexual norm. Grian puts distance
between herself and Others by placing the spotlight on the Other, and removing it
from herself. She not only successfully distances herself from the Other but also
from the assigned categories that make up heterosexuality. In this way she
successfully keeps her lesbianism hidden. Grian reflects:
I’m a listener more than a talker (Grian).

She positions herself favourably for the Other as being a listener. In this way she
does not have to interact on a personal. level with her colleagues. She

successfully deflects any queries about herself and becomes the ear for Others to
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talk about themselves. By being a listener Grian regulates information about the

self (Saulnier, 2002; Scherzer, 2000).

Grian’s actions could be interpreted from a Sartrean point of view as the hiding of
the self:
My possibility of hiding in the corner becomes the fact that the Other
can surpass it toward his possibility of pulling me out of concealment, of
identifving me, of arresting me (Sarire, 1969:264)
Grian’s hiding in the corner, is the act of turning the conversation away from
herself to the Other. The act of listening prevents her discovery and the ability of

the Other to see her as a lesbian woman. Equally she does not become “ffus self

that the other knows™ (Sartre, 1969:261).

As she does not disclose herself there is no opportunity for the Other to know her.
Grian’s concealment remains. This illustrates Draucker’s (1999:361) point, when
he states that individuals participate in acts of “everyday skilful copmg”. Those
are the skills for everyday living which enable an individual to participate in the
situations in which they find themselves. One of the skills that Grian has
develfoped for everyday living in her capacity as a nurse is that of listener which
enables her to exist within the nursing community. By becoming a listener she
does not have to participate by divulging the self; she can remain “hidden from
the Other” (Sartre, 1969:49) but is perceived as participating in the conversation.
Grian, however, participates in the conversation through asking questions of the
Other and listening. This is different for Saoirse, as she indicates that she does
not take part because she lacks commeonality with her colleagues. For her, there is

nothing to discuss, and the possibility of her becoming through interaction with
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Equally, Finnsech did not fit the perception that the Other had of lesbian women,
Key to this is the opinion that lesbian women are readily identifiable 1o Others.
The idea that lesbian women look, act and behave in similar ways to heterosexual
women and are unidentifiable (Nussbaum, 1997) is not in the realm of the Other’s
consciousness:
She may be married or divorced, have children, dress m the most
femunme manner, have sex with men, be celibate - but there are lesbians
who do all these things. Leshians look like all women and all women
look Iike lesbians There 15 no guaranteed method of identification
(Pharr, 2007:89).
From Pharr’s (2007) perspective lesbian women look, act and behave like all
other women, with some participating in heterosexual rituals It is the sameness
of women that erases the ability of the Other to identify them. Through this
sameness, there is an inability to acknowledge that difference may exist between
women who appear, act and behave like other women. In other words, if I am
different then I must somehow show my difference. I must have an outward sign,
whereby Others can recognise that they are in the presence of a woman who is
different to them. The problem is then that not all iesbian women are readily

identifiable, thereby leading to confusion with the deeply-beld assumptions of

who a lesbian woman is.

Within Finnsech’s story there is an implicit notion that she identifies with the
Other’s understanding of who a lesbian woman is. This is suggested in the
indirect answering of Finnsech’s query: ‘what should somebody who’s gay seem
like’? While stereotypes were suggested, they could be classed as imagined
stereotypes of lesbian women by her heterosexual nursing colleagues. However,

Finnsech did not fit these stereotypes. Her nursing colleagues portrayed a
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vocabulary deficit, whereby they lacked the ability to discuss Finnsech’s sexuality
or perhaps they did not want to. This reinforces Lodge and Lynch’s (2003) study
on the second-level educational system in Ireland, where students have an
inability to speak about diverse sexuality and responded in a negative or
aggressive way when confronted with same-sex reality (see chapter two).
Finnsech experiences negative reactions of the Other as she does not fit the

stereotypical view of lesbianism.

The audience(s) lesbian women come out to, can be fraught with perceptions of
what or who lesbian women are, and are embedded in social context (Markowe,
1996):

She is acting within a context that 1s Iikely fo include some awareness of

a lesbian stereotype, notions of novmality/abnormality, perceptions of

generally negative attitudes towards homosexuality; and possibly some

wdeas relating to explanations of homosexuality as innate or

environmental (Markowe, 1996:133).
Coming out is not only a personal action on the part of the lesbian woman, it is
related to societal views and perceptions. In choosing to come out, a lesbian
woman needs to take into account the social context in which her coming out
takes place (see chapter two). The social context of Finnsech’s coming out story
is embedded in the traditions, beliefs, norms and values of both the nursing
profession (see chapter three, section 3.7), and cultural ideas concerning the
Christmas period which reflects heteronormativity. Finnsech’s recollection of
coming out to her colleagues, leads her to view the funny side of what the Other
considers a lesbian woman to be. She has the ability ‘to laugh’ at the stereotypes

used by her colleagues, which of course do not fit with Finnsech or her reality of

living her life as a lesbian woman.
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