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Foreword 
This research project is about putting sexual and gender diversity on the agenda for
improving health services in Northern Sydney Central Coast Health (NSCCH). It is about
making our services more sensitive to the needs and aspirations of our communities, from
planning through service delivery to evaluation. 

Evidence contained in the following report suggests that the fear of discrimination and stigma
may cause many lesbian, gay, bisexual and transgender (LGBT) people to put off or not seek
health care. We know how important it is for the consumer of a health service to provide
complete and accurate information as part of the treatment process. Yet this important
element is at risk where such fear is present. 

We have identified the barriers to accessing health care for gay, lesbian, bisexual and
transgender people. We have identified how subtle and overt forms of discrimination impact
adversely upon LGBT employees of NSCCH. 

Let us set about addressing heterosexism and homophobia in the health system from the way
in which staff within the health sector are perceived and treated, to the access barriers that
prevent the best possible delivery of health care and illness prevention services. I commend
this innovative public health research to all health leaders. It is time to begin policy
discussions at a ministerial level to improve the health inequities faced by LGBT people living
in NSW. It is time to go the extra ethical step, and ensure we develop and sustain a culture of
respect and equality.

In doing so, the outcome will be a better understanding of diversity and a supporting
framework that can foster the best quality health care for not only gay, lesbian, bisexual,
transgender people, but for all health consumers. 

A workforce that celebrates and affirms its diversity across sexuality, gender, race, religion,
ethnicity and culture should be our major outcome. 

Dr Stephen Christley
Chief Executive
Northern Sydney Central Coast Health
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Project history 

Project Co-ordinator
The Northern Sydney Central Coast Health (NSCCH) Affirming Sexual and Gender Diversity
(ASGD) policy and research project is an organisational change initiative aimed at explicitly
challenging direct and indirect heterosexism within a public health framework. It is a quality
assurance strategy promoting health service improvements and opportunities for innovation
by providing the best possible conditions for all employees and consumers. While managing
heterosexism in the workplace is a quality improvement exercise, it is also a significant human
rights issue. This capacity building project is a first for New South Wales (NSW) Health.

In 2001, FPA Health and NSCCH convened a partnership symposium addressing sexual and
gender diversity in public health.  Peter Lemon, the then Director of Population Health,
Planning and Assets, opened the forum with the following address: 

It is a bold person indeed who can claim that any large organisation –
NSCCH included – is homophobia-free. We need to reframe and reflect
on the way that health services are delivered. Above all, reflect on the
stereotypes that inform our decision-making and planning, and discard
them. It is a real concern that the fear of discrimination and stigma
may cause many gay, lesbian, bisexual and transgender (GLBT) people
to put off or not seek health care. Let us identify barriers to accessing
health care for GLBT people. Let us set about breaking them down and
developing a framework of trust and respect (Brennen 2001).

Since this challenge, NSCCH has consistently demonstrated ethical support for a broad range
of initiatives aimed at promoting respect and dismantling barriers to health care access. In
2002, based on symposium recommendations from consumers and providers, the Affirming
Sexual and Gender Diversity policy was ratified by Area executive and launched during
Quality Week in 2002. A year later the policy project was accorded the Chief Executive Officer’s
quality award for A Positive Contribution to Society. In 2003, NSCCH Program AIDS
commissioned the University of New England to stage a research project exploring
homophobia and heterosexism in public health settings.

The objective of both the policy and research strategies is to strengthen NSCCH ability to
develop and provide comprehensive and culturally appropriate population health policies,
treatment and health care services for LGBT communities. The goals for the project are:

1. To reduce homophobia and heterosexism within the workforce of NSCCH.
2. To improve access to NSCCH education, care, prevention and treatment services. 
3. To promote and improve the health status of sexual and gender minorities living and

or working in the Northern Sydney and Central Coast areas.
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The rationale for why NSCCH auspiced the diversity project is:

a) NSCCH recognises that people of diverse sexualities and genders have a right to work
and/or live in a non-discriminatory, safe and harassment-free environment.

b) NSCCH recognises that people perceived to be, or who are of diverse gender and
sexualities, experience significant discrimination in their lives. This discrimination can
greatly affect an individual’s health.

c) NSCCH recognises that the historical exclusion of people perceived to be, or who are
of diverse gender and sexualities from access and equity policy development, has
lead to a false assumption that the needs of these groups are being met. 

d) NSCCH acknowledges that discrimination and harassment of people of diverse
gender and sexualities needs to be pro-actively addressed in order to change
prejudicial attitudes towards these groups.

It is naïve to assume that the health needs and concerns of all people are the same. However
this powerful naivety is at work and occurs by default at nearly all points of health access for
LGBT consumers. This naivety is predicated upon assumptions of heterosexuality. Health
practitioners and planners need to recognise that sexuality and gender - like employment,
ethnicity, early childhood development, peace or housing - are determinants of individual and
population health. Only by explicitly prioritising the health needs of sexual and gender
minorities through innovative research, leadership and resource allocation can we begin to
address the negative health impacts of discrimination upon LGBT population(s). 

Michael West
Health Access Consultant, Project Coordinator, ASGD Policy and Research Project
NSCCH HIV and Sexual Health Promotion Unit – Southern Sector
mdwest@nsccahs.health.nsw.gov.au
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Executive report
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This qualitative study is the first of its kind in the context of New South Wales Health.
Northern Sydney Central Coast Health (NSCCH) is the first Area Health Service in NSW to
endorse multi-strategic activities exploring the impact of homophobia and heterosexism upon
consumers, providers and the health system.

During 2003 NSCCH Program AIDS commissioned a research project to investigate
heterosexism and homophobia in healthcare. The research project was conducted by the
University of New England (2003 - 2005) within a context of collaboration with the NSCCH
Sexual and Gender Diversity Advisory committee. This committee was constituted by key
senior stakeholders from the health service and LGBT consumer representatives.

The common experience of multiple discrimination and disadvantage [homophobia,
transphobia and heterosexism] means that the health of lesbian, gay, bisexual and
transgender (LGBT) populations differs from that of the general population1. For LGBT people
the impact of discrimination on cultural, institutional, inter-personal and internalised levels
leads to a ‘reporting invisibility’ in relation to harassment, a poorer general health status,
diminished utilisation of health care facilities and a decreased quality of health services2.

Broad areas of public health inequities for LGBT people are:

• Identity formation
• Isolation and stigma
• Suicide 
• Homelessness
• Sexual health
• Mental health 
• Alcohol, drugs and smoking, and
• Decreased access to services3

Research findings 
Our research found that openly heterosexist and homophobic discrimination continues. This
picture is becoming more complicated because other forms of prejudice have come to light
that are equally if not more challenging. Of great concern is how complaints about
discrimination and victimisation are trivialised or underestimated by managers. New forms of
discrimination that attempt to circumvent existing social and institutional protocol and policy
are common place and problematic for staff, patients and NSCCH.

The findings show that professional practice continues to be compromised by homophobia
and heterosexism and this can adversely affect delivery of care and workplace performance. 

Two mechanisms by which homophobia and heterosexism can affect professional practice are:

a) Failing to take diverse life patterns of consumers and providers into account, and 
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b) Inappropriate clinical practice as the result of clinicians being aware that patients are
gay, lesbian, bisexual or transgender.

The research also showed that discrimination can be experienced simply by the way systems,
procedures and forms are organized. For example, the design of hospital forms can have a
major influence on the outcomes of care, where next-of-kin, gender, and marital status are key
examples on exclusion currently used in NSCCH. A further finding of the research is a
phenomenon that we have called ‘administrative harassment’. This form of harassment
depends on applying the ‘rule book’ in rigid ways and ‘to the letter’ in ways that are unique
and can be viewed as harassment.

Impact of findings
Managing heterosexism whether in the workplace or in community partnerships is not only a
significant health issue, but has wide ranging economic implications for NSCCH. For example,
projected and actual social and economic costs of not effectively managing diversity in the
workplace are:

• poor staff retention rates 
• under reporting of grievance incidents
• increased litigation and insurance claims
• decreased career satisfaction and progression4

• system complicity with climates of bullying and harassment
• decreased consumer utilisation of health services5, and
• poor brand perception by the community

In a climate of change and future planning, NSCCH and NSW Health have the opportunity to
prioritise LGBT health inequities within planning and policy frameworks. A successful, socially
responsible and flexible health corporation is one where health leaders meet challenges
creatively, strategically allocating resources to achieve stated goals – without problematising
the health issue in question.

The challenges ahead
In order to learn from the challenges presented by this innovative research we suggest several
key recommendations:

• To promote governance and sustainable systemic change
• To improve risk management of bullying and harassment in relation to homophobia
• To increase LGBT consumer access of services, and
• To promote staff retention, NSCCH and NSW Health need to explicitly commit to

improving the health of LGBT people. 

Due to the financial constraints imposed by the current resource distribution formula, NSCCH
Program AIDS will require active partnership support (at an Area level) to move these
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recommendations into praxis. Without collaborative resource support, the efficacy of future
implementation may prove challenging.

These Strategic Recommendations are congruent with NSCCH 2005 -2010 business goals. The
NSCCH Affirming Sexual and Gender Diversity committee collaboratively developed the guiding
recommendations and supporting Implications for Practice found in the Report Summary. 

Best practise policy and research processes in relation to LGBT health issues have begun in
NSCCH. To safe guard these gains and manage ongoing organisational reform, it is
recommended that the following initiatives be implemented at an Area and Departmental level.

Strategic recommendations
Relationships & development

Short term: (6 to 12 months)
NSCCH to work in partnership with academic institutions (Centre for Research into
Social Inclusion at Macquarie University and/or the Cultural Research Centre at the
University of Western Sydney) for the inclusion of LGBT Social Health material in
undergraduate and postgraduate nursing and medical degrees.

Long term: (12 to 36 months)
Ensure sexual and gender diversity research is effectively utilised to inform and enhance
undergraduate and specialist training for nursing, medical and allied health staff on
LGBT health related issues.

Informed & Involved Communities
Short term
Implement a diversity and anti-discrimination campaign aimed at consumers informing
them of NSCCH policies of non-discrimination, in order to promote equitable access to
public services.

Long term
Establish an Equity Advisory Committee (consumers and providers) to assist in the
development of a NSCCH LGBT Standards of Practice strategy, to foster non-
heteronormative service cultures.

Accountability & Resource Use
Short term
Ensure a senior executive member of NSCCH is given accountability and governance of
a Diversity portfolio.

Long term
Ensure issues or occurrences contrary to NSCCH diversity values are registered within
the risk management framework and reported on annually through executive structures. 
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Good Corporate Citizenship
Short term
Instigate a diversity and anti-bullying visibility campaign aimed at promoting safe
workplace(s) for NSCCH employees.

Long term
Develop, implement and monitor NSCCH (LGBT) Standards of Practice that demonstrate
respect for and involvement by minority groups. 

NSCCH to be an active participant in the development of national standards of LGBT
health practice in partnership with the Australian Council of Health Standards (ACHS)
and the Gay Lesbian Victorian Health (GLHV) Unit.

People & Culture
Short term
Ensure NSCCH anti-discrimination policies are integrated with Patient and Staff rights
documentation, clearly linking discrimination to clinical outcomes, in the delivery of
healthcare to LGBT clients and their families. 

Long term
Develop Standards of Confidentiality and Respect that are uniformly applied by NSCCH
and emplyees. These standards could include sexual preference and practice, gender
orientation, drug use, spiritual belief, physical ability, ethnicity, culture and ritual
practices. 

Implement a comprehensive workforce development programme aimed at tackling
Diversity and Discrimination in NSCCH for all employees – including managers and
medical staff.

Information & Infrastructure
Short term
Forms Review Committee to assess, redress and update all Intake and Patient Forms for
inclusive language.

Long term
All NSCCH Information and Knowledge management systems to be reviewed and
assessed for inclusive language (including ISD border patrol policy).
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Research summary
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Introduction
Despite being charged with a fundamental caring role and being a safe-haven for those in
need, the health care system has been repeatedly documented in various studies from both
Australia and elsewhere to have  endemic levels of discrimination and disadvantage against
LGBT peoplehealth care. It is not surprising therefore, that the present study was able to
identify a wide range of discrimination and disadvantage experienced by LGBT patients and
staff in NSCCH. It is important to note that this research was not designed to determine the
incidence or prevalence of discrimination and disadvantage. Instead, the present study
interviewed patients and staff about their experiences in order to describe, analyse and map
the ways that discrimination can occur.  This approach provides invaluable qualitative insights
into the occurrence and mechanisms of discrimination so that administrators, managers, and
staff can be alerted to the various possibilities for action, and to a basis for meaningful
intervention. Despite appropriate anti-discrimination and equal opportunity policies, it is
evident that some members of the health care community still experience alienation or are
systematically disadvantaged by inappropriate workplace practices.

The background for this project relies on extensive international research into LGBT issues in
health care service delivery. The history of Western health care suggests the issues of
homophobia and heterosexism have a longstanding and problematic nature (Bowers and
Minichiello 2001). Studies conducted in the Australian context suggest that discrimination
remains an extremely problematic issue (Bowers et al 2005, Green 1996, Hillier et al 1998,
Hillier et al 2005, Plummer 1995, 1999a, 2001). 

Our analysis of homophobia in a contemporary health care context was commissioned by the
Northern Sydney Health Affirming Gender and Sexual Diversity Project. This research project
was conducted during 2003 to 2005, with the collaboration of a  Sydney-based reference
committee made up of key stakeholders from NSCCH and consumer groups.

The aim of the research was to identify the influences of homophobia on health care practices
within an organisation and to gather evidence and opinion in relation to incidences of
homophobia, disadvantage and discrimination on the basis of sexualities and gender
differences. The objective was to construct a composite picture of homophobic and
heterosexist experiences from evidence provided during interviews with staff, patients and
former patients. Random sampling was not used as this study did not aim to establish the
incidence and prevalence of these experiences. Instead, a combination of convenience and
theoretical sampling was used to construct a mosaic of experiences. The descriptions that
were obtained were then used to draw conclusions about the institutional occurrence of
homophobia and heterosexism, as well as their patterns and mechanisms. In total, 71
participants contributed to the study, comprising 47 individual interviews, and 24 participants
in four focus groups.
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Summary of findings

Diverse contexts for homophobia in the workplace
The dominant theme in this research suggests that the context of the contemporary Australian
health care workplace is troubled by claims of having quite strong equity and anti-
discrimination policies while also maintaining a climate where fear and uncertainty
characterise the culture. The data suggests that uncertainty and confusion exists in relation to
how far we have come in creating a workplace of safety and acceptance of diversity. 

Overall, it can be observed that discrimination manifests in diverse contexts, and that there is
no certain path ahead to resolve the critical issues of homophobia and heterosexism that
persist with ever greater resilience. Moreover, of particular concern is that complaints about
discrimination and homophobic victimisation a) were often not taken sufficiently seriously by
line managers, b) were commonly under-estimated or trivialised,  and c) became a problem
for the victim rather than the organisation. Often the victim was placed in a position of having
to modify rosters and work practices to avoid discrimination, rather than there being decisive
action taken against specific cases of discrimination by line managers. It was also the case that
discrimination affected staff differentially, with senior staff being less affected and unaware of
the experiences of junior staff. 

P22: We’ll do a round and there’ll be all the doctors … ‘And this is his
partner,’ and everyone rolls their eyes. And because we can’t say
anything openly, it’s a knowing ‘Mmm …’ I’ll sit in the tea room and
people will say things like, ‘Oh, did you see that butch woman come
in? You can imagine her … she thinks she’s a fuckin’ man or
something’… This is before they found out that I was a lesbian … if a
gay couple come in … they’re not even acknowledged. And they often
end up sitting in the waiting room for an extensive period of time.

Implications for Practice
• Review NSCCH senior executive leadership program(s) to include a Diversity,

Discrimination and / or Social Leadership component.
• Acknowledge and discuss transgender discrimination issues within staff training which

covers discrimination (eg. EEO training).
• Encourage and support separate services and facilities to develop mission / vision

statements which incorporate a ‘valuing diversity’ theme.
• Ensure promotion of the grievance and discipline process in NSCCH in partnership

with the Human Resources department, explicitly names sexual and gender diversity
and discrimination. 

• Ensure Human Resource discrimination complaints are managed with a ‘follow-up’
meeting to discuss the outcome of the incident. 
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Homophobia as disguised prejudice
Homophobia manifests in many ways as ‘disguised discrimination’, or discrimination that
appears at the outset as subtle. In these cases the motives of the persons involved are often
concealed from the victim. Homophobia of this kind occurs frequently and is problematic for
staff, patients, and the institution. This form of disadvantage is particularly insidious.
Examples of accounts of homophobia as disguised discrimination or disguised prejudice
include: staff feeling ‘frozen out’ by being excluded from tea room conversations; omission of
gay and lesbian messages from posters and health promotion materials on display in health
services; and failures to include the partners of gay and lesbian patients in life and death
decisions. However, the research team notes that not all of these examples are intentionally
discriminatory. Instead, the life patterns of key staff and patients are simply not considered
legitimate enough (or are not considered at all) for them to be included in conversations and
clinical care. The impact of homophobia that goes unacknowledged can be far reaching for all
staff concerned; from staff members feeling aggrieved and alienated, to partners being
excluded at critical points in clinical care, to staff who advocate for these issues also
experiencing alienation as well as threats to their position in the workplace.

P2: I think omission; just lack of acknowledgement … People assume
that’s the norm, that’s the routine, and that’s the way to go. People
talk about family life. Invariably they talk about if they’ve got any
children, and they don’t ask you anything. Or when they first meet
you, ‘Are you married,’ because I’ve got a wedding ring apparently on
my left finger. They invariably assume that it’s a woman, or a
girlfriend. You get this from clients as well, ‘Have you got a girlfriend?’
‘You should get a girlfriend.’ You don’t really want to go there because
it’s such a long thing to explain … So while you don’t get very active
homophobia in terms of them actually abusing you – that hasn’t
happened – there’s just this ‘cutting out’ of that part of your life.

Implications for Practice
• Link gender and sexuality discrimination more overtly within all staff training that

covers Anti-Discrimination Legislation and work place rights.
• Increase visibility of LGBT health posters, literature and resources within NSCCH health

care settings.
• Implement a NSCCH Safe Place (violence prevention) programme within designated

service and community settings.
• NSCCH to collaborate as a health leader, with academic institutions and the Public

Health Association to establish a social health subject (‘Enabling and Supporting a
Healthy and Positive Workforce’).  Universities to be considered should run
management courses in Public Health, Health and Business Administration. 

• In partnership with Learning and Development, design online learning activities to
highlight how covert, implied and unconscious discrimination can manifest in the
workplace for the NSCCH Intranet site.

• ASGD research evidence utilised in staff learning and development modules
addressing multi-level communication, bullying and harassment.
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Gender and homophobia
Gender is a defining and categorical element in understanding and encouraging discussion
about heterosexism and homophobia. Gender bias is evident particularly in the experiences of
individuals making or having made a gender transition. We observe that the central constructs
of masculinity and related gender binaries set up a discriminatory social system, and this is no
more vital than in mainstream health care where male-inherited, patriarchal values still play
out in destructive ways, particularly for men and women who do not conform to
heteronormative constructs of identity and social disposition. 

While gender difference can be neatly identified as central to transgender issues, gendered
identities also underly all social constructions of sexuality. As such, the central importance of
gendered problematics needs to be considered in any future endeavours that seek to
understand and intervene in situations of homophobia. Examples of gender-based
homophobia from staff include:

• engaging in disrespectful and homophobic remarks;
• sharing inappropriate gossip about patients behind the patient’s back;
• overlooking, and consistently showing, disregard for clinical issues with transgender

patients;
• seeking inappropriate information not related to the case but somehow related to the

practitioner’s curiosity;
• performing discriminatory record keeping; and
• minimising the importance of forms of vilification because they happen to be based in

gender difference and thus in gender-based homophobia and transphobia.

P24: The report that was done by the nurse who first came and visited
me, in that report she only ever refers to me as a female and uses the
pronoun ‘she’ to describe (me). However the report done by the
psychiatrist is quite the reverse. She uses male pronouns to describe
me and the report has got my previous name on it. Where there is
space for a description, she’s deliberately put ‘male’. At the time I was
interviewed I was dressed completely as female.

Implications for Practice
• Review NSCCH senior executive leadership program(s) to include a Diversity,

Discrimination and / or Social Leadership component.
• Acknowledge and discuss transgender discrimination issues within staff training which

covers discrimination (eg. EEO training).
• Encourage and support separate services and facilities to develop mission / vision

statements which incorporate a ‘valuing diversity’ theme.
• Ensure promotion of the grievance and discipline process in NSCCH in partnership

with the Human Resources department, explicitly names sexual and gender diversity
and discrimination. 
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Undermining professional practice and clinical care
Professional practice continues to be compromised by homophobia and heterosexism and this
can adversely affect care and health outcomes. There are two main mechanisms by which
homophobia and heterosexism affect professional practice. Firstly, by failing to take diverse
life patterns into account, health professionals repeatedly fail to collect potentially critical
information and fail to deliver care which meets patient needs. The research team is of the
opinion that these failures often amount to more than simple oversight, and represent a
resistance to accommodating difference (often disguised as having higher priorities or too
little time). That is, failure to consider diversity and its implications for quality health care is
excused within claims about the need for generic models of best practice. One cannot be
caring and a good technician with an evasive/pervasive attitude. 

Secondly, there were accounts of distorted and inappropriate clinical practice as the result of
clinicians being aware that patients are gay, lesbian, bisexual or transgender. Examples of the
latter include: using team meetings as an opportunity to express prejudice in the disguise of
‘de-briefing’ and ‘clinical supervision’; resistance to making discharge arrangements that take
LGBT partners into account; excessively voyeuristic or evasive clinical history taking;
breaching confidentiality; hostility; imposing conservative religious ideology on patients
during clinical consultations; and making inappropriate next of kin arrangements.

I22: If comments are coming from above, at the senior medical level,
do you see that having an impact on what is said by other levels of
staff?
P22: Absolutely. It’s not coming from the specialists. Never from the
specialists.  It’s coming from the Registrar down. So it’s coming from
the senior level that people are working with on the way. So it’s
coming both from senior nurses.  Experienced, senior nurses. It’s
coming from experienced, senior doctors. And it does filter down
because if it’s acceptable to the Registrar, if it’s acceptable to the boss
nurse, then it’s acceptable to everyone in the unit because hospital
units are such hierarchical units. And if someone at the top doesn’t
say, ‘You know, you shouldn’t say that because …’ or ‘That’s not
acceptable in my unit,’ then it goes on ... What is so despairing is I see
senior staff making homophobic comments all the time. 

Implications for Practice
• Implement a Patient Focus Initiative – privacy and respect for LGBT consumers,

including relationship status and rights within physical environments and
electronic/paper systems.
• Enhance (or develop) health care orientation programs to incorporate issues related to

(gender and sexuality) discrimination, principles of non-discrimination, patient privacy
rights, confidentiality and staff rights and empowerment. 
• Ensure all care protocols include ‘valuing diversity’ in their wording.
• Ensure all future NSCCH staff job descriptions to include valuing diversity or

professional conduct principles – linked to bullying and harassment.
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Administrative harassment
A significant finding of the research is ‘administrative harassment’. Administrative harassment
was found to be a frequent mode of homophobic and heterosexist discrimination, especially
when avenues for overt discrimination were unavailable or were considered too risky for the
person engaging in discriminatory behaviour. 

In the case of administrative harassment, the person inflicting the discrimination exploits
institutional policies and procedures to inflict discrimination. Under these circumstances, the
rules can be used by the person discriminating as a strategic weapon to hide behind and to
give a veneer of legitimacy to discriminatory actions. This form of harassment depends on
applying the ‘rule book’ in rigid ways and ‘to the letter,’ to the point of harassment. Evidence
includes: the introduction of new dress codes to specifically target gay male fashion choices;
overlooking a lesbian for a senior position under the guise that the clients wouldn’t cope with
a homosexual in the role; and so on. Protecting patients and clients from gay staff and
shielding children, and others, from gay rights posters emerged in several interviews.

P9: I’ve seen staff have a horrendous time; they’re absolutely
discriminated against. I have known of one nurse being called the
‘bush dyke lesbian bitch from hell’ to her face.
I9: From?
P9: Other staff. And her being totally demoralised in the workplace
because of her external appearance of being very butch. She was
labelled and really discriminated against, regardless of how hard she
worked or how nice she was, or whatever she did, she worked on a
ward where it was not accepted and not tolerated, and the aim was to
piss her off out of there as quick as they could.

Implications for Practice
• Ensure NSCCH Area Management (re)state in policy directive that all varieties of

discriminatory behaviour, including homophobia are unacceptable.
• Review patient administrative and discharge forms to be inclusive of LGBT identities,

next-of-kin and relationship status.
• Implement a workforce development programme for admission staff and ward clerks

to address sexual and gender diversity e.g. assigning transgender patients to male or
female wards, principles of non-discrimination, patient privacy rights, staff rights and
empowerment. 

• Embed issues of discrimination and harassment in all existing mandatory Learning and
Development courses.
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Institutionalised discrimination
Discrimination can be experienced simply by the way systems, procedures and forms are
organised. This is known as ‘institutional discrimination’. 

Institutional discrimination can be formal or informal. Examples of both formal and informal
institutional discrimination were identified. For example, conflicts between PBS gender
records and hospital gender records can interfere with access to medications for transgender
patients (the problem lying with the PBS). In another example, lack of privacy in open rooms
and queuing at registration desks inhibited the disclosure of important information such as
next of kin details. These factors can impact on care. For example, if the need to make a life-
or-death decision arises, or when the status of the long-term partner is unclear and the partner
can be excluded. 

The design of hospital forms can have a major influence on the outcomes of care: next of kin,
gender and marital status are key examples. The words used in forms convey important
messages to patients and can undermine their confidence, often set the ground-rules for
inappropriate standards in hospital culture and are very resilient because they are attached to
databases. They are therefore difficult to change.

P4: So, for instance, we had a 58-year-old male, major cardiac arrest,
fundamentally dead at the scene. He came in unable to be revived. His
partner was a young Asian bloke about 28 or 29, and I can remember
the consultant, when the resuscitation was turned off, said, ‘Well I
better go and talk to the relatives’. And I said, ‘Well his next of kin is
this person,’ and the consultant sort of blinked a bit and said, ‘Yes, but
where’s his next of kin?’ That’s a problem.

Implications for Practice
• To collaborate with an external group to perform environmental and service sexuality

diversity audit of NSCCH programs annually for a two year period.
• Create a NSCCH Equity Advisory committee to monitor implementation activities from

the research report. (Committee should have broad membership to address social and
service exclusion across a range of minority populations in order to review, monitor
and improve diversity for the Area).

• NSCCH policy directive marketed to employees and consumers emphasizing a health
culture that promotes anti-discrimination and respect for diversity.
• Implement an attitudinal campaign around valuing diversity [Inclusive care is the heart

of caring] or devaluing diversity [Exclusive care is no care at all].
• Ensure NSCCH meaningfully adopts the United Nations Human Rights Declaration as a

guiding organisational framework to support diversity in health care. 
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Commendable practices
It is very important to acknowledge a range of examples of good practice that came to light
during the study. These include positive experiences of staff and patients in situations where
discrimination might have occurred. There were also impressive cases of advocacy by staff for
the rights of people from minority groups. Moreover, it is worth noting that not all of these
cases of advocacy were by gay, bisexual, lesbian and transgender staff. 

Unfortunately, there were also cases where other staff, including line managers, resisted that
advocacy and/or discriminated against the staff who engaged in advocacy.

P9: We had a spinster couple of ladies who had been in a relationship
forever, and they were just so in love. One of them had had a stroke,
and after about six months she had recovered a lot of her physical
ability and we went out to the house and were able to push the two
single beds together. And I thought that was great that we were able
to do that, and it was done openly, and it was a celebrated thing ...

Implications for Practice
• Establish a Quality Week Award for Social Leadership & Inclusive Practice.
• Deliberate promotion of best practise diversity initiatives in Area media products. 
• Utilise examples of NSCCH good practice within any related learning and development

staff training I.e. Area Alcohol and Drugs Services quality management systems
initiatives.

• Development of a recognition scheme for peak outside agencies to present area health
services or hospitals with an award for inclusive practice. 

• A ‘model manager’ award / acknowledgement from senior management to managers
who support diversity in health care settings.Conclusion
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Conclusion
Homophobia and heterosexism have been shown to be endemic in
institutions in Australia and around the world. Health institutions are no
exception. The present research was able to document a wide range of
heterosexist and homophobic behaviours, and experiences of
discrimination in the NSCCH. These included overt, covert, and
institutionalised examples. While many of the examples identified in this
study might, in isolation, be considered insignificant, in the context of a
culture of endemic and repeated practices the net outcomes are corrosive
to institutions and harmful for individuals. 

Examples  of ‘administrative harassment’ were documented where institutional ‘rules’ were
exercised more rigorously against gay staff; where systems were not designed to be
responsive to the needs of people who did not fit fairly narrow norms; and cases where
professional practices became distorted and undermined in the knowledge that a patient was
gay, lesbian or bisexual. The findings provide a valuable database for policy makers wanting
to address homophobia and heterosexism in institutional settings.

NSCCH policy frameworks for managing heterosexism in the workplace are:

• World Health Organisation (WHO) Ottawa Charter for Health Promotion;
• The United Nation’s International Declaration of Human Rights 1948 – 1998, specifically

articles 1, 7 and 21 (a);
• NSW anti-discrimination legislation, 1977 for homosexuality and 1996 for transgender

status;
• NSCCH Equal Employment Opportunity and Discrimination Policy and Guidelines;
• NSCCH Bullying and Harassment Policy and Guidelines;
• NSCCH Transgender Policy and Guidelines; and
• NSCCH Affirming Sexual and Gender Diversity Policy and Guidelines.

Despite these best practice policies and health rights frameworks, LGBT discrimination is still
being enacted at alarming levels both within community and organisational settings. The rest
of the report details the research findings for those interested in understanding the analysis of
data as well as the voice of participants that is highlighted in the way we have tabled the
findings. We are grateful to the many voices of difference who speak to these issues, in many
cases with great insight, understanding, and compassion. 
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Research report 
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Research contractual obligations
According to the contract between Northern Sydney Health and the University of New England
dated 20 October, 2003, under clause 8.3 Delivery of Contract Material (a): 

“Subject to the terms of the Tender Specifications or Consultancy Brief
on, or as soon as practicable after, the expiration of earlier termination
of this Agreement, the Supplier must deliver to Northern Sydney
Health all Contract Material and all Northern Sydney Health’s
Material.” 

The Tender Specifications were directly cited in the Consultancy Brief, otherwise known as the
Expression of Interest (EOI) dated 21 August 2003, and which was accepted by NSCCH as the
basis of the contract. This document specified the objectives of the research project, which were:

• To generate local evidence and recommendations for ongoing quality improvements
in NSCCH service delivery in relation to population health issues for LGBT networks.

The project addressed this aim by examining strategic plans, activity statements, quality
assurance standards and practices, and any other relevant internal NSCCH documents that
were supplied to the research team under the responsibility of NSCCH to supply said
documents. In addition, the research consultants gathered original data through the research
methods proposed.

• To maximise LGBT consumer access to NSCCH public health services.
• To increase LGBT consumer participation in the design and delivery of public health

services.

These aims were addressed by the project mapping any potential barriers to access and participation, and
by a collaborative and coalition-based project design that encouraged Project Reference Group input and
feedback. The results of the project provide strategic direction for future consumer-based leadership in the
design and delivery of public health services.

• To generate recommendations for physician workforce development initiatives in
relation to sexual and gender diversity.

• To generate recommendations for graduate and post-graduate medical training in
relation to sexual and gender diversity.

These aims were addressed by gathering documentation on the existing status of practice, as
well as considering graduate and post-graduate medical training in relation to sexual and
gender diversity, and by gathering information which educational programs can use in this
regard.

• To increase awareness and knowledge of issues encountered by LGBT consumers and
providers of public health services.

This aim was addressed by the collection of various forms of data outlined above, and by
identifying a benchmark from which future quality assurance mechanisms can be supported.
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The identified research goal of the project was as follows:

• To investigate how heterosexism influences service delivery by physicians and nurses
in a public health setting.

Following on from the proposed goal, the project included emerging and related themes that
arose in the process of collection and analysis of data. Prior research (Bowers 2002, 2005,
Plummer 1995, 1999) suggests that a range of issues impact on the social interactions that
occur in health consultations, and extend to education, counselling and psychology
disciplines. Taken together, the issues suggest that a well-reasoned framework for
understanding prejudice and discrimination is warranted. This framework assists us in clearly
mapping out the issues related to accessing health services, along with ways of improving the
education and training of health professionals. In considering prior research experience, data
from this project increases our understanding of issues associated with homophobia, gender
bias, racism, specific access issues, internalised homophobia and other contributing attitudes
of health professionals and/or sexual and gender minority people, as well as prior experiences
of discrimination related or unrelated to health consultations.
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Literature review
Health care literature since the 1980s has attempted to address the specific needs of sexual
and gender minority clients. The literature acknowledges that, while there are many similar
issues facing minority people, there are also unique issues of which  practitioners need to
develop an awareness (Appleby and Anastas 1998).  When stereotypes are highlighted at the
expense of acknowledging individuality, retraumatisation will result from the insidious effects
of social shame and homophobia (Kaufman and Raphael 1996).

Across the literature, the term 'homosexuality' is said to inspire strong internal and
behavioural responses. For instance, Schwanberg (1990) surveyed attitudes towards
homosexuality by reviewing American health care literature during the 1980s. The author
concludes that prejudice is common among practitioners, and that the AIDS crisis, at least in
the early days of the epidemic, increased negative attitudes and prejudice towards gay,
lesbian and bisexual clients. A Report of the Gay and Lesbian Medical Association in America
(American Counselling Association, 2001, p. 1) states that the medical and psychological
impact of homophobia is extensive across various age groups and can negatively influence
the development of self-esteem. The Report defines homophobia as ‘the socialisation of
heterosexuals against homosexuals and concomitant conditioning of gays and lesbians
against themselves.’ According to the Association, homophobia 'is a legitimate health hazard.’
Despite the health consequences, addressing homophobic attitudes and practices continues to
be a challenge that faces the therapeutic professions. 

Gender-based attitudes
The literature distinguishes between the attitudes of men versus women toward male or
female homosexuality (Kemph and Kasser 1996, LaMar and Kite 1998). Heterosexual men tend
to be more negative toward male homosexuality than heterosexual women, and heterosexual
women find lesbian women more discomforting than gay men. Other studies examine the
homophobic function of stereotypical attitudes and the social stigma associated with
HIV/AIDS, reinforcing the notion that these problems are of great social concern (Pugh 1998,
Luchetta 1999). Davenport-Hines (1991) suggests that gaining knowledge about the socio-
historical origins of homophobia is a necessary beginning in challenging prejudicial
frameworks. 

Smith and Gordon (1998) propose that people appear to need a cognitive map that brackets
and/or stereotypes gay and lesbian sexualities according to gender-based stereotypes.
Moreover, maintaining cognitive maps may 'protect' practitioners by validating their position
and reinforcing familiar frameworks that may be inherently prejudicial. Homophobic gender-
based constructs that underpin stereotypical attitudes may not necessarily be in the
practitioner’s conscious awareness. It may also be that these beliefs towards what constitutes
masculine versus feminine, male versus female, manly versus womanly behaviour,
demeanour, and actions, are still so widespread that they are not seen as problematic. 

Others echo this view and argue that many conscious attitudes towards homosexuality are
sanctioned by everyday mainstream discourse and rendered invisible to the counsellor’s
analysis by virtue of being so commonplace, and therefore, normalised (Plummer 1999). For
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instance, when looking at attitudes towards homosexuality, De Cecco (1990), and Coleman
(1990) suggest that, in mainstream (heterosexual) culture, homosexuality (itself a gender-
based construct) tends to define the gay or lesbian person to the exclusion of other factors. In
health consultations, when a client discloses sexual orientation practitioners may foreground
gender bias inappropriately, losing a balanced or holistic perspective. The health worker’s
countertransference regarding homosexuality, gender and/or sexuality may, during these
moments, negatively influence the consultation process.

Pardie and Luchetta (1999) propose that heterosexism, like gender bias and racism, is an
ideological construct that encodes a person’s attitudes along narrow lines. ‘Heterosexism’ is
discussed in greater depth below, and is understood as an ideological stance that favors
heterosexual and mainstream constructs of gender, sexuality and lifesyle. Whether because of
fear-based needs for structure, because of learned prejudice or because of unacknowledged
same-sex desire, ideolgical constructs bind a person's development by disallowing certain
perspectives while sanctioning others (Pardie and Luchetta 1999). 

Markowitz (1992) suggests that much work needs to be done to raise awareness among
counselling professionals on issues associated with homophobia. For example,
countertransference has been explored in relationship to a therapist’s bias towards lesbian
clients (Gelso, Fassinger et al. 1995). It is thought that internalised homophobic scripts along
with the gender of the practitioner may be important variables in understanding
countertransference issues. Mair (2003) explored the narratives of gay men and suggested that
homophobia is a significant problem in clients and their practitioners.

Despite growing literature on gender-biased and homophobic attitudes based largely in
quantitative measures, few studies have explored the phenomenological and meaning-based
importance of homophobia in health care practice. The current study aims to address this gap
in the literature through the conduct of in-depth interviews on the (positive and negative)
experiences of minority group health care consumers  as well as those of health practitioners
with particular focus on their attitudes towards issues of difference in relation to LGBT people.

Defining homophobia
The term ‘homophobia’ first appeared in 1972 and was defined as ‘the dread of being in close
quarters with homosexuals’ (Weinberg 1972). This definition agrees with the clinical model of
phobias found in the DSM IV (American Psychiatric Association 1994). Since the 1970s,
however, the emphasis on ‘phobia’ has broadened to include ‘a wide range of negative
emotions, attitudes and behaviours toward homosexual people’ (Haaga 1991, p. 171), and also
the internalised attitudes of sexual and gender different persons.

Plummer (1999, pp. 2, 4) defines the term ‘homophobia’ as a ‘repository’ of beliefs, values and
behaviours related to concepts like ‘not self’, ‘difference’ and ‘otherness.’  He identifies five
characteristics that distinguish homophobia from a clinical phobic response:

1. Phobic responses typically originate in fear, but homophobia often includes hatred
and anger. 

2. Phobias are considered unreasonable and extreme, whereas homophobia is often
judged to be understandable and justifiable. 
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3. Phobias usually involve avoidance mechanisms, but homophobia often manifests as
hostility and aggression. 

4. Phobias do not relate to political issues in any direct clinical sense, although
homophobia has clear socio-political dimensions that include prejudice and
demonstrations of discrimination. 

5. People with phobias often recognise their need for treatment and how their phobic
responses get in the way of everyday functioning. On the other hand, people that
harbour homophobia do not usually see their condition as disabling and may not be
motivated to change.

Debate over the usefulness of the term ‘homophobia’ continues in the literature, with various
authors suggesting alternative labels. For example, Herek (2000) suggests that the phrase
‘sexual prejudice’ is more apt to describe the broad context of social and psychological
research on prejudice. The author hopes to avoid value judgements and attitudes conveyed by
‘homophobia,’ though the phrase ‘sexual prejudice’ is just as loaded. Plummer (1999, pp. 5-6)
explores a lengthy list of alternatives, concluding that all terms offer inadequate explanations
of a complex phenomenon.  He proposes staying with the term ‘homophobia’ because other
terms attempt to name aspects of homophobia while fragmenting the field of knowledge now
associated with the term. Also, given the short history of the term ‘homophobia’ the body of
literature associated with the phenomenon is relatively small and there is no generally
accepted alternative.  

Exploring the phenomenon of homophobia
Rather than begin with a precise definition we use ‘homophobia’ as a ‘coding category’ that
best describes a large body of data related to experiences of isolation, alienation and
discrimination in everyday life and in counselling (Strauss and Corbin 1994). In this way the
term takes on provisional and tentative methodological significance (Blumer 1969; Bogdan
1992; Bowling 1997; Maning and Cullum-Swan 1994; Minichiello, Aroni, et al 1995 ). The
usefulness of the term is then directly related to how coherently, intelligently and rationally
the body of analysis is held (Rennie 1998). If the analysis can be defended through rigorous
critique, the term homophobia will not stand on its own merit but will be somewhat revised
by the meanings attached to the term that emerge in the data.

The primary environment for experiences of isolation, lack of understanding, and prejudice are
peer groups (Plummer 1999) and the family (Kaufman and Raphael 1996). For instance, the
Gay, Lesbian, and Straight Education Network (GLSEN) (1999) conducted a survey of LGBT
students affiliated with local youth service organisations from 32 states in America. In the
study, 90% reported sometimes or frequently hearing homophobic remarks in school, and
almost all reported hearing these remarks from other students. Of the respondents, 69%
reported experiencing some form of harassment or violence, 13% reported experiencing
physical assault and two out of five stated they did not feel safe in school. Over one-third of
the sample did not feel comfortable speaking to school staff about issues related to status as a
LGBT person.

A significant Australian study by Hillier, Turner, and Mitchell (2005) indicates that
discrimination has not decreased and, in fact, may be increasing as ‘invisable minorities’
become more visable. For example, in 2004 39% of young people who were surveyed
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indicated they had experienced being treated unfairly because of their sexuality compared to
29% in 1998. Regarding being more visable, 95% reported speaking to someone about their
sexuality compared to 82% in 1998. The study concludes that virtually all young people
experience discrimination for various reasons associated with being different and having been
raised under the assumption of being ‘straight’. Likewise, because young people presently are
more likely to be part of a peer support group and/or to have access to information about
gender and sexual difference, their awareness of discrimination may be higher than in the
past. The study suggests that ‘increased reporting is a combination of discrimination against
the higher percentage of young people who are visible and their sharper recognition of unfair
treatment’ (Hillier, Turner, and Mitchell 2005, p. 48).

Also similar to overseas studies, Hillier, Turner, and Mitchell (2005, p. 50) suggest that ‘15% of
young people reported being physically abused because of their sexuality with more young
men (19%) than young women (10%) experiencing it. The abuse ranged from having clothes
and possessions ruined, to severe bashings, rape and hospitalisation. Abusers ranged from
being family members to fellow students and strangers’. The study suggests that
‘homophobic abuse has a profound impact on young people’s wellbeing’, and that ‘those who
had suffered abuse felt less safe at school, home, on social occasions and at sport’ and ‘those
who had suffered abuse were more likely to self-harm, report a sexually transmissible infection
(STI) and use a range of legal and illegal drugs’ (Hillier, Turner, and Mitchell 2005, p. 55).

Homophobia is a mainstream concern
Underlying findings related to homophobia is the notion that the problem exists primarily in
heterosexual people’s attitudes towards difference. For example, Wilson (1999) explores five
themes underlying mainstream cultural expressions of homophobia towards lesbians: (i)
anxiety over sexual difference, (ii) fear of female sexuality, (iii) the sexualisation of lesbianism,
(iv) the characterisation of lesbianism as sick and unnatural, and (v) the inability to identify
lesbians with any certainty. 

Fear and anxiety toward lesbians and sexual difference correspond with a classical definition
of homophobia.  But reactions are neither logical, nor consistent. For example, making
lesbianism more sexual than is warranted appears opposite from making lesbianism sick and
unnatural. Both responses are psycho-emotive. It is possible that elevating the sexual versus
demonising the sexual are two sides to one psycho-emotive process that objectifies the other
into a role that is ‘played out’ by the homophobic or gender-biased individual in direct
relationship to their projected fantasy.  Homophobia, like sexism, works to discredit the ‘other’
in irrational ways while building up the self in a false and self-deceptive manner.

To further illustrate the point that homophobia relies on irrational but consistent motivations,
Bank and Hansford (2000) found that men’s same-sex friendships tend to be less intimate and
supportive than women’s because of (i) a lack of parental role models for friendship, (ii)
emotional restraint, (iii) homophobia, (iv) masculine self-identity, (v) competitive striving, and
(vi) role conflicts. The results indicate that emotional restraint and homophobia (toward gay
men) are the most significant causal factors that decrease the likelihood of intimacy and
support in male friendships. Similar results were suggested for gay males whose internalised
levels of homophobia were rated high. Though the study confirmed the significance of
internalised homophobia in heterosexual and homosexual populations, the meaning and
function of this problem requires investigation.
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Male socialisation and homophobia
Allen and Oleson (1999) investigated the relationship between internalised homophobia,
shame, and self-esteem in gay men, suggesting that the longer a person is out of the closet
the less shame and internalised homophobia are felt and the greater is that person’s sense of
self-esteem. While these findings appear reasonable, further analysis suggests the authors rely
heavily on uncritical propositions related to the social construction of homosexuality. These
assumptions are useful to illustrate how irrational homophobic cultural scripts translate into
research, which further isolates minority groups by the use of pathological labels. For
example, the authors found significant correlations between internalised homophobia and
seven ‘self-consciousness variables’, or ways that gay men felt about self, including: (i)
perverted, (ii) effeminate, (iii) weak, (iv) sick/defective, (v) passive, (vi) engaged in anal sex,
and (vii) dirty. All variables except ‘dirty’ had a significant correlation with shame, and the
study concludes that shame may be a principle ‘pathogenic factor’ in internalised
homophobia. It is interesting to note that the authors’ construction of variables likely resulted
from their own proposition of (culturally dominant homophobic) terms inserted into their
research instrument.

In contrast, Plummer (1999) investigated homophobia in male development and socialisation
from early childhood to adulthood. He found that homophobic beliefs precede and inform the
development of sexuality and gender identity, effectively underwriting the negative binary
system of heterosexuality versus homosexuality. Further, homophobic language emerges
early in male development and peaks between the age of 14 to 18. Afterwards, homophobic
language tends to level out and become less of an issue as the male matures. Use of
pejoratives like fag, queer, sissy, poofter, faggot, homo, lesbo, dyke, butch, etc., are
predominant among primary school boys who may not understand the meaning of the words
they use. As meaning clarifies, the young male’s fear of being labelled intensifies. Their
gendered identity forms in contrast to these terms and to the lesser-than-male femininity
implied in phrases like, ‘You’re just like a girl!’ or, ‘You sissy, why don’t you go play with the
girls!’. The fear, anxiety and identity-uncertainty embedded in these early years of
(homophobic and largely male initiated) childhood socialisation predate and influence adult
(male) constructions of meaning.

Social dimensions of homophobic bias
Homophobic bias is endemic in health care institutions (Plummer 1995). This has special
importance because victims of homophobic assault might turn to health workers for
assistance. This is also the domain of the 'caring professions' and, as a rule, caring
professions are not formally charged with enforcing discriminatory practices.

In 1994, the American Association of Physicians for Human Rights (AAPHR) published a report
titled Anti-Gay Discrimination in Medicine: Results of a National Survey of Lesbian, Gay and
Bisexual Physicians (Schatz and O'Hanlan 1994). The report published the results of a survey
that was sent to 1311 gay, lesbian and bisexual members of the Association in February 1994.
By mid-March 1994, there were 711 replies (54 % response rate), including 118 medical
students and 583 physicians from 50 medical specialties and 46 American states. 255
responses were from women and 441 were from men. 
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Concerning homophobia by colleagues against gay, lesbian or bisexual patients: 91% of
respondents reported knowing of situations where patients were subjected to antihomosexual
bias; 88% reported having personally heard colleagues make disparaging remarks about gay,
lesbian or bisexual patients; 67% reported knowing of patients who had received substandard
care or been denied care because of their sexual orientation; and 52% reported having
observed colleagues providing reduced care or denying care to patients because of their
sexual orientation. Furthermore, 5% of respondents reported suffering significant
discrimination because their patients are perceived to be gay, and 4% because their patients
are perceived to be HIV-positive (Schatz and O'Hanlan 1994).

The report also documents homophobia experienced by the health professionals themselves.
Fifty nine percent of respondents (56% of physicians and 67% of medical students) indicated
that they have suffered discrimination, harassment or ostracism from colleagues because of
their sexual orientation. Thirty four percent of physicians and 54% of medical students
reported being socially ostracised, and 34% of physicians and 51% of medical students
reported being subjected to verbal harassment or insulted by their medical colleagues,
because of their sexual orientation. Further, because of sexual orientation, 17% of physicians
reported being refused 'medical privileges', denied employment, educational opportunities or
promotion, or were fired; 17% reported being denied referrals; 11% reported being denied a
place in, or discouraged from entering a residency or fellowship program; 5% reported being
denied acceptance into a medical school; and 5% reported being denied a loan, credit or
insurance (Schatz and O'Hanlan 1994).

These findings were despite most respondents selectively disclosing their sexual orientation:
21% of respondents reported that less than 10% of their colleagues knew of their sexual
orientation, and only 22% reported that more than 90% of their colleagues knew. Sixty seven
percent of respondents agreed that physicians would jeopardise their practices if colleagues
learned of their sexual orientation and 64% did not agree that gay, lesbian and bisexual
physicians are accepted as equals in the medical profession. In response to the question '
Have you ever been punched, kicked, beaten or assaulted because of your sexual orientation?',
12% of medical students and 14% of physicians answered that they had. Of those who had,
19% were male and 5% were female (Schatz and O'Hanlan 1994).

In Australia, a large systematic survey examined homophobia among health professionals is
the GLAD survey of 1002 men and women in Melbourne (GLAD 1994). This study found that
17% of men and 16% of women experienced some form of antihomosexual discrimination in
medical and dental services. This included inadequate or inappropriate treatment (13% of
women; 12% of men); breaches of confidence (5% of women; 6% of men) and being refused
treatment (2% of women; 3% of men).

Definitional paradoxes of homophobia
It ought to be noted that the debate regarding terminology continues. The following
paragraphs assist in further clarification for the interested reader. Of particular note, in relation
to this study, is how terms and definitions must necessarily shed light on the gender-based
nature of prejudice and bias. These issues need further unpacking and critical reflection to be
applied in the context of social organisations.
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Since its introduction in the early 1970’s, the term ‘homophobia’ has attracted a steady flow of
academic argument about what the term actually means (Weinberg 1972). The standard
dictionary definition refers to a ‘hatred or fear of homosexuals’ (Brown 1993), but rather than
resolving the debate, this definition leaves many paradoxical aspects of this complex
phenomenon unaddressed.

First, the term has lexical problems. The use of the word ‘hatred’ in the standard
Definition reveals that this term is not confined to being a true phobia, as the literal meaning
of the word would suggest. Moreover, there are also ambiguities in the use of the prefix
homo- which can be taken both as a reference to the Greek root homos, meaning the same, or
the Latin homo, meaning man (Herek 2004, Haaga 1991). But these semantic issues can be
largely resolved, by agreeing on certain conventions of use. In contrast, the deeper academic
debates are much more complex and relate to the relationships between gender and sexuality
and the deployment of homophobic words and meanings in everyday life.

While, there is really no argument that homophobia at least refers to negative biases against
homosexuality in the contemporary Western world, research has repeatedly revealed broader
definitional problems, not least of which is the omnipresence of gender references in
homophobic dynamics (Plummer 1999). The paradox here which challenges the conventional
definitions is that while references to ‘appropriate’ masculine and feminine roles appear to be
a universal feature of homophobic dynamics, explicit references to sexuality are not
invariable. Take for example, the homophobic abuse a boy experiences if he makes the grave
error of wearing a pink jumper or prefers reading books to playing football.

Perhaps it is not so surprising that gender is an invariable feature of homophobia. After all,
both homosexuality and prejudices against homosexuality are inextricably gendered by their
very definitions – because they specifically refer to the gender configurations of sexual
partnering. In short, without this gender configuration, there is no homosexuality!
On the other hand, how should the regular absence of sexual references in homophobic
dynamics be interpreted, given that the conventional definition of homophobia relies so
heavily on sex?

Differing schools of thought
Since the early 1970’s, academics and activists have followed several distinct lines of
argument in response to the problems inherent in defining and theorising homophobia
(Herek 2004, Haaga 1991, Plummer 2005). One approach involves advocating for restricting the
use of the term homophobia to fairly narrow definitions such as its literal sense or to those
phenomena that exhibit unequivocal anti-homosexual bias (Haaga 1991). This latter restriction
is probably motivated by and wish to preserve the original intentions of those who introduced
the term. A key advantage of this approach is that it helps to maintain a focus on the harmful
impact on homosexual men and women – clearly a key issue that must not be allowed to get
buried in the debate. However, as we have already seen, restricting the term to its literal sense
is semantically problematic; it is out-of-step with the general use of the term, which is rarely
used to refer to a true phobia. Moreover, even in his original milestone work,
Weinberg used the term ‘homophobia’ imprecisely, variously referring to it as a 'hostility', a
'revulsion towards homosexuals', 'the desire to inflict punishment as retribution', a 'prejudice',
a 'pattern of attitudes' and 'part of the conventional American attitude' among others
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(Weinberg 1972, pp. 3, 4, 8, 18 and 132). Moreover, limiting the term in this way still fails to
address the more intractable theoretical issues, such as when homophobia seems to be active
in the absence of any overtly sexual scenarios – typically in response to stereotypical gender
transgressions (see below).

Another approach is to advocate for broadening the field by arguing that the current definition
of homophobia is quite inadequate for describing the complex social and behavioural
phenomena that the term is currently being used to refer to in the literature and in everyday
life. This argument opens the way for two possibilities: first, to revise and extend the definition
of homophobia so that it embraces the phenomena it is actually being applied to more
adequately; or to introduce new words to complement and extend the term and to locate it in
a broader, more meaningful vocabulary. To this end, a range of new terms have been coined
in the last couple of decades in an attempt to respond to the inadequacies of homophobia
better, these include: 'homoerotophobia', 'antihomosexual prejudice', 'homonegativism',
'homosexism', 'homosexual taboo', 'homosexual bias' and 'heterosexism' among others
(Churchill 1967, Haaga 1991, Hudson and Rickets 1980, Hansen 1982, Marshall 1994, Fyfe 1983,
Neisen 1990, cited in Plummer 1999 and Herek 2004).

However, with the exception perhaps of heterosexism, none of these terms appears to have
survived the tests of time. Instead, what is apparent from this contested field is that
homophobia is a highly complex phenomenon, presided over by a problematic term, and that
both the terminology and the theoretical frameworks that underpin it are inadequate.
In short, there is a growing consensus that these issues can only be resolved by thoughtfully
and comprehensively re-theorizing the field.

Heterosexism?
The term ‘heterosexism’ has been in currency for about the same period of time as
‘homophobia’, and like homophobia, there have been notable inconsistencies in its use.
In particular, heterosexism has oftentimes been conflated with homophobia, while at other
times heterosexism has served to make the distinction between a socio-cultural ideology
(heterosexism) and the derivative individual attitudes, beliefs and behaviours (homophobia).
In either case, there is clearly a close linkage between homophobia and heterosexism in the
frameworks people use to navigate and understand gender roles and sexual relationships. In
Greg Herek’s (2004) words, ‘the dichotomy between homosexuality and heterosexuality is at
the heart of heterosexism’.

It is now generally held that heterosexism is an ideology that privileges heterosexual people,
relationships, behaviours and attitudes and in so doing it subordinates non-heterosexual
forms (Herek 2004). In addition, the concept of heterosexism has been used as the basis for
further theorising about the links between gender and sex. For example, during the 1990’s
cultural theorists introduced the term ‘heteronormativity’. This concept added to the idea of
heterosexism by arguing that privileging heterosexuality created a set of normative standards
against which alternative sexualities are judged. In so doing, these standards have become
‘normalised’ or ‘naturalised’ in such a way that they play a taken for- granted role in everyday
relations that puts them beyond question and makes them seem entirely justified. The result is
that the normative ideological content of heterosexist attitudes is rendered second nature and
is usually invisible.
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Heterosexism has also been used as the basis for improving our understanding of biases
about sexual difference in other ways. Recently, Herek (2004) used the concept as the
centrepiece of an attempt to move beyond the theoretical problems inherent in homophobia.
For him, heterosexism offered a promising basis for re-theorizing homophobia, arguing that,
as important as it is, homophobia has outlived its usefulness. Herek introduced three new
concepts which he proposed as the basis for a framework for understanding attitudes towards
sexual difference better. First, he defines sexual stigma to mean ‘the shared knowledge of
society’s negative regard for any non-heterosexual behaviour, identity, relationship or
community’; second, he uses heterosexism to specify ‘the cultural ideology that perpetuates
sexual stigma’; and finally he uses sexual prejudice to mean the negative attitudes of
individuals based on sexual orientation. In suggesting this framework, Herek is trying to
supersede homophobia with a more sophisticated approach in which heterosexism takes
centre stage. However, in order to succeed, this manoeuvre, like previous attempts to
introduce new words and concepts, needs to offer an explanatory framework which
researchers and activists find productive and which passes the test of time. A key question is
whether homophobia is entirely explained as a manifestation of heterosexist ideologies in
individual people or is there more to the story?

Beyond heterosexism
Further critical insights into the meanings that underwrite homophobia can be found in
the way that homophobic words are deployed in everyday settings. Among the homophobic
terms most frequently used against males in the English speaking world are words like
‘poofter’ and ‘faggot’ (Plummer 1999, 2005). These terms can be mapped according to the
settings they are used in, the characteristics that trigger their use, and the meanings they
invoke. When this is done, it emerges that far from being random terms of abuse, these terms
have specific (albeit very complex) meanings from their first appearance during childhood.
When examined closely, these meanings fall into four broad classes, which provide valuable
clues as to what underpins and drives homophobia in everyday life. These classes of
homophobic meaning are:

Feminisation
Boys are prone to attracting homophobic abuse if they demonstrate characteristics that
are culturally associated with being female. Examples includecross dressing, playing
girls’ games, displaying feminine mannerisms or taking a receptive / submissive role in
sex. The common thread in this class of meanings is the acquisition of (culturally-
constructed) feminine characteristics. The preoccupation of male peers who typically
enforce the homophobic response under these circumstances appears to be with the
polluting role of femininity and on preventing the contamination of masculinity with
feminine features.

Emasculation
The second set of meanings that readily provokes homophobic abuse differ from those
above because the preoccupation is with a deficit or lack of masculinity. This set of
meanings includes delayed puberty, under-developed physical stature, insufficient
secondary sexual characteristics such as muscle or body hair, impotence, lack of
courage and aggressiveness, a failure to adhere to stereotypical masculine roles and so
on. These meanings closely accord with the classic psychoanalytic taboos known as
‘castration anxiety’.
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Inter-gender relationships
This third set of meanings associated with homophobic abuse focuses on the
relationships between males and females. Interestingly, these meanings demonstrate
how the triggers for homophobia are socially constructed and can change as boys
mature: initially young boys are prone to attracting homophobia if they are too close to
girls; later, from puberty onwards, boys who don’t associate with girls enough or who
do not objectify women are vulnerable to homophobic criticism. For adults, this set of
meanings accords best with Adrienne Rich’s famous dictum of ‘compulsory
heterosexuality’. The taboos that are active in this class of meanings include
classic (anti-gay) homophobia and the obligations of heterosexism.

Intra-gender relations
The final class of meanings that are prone to provoking homophobic abuse relate to the
rules governing same-gender relations, especially peer-group solidarity. Boys who
betray peer-group solidarity; who are loners; who do not ‘play ball’ when it comes to
their involvement in team sports; who place external authority (e.g. to parents, teachers,
the police) above loyalty to the peer-group; and who fail to demonstrate what we call
‘compulsory homosociality’ are also at risk of attracting homophobia.

So what can be concluded from the association of these major classes of meaning with
the everyday deployment of homophobia? First, it is clear that homophobia is neither
heterosexist nor antigay, and is also not random. Instead, this content constitutes a
highly patterned, regular feature of homophobic abuse that extends well beyond the
conventional definitions of homosexuality and heterosexism and much more deeply into
culture. Second, the homophobic content that is neither heterosexist nor antigay is also
not a minor aspect of homophobic abuse that can be easily dismissed: these elements
are a major, if not fundamental preoccupation of homophobia of which the anti-gay and
heterosexist components are elements. It would therefore seem that any framework that
aims to account for homophobia, but which confines itself to the antigay and
heterosexist elements and does not adequately account for these additional meanings,
runs the risk of not providing adequate explanations and it too may well not pass the
tests of time.

Re-theorising homophobia: The underbelly of
hegemonic masculinity
The meanings associated with the homophobic archetypes of ‘poofter’ and ‘faggot’ are
rich and multilayered and they offer insights into the wider significance of homophobia
(Plummer 2005). First, it is notable that the complex layers of meaning associated with
homophobia appear to collectively define a virtual male ‘other’: the limp wristed, effete,
lonely, sexual pervert. These meanings systematically specify not only his sexual
transgressions, but also his betrayal of his peers, his personal inadequacies and his shameful
feminisation. Second, the meanings that contribute to the construction of this ‘virtual male
other’ are derived from binaries and they have their counterpoints. By way of contrast, these
counterpoints collectively describe masculine archetypes that conform to what Connell
calls ‘hegemonic masculinity’ (Connell 1987, 1995). In effect these two elaborate
systems of meaning themselves exist as a binary which consists of hegemonic
masculinity and its antithesis (what I call the ‘virtual male other’ or the ‘hegemonemesis’
and what everyday culture refers to as poofters and faggots).
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Importantly, while many theories about sexuality and homophobia focus on the masculine:
feminine gender binary, there is a subtle but important difference at work here in that the
operative binary that underwrites homophobia appears to be between idealized masculinity
and failed masculinity (or hegemonic masculinity versus the hegemonemesis). Of course, this
antithesis of idealised masculinity includes, but is not confined to femininity and
heterosexuality. In other words, homophobia actively invokes everything a ‘real man’ should
not be. However, homophobia is not restricted to the experience of men and boys. Similar
mechanisms appear to play out in the idealization of female sexuality.

In the light of this evidence, it therefore seems inescapable but to conclude that regardless
of what the word ‘homophobia’ actually means, as a highly pervasive phenomenon, it has
central significance for how masculine archetypes are defined and is deeply implicated in
policing them (Kimmel 1994, Plummer 1999, 2005). It is here in the realm of gender
rather than sexuality, that we start to see why homophobia is so deeply cathected
and so resilient.
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Methods
The sample was gathered according to a purposive approach that invites specific target
groups to participate throughout the data collection phase (Llewellyn, Sullivan and Minichiello
1999). Because the project was conducted in a qualitative manner, recruitment was spread
over the data collection phase, and was conducted according to the development of thematic
areas that emerge in the data. This approach is standard procedure in grounded empirical
studies of this kind (Bowers 2002, Plummer 1999).

The sample focused on Northern Sydney, as this was the mandate initially. Due to difficulties
in accessing client participants in Northern Sydney, during data collection the sample was
expanded to include greater Sydney. A small number of participants came forward to assist
from wider Sydney. This enabled the project to incorporate wider perspectives on the issues
discussed in the study, while keeping the focus on the geographic area of most interest.
During the later half of the study Northern Sydney Health amalgamated with the Central
Coast, and we were successful in including six people from this catchment area.

In total, 67 participants contributed to the project. Fourty three adult participants were
interviewed individually. Three focus groups were conducted, comprising 24 participants. Of
the total number, 60% were practitioners and 40% were clients. Clients comprised gay,
lesbian,  bisexual and transgender people. The criteria for selection was the client’s self-
identification in the above categories, and that they had experienced accessing of health care
services at least once. Client’s experiences of health care varied from brief consultations to
lengthy and involved services that spaned several years.

Regarding practitioner participants, several identified as gay male, bisexual female, lesbian,
transgender. Several expressed overlapping practitioner/client identity. Through the use of
theoretical sampling, practitioners sampled first were chosen because of their expertise in the
area of sexuality and gender difference. It was felt they may serve as key informants, and may
also offer snowball referrals to colleagues who may become participants. Hearing their
perspectives did alert the project to relevant issues. Later, practitioners who had no experience
of working with LGBT clients were sought for a contrast. Practitioners included doctors,
nurses, technicians, psychologists, counsellors, clinical social workers, health workers, sexual
health workers.

The sample originally aimed for 60% LGBT patient/client populations and 40% professional
(medical, nursing, etc) participants (not withstanding, some of whom will likely be LGBT
people). Due to the challenges in accessing client populations, these figures were reversed.
Using a key informant approach, the study sought out initial interviews that highlighted
important themes and issues, so sampling began with LGBT populations and maintained an
overall greater weight on patient/client thematic development. Throughout the data collection
phase a comparison and contrasting was conducted that compared thematic development
between patient and professional participants. However, as the project developed these
themes largely overlapped and formed common themes that drove the analysis. Based on
prior research (Bowers 2002) this framework provided a stronger analytical framework, and
greater ability to determine positive outcomes for practitioner education and training.
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• Participants were recruited using the following methods: (i) snowball referrals; (ii)
posting requests for volunteers on community e-mail list servers; (iii) accessing
community agencies and groups complementary or related to health care where
participants might be found; (iv) utilising area health care email lists, (v) contacting
practitioners through internal networks, (vi) posting notices on bulletin boards and
passing out notices about the project in health service cafeterias at lunch time, and (vii)
media advertisements. 

In addition, health professionals were accessed using the following means:

• Posted notices in staff lunch areas and elsewhere
• Letters of invitation
• Telephone calls of invitation
• Presentations at appropriate meetings
• Via email if applicable
• Via services with high LGBT patient numbers (eg, AIDS units, Sexual Health)

Interview duration was about one hour. Interviews were audio taped. Three broad based
questions were used during the interviews to get things moving. These questions were: (i) Can
you tell me a bit about yourself and why you were interested in being interviewed for this
project? (ii) Tell me a bit about your experiences of a) health care, or b) working with gay,
lesbian, bisexual and transgendered clients and, (iii) If you could speak directly to health care
providers, what would you tell them that you most want them to know about working with
LGBT clients? Interviews were largely conducted at the NSCCH campus, with only a few
exceptions where participants specifically requested an interview be held in a place that was
felt to be more safe and appropriate for their needs.

Within a qualitative research design, we examined any relevant documentation including
strategic plans, activity statements, quality assurance standards and practices, and any other
relevant internal NSCCH documents, along with documents related to the professional
development activities of physicians in the workforce, and documentation on the existing
status of graduate and post-graduate medical training in relation to sexual and gender diversity.
In conjunction with this gathering of documentation, we drew together existing research
literature reviews and resources, and conducted an update on existing literature reviews.

Working from a collaborative approach, we also encouraged participant in-put through
facilitating a Project Reference Group made up of members from key stakeholder
organisations based in Northern Sydney. The reference group acted as a means for the
research team to share ideas, get support when needed, receive feedback and advice, and in a
form of reporting our developments to the reference group as we progressed. Interviews with
the project reference group were also recorded and included in the data set, and influenced
the evolution of strategy during the project.

When the project examined all relevant data, and had done a draft of the analysis and
recommendations, this document was presented to members of the Project Reference Group,
who convened to discuss and offer feedback on the findings. At the end of the project, the
reference group was presented with the final draft of the project and was officially thanked for
their input.
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Because of the sensitive nature of the issues and in concern for the confidentiality of
participants, we utilised individual interviews as a preferred option for this project (Minichiello,
Aroni, Timewell, Alexander 1995). Focus groups were also conducted, and limits of
confidentiality were clearly outlined at the outset of each group. Each participant was asked to
read and sign their name to indicate consent to participation. As a standard protocol,
participant information sheets were also verbally discussed to ensure understanding of the
conditions under which the study was being conducted. Research ethics approval was sought
and obtained from both the NSCCH Ethics Committee and the UNE Ethics Committee. 

Interview data was transcribed and coded according to self-apparent content, using the words
found in the interview to code the material. Interviews were subdivided according to these
codes, and related codes were sorted as relationships between codes became apparent. Over
200 initial codes were identified. When codes logically combined, categories developed.
Categories expressed areas of commonality between bits of data, suggesting areas that
appeared to bring together significant statements. Categories were tested, contrasted, and
clarified they were subsumed into themes. The themes came to express the dominant
groupings of categories that later spoke through the structure of the research findings.
Because of time and resource restrictions, subsequent analysis focused on sorting data
according to the dominant themes that had emerged through the first half of the study. These
themes were tested to have wide applicability across the complete sample. Overall we
acknowledged an emphasis on minority client-initiated themes, which supported our approach
to honouring the stories of minority participants. However, as the majority of our participants
were practitioners, many of whom had overlapping minority status, the data reflects a layered
and sophisticated structure that gives voice to many health care concerns that impact on both
patient and employee populations.

The study utilised an interpretative and social constructivist approach that sought to explore
how participants located their experience of health care. From this theoretical perspective we
began with the premise that people both experience reality and shape reality according to the
way meaning is constructed in everyday life. For these reasons, we accept that participant’s
perceptions are enough for us to gain insights into their worldviews. While we took a social
critical stance to the investigation of ideas and perceptions coming forward, we also wished to
affirm the stories of marginalised people as valid and as primary data for understanding their
experiences of health care services.

Our orientation to homophobia began as a strongly placed hypothesis based in prior research
literature discussed above. As evidence continued to emerge in the data, a systematic analysis
suggested that ‘homophobia’ was a phenomenon that described experiences of bias, prejudice
and discrimination in everyday life. Homophobia was not only the dominant theme across all
cases, but was also a linking concept that transcended the sexuality and gender differences
represented by the sample. While we acknowledge that further investigation is warranted to
highlight particular emphasis among each population group, the purpose of this study was to
explore the common themes that emerged across the different populations represented.

In spite of taking a reserved stance to issues of homophobia, and in spite of the term
‘homophobia’ being a somewhat controversial and less-than-adequate expression of the
phenomena it attempts to represent, the study confirmed the importance of this term as a
repository of meanings, experiences, and issues surrounding sexual and gender difference in
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modern society and in healthcare. The emphasis in this work is to describe in qualitative ways
the everyday experiences of homophobia and heterosexism that all participants suggested
typify health care culture and services at the present time. While doing this, the intention is to
foreground the voices of participants themselves, because we believe their words and their life
experiences have the most to say to research, professional, and public communities. 

Data analysis
Overall, the data indicate that there are many issues associated with prejudice as it is
manifested through homophobia and heterosexism in public health settings. These themes
are explored throughout the sections that follow. The data below highlights specific themes
associated with the culture of NSCCH. The presentation that follows foregrounds the voice of
participants. As is common in qualitative research reporting, the data directly follows statements
that highlight some of the implications and meanings coming forth during the analysis. 

The layout of data below suggests an active dialogue between the voice of the participants
and the researchers. This dialogue is thus extended to include the reader, who is able to
engage with both the researcher's reflections and with the original data upon which the
discussion is grounded, formed, and developed. Due to limitations of space, time, and
resources, quotes are chosen from among a wealth of data that represent the themes coming
forth from analysis of the complete data set. Subheadings are used more as tools to draw out
ideas, and to suggest a flow of ideas through the chapter, rather than as identifying categories
under which a comprehensive discussion unfolds.
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Diverse contexts for homophobia in
the workplace
To set the context for understanding the themes that follow, foregrounding issues of prejudice
and discrimination is necessary. Prejudice is commonly understood as an attitude that
precedes actions, and that informs actions. Prejudice can also be a perception of actions after
the fact, and actions that are prejudicial are thought to be discriminatory. Discrimination
occurs when actions are overt, or covert, and can be experienced with or without conscious
awareness of labelling experiences as such. However, in the context of public health, where
policies and procedures are deployed to address issues of prejudice and discrimination, unless
problems are identified and reported they can tend to go unnoticed. In the contexts where
policies drive anti-discrimination, when experiences are not clearly labelled and identified as
prejudicial they tend not to exist (in the eyes of the institution). Because institutional systems
may not faciliate reporting mechanisms well, and are by nature self-protective bodies, issues
of prejudice and discrimination tend to be carried forward by alternative means such as
consumer groups, advocacy programs, and research endeavours.  

Among the many contexts where homophobia is reported by participants, one is regarding
unprofessional responses to the sexual needs of older people.

I9: And how does that play out?
P9: I’ve had it play out in many, very negative connotations.  You
know ‘dirty old man’, or ‘they’re old enough to know better, they
shouldn’t be doing that at their age’. All those sorts of negative things.
I can’t frankly say I’ve heard many positive comments, you know, ‘Isn’t
that great’, ‘At least they’ve got a partner, isn’t that great’ – none of
that.  So it does tend to play out in a sort of negative way… I feel
angry and then I feel really quite sad for the person making the
comment, that they’re so unenlightened and so shallow that they think
that. I wonder what they think their old age is going to be like.  

Accounts of prejudicial treatment of clients also emerged from the data. The following account
reports how gay and lesbian partners of patients receive inadequate attention compared to
heterosexual couples. The account suggests many assumptions exist regarding standards
surrounding consultation, and a lack of awareness and interest toward same-gender couples
creates a situation of differential treatment.

P22: Let’s say someone turns up with something like chest pain. Let’s
say the husband would be brought into the resuscitation area and
everything would be done with him, and the nursing staff, I know,
would keep the person, the wife, in the waiting room up to date with
everything that was happening because she is the acknowledged
important person in that person’s life. And they’ll do a good job of that.
I: Does that have to be stipulated?
P22: No. They know that. They know that because they can relate to,
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that’s what it feels like to have my loved one dying in there. But what
happens when someone is gay is that the other person is not seen, is
not updated, is not brought in until kind of towards, well, depending
on what the outcome is, is not even acknowledged. And it’s quite
amazing to see it happen. It’s as though that person… doesn’t exist…
doesn’t have a role in this situation, whereas they have a very important
role. And the nurses don’t see it. They just don’t acknowledge the other
person. They don’t see that partner is just as important.

The account above could be dismissed as circumstantial if the evidence were not more in-
depth. However, as the account is explicated and other stories of prejudicial interactions are
forthcoming, a very clear picture of heterosexism and homophobia emerges in the workplace.
The following statement reveals some of the backstage behaviour that makes the above
situation more troubling.

P22: And woe-be-tide them if they [the gay couple] showed any
affection in the Department. They [staff] would just crack up laughing
and it wouldn’t be in front of the patient… the word would go out
through the Department. Everyone would talk to everyone else and
people would just kind of casually walk through and have a look.
That’s what happens. 

Clinical supervision is another site for being exposed to poor skills and prejudice. 

P8: As part of the work, you have to undertake clinical supervision …it
was probably in the first or second session; he had this habit of talking
about patients, clients of his and he spoke in fairly derogatory terms
about, certainly a doctor and I got the impression that a psychiatrist,
who was a patient who was in a gay relationship and it horrified me
the way that he spoke about it. First of all, it’s a professional colleague.
He was scathing about the relationship and I thought, ‘Fuck, I’m not
going to hang here’. I’d just moved into this area, into this new job. So
for that sort of reason I didn’t feel that it was okay for me to be sort of
honest about who I was or more open. 

This is particularly powerful when religious beliefs (bigotry) intrudes on supervision and
clinical work.

P8: And it was reinforced or made worse by the situation that in that
group, one was a very strong Catholic female who, any mention of
homosexuality or anything like that she’d say, ‘Oh, that’s awful,’ and
that sort of stuff – and she was a psychologist as well. Then another
member of the group was a Born Again Christian; ex-Catholic Born
Again Christian. 

In this case, the supervisor not only disclosed a clinical bias, but also seemed unaware of the
impact of the disclosure.
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P8: The main tenor of the thing was the psychiatrist continued to talk
about themes like ‘homosexuality is not in DSM-IV, but it should be’.
And that continued as a theme here throughout, which affected my
ability to take supervision from this guy because I didn’t feel at ease.
Towards the end of that time he did make the comment that
homosexuality wasn’t always pathological. And I thought that this was
a bit of a change. Now I’m having supervision from another analyst
who is quite different

Supervision that is inappropriate can be demoralising, alienating and can intensify a sense of
prejudice and isolation.

P8: And that was one of my objections to it although I didn’t voice the
objection… Ought to be open about presenting somebody that
identified as being gay or transgender, because you know, I would feel
that his view was biased and warped. And I found that singularly
unhelpful. I genuinely found supervision with him unhelpful because
he had very rigid, fixed ideas whereas the current supervisor is great.
But he hasn’t got the same sort of rigidity. Very open.  He doesn’t
make statements about that he’s open or anything like that, but you
just know he is because he’s so free about it. 

Because supervisory relationships can be intensive, ongoing, and the influence and power of
the supervisor can be daunting, when prejudice intrudes into this relationship the stress and
anxiety can be extreme. This may be particularly true in clinical settings where supervision is a
requirement of practice, such as in psychology, counselling, mental health, and related areas.

P8: I would only see him for about an hour and a half, two hours
probably per week.  The further significant relationship in the sense
that everybody put, well most people put such store in what he had to
say and he had his opinion and influence.
I8: His… his influence has continued years after he left?
P8: Yeah, even though he’s gone, there are some people in the
organisation, for example the [religious] psychologist… and a few
others from other places have continued to see him, the supervision is
paid for by Drug and Alcohol and his private practice in [suburb].

Other situations that arise may not necessarily be overtly prejudicial, but can be interpreted as
such by patients who experience the insidious nature of heterosexism in everyday life. When the
culture of healthcare facilitates unsafe and dehumanizing encounters, strategies to change the
culture of care need to be discussed and implemented. For example, patients are often required
to disclose personal information in public spaces. In a triage situation the questions asked are
related to medical presentation but are nonetheless often personal and at times embarrassing.

P22: No, [the triage interview] is done in public in the waiting room.
There is no privacy in that waiting room whatsoever... So the triage
nurse comes out. So in front of everyone in the waiting room, very
personal questions are asked. Very personal questions.
I22: So could you give me an example of what could be, what you see
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as an embarrassing question that may be asked?
P22: How about someone with prostatism, with a leaking bladder,
who’s got wet pants? How about someone with PV bleeding? How
about someone who’s come in with any sort of STD? How about
anyone with any kind of mental health problem? How about anyone
who’s just not coping at home, particularly many men? Do you want
me to go on?

In another case, a female head of staff is reported as making homophobic comments towards
other female staff during a time when she might have been considered ‘in training’ or in a
process of staff initiation. The participant labeled this behaviour ‘subtle’, suggesting how
commonplace these comments can be when shared over a cup of coffee.

P14: It’s very, it’s subtle.  You know?  Like my experiences of this in
Northern Sydney is it’s subtle.  But it’s kind of insidiously subtle.
When peers are trying to inculcate you and orientate into the norm…
the head physio, told me, (didn’t know what my mindset was or
background was), ‘The Executive up here’s full of bull dykes, be
careful’… I was blown away. 

Homophobia manifests in many more ways that will be discussed throughout the rest of this
report. The remainder of this section highlights certain aspects of prejudicial actions that typify
homophobia and heterosexism in healthcare, and in a sense these aspects can be seen in
most of the accounts collected during this project.

Culture-based and health service-based gender
prejudice
Being visibly gender non-conforming makes overt prejudice more likely. While the data was
clear and strong regarding issues of gender non-conformity and associated experiences of
prejudice, we also acknowledge how gender is central to all identity politics. In other words,
homophobia receives its power and sanction because it is driven by heteronormative
assumptions around gender conformity and sexual expression. According to the participants,
these beliefs appear to be strongly advocated in North Shore culture.

P15: The North Shore is just disgusting… there is no diversity on the
North Shore.  Or if there is it’s … people are mildly eccentric, pottering
in gardens… They don’t get to see much so when they do they don’t
know what to do with it.  Even doctors, who should be taught better!

We also acknowledge that just because issues of prejudice and discrimination exist in
everyday culture, such practices are unacceptable in the context of professional service
provision. It is our ethical and professional duty to address these issues, and to make public
health services culturally safe spaces to work, practice, and to receive care.

P5: But clients that I have who are in earlier stages [of gender
transition] or who just don’t pass very well, you get a lot more
reactions from people who they deal with on a daily basis.  Life is a lot
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more problematic for them.
I5: So you’re in a fairly safe situation because you look very much like
a woman?
P5: Pretty much.  That’s what I’m saying, yes.  It’s a lot safer.
P5: Often people that don’t pass all that well, yes, people are a bit
more overtly hostile.

Discrimination against lesbians also seems particularly related to gender non-conformity,
and/or to the stereotypes associated with the lesbian butch.

P9: I think I have seen more discrimination against lesbians in the
workplace... I’ve seen the girls really be discriminated by their peers.
That’s been my observation.
I9: Any idea why?
P9: I think it’s more if they’ve taken on that more butch type image.  

Culture-based and politically motivated prejudice was a common theme across the interview
data, both in terms of the values and expressions of clients and in terms of the manifested
attitudes and practices of health practitioners. 

P15: Homophobia is kind of condoned by the Government.
Homophobia is a State-sponsored activity, it’s really prevalent.
Whereas if you’re black or disabled or something, you’ve got … I don’t
know, more leg to stand on.  You’ve got a greater voice I think and can
sort of complain about it more and know that there will be some sort
of backing. 

The following case illustrates how living a different lifestyle does not sit well in what the
participant suggests is a monoculture in relation to gender identity and sexual expression.

P15: It’s that whole sort of monosexual sort of mindset that you have
one or you have the other, and it’s kind of okay if you have one of the
same but like, ‘You have both?’ and ‘How does that work?’
Polyamoury does their head in as well… I’d sort of screened most of
the doctors by then anyway… In most cases I would choose the ones
that I thought could handle it.  

Monocultures tend to make many assumptions, but this behaviour is precisely what generates
perceptions of prejudice.

P15: Don’t presume anything.  I think  that’s probably one of the main
things.  Like, don’t presume that because somebody talks about their
girlfriend that they don’t have a boyfriend as well.  Or that presenting as
a dyke doesn’t mean that they’re not playing with whatever or … yeah,
just don’t jump to conclusions.  Not everybody with tattoos is a junkie.

But the stereotypes do prevail, and health practitioner’s attitudes become betrayed by their
actions and expressions.
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P15: I suppose just the basics; just don’t be patronising, be respectful.
Just be decent and try and not really roll your eyes so much when I’m
telling you this stuff and look so scared, or back your chair away.  I
don’t know, it always amazes me that doctors do get amazed by stuff
still and do get so easily freaked out.

These attitudes play out in staff attitudes and comments toward LGBT staff members.

P16: I guess you could say it was hard because you just wanted to fit
in.  You wanted to be one of the boys, or wanted team mates...  You
wanted to be accepted.  You didn’t want to be judged.  And it was like
living a lie half the time.  I want to be accepted.  Once they found out
you were gay they wanted to ask you questions about gayness, gay
sex, gay men, stigma to it… I just found it hard.

The next example comes from an ethnic identified individual who allegedly experienced
harrassment at work.

P21: There was a fear, you know. And I never thought I’d take all these
little things to the Manager and make it worse. I mean I could have …
there was one guy who always treated me awfully sometimes and I
even ended up going to my Manager. My Manager didn’t do anything
but I remember going to him because I was getting really upset.  
I21: What did you say to the Manager?
P21: I told the Manager that every time he talks to me, he uses these
words like ‘darling’ and all these silly, funny words.
I21: Can you give me some of the funny words he used?
P21: Like ‘darling’ ‘honey’ all sorts of stupid things like sexuality-
provoking.  And saying things like, ‘Look in the local paper, I’ve got my
number there and you can always call me,’ and stuff like that.
I21: As if he was talking about a personal ad?
P21: Yes, that’s right. And I just didn’t quite like it because I’ve never,
ever said anything to him to make him say things like that. I was
hardly doing much communicating. He even said things in front of the
Manager, and my Manager just said, ‘Just ignore him, he’s really
childish, he’s like a child’… But at one stage I did take the matter to HR
and told them all about it.
I21: And what was their response?
P21: HR said, ‘It’s up to you really. If you want us to go ahead, we will
take it further. You just have to write a complaint against him. Or we
can just leave it at this stage as a warning, that he’s not to talk to you
in that manner after this’.  I just said, ‘Look, I don’t want him to lose
his job or anything. Just let him know that I’m not going to accept this
behaviour’.
I21: Were you satisfied with that response from HR?
P21: Yes I was, yes. I think they did speak to the Manager. I don’t know
whether they did have the meeting. I never got any feedback. I was
never called back to say, ‘We have communicated, we have told the
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Department Manager,’ or, ‘We’ve spoken to the guy’. They never, ever
told me anything. I never rang back either.  But it would have been
nice if they had come back to me and told me that this is what has
happened, and that they had spoken to him. But they never came back. 

Homophobic attitudes are often based in heterosexual gender-based assumptions, such as
those associated with wearing a ring. These attitudes involve a whole range of behaviours that
can be assumed, and can place many people on edge.

P16: It was difficult just… trying to create the illusion that my partner
was female...  The illusion that, yes one day I might have kids.  The
illusion that, yes I do have a ring on my finger – I must be married.
And talk to them about, talk to the guys about what straight guys talk
about.  Women talk about what they do and sex and so forth … It was
a bit uncomfortable and a bit unnerving, and a bit repulsive to my ears.

The health system appears to inadequately address the sensitive needs of minority patients in
all sorts of ways that can be viewed as unethical and potentially compromising for patient care
and in terms of legal problems for the service. For example, a common occurance relates to
initial intake of patients in hospital emergency and public consultation rooms. 

I 22: If we’re thinking in terms of queer patients turning up, if they turn
up with a partner, what happens with the form where it stipulates the
next-of-kin? Where would the partner fit into that?
P 22: Well the partner would be the person who’d talk at reception.
I: Again, this is a public area?
P 22: Absolutely very public. There are three receptionists all in a row.
So you could have anyone sitting next to you and you’re less than
three metres away from someone behind you. There’s absolutely no
privacy. There’s not even a glass booth where you can sort of … And
you’re the one who has to say next-of-kin so it’s entirely up to you.

Another situation relates to standards of care for people from non-engligh speaking
backgrounds. Discrimination and prejudices are not just experienced by sexual minorities.
Other minorities also have such negative experiences. Some staff appear to have difficulties
caring for people different to themselves.

P22: People have no idea how to work with someone who cannot
speak English. And they, again, are dehumanised. Again, they are
sometimes left in pain.  Again, they are often undressed when they are
in pain, when we would never do that to the same person if they could
speak English. And it’s about, because we can’t communicate with
them, people don’t know what to do. They don’t go to the interpreter.
Or they might, but it’s begrudgingly. Or they roll their eyes at
someone… people don’t kind of fit into that perfect mould of white
Anglo-Saxon sort of family group. People don’t make racist comments
like ‘slanty eyes’ but there’s a reluctance to see or do anything for
people who don’t speak English.  Taking them to the toilet is a chore.
Trying to get them to do anything takes longer…
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The absent discourse – heteronormative
assumptions
The absent discourse often goes hand in hand with overt prejudice. For instance, in the case
below it was assumed that the person talking was heterosexual. The hidden messages
involved relate to heterosexual staff sharing their prejudice with each other in ways that are
safely done, without appearing to be prejudiced. The heteronormative (silent) assumptions
involved suggest that all people are straight until proven otherwise, that offense could not
possibly be taken by anyone who is heterosexual (because all heterosexuals will follow the
status quo), that double standards related to covert prejudicial behaviour with patients versus
overt staff expressions of prejudice are acceptable practice, and that no honest nor forthright
debriefing or educational process is necessary nor even desirable (because the
heteronormative norm is so much assumed that people within the system have not
considered there are other ways of looking at these situations). In this case, staff felt
comfortable sharing overtly homophobic comments until the individual was forced to come
out. In this way, the gay individual is forced into a double bind. One one hand they receive
homophobic attitudes and behaviours on a regular basis. On the other hand, they are placed
into the awkward situation of feeling obligated to play advocate and defend patients who are
different, or they feel forced by circumstances to pick their battles, and thus to accept that
raising their hand to voice minority concerns may lead to compromising their position and job.

P22: So I’ve been out all my life. And for the first time in my life, I have
found myself hesitating to tell people I’m gay. And it’s because… of
the open homophobic comments that go around amongst the staff…
Both behind the desk, when anyone gay comes in and in the tea room.
And they’re blatantly against gay people. Their jokes about them being
gay… I find it really quite a different place to work.  
I22: Can you think of any specific jokes or phrases, or comments that
you’ve overheard? What are the sorts of things that people say?
P22: We’ll do a round and there’ll be all the doctors, for instance, and
we’ll come to a couple of gay men or whatever, and it would be in the
nuances. It would be like, ‘And this is his partner …’ and everyone
rolls their eyes. Do you know what I mean? And because we can’t say
anything openly, because that person’s just there, but it’s a knowing
‘Mmm …’. And the reason that I think there is something wrong with
that is that I’ll sit in the tea room and people will say things like, ‘Oh,
did you see that butch woman come in? You can imagine her… she
thinks she’s a fuckin’ man or something’. I was just blown over. This is
before they found out that I was a lesbian. I was just floored… I don’t
know if you know how kind of … nurses are interesting social systems;
I find them fascinating. It’s the total unacknowledgment of the partner
in the situation. And I often find that if a gay couple come in, it’s as
though … whereas in every other situation the partner would have
been informed or invited in; in this situation, they’re not even
acknowledged. And they often end up sitting in the waiting room for
an extensive period of time.
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Silent non-acknowledgement is just as homophobic and prejudicial as overt expressions of
prejudice. The interview continued,

P22: The comments would be all behind their back …there is no
example where they would be actually medically treated any different.
I suppose I feel it as a member of staff because I’m hearing the
comments that go on behind. Whereas probably to their face, apart
from the total ignoring of their partner, and the non-existence or
importance of that partner in any decisions that might go on,
medically as well as anything else. So that they’re treatment wouldn’t
be any different, yes.

The curious notion that medical treatment is immune to prejudice, bias, and homophobia
overlooked the fact that medical treatment is constituted through a social and interpersonal
interaction that occurs between staff, patients, among staff, and among patients. Medicine and
health care are socially constructed phenomena, and as such, are subject to antidiscrimination
and antivilification laws among many other ethical and moral codes. The interview went on to
discuss the impact of homophobic medical treatments.

P22: The impact is in the fact that there’s so much more to a person
than just the medical thing. And for everyone else we might make sure
that things are good at home, if that person say, comes in with a heart
attack, we might include the partner in deciding treatment options and
things. Perhaps say someone’s broken their leg, they’re not going to
be able to get to the toilet. Do you know what I mean? …we say, ‘The
friend will be around to help,’ rather than acknowledging the true role
of the partner... Because the entire Department functions as though
(1), homosexuality is a deviance and (2), if it does exist, we don’t really
want to talk about it, or just have it as a normal part of life, so the
impact is… that the inter-relatedness of gay couples is not
acknowledged. 

Practitioners of all descriptions
When asked who specifically is making the comments, the participant had this to say,

P22: Well I’ll tell you what: The security guards are pretty good. The
wards men don’t say much at all. It’s the doctors and nurses. And
that’s what really floored me. It’s the doctors and nurses. And you
know, some of the young doctors are the worst ones. And that floored
me too. In fact, there’s a whole range of ages in that unit from people
who are maybe 20 up… Both genders are making the comments.  And
people from all different sorts of educational backgrounds. People
from university backgrounds. People who went through, nurses who
went through the old system in the hospitals… nurses and doctors
who were obviously very well-off, very highly educated, have a very
broad education. It’s across all of those groups within the staff.
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Considering that the research project of this type provides a safe place for participants to
share their stories and concerns, and that the workplace of this individual is felt to be quite
unsafe for minority people in a widespread and insidious way, the issues the health system
needs to debate and to address appear to be extensive. The participant was trying to figure
out why this is the status quo, and shared these insights.

P22: I think it’s that they have never, ever come face-to-face with the
personal face of gay people. Because recently we had our [staff] party
and I took my partner, and we were terrified. And for the first time, I
mean, I turned around just as we got to the door, and almost walked
out because I was so scared to tell them I was a lesbian. I hadn’t told
them before that because for the first time in my, what - years and
years – I was terrified. And I thought, ‘Come on…you’ve got to be
yourself’. If they don’t like me as I am, and it’s that feeling insecure
about yourself. I walked in and the whole room went quiet. And then
they all started chatting and I introduced my partner as ‘my partner’. I
wasn’t going to introduce her as my friend, I said, ‘This is my partner,’
because everyone had brought partners. And we sat down, and what
was really fascinating all night was everyone took photos of couples,
and I think there were eight photographers and not one person took a
photo of [my partner] and I. Now that is so blatant.

Given the notion that the North Shore tends to be quite conservative (and thus may wear
something of a less than welcoming status), it appears that the onus is on practitioners in the
system to reach out in a welcoming manner to people from various minorities. This might be
so for obvious ethical and legal reasons, and to offset the dangerous perception that
prejudicial practice is an insidious bed-fellow with health care.

P33:  The manager, when he first met me – this is extraordinary now
it’s coming out and I’m thinking about it – he walked up, he had no
exposure – not it’s not about me, it’s about him – he obviously had no
idea, had never worked with anybody gay or any male that was gay,
but he’d certainly worked with women who were gay.  He walked up
the corridor – if I was walking up the corridor and I was going the
other way – he would sidle right over and almost brush his shoulder
against the wall.  It was like he was nervous.  You feel like saying, ‘Get
over it mate.  Like, not interested.  What is it with you straight people?
Straight men who think that gay guys want you’.  It’s just absurd.
There’s this perverse mentality.  And I’m sure other people have this
experience.  Straight men seem to think that every gay man wants
them.  It’s like, ‘No.  I wouldn’t have you on my team; you’re not good
enough.  You don’t make the grade’.  That was an interesting
experience.  It took a while for him to get used to me.
I33: So there was a change to his response to you over time?
P33: Yeah, when he decided, when he realised that I was competent
and I was committed, and I had principles.  So I think people don’t
think gay people have got principles.
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The following occurance happened several years ago, but shows the underlying attitudes that
still exist and are now slightly more covert.

P34: And she had got herself a placement at that health centre.  So
that was great.  Obviously [my partner] wasn’t with me; it was on
another team, but it meant that we could drive in together instead of
taking two cars.  And the community health centre manager called me
into her room one day and said – she was younger than me, most
people are younger than me – and she said, ‘I wanted to talk to you
about you and [so and so]’.  She said, ‘Well I notice that you wear the
same clothes’.  And I’ve got a wicked sense of humour and said, ‘Well
yes we do but not at the same time’.  I said, ‘What do you mean, we
wear the same clothes?’  And she said, ‘Well you’ve got this blouse
that you wear one day and she wore it two weeks ago,’ or something.
I was actually fascinated by this and I said, ‘There actually are, believe
it or not, some advantages to being two dykes who are about the
same size and shape because well you might think that we save
money on one wardrobe, but it means we actually get two wardrobes
because we’ve got no feeding frenzy, and we buy clothes that we both
like’.  And so she said, ‘Well it was pretty blatant,’ and I said, ‘That’s an
interesting word.  Tell me about blatant’.  And she got all twitchy at
that point and started to stutter, and so on.  She said, ‘Well I don’t
think it should be so obvious’.

The following incident suggests what pressures minority staff may encounter when nurses
and doctors approach issues of difference in inappropriate ways. 

P16: One of my fellow theatre assistants who knew I was gay decided
to play a prank and tell another theatre assistant who I had never met,
never shook hands with or said ‘hi’ to, told him that I had called him a
‘fucking poofta’.  And I was standing right next to him.  And I was
quite knocked back, taken aback by the fact that he said it, and he did
say it.  My response was, ‘Excuse, if I call anybody a poofta, I call
myself one, because I’m one’.  And I didn’t know who the guy next to
me was.  We were putting our ID badges on and I bent over… I put my
fingers under his name badge to see who he was in case I had a
problem with him down the track.  I didn’t even know his name… So
anyway, I touched his ID badge to see what his name was and he said
back to me, ‘Don’t touch me.  You’re more than likely to be infected
with AIDS’.  And that’s where the problem started, after he said that.
I16: So how did you feel right then?
P16: I felt really discriminated.  I felt like I had my privacy violated. Not
by just telling a guy not to call me a poofta, but by him saying that ‘if
you’re gay you must have HIV.  You must have AIDS.  You’re dirty.’
And I was really upset.  And I walked off.  I didn’t want to work with
him.  I walked off.  And I took what I thought were the necessary
channels to have it reported.
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The individual spoke with his supervisor, and what followed was an insidious string of difficult
circumstances that neither addressed his concerns nor intervened in the inappropriate
behaviour of his colleauges.

P16: The constant rude comments written about me [in a staff ledger]
which was not meant for me to see, but the doctors saw it and read it.
The cleaners even saw it.  The nurses saw it.  The other ward
assistants … anybody who worked in the area saw it and read about
these disgusting comments which somebody wrote about me and I
felt very self-aware of who I was as a worker… And it wasn’t treated
very seriously; it was pushed aside, pushed under the carpet.  They
did not take any disciplinary action against the people who were
making the job a lot harder for us.  Other ward assistants did complain
about the same people but I was the spokesperson at that stage.  And
I was the one, when the heat was turned up … they backed off, they
ran and I was left holding the cap.

As this research suggests, decency and logic do not appear to be common factors when
issues of prejudice and homophobia arise. Prejudical attitudes toward gender (and sexual)
difference play out in many ways, and none more powerful than how these attitudes are
internalised into self-censoring behaviours.

Self censoring
Gender-based homophobia and heterosexist assumptions manifests in workplace dynamics
and 'self censoring' behaviours.

P1: It was my decision [not to put up more overt HIV educational
materials found elsewhere].  I feel like, in a way, I’m part of [promoting
health]. I need to carry this project out to be successful and that will
rely on me to develop a partnership with two organisations. Which to
me, I feel like if I act too wildly...

Acting too wildly is apparently posting up health promotions materials produced by one arm
of the institution, but looked at as controversial and inappropriate by certain members of the
health service. We note that a lack of images of diversity appears to reflect a lack of
consciousness of diversity issues, and visa versa. 'Self censoring' is an institutionally
dangerous practice, because vital information is being suppressed that could positively
influence health outcomes for minority patients.

P2: Think if there had been more political will to think about what’s
going on, I suppose that could have been done. But I also think that
because of where some of the more explicit literature are kept away, I
think there is also this fear of not offending… I think that’s just
callousness. Not giving it thought... I suppose a lot of clients probably,
it probably didn’t occur to them that such literature was available.
Even if you want to take offence at it, you couldn’t... It’s just odd.  I
had to say, ‘Why weren’t these up the front?’ They say, ‘Well, you
know, people find it offensive, because it’s so explicit’.
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Acting too wildly has other connotations. In the following account the gay participant
describes how they felt when a gay colleague was being ‘dramatic’ and talking about what
happened during gay dances over the weekend.

P30: It’s a bit of that cringe value. I sort of feel like saying, ‘Just shut
up. You’re embarrassing me,’ because some of the stuff he says is…
for dramatic effect to cause a sensation amongst the other nursing
staff. In some ways he promotes a stereotype, which I’m not
comfortable with. He might be talking about what people are doing at
dance parties, and I’ve been to dance parties and I know that some
behaviour goes on but on the whole, especially these days, there isn’t
much lewd or sexual behaviour happening. Certainly not as much as
there used to be.

The notion of self-censoring here appears to relate to internalised homophobia, as well as to a
conservative social sense of how to (not) talk about sexuality in general. These two aspects
are difficult to separate, as the latter is deeply enmeshed with the former. When asked how
the other staff react to these discussions of gay sexuality, the participant said,

P30: Sometimes there’s a bit of egging on, a bit of sensationalism,
‘This is great entertainment!’ But I’m also worried about, like that will
be within the immediate circle around the table in the dining room.
But I’m also conscious of the other people in the dining room who are
sitting outside of that circle. They might be quietly eating their lunch. I
have observed one or two either rolling their eyes or they quietly get
up and go away… It’s sort of the inverse of gay bashing. It’s gays
bashing. I know that sounds weird but in a way I get quite angry at
that because then they go away with the thing of, ‘Bloody pooftas, this
is all they do,’ or, ‘There’s that poofta again,’ rather than it being a
positive role model… I don’t know whether I’m being homophobic
there by saying that. In some ways, why should he censor himself?
Maybe I’m a bit old-fashioned.

However, when discussions of what heterosexual couples do over the weekend come up, or
when heterosexual staff are together with their partners, expressions of sexuality through
word or gesture are not uncommon. Sexual jokes and stories may be more common between
individuals rather than in a large staff room, but they are known to happen. The account
above suggest many stereotypes exist to make the gay staff member’s story of ‘entertainment
value’ and to cause a range of reactions from those present. Interjected in this account was
the interviewer’s comment, ‘so we tend to bring it on ourselves’, suggesting another layer of
internalised self-reflection and censorship surrounding these events. However, the issues here
are related to sexual and gender difference being somehow problematic, not due to the
difference itself, but because the workplace environment is an uncertain territory where many
people feel uncomfortable raising issues of identity and personal meaning – not the least of
which relates to gender and sexual identity. Self censorship is common nowadays, and is an
acknowledged part of institutional psychology, but the problematic aspect of this social
phenomenon arises when prejudice (homophobia and heterosexism) play a central role in
these not so subtle forms of practice.
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I6: If somebody on the Team or if somebody within the System still
believes that, say, homosexuality is a pathology, but they’re not
allowed to talk about it?
P6: They know that they’re not allowed to say it. It would be very clear
to them that they would know that they’re not allowed to say it. And
that they could probably get into trouble for saying it. I think people
are aware of that... 

Health workers behaviours have not yet caught up with diversity policy and the new
professional culture it represents.

P6: And she said that we have to meet all these criteria for sexual
diversity but people can still send bad-taste Christmas cards and that’s
not appropriate. I thought that you can’t be politically-correct about
everything. I mean the kind of jokes you make with your friends aren’t
necessarily the kind of jokes you make in public.  

The culture of prejudice and discrimination appears to be prevasive, and this culture of the
service adds stress to people's workplace as they try to come to terms with the changes of
values involved in workplace behaviour. Likewise, sexual and gender minority workers within
the system must confront their identities in the context of the dominant culture. This context is
not easy, and one has to 'pick your fights' carefully. 'Coming out' or disclosing one's gender
and sexual identity in a heteronormative culture is not an easy process for many nurses,
doctors, and health care providers. When individuals are confronted with difficult issues of
diversity involving prejudice, they may not have support and understanding.

P7: If it’s important to me then, yes, I will go to the barricades for it.
But honestly, getting [my partner] mentioned in the Newsletter article
is, it’s not make or break stuff, really… I think the biggest issue is
sorting out for yourself whether you’re prepared to come out and how
you’ll come, and to whom you’ll come out. I would say, by far, that’s
the biggest issue. Sorting that out for yourself and sticking to it. I think
that once you’ve figured that one out for yourself, everything else
flows. You get a reasonable amount of back-up if something happens
and you choose to complain about it. My personal feeling is that you
have to be fairly careful what you complain about because you do get
known as a whinger or a troublemaker. I would be inclined to take
things through official channels if it impinges on me in a major way,
otherwise I just try to change people’s attitudes 

Recalling the case of the lesbian couple at the staff dinner party, we asked the participant to
describe how she felt that evening. Her response amplified the theme of self-censoring
behaviour and highlighted the extremely stressful situation that exists for gay and lesbian
couples, and individuals, in a largely heterosexist and heteronormative environment.

P22: I felt scared. I felt very scared. I felt insecure. I felt … initially
about the photography, initially I thought, ‘God, no-one likes me,’ and
then I realised, no – they don’t know what it is to sit and socialise with
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a lesbian couple. They had never met lesbians in this context. They
have never, most of these people have never met lesbians acting as
though it’s all right to be a lesbian. Although, I didn’t kiss… I hugged
her, but I didn’t kiss her. Do you know what I mean? I wasn’t feeling
natural with her.
I22: And would you normally be quite tactile with her?
P22: Yes. Very tactile and very comfortable about being gay. And it
was interesting to see how my behaviour was modified by the people
at that table, and feeling uncomfortable.
I22: What does that do to your sense of self, this self-policing of your
normal behaviour?
P22: Well, it obviously rocks my sense of self. It obviously means that
all the time I have to consciously remember that I’m okay, that it’s
okay to be who I am. Interestingly at work, no-one said a word.

Silence is certainly a tactic of heteronormative culture when faced with some aspect of
difference that is discomforting, and can be interpreted as prejudicial, shaming, and isolating.
While the intentions of heterosexual individuals may not be these, and while they may indeed
feel awkward and may even be responding to the awkwardness of the minority individual, the
results for the system are less than desirable. Staff and patients become socially isolated,
while those in the heterosexual camp may continue on developing their networks, those in the
minority tend to experience greater degrees of marginalisation. 

When religious-based homophobia is encountered, the illogical components of prejudice are
amplified. Because of the heteronormative environment of the workplace, minority people do
not feel safe enough to confront prejudice (and thus out themselves in an unsafe setting) and
do not feel the social system of healthcare is supportive enough to cope well with these
pressures.

P31:  I said, ‘Wow that’s a really extreme view. What makes you say
that?’ And she said, ‘Because the Bible tells me so’. And I didn’t really
know what to say. It did change my perception of her. Previously I
thought she was very nice and we got on well at work, and I though
she was a pleasant kind of person. Then when she said that I was just
so disappointed, and just felt really, I don’t know. It made me a little
bit upset but not too much because I sort of thought, then I was
thinking, ‘Well maybe I should have said something to her’. It made
me feel a bit guilty that, as a homosexual person, that I couldn’t stand
up and say, ‘Listen that’s a very prejudice view and who are you to
judge’. I thought of all these things I could have said to her and I didn’t
say them. But then I also thought that there’s people like that
everywhere, and people like that you often can’t change their opinions.
And why should it matter to me if she’s got an opinion like that.

When asked to transfer the noun from an LGBT to a racial issue, the participant’s approach
shifted dramatically.
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I31: What if she had said, ‘There are too many Indian people in
Australia, they get away with too much’?
P31: I definitely would have said something. For sure.
P31: So you’re prepared to defend one minority but not one that
you’re part of?
P31: Yeah, I know. I guess I’m aware that that happened.
P31: What holds you back? What controls your behaviour in that
instance?
P31: I think it’s probably… I guess I didn’t want to out myself right
then… I guess I was worried about people’s view. That’s what it
comes down to.

Racial vilification is clearly unacceptable, but when it comes to LGBT issues, a greater latitude
seems to exist. This creates a culture where the burden of proof, and the burden of discerning
what, in fact, is going on, generates a climate of chronic uncertainty. LGBT people must negotiate
uncertain social interactions without a sense of basic safety in their everyday encounters. 

P13: I don’t know about justifing who I am…  I enjoy being who I am
and I enjoy the fact that people who’ve never met someone who’s
quite as comfortable with being bi- as I am now; they have the
opportunity to see that and to not be scared, and to not feel as though
I’m a threat to them.  To know that I won’t try and approach them in a
way that’s going to make them feel uncomfortable.  Because yeah,
because I’ll be very careful with some employees who are quite shy
sexually.  I won’t be explicit in what I talk about.  Whereas those
employees who are much more relaxed, I can be quite explicit about
what I got up to on the weekend, and that sort of thing.

These practices are beginning to be perceived by other staff, whose awareness and
sensitisation to the issues appears to be slowly on the increase. But this is a cautious
observation, as obviously the participants who came forward for this project could be
considered to have had some prior awareness or interest in the issues at hand. Conversely,
the comments also suggest that there are many sectors of the health service where awareness
continues to be low, and where minority staff continue to feel unsafe.

P14: I see other people, some of the really conservative ones… look at
her and think, (whispers) ‘She's a lesbian’.  You know, that kind of …
and she looks dyky and she’s not out at work… she’s out to sort of her
immediate peers.  But [another section of the hospital] are better I
think, generally.  But… if we’re all sitting around at a coffee with
managers, I doubt she’d say, ‘My partner cooked a lovely roast.  She
made …’  I doubt she’d do that.  She’s just discreet.
I14: Why do you think she perceives there’s a need to do that?
P14: Because of the, again, heterosexism.  Like, I think she would feel
in her own quarter – which is [another section]… that she’s fine and
supported, which she is.  And I’ve noticed that, you know.  I mean
she’s recently had a really long, extended sick break, and I wondered
whether … I wanted to see how she would be supported, type of
thing.  And they were fantastic.
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A manager in the health service suggested that personal details were best left at the door
when she came to work. While there is nothing unusal about her way of constructing
workplace ettiquete, taken together with the rest of the data, there appears to be a pattern
related to censorship, which mirrors a general sense of discomfort in healthcare culture
around diversity.

P19: Just personally I don’t have a lot of work friends; all my friends
are generally outside of work.  In my work it’s all about professional …
and I don’t sort of sit there and talk about my weekend or my personal
life with everyone routinely.  But with patients, if they’ve sort of said,
‘What have you been doing?’ I’m aware that, particularly with older
patients, particularly on the Northern Beaches, if we’ve had political
discussions and so I’ve known where their thinking is, I don’t feel
comfortable talking about it and I’m aware that people might be
shocked by my sexuality.  But it’s just something that I’m aware of; I’m
not, like, loudly out or anything, but I don’t deny my sexuality at all.
And that’s sort of respecting … I suppose I make judgments about my
patients and what they might think, but I do respect (them) I suppose
because I don’t want to upset people.  But in terms of a working
environment with work colleagues, it’s not an issue… I don’t walk in
and say, ‘I’m a lesbian,’ but I don’t deny it if it comes out when people
say, ‘Are you married?’ or whatever… I just say, ‘No’.  Again, it’s only
if … I’ve only really obviously … I think a couple of my work
colleagues have just worked it out from how I talk about my lifestyle
and what I’ve done on the weekend, and so forth.  But I’ve only had
one person who outright said, ‘Do you have a boyfriend?’  I went, ‘No,
I’m into girls’.  She went, ‘Oh, okay, fine’.  It’s not something I feel that
I need to tell people.

Having adjusted to workplace culture, the above comments show, from another perspective,
the enormous energy and thought involved in coming to terms with personal identity in the
contemporary healthcare environment.

Issues of safety in the workplace
The narratives that follow suggest that lack of a sense of a 'safe environment' leads to self
censorship, isolation, retraumatisation, deletion of diverse identities, and disruption of team
cohesion. These issues have major implications for the quality of workplace culture and
obviously serious implications for the practice of health care.

P8: I was married, I’ve got a son. It didn’t seem too safe to sort of be
open, completely open... It sort of restricts me in a sense that other
people will talk about their relationships and so forth. I mean, I've
been in a relationship for eight years, but there’s no way that I’m
going to talk about mine… The sort of closing-off, damping down, sort
of thing. I didn't appear to be emotional. I think there was and there is
a certain degree of inhibition, a certain degree of depression.
I8: And that has been continued through the atmosphere that you felt
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in those first three years of supervision?
P8: Yeah, very much so. Oh, I think it exacerbated it… It wasn’t okay to
be out.
I8: What gave you that feeling?
P8: The sense that this particular psychiatrist [who engaged in
prejudiced supervision practices] was important and it didn’t really
seem to be necessary either because there is no mixing outside of
work… So I did the best and lived close to work, all that sort of thing.
But it increases isolation as well. So I get selective about what I talk
about. But compared to other places that I’ve worked, there isn’t the
same level of interaction... As I said earlier, it increases the sense of
isolation, but then I also think that this sort of work is pretty isolated
really.  I try to do things to break that down.  

Social isolation appears to be a major concern for health care workers whose basic sense of
identity is not reflected in any way in their workplace culture, and where the demands of work
tend to circumvent having time, energy, and personal resources to make new connections.
This dynamic appears to be increased when clinical roles do not allow individuals to self-
disclose or wear their identities in any visible way - thus increasing the power and dominance
of heteronormative values in the public health workplace.

P8: I don’t feel that I can say I’m gay because there is this approach
that we don’t, as a therapist, you don’t really talk about your own stuff
because it’s their time, it’s their space and place... Generally, the level
of self-esteem and feeling of self-worth is pretty low anyway.  And the
sense of being different. Being gay, being a poofter, being a faggot is
part of that whole package… 

Staff reported dealing with homophobic and racist comments, including agression, from
clients.

P13: The clients would come in and say stuff that was homophobic all
the time.  And you constantly… or racist, or some people who were
shooting one drug would be antagonistic towards people who were
shooting other drugs.  And so it was a constant reaffirming of peoples’
rights to do what they liked.  And you would always be battling
against some sort of phobia with clients who came into the service.
And because we were education officers, we always felt the need to
not allow comments to go unmatched… It was always ‘fucking
pooftas’ and ‘fucking lesos’ or ‘dyke’ would be used as a derogative
rather than as an affirmative word.

Safety is related by participants to the level of awareness of staff, and this is directly linked to
insitutional-based education and professional training around diverity.

P21: It has to start on a base level and it has to be a component of
their education from the word go… medicos and any staff that are
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trained to work in that environment need to understand something
about diversity and something about sex and gender, sexuality, all
those sorts of issues because they’re going to run across it, and it’s no
good to react in a really inappropriate way, in a pejorative way, to
people who are not the same as them.  

Workplace training needs to be addressed at management levels across the sector.

P21: If people are seen to be having difficulty coping with those kinds of
issues, that needs to be addressed within the system as well. So if there
are instances where… a staff member has a problem around sexuality,
or peoples’ representing themselves as a different gender to what they
think they ought to, anything along those lines, there needs to be some
training and addressing of those issues… it’s going to impact on their
and the patient’s life, and their working relationship with them. And it’s
going to impact on… the effective delivery of service. 

Many existing assumptions need to be confronted for new management strategies to be
deployed across the health sector. It appears the need for this kind of education may not
necessarily be forthcoming from nursing, medical, and allied health education programs.
Therefore, the onus is on the health service itself to generate accountability structures that can
adequately address these concerns.

P21: You can’t just assume that somebody is going to have that
understanding if they’ve never heard of it and they’ve never been
exposed to any of that kind of stuff… And that was probably why there
is some reticence of the LGBT community to go to hospitals or places
where they can’t really be certain that that has happened. That the staff
may not have been exposed to or been aware of such issues like that. It
may be a reason why people may look for service somewhere where
they will have more chance of having a more friendly experience.

Management considerations likely need to be fairly direct, with obvious performance
indicators and outcomes.

P22: I think there should be some mandatory education and
exposure… that kind of attitudinal stuff that’s difficult to do. Not just
talk, but attitudinal work with people… it needs to be ongoing and
regular in a number of areas. [Management] need to make it clear to
senior staff that certain things aren’t acceptable. I mean part of it is
that they allow it to go on. And if they have a directive that this will no
longer be acceptable… if you break someone’s privacy, which they do
all the time with anyone who is gay… then that will be it. I mean I
think they need to be fairly direct.

On the other hand, staff need to take personal care and responsibility in these matters. While
institutions may acknowledge how difficult it is to police attitudes, many positive endeavours
can be encouraged to assist staff to develop appropriate attitudes and behaviours. Likewise,
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the following quote suggests that great care in preparing workshops and staff training
programs needs to be encouraged.

P30: If there’s an attempt to do some positive reinforcement or
positive teaching… it can actually have the opposite effect. There’s the
risk there of people going away feeling even more alienated or angry.
So I don’t know. I think a lot of the responsibility, I feel, is on me and
how I behave. Sort of as a role model. I think a lot of it comes on a
personal level… Maybe management; if managers are sort of educated
or screened, or aware of the issues. Because often if there is disputes
or if a staff member needs support, it’s their frontline manager that’s
the person who gets involved.

These insights strongly suggest that workplace culture is changing, and part of this shift is
how minority staff levels of tolerance for homophobia are decreasing. Of course, one’s
response to homophobia relates in part to the individual’s ego strength to confront
discrimination. The following participant had come to a place of directly confronting
homophobia. Part of this approach included observing and assessing the attitudes of people
who may be homophobic in the workplace. 

P13: I don’t put up with any shit these days.  People lump it or leave
it… I understand the difference between antagonism and questioning.
Like if someone’s just questioning, you know, I can be quite calm and
understanding towards their lack of understanding.  But if someone’s
actually antagonistic towards me then they don’t get a second chance.
In the past… I would try and be conciliatory.  These days I just tell
people to get fucked and tell them they’re small-minded.  
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Conclusion
We acknowledge that the issues facing LGBT staff and patients are on top
of all the usual workplace and everyday stressors that people face in
today’s world. These additional burdens, and the chronic nature of
homophobia in its not so subtle and blatant forms, make everyday
encounters problematic, and over time, disheartening. The wide range of
examples of discriminiation in the workplace suggest that, while certain
limited gains have been made in relation to policy initiatives, there is yet a
long way to go when it comes to creating a sustainable workplace, and a
caring healthcare environment, for minority people. 

The following implications for practice were generated by the NSCCH Project Reference Group
after careful consideration of the themes and issues coming forward in each chapter of the
research findings. These implications are meant to guide and direct future actions within the
NSCCH quality framework.

Implications for Practice
• Review NSCCH senior executive leadership program(s) to include a Diversity,

Discrimination and / or Social Leadership component.
• Acknowledge and discuss transgender discrimination issues within staff training which

covers discrimination (eg. EEO training).
• Encourage and support separate services and facilities to develop mission / vision

statements which incorporate a ‘valuing diversity’ theme.
• Ensure promotion of the grievance and discipline process in NSCCH in partnership

with the Human Resources department, explicitly names sexual and gender diversity
and discrimination. 

• Ensure Human Resource discrimination complaints are managed with a ‘follow-up’
meeting to discuss the outcome of the incident. 
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Homophobia as disguised prejudice
A prominent theme in the interview material was that good leadership, professional
development and changes in the wider culture had raised the awareness of most staff of the
importance of not engaging in gender or sex discrimination. While this awareness is
creditable, insensitivity and covert discrimination remained commonplace in subtle behaviours
and professional praxis. A variety of accounts were collected where discriminatory practices
did not appear to be involved until closer scrutiny revealed inconsistencies that made
discriminatory motives the most likely explanation. These accounts include the policing of
dress codes as a surrogate for homophobia; the steadfast quarantining of services for sexual
and gender minorities and stigmatised conditions to specialised units with little or no
responsibility taken by ‘mainstream’ providers; the stigmatisation and marginalisation of staff
who work for units with specialised roles in marginalised populations and stigmatised
conditions; the use of ‘pseudo-legal’ arguments to justify discriminatory decisions, such as
when making decisions that involve ‘next of kin’; the use of ‘pseudo-professional’ procedures
to legitimise homophobic outbursts, such as ‘debriefing’, ‘case conferences’; the lack of the
usual latitude towards people with difficult health problems who also happen to be lesbian,
gay or transgender; difficulties with interpreter services when working with homosexual or
transgender clients; and the use of various forms of ‘administrative harassment’, where the
‘rule book’ is applied dogmatically or inflexibly for minority staff.

In the following account, 'progressive' jargon can mask covert prejudice and often superficially
seems credible, but is often recognised by those who are targeted because of subtle flaws in
logic, inconsistencies and 'half truths'.

P2: I think what worries me personally is the half-truth, if you like, you
can’t question, because it hasn’t occurred to you that there is more. So
you’re given a bit of information and you think, ‘Oh that’s quite good,
that’s quite advanced, that’s quite enlightening, they seem to be a
pretty progressive, liberal group’, and then that stops you from
questioning further, that stops you from sitting back until something
else happens, or until it becomes a personal experience for you...

Covert bias is a form of homophobia. In this incidence, 'Blu-tac' is used as a cover-up for
policing images.

P1: [the workplace is] very much like a big hall, then divided into
cubicles for offices.  One day, people complained about using blu-tac
because it takes the paint off the wall.  So that’s the way they operate.
If there’s something and a reaction is coming, they say something
I1: You left them up. But they didn’t like the blu-tac. Before you put
any up, did anybody else have any up?
P1: I think yes, some of them have. Some of the staff are politically
aware or conscious, so if you put something up about refugees, that is
good, but in issues about HIV or homosexuality…

Disguising and justifying prejudice with pseudo-professional terms such as 'debriefing' is a
common euphemism for prejudicial and unprofessional talk.
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P10: I don’t like staff ‘debriefing'. It’s actually just 'bagging out' clients.
And that does happen. And that pisses me off. It happens at meetings
too. At meetings we’re supposed to be, you know, 'case discussions'.
There’s an HIV meeting [about] people with HIV. And I actually refuse
to go to them now. I actually don’t like them because doctors,
particularly the doctors, can be [facial gesture], just talk about people
in quite disrespectful ways. I actually don’t like that, I actually find that
really offensive. But what people don’t do is make the step between
how people are personality-wise, and how that might be related to the
fact that they’ve actually come from, that their life’s been a bit tougher
for them, because they’ve had difficult experiences.  

These experiences of clear examples of doctor's discriminatory behaviours and preducial
attitudes towards patients can be extremely anxiety provoking for staff. This is no less a
problem because the behaviours and culture of practice appears to be widespread and goes
largely unchallenged.

P10: It does.  It stresses me.  I actually walk out and I feel like I
haven’t… found anything helpful from the meeting and, I mean, I’ll go
if there is a particular need but if it’s just routine, I won’t go. I just end
up feeling at the end of it that it was a waste of time, and we don’t
have quite enough hours in the day anyway. I think that was a waste
of time and I didn’t learn anything, and basically it felt like a bit of 'a
debrief' and I don’t want to listen to that sort of stuff, I don’t think it’s
helpful. I’ve sort of got this idea in my head that you don’t talk about
people, clients in particular, in ways that, if they weren’t there, that’s
the rule in my head. 

Specific example of such behaviour came forward.

P10: Rude jokes get made. ‘Oh and if that person just found a good
sex worker, that would solve all their problems.’ Comments about
people’s lives are made, and so all their problems would be solved if
they did some really simple thing. Often it’s related to sex, ‘Oh if only
they just had a good night out’.  'Have a good, fuck, they'd be fine'...  

Although the notion that sexual and gender difference is a form of psychopathology
highlighted in the following quote has been challenged and defeated by the fields of
psychology, psychiatry, medicine, and sociology for many years, the underlying attitudes of
prejudice toward gay and lesbian people remain an endemic part of the culture of healthcare.

P34: Some years later I went to work in Child Psychiatry with a very
famous psychiatrist. I haven’t always been out… But since I came into
the Mental Health area, I decided bugger this, I’m not going to live in
the closet anymore. I don’t need to… So when I was working over
there I made it fairly clear. I never say to people, ‘I’m gay,’ but when
people ask you what are you doing on the weekend I say, ‘My partner
and I are doing blady blah,’ and then I do not avoid the personal
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pronoun. And [the Psychiatrist] had not made so much a comment to
me about the fact that I was gay, though I saw a change in her
manner. But a couple of times she let slip some homophobic
statements. Obviously she felt that homosexuality was clearly the
product of a dysfunctional childhood. And I called her on that. I’d say,
‘[Name], you’re doing it again. If you feel that I have some
dysfunctional past, I’d be fascinated for you to tell me about it. And if
that’s the case, do you think it’s appropriate that I work here. Can I be
sufficiently objective?’ She said that ‘Everybody has a dysfunctional
past’. And I said, ‘Look, everybody comes from human beings, and
none of us, thank God, come from the Brady Bunch. What I want to
know is, how does my sexuality make my dysfunctionality different
from yours’. She said, ‘Oh well you’ve got a point’. So I challenged her
a bit on that.  So I think, as I said to her, ‘You know I could challenge
you more, but if I did that you would then think that I had an issue
with this. So I’m not going to challenge you on it, but just watch my
right eyebrow every now and again’.

That such attitudes are long lasting is well documented in the literature. The participant below
shared how the same Psychiatrist had been confronted with an old friend entering a lesbian
relationship, and suggested that she found this difficult and searched for ways to label the
affair as dysfunctional.

P34: ‘You know, I visited some old chums from university,’...  ‘I went
up to the [town] to this lodge where eight of us got together for a fun
time,’ and they left their husbands and came up on their own as
women, and had a fun time. And she said, ‘One of the women there,’
intently looking at her fingernails, ‘One of the women there told me
that the other lady she introduced me to was her partner and that she
had left [her husband] and had been living with this woman for over
four years. She was really very happy and you know,’ an amazing
thing for her to say, ‘Try as I might, I couldn’t see anything
dysfunctional in their relationship’. And I said, ‘Oh you poor darling’.
And she looked at me and she said, ‘Yes I get the point’.

Backstage (abusive) behaviour
The examples highlighted the backstage behaviour of health workers that is certainly less than
professional, and could be seen as extremely troublesome. It is important to realise that such
practices suggest a wider context where the culture of health care services is blatantly
inadequate and where workers do not receive appropriate training, support, and guidance
regarding professional conduct, duty of care, collegial responsibility, and where related
supervisory requirements have not been addressed systemically. 

P10: Oh, 'this person is being difficult because they’ve got some kind
of sexual hang-up or problem', or 'they’re deprived', or whatever.
Those kinds of comments do get made. Often they’re made in a joking
kind of way but I actually find that really disrespectful. They are
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‘backstage’ comments, and they’re things that they would not say
face-to-face to the client or the person involved. It’s insidious.
Although I don’t like it I know I’ve done it. It’s very difficult not to do it.
Sometimes, particularly if you are a bit frustrated, you’ve had a
difficult interview, there is that feeling. And if someone says
something that invites you to let off steam, sometimes you do it. And I
probably find it even more and more annoying when it actually
happens in a meeting which is meant to be a professional thing, that's
minuted. It’s always a shock that we have health workers using such
discriminative and derogatory language towards their own patients. It's a
‘debriefing’ type of behaviour that’s actually dehumanising, and perhaps
even discriminatory. It’s funny, I find it horrible. But because it happens
so much in the meetings, it’s almost like that’s just seen as normal.
That’s normal practice. That’s okay. And we don’t really mean it. We all
know we don’t really mean it because we actually care about the clients.  

These incidents are not just related to overt prejudice towards gender and sex difference, but
also relate to cultural attitudes towards people from other ethnic backgrounds. In this sense,
we acknowledge a psychology of prejudice that is at work in social and professional
environments, and that comes forward particularly when health workers 'let their hair down'
so to speak, in staff conferences, de-briefing sessions, and in tea-room chat situations. The
following example relates to the treatment of an ethic minority patient and the clinician's
attitudes towards his beliefs.

P10: He won’t take the medications because he doesn’t think that the
doctors listen to him and take him seriously. It’s just sort of sending
up his view of his health which isn’t a mainstream view of health, and
it’s perhaps a view of health that’s not helping him and supporting
him. But making jokes about it isn’t going to help him. But until we
can engage with him… but people, instead of working towards, ‘Well
maybe we need to walk on his territory a bit and then somehow
engage him,’ but instead doctors make stupid jokes about his view of
health.  

The unmet needs of staff suggest that health work is very demanding, and that there is no
place for staff to deal with the extreme emotional and psychological issues that arise.

P10: I guess it’s sometimes ventilating some emotions so there’s some
short-term effective relief.  But I would say in the long-term that it’s
not helping them, no. Because in the end it’s not helping them
develop and grow in their understandings or have a sense of integrity
about work...  I think [debriefing behaviours] would probably
contribute to the burn-out phenomenon. I don’t think it would help
prevent burn-out. It would, actually, probably contribute to it; that
sense of failure, 'it’s all too much and too hard for me'

It is not surprising that in this wider context of stress, inadequate support, and lack of
acknowledgment of the human aspects of health care provision, that LGBT clients are not high
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on the priority list in terms of needs. Staff dealing with many serious issues tend to
subordinate LGBT issues.

P6: In the context of a group of people who are identified as requiring
high input because they’re needy, someone having some gender
issues is not particularly [seen as important], that’s not a big obstacle
compared to some of the other people who are much more difficult...
I see so many people who are angry about so many things. It’s really
just one issue among many.

In this context, when we have the 'handover' of a case between workers, this and other types
of 'clinical review' becomes a site for prejudice disguised as legitimate case work. One worker
appears to share inappropriate information, like gossip and inuendo, that will likely influence
and prejudice the next worker in negative ways towards the patient.

P6: I mean, there is some sensitivity in the appropriate place but lots
of gossiping about patients. We have a clinical review, and if there’s a
bit of salacious gossip because of it, that might get handed over as
well. We’ll go right through all the details and talk about what makes
someone difficult, what kind of treatment challenges there are,
whatever. But there’s certainly a lot of gossip that goes on with staff.
But the people I’m talking to wouldn’t know the patients/ clients/
consumers. I remember one of the team members walked in and there
were two clients, two guys in the shower. This was the source of much
gossip. But it was more a question of whether A was taking advantage
of B. Well there’s a bit of, ‘Guess what we saw today?  Would you
believe it? No-way!’

Some staff acknowledge that they have grown able to share their lives with colleagues.

P7: And that’s really the trick; to make sure how it flows. So when I’m
talking in the tea-room with people, if they’re talking about what they
did with their husband or girlfriend or fiance, I tell them what I did
with my partner over the weekend. These days I don’t even think
about it. It just happens.

Deletion of the possibility of the gay or lesbian subject position from conversation and images
in the work environment appears to be the most common manifestation of prejudice.
Although subtle, this practice is experienced as intensely alienating.

P2: Where I worked for about three or four months, was pretty mixed;
you get a couple of exceptions in terms of, where the nurses are
concerned, a couple of people were very, very accepting and very
genuine in accepting you as a gay person. The rest, again, just a non-
acknowledgement.

Silence and deletion of alternative subject positions from conversations and images in the
workplace is experienced as alienating and oppressive.
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P2: No, and I was the only male nurse. I think the only minority nurse
there as well. And it was very middle class, it was just something that
wasn’t talked about.
I2: So there’s two aspects that I’m interested in here: one is you’re
describing something that you subtly detected as not user-friendly.
How was that communicated and how did that play out, apart from
what you just said, that there was no engagement?
P2: I think omission; just lack of acknowledgement. This is the usual
thing because sexism is so all-prevailing. People assume that’s the
norm, that’s the routine, and that’s the way to go. People talk about
family life. Invariably they talk about if they’ve got any children, and
they don’t ask you anything. Or when they first meet you, ‘Are you
married,’ because I’ve got a wedding ring apparently on my left finger.
They invariably assume that it’s a woman, or a girlfriend. You get this
from clients as well, ‘Have you got a girlfriend?’ ‘You should get a
girlfriend.’ You don’t really want to go there because it’s such a long
thing to explain. You get colleagues as well who just, it’s just a lack of
acknowledgement, or interest. So while you don’t get very active
homophobia in terms of them actually abusing you – that hasn’t
happened – there’s just this ‘cutting out’ of that part of your life. That’s
what I mean by talking non-engagement. So you’re just carrying them.

Deletion of ethnic and racial difference is also present in the same environment despite the
profile of the surrounding community. This impacts on access to services.

P2: Considering that [this place] is, for all intents and purposes, [a]
second Chinatown now, the Asian gay community is not small. I don’t
know if it’s because all of them go to the other side of the Harbour and
not come here, but it’s just something that I don’t quite understand at
the moment… My suspicion would be they bypass the North Shore
because of where we are situated. Which is middle class conservative
white area, rather than anything to do with the in-built conservatism
anyway within the Asian community.

The lack of the same racial and ethnic mix in the clinic that is found in the surrounding
community is reflected in the images in the clinic.

P2: No. There is only one Asian gay poster and that tends to be along
a corridor. It’s not as overt as it could be, actually. It’s not as overt as it
could have been. I have noticed a few more explicit leaflets aimed
solely at gay men hidden away.

There is also a lack of lesbian images in the sexual health service, despite frequent images of
[presumably heterosexual] women. Lesbian identity is deleted from public view, from
awareness of health workers, and from discourse in women's health.

P2: You come into a little lobby area where there are a few leaflets for
you to take.  Quite a lot of it is targeted at women, and it doesn’t
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differentiate whether it’s lesbian – that’s the curious thing as well,
there’s not a lot of literature, to say the least, targeted at lesbians. It’s
just women in general.  

Blindness to the circumstances of others has various parallels.

P2: Forgetting that people from ethnic minorities are not always
literate...
I2: So you see parallels with homophobia?
P2: Yes.

These are examples of heterocentrism, and dealing with constant heterocentrism is very wearing.

P2: For me, it’s just the predominance of a certain model of living.  I
understand it’s the centre of their lives but what about my centre?
Everywhere, but everything you see from advertising through to news,
through to daily conversations are couched in majority terms only. If
anything is mentioned about Catholic minorities it is a disaster, bad
news or political correctness. And you know it’s political correctness
because of the way they print it. And they tend to go to extremes with
that sometimes. So, again, it’s just a sense of, ‘We acknowledge you’re
there because we want to acknowledge you’re there but really we
don’t want you part of our fabric’. ‘We will become a multicultural
society but we don’t want a hybrid society.’ ‘We like people in their
little holes and their pockets.’ I’m not saying that is quite so with this
whole thing about being gay, but there’s this overwhelming thing that
you see all the time. So while I can appreciate that is the centre of
their life, it gets a bit tiring.

This is more so when one is faced with these issues on a daily basis at work. For example, the
deletion of lesbian identities remains a problem.

P2: No.  I’ll be honest and say that it’s a Queen Victoria attitude [about]
lesbians...  It’s just a general feeling, even with the society in Sydney,
that you don’t really talk about lesbians – it’s always about gay men.
When you do talk about lesbians, it’s an interesting thing. It’s almost a
novelty. You see them around.

Not accomodating different needs
Another way that prejudice is disguised by omission is in a lack of accommodating the sexual,
emotional and relationship needs of older people - and how this is the norm in health
practitioner's attitudes. The tendancy to pathologise the sexual desires of older LGBT people is
a problem that has not yet been addressed.

P9: And I think that carries into the community, in community settings,
because I do go into nursing homes and hostels. Addressing sexuality
in those types of institutions – and I call them institutions – is, we’re
only just starting to get double rooms for married couples. And that’s
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a heterosexual married couple. That’s only now being accepted. So
then if you say you’ve got a gay couple who have been together for 50
years, that is not going to be accepted into that institution as a
relationship that can be accommodated together.
I9: So that would just be ignored?
P9: Absolutely.
I9: And then even more so a new relationship that might develop?
P9: Oh yeah, yeah. I’ve only come across it once. Two women meeting
in a hostel and developing a relationship in their eighties. It was, they
wanted to send them to psychiatrists and thought that they were
getting dementia. I went out with the Aged Care Assessment Team
and I spoke to them individually, and I had to test their memories just
as screening. And these two ladies just enjoyed each other. There was
nothing wrong with them.

In another incidence, similar attitudes were at play.

P9: Say you had a heterosexual couple who started a relationship in a
nursing home or hostel.  People may, families may question whether
they’re making the right decisions, if that’s appropriate, and potentially
that could, I mean, I’ve had families get up in arms about that but the
nursing homes have allowed them to be kissing and holding hands –
horrified and have asked for intervention to make sure everything’s
okay.

In yet another situation, negative attitudes toward gender and sex difference of older women
came into play.

P9: One was definitely lesbian-identified and one had had bisexual
experiences.  One had been in a long relationship and the partner had died.
I9: But they were seen as a bit psychiatrically disturbed to be forming
a relationship?
P9: Oh yeah.  Well no-one had asked what their relationships had been.

In many of these cases, it may be considered impolite to ask someone directly about their
gender and sex identity. We come upon a classic homophobic dilemma. Is this particular
behaviour a thoughtful discretion or a thoughtless deletion?

P3: In passing [discussion] I’m not a great one to natter on about my
kids did this that and the other. If asked I do but I don’t a lot. They’ve
gone. It’s very general discussion. No-one ever asked me if I was gay,
in that general situation. Well you don’t do you? Most people don’t.
It’s interesting, actually because as much as we deal with it, it is
something that is not seen to be needed to be asked. Everybody says,
if there’s ever a question, ‘What do you reckon, are they or aren’t
they?’ Everybody waits to politely find out. Either hearing from the
person saying so themselves.
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Another means to overlook and delete experiences of homophobia is by passive resistance
and by allowing homophobia to go unrecognised.

P4: There was an attempt a couple of weeks ago to run a course on
gender diversity to see if, in fact, they could have a plan about
fostering gender diversity. The course was cancelled because they
didn’t have enough numbers to run it. I don’t think anybody in this
hospital would see themselves as expressing homophobic views. And
I think the vast majority of people would be convinced that they don’t.  

An even more disheartening reality for many invisible minority people is the risk of the loss of
sexuality and sexual identity when institutionalised for health reasons.

P4: I’ve got a young 20-year-old upstairs who has a hypoxic brain
injury, and the difficulty that we’re having there is that he’s a gay-
identified man and he has been a gay-identified man for quite some
years. And we need to plan our future, that is, I mean he’s hypoxic, so
it’s over for him in that sense. But what I’m saying to his parents is
that we have to plan a future for him that he would contemplate as
being reasonable. If he was a gay-identified man before his injury,
somehow or another we have to cater for that. The important parts of
his brain have gone. To plan a future for that man is about saying,
‘What can we do now that he lacks insight, now that he lacks
judgement, that he lacks everything?’ Part of the life that he led was to
be a gay man. What does this mean for the rest of his life? Do we just
forget that? Do we just say, ‘Oh well that’s something that happened
in the past’. These are difficult situations for people because they need
to be owned [up to]. Somehow or another those things were
important for him and they ought to persist. So when I say that there’s
acceptance but discomfort, I think the acceptance is a theoretical one. I
think acceptance is one about, there are some people out there who
behave like this and there are some people who are quite close to us
but that’s sort of okay, but it’s quite conditional. The closer that people
come to you the more personally they influence your lives. And the
greater the level of discomfort that they have.  

The pressures on minority people to be cautious about self-disclosure (thus internalising a
pervasive social phenomenon of deleting difference) due to stigma has serious health
implications. If the health service manifests homophobic and heteronormative values at every
turn, it is highly unlikely that LGBT people will feel safe.

P5: When they deal with the medical profession, you are going to have
to disclose things like hormones and so on.  The combinational
[hormone and drug] effect that could be negative, or injurious to your
health. So it is important that you mention it...  But if they’re just being
business-like about it, there’s no reason that there ought to be any
attitude arising from that, unless they have some kind of specific 'bee
in their bonnet' about transgender people.  
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Deletion is the most frequent form of prejudice and can be demoralising.

P7: I got interviewed for the [health service] Newsletter again because
I was a staff member and managed to become a patient at the same
time. [Name's] interest is that my relationship wasn’t mentioned in the
article, even though I talked to the reporter about it. And he’s going to
follow that up. It’s a short article. There were a number of things that
they cut out and that was one of them. My suspicion is that [Name's]
right and that if I’d had a loving and supporting husband and children
who visited me all the time, they’d have probably been mentioned. But
my loving and supportive partner who visited me every day for the four
months I was in various hospitals wasn’t mentioned. That’s how life is.

Addressing specific needs of LGBT clients in this context goes overlooked. The generic
approach to care fails to address specific needs that are vitally important in the health care
context. The following example highlights how important it is for the clinician to be sensitive
and aware of issues, because otherwise the particular needs of sexual and gender minority
clients would go unnoticed. This particular clinician had many years of experience and clinical
wisdom, but given the high rates of staff changes and the unstable nature of health care
positions over time, the sensitive approach taken here is sadly unlikely to occur often.

P9: I’ve been aware of patients that are homosexual or transgender
and they’ve just been part of my patient mix.  
I9: How do you see that they are treated?
P9: I don’t think that specific needs are addressed. A lot of the work I
do in Aged Care also involves rehab and where we look at some
issues of sexuality say after a stroke; we don’t tend to look at issues
for anyone else unless they’re heterosexual. It’s hard enough talking
about stroke relationships and sexuality, then crossing over to
anything out of that; it’s just not raised. One of the questions in a lot of
the work I do is definitely the sleeping arrangements, whether it’s after
a stroke or they have incontinence, catheters, things like that, as to
what the bed situation is to look at what age they might need for that
bed and whether still co-habiting a double bed is an appropriate thing.
So we look at the size of the bed, the issues that may raise with the
bed, such as wetting mattresses, and accessibility in and out of the
bed. I can develop a bit more of a relationship with a client than other
people.  But often I’ve found that it’s, it comes out not as a direct
issue; it comes out in some secondary way. I’ve not had one client
who was homosexual or transgender, who raised it as an initial
significant issue. It has always come up in some other aspect.

That issues tend not to be raised by clients suggests the cultural stigma and social training
people receive that says keep quiet, do not rock the boat. So when faced with a personal need
that may be seen as awkward in the social environment of health care, the patient may be
likely to overlook their personal need regardless what the costs to their wellbeing. In the case
above, the clinical wisdom of the practitioner attuned her to picking up the subtle cues offered
by patients, which in some cases were related to the deletion of certain standard information
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about the patient's significant relationships that cued the practitioner to ask sensitively framed
questions that allowed the individual to feel safe in disclosing if they chose to. Often the
clinician must raise the issue of sexuality, particularly with older people.

P9: Yes, I really do believe in this age group, it’s still not openly
discussed because it’s been a lifetime, in many instances, of not
discussing it, so it’s a new concept that we are much more open now.
In my role, I often raise sexuality because nobody does. Because there
still is a social situation in place where anyone over 60, ‘We’re not
having sex so we don’t have to discuss that’. So those sorts of issues
are not standardly raised but I do because I see those things as much
an issue for them as for someone who’s 30. So we have a hesitation
on behalf of all clients over a certain age not to talk about sex,
especially around non-heterosexual sex, and a hesitation from staff to
accept the sexuality of older people? And then to take that the one
step further that they still may be in gay relationships after an age,
that’s even, I think for some staff that I work with, totally
incomprehensible. It’s another universe. It’s just out of conceptual
frameworks, totally.

When asked how she deals with the attitudes of health workers toward older gay and lesbian
people, the respondent said,

P9: I just get hostile; putting your own values on other people too. I
think sometimes in the Hospital what we get caught up in is we see
people in a sick role so much that we don’t acknowledge that once
they’re over this illness that they’re out there in the community living
a normal, happy life, and functioning, and doing all the social things. I
think that’s part of it, that in the Hospital we’re using a sickness mode
so you don’t tend to see the individual as much; you’re looking at an
illness. And that culture is in hospitals. There’s still this identification
of people by their bed number: 4A. Which I just despise. While people
are in hospital, there’s only that very small part of them that’s
acknowledged. Without looking at any of the structures or other things
outside their illness.

Other responses of nursing staff can be quite disconcerting, but again, the intrepretation of
behaviours as homophobic appears problematic. In this regard we have noticed that one of
the key factors in understanding that behaviours are an issue is that experience of discomfort,
when a person has an underlying uncomfortable feeling. This feeling indicates that the
interaction was not helpful, and regardless the circumstances, the workplace ought to facilitate
more open and non-threatening ways to discuss issues of discomfort and lack of safety.

P38: It went fairly well.  Some of the nurses I saw weren’t entirely
accepting; I overheard comments but I might have been hyper-
sensitive at the time…
I: What sort of comments were you getting?
P:38 They would start singing You Make Me Feel Like A Natural
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Woman – that was a common one.  I mean, I’ve since deconstructed
that song and realised that if she needs someone else to make her feel
like a natural woman, then ‘natural woman’ is something that doesn’t
exist or she would already feel that.
I: Do you think these nurses were deconstructing the song or they
were having a go at you?
P:38 They could have been having a go, they could have heard the song
on the radio that morning and just liked it so, (mmm), I don’t know… 

Impact of disguised prejudice
Detecting subtle prejudice can be difficult at times. Often one incidence will not offer clear
evidence of prejudice, but taken together, over time a pattern emerges.

P2: When I was in [name] Hospital I had to choose who I would come
out to initially. Feel around. There’s almost this sense of non-
engagement there. That was a general medical ward. It’s just a sense
of non-engagement. They didn’t really want to know. And you get the
usual platitudes, ‘Oh yeah, some of my best friends are gay’. ‘I have
nothing against gay men but' …this gets very tiresome after a while. 

Homophobia is subtle and commonly results in chronic unease.

P1: I could tell that there is a homophobic reaction in that place where
I’m at the moment located, which is more, it’s not really obvious, but
underneath it I can feel that there is sort of like, not dislike but
uncomfortable circumstances… sometimes when I’m around and that
they know that I’m gay, and I'm pretty much up front about me being
gay, there is a homophobic reaction in that workplace.

A disingenuous approach tends to aggravate a sense of alienation.

P1: I think if I ask her about a reference then I will get just an average
(reference) even though I know I’m doing a good job. I believe that she
is going to give me just an average comment. 
I1: So what I’m hearing is that you’re saying that you don’t trust her
enough to give you an accurate reference. [a nod of agreement]
P1: The worse thing about that is that she’s nice to me. (laughs) I feel
she’s acting.  I think to myself, 'You don’t have to be nice to me if you
don’t like me. We’re here to do our job, that's enough for me – don’t
be nice to me'.  

Prejudice can be readily communicated in subtle differences in wording.

P2: Coming from the Sexual Health side, people tend to be just a little
bit more enlightened as far as homophobia is concerned. We’re very
good with the history-taking for, you know, the sexual history-taking
and we tend to, and I’ve had a chance to sit in with various nurses and
doctors. They tend to be very neutral about asking a question... It
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tends to remind me of the way it first came out with the whole
campaign and they start talking about high risk groups rather than
groups that take high risks. Maybe semantics for some people but that
sort of stigma lingers on. 

Ghettoisation appears to have interesting parallels in how the phenomenon silences and
deletes difference in society, and in the culture of health care. The following quote highlights
one perception of a health worker that begs for further exploration.

P6: I would imagine that if a person felt really uncomfortable in their
gender and they wanted to move, whatever, that would be a more
pleasant life to live in an area where they weren’t seen as unusual, or
strange. I imagine that it would just be an easier way to live.

There are fears about prejudice infiltrating health care, and the impact of this fear can increase
the problematic nature of homophobia in the workplace.

P5: I think the people might tend to talk about things more behind
your back or do things that aren’t as obvious to you, like maybe in
paperwork, or in services that may be provided, there may be
something a lot more behind the scenes or, you know, stuff like that,
rather than actually being hostile to you.  Just maybe the results are
something a bit down the track or decisions that are made about you,
or something that you’re not really privy to, I think would be more
likely.

Confusion about using pronouns is a common experience that exacerbates a sense of
'difference' in contexts where gender or sexuality is not understood or appreciated.

P6: Most people look at her and just don’t know what to say, what to
call her or whether to say ‘he’ or ‘she’. And I think that’s difficult. I
don’t think they’ve any intention to offend her. It’s just genuine
confusion about 'what have I got here?' I just listen to what other
people are saying, if they’re saying he or she.
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Conclusion
In this chapter we have seen the range of examples of homophobic
behaviour expand to include many forms of backstage abusive behaviour
that effectively disguises homophobia, and renders discernment of the
social interaction somewhat unclear. When it comes to taking such
actions into complaints procedures, the problems of identifying
behaviours as discriminatory becomes difficult because of their hidden
nature. These points raise the central importance of proactive educational
programs, and effective advocacy programs that generate good will and
greater understanding among staff and client populations. If the climate

of healthcare is not conducive to people feeling comfortable and at ease, not only with issues
of diversity, but also with their own place within the culture of the hospital, the first steps in
building a healthy workplace begin with staff training, encouragement, and support.

Implications for Practice
• Link gender and sexuality discrimination more overtly within all staff training that

covers Anti-Discrimination Legislation and work place rights.
• Increase visibility of LGBT health posters, literature and resources within NSCCH health

care settings.
• Implement a NSCCH Safe Place (violence prevention) programme within designated

service and community settings.
• NSCCH to collaborate as a health leader, with academic institutions and the Public

Health Association to establish a social health subject (‘Enabling and Supporting a
Healthy and Positive Workforce’).  Universities to be considered should run
management courses in Public Health, Health and Business Administration. 

• In partnership with Learning and Development, design online learning activities to
highlight how covert, implied and unconscious discrimination can manifest in the
workplace for the NSCCH Intranet site.

• ASGD research evidence utilised in staff learning and development modules
addressing multi-level communication, bullying and harassment.
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Gender and homophobia
The accounts that follow highlight transgender experiences. We would like to clarify that our
approach does not detail gender transition nor does it offer even an introduction to
transgender issues, per se. Instead, this section looks at transgender experiences in light of a
gender-based critique that focuses on issues of homophobia and heterosexism that is
consistent with the research protocol. Why then place these experiences into one chapter? It is
our intention to create space to highlight the transgender because the issues raised have
many unique components and require attention. We have also integrated analysis of
transgender interviews across the research project and in this report, so that this section is meant
to foreground an important component of the project for further analysis. Likewise, when reading
through the other sections of this report the centrality of gender can also be identified across the
cases, whether they relate to gay men, lesbian women, or bisexual men and women, or
heterosexual men and women. Although sexuality is a central construct related to homophobia
and heterosexism, and can not be overlooked, a central function of heteronormative beliefs and
assumptions is to gender (in the active verb tense) human bodies and souls. 

To be gendered in a heterosexist manner means to be subject to assumptions of value
stemming from many underlying beliefs about how individuals’ should feel and experience
their lives, and how they ought to behave as male and female. To explore gendered
problematics in the healthcare arena relates to the present inability of the healthcare system to
acknowledge differently gendered bodies, and to overlook difference, categorise difference
into pathological constructs, and continue along a path of discriminatory and prejudical
actions towards individuals and groups of people perceived to be differently gendered. The
paradoxical aspect here is that difference tends to fit neatly into mainstream heteronormative
beliefs and assumptions which do no justice to individual’s lives. While we acknowledge that
particular consideration of transgender medical issues is warranted, our focus in this section is
to highlight the broad healthcare issues that translate and relate overall to the research
findings. In this way, we hope to suggest the ways in which the transgender experience sheds
light upon the almost universal theme of gendered problematics.

Not respecting self-identification
Like many of the accounts above have highlighted ways in which the system does not respect
or understand difference, many transgender people who enter the healthcare system as
patients, during or after their gender transition, experience the failure of the system to
consistently acknowledge and treat them in the gender identity of their choosing. The
following account is from a male to female transgender individual who found this failure of
the system very distressing.

P23: But my main concerns were being admitted to hospital. Initially
when I go in, my records have my male name on them and of course
identify me as male, with an M. Although my name was changed on
the computer system, the actual file, manila folder, where all the hard
copy notes were placed, still had my male name emblazoned across it.
I didn’t actually find this out for years after I transitioned.  After I
started living as a female. And that was more by accident. However,
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when I mentioned it and asked to have it changed, I believe it was
changed but I don’t actually know whether it was or not because on
further admittances to hospital you don’t get to see that manila folder.
The other things are, when doctors are writing reports, although
they’ll talk to you and treat you as your chosen identity – in my case
female– when they’re writing their reports they’ll use male pronouns.
They tend to use male pronouns and describe you as being a male.

These experiences were very disconcerting, and highlighted the underlying heteronormative
values of the system which had categorised the individual into a gendered identity that was
not appropriate.

P23: Although the name had been changed on the computer, the sex
wasn’t and I asked for a change a couple of times. When I was given
the identity wrist band, it still had the ‘M’ for male on it. And the sterile
jars which were around my bed in the ward would have my name and
‘M’ for male on it. I’ve probably been in hospital about three or four
times since I transitioned and started living as a female. On those
occasions when… I’m being admitted [I have asked] to change the M
to an F. And for whatever reason it hasn’t been done. (On) my last
admittance into hospital …I put my foot down and when they tried to
stick an armband on me with the ‘M’ word, I refused. And the nurse
just said to me, ‘Well we’ll put it on for now and change it later,’ and I
said, ‘No you’ve told me that for the last four years, so it’s not going
on’. I refused to let them put it on and about half and hour later they
came back with an updated armband. So this time it said female and
the sample jars that were around my room all had the ‘F’ for female
on them. And I felt a lot more comfortable.

The common behaviour of health care staff to talk behind patient’s backs, whether sharing
‘appropriate’ clinical information or inappropriate gossip can have violent ramifications for
some marginalised individuals if these breaches of confidentiality leaked out into the
community. The following account relates to a psychiatrist in private practise disclosing the
previous male name of a transgender client to a mental health crisis team, information that
was felt to be inappropriate and unnecessary in the provision of care.

P24: [I felt] unsafe actually… because the area I’m living in, there’s
quite a few people who aren’t understanding of transgender people
and hassle. And if those people ever found out my male name, my life
wouldn’t be worth living, I’d be harassed so much.

These concerns were so great for the patient that she formally requested access to her file. Her
story highlights some of the administrative barriers that clients face when dealing with the system.

P24: I went up to the Centre after a couple of days and asked to see
my file.  They told me that this wouldn’t be possible without a request
under the Freedom of Information Act which I gave them because I’d
taken it with me. They then said that they couldn’t give me my file
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straight away. It had to go to Rozelle Hospital where all my medical
records are kept and I had to… the application actually had to be made
there. So I said, ‘Fine but I want to see the folder that the file is kept
in’. And the guy looked at me strangely and I said to him, ‘I just want
to see the folder and not what’s in it’. And he went away and brought
the folder back and he said, ‘I see why you want to see it’. And I said,
‘Yes’. Because there on the folder was recorded my male name ‘slash’
female name. And I said to him, ‘I don’t use the male name. There’s
no reason for it to be there and I’d like it removed’. Which he actually
agreed to do readily.

Under the circumstances and with a great deal of personal anxiety over these issues, the
individual had to wait months for her file to arrive.

P24: The report that was done by the nurse who first came and visited
me, in that report she only ever refers to me as a female and uses the
pronoun ‘she’ to describe (me). However the report done by the
psychiatrist is quite the reverse. She uses male pronouns to describe
me and the report has got my previous name on it. Where there is
space for a description, she’s deliberately put male. At the time I was
interviewed I was dressed completely as female.

Identifying discriminatory attitudes
There are several points to this line of reasoning. The first is that we are ethically required to
acknowledge and respect the client’s self-identification. However, in medical notes the client
reviewed this was not the case. It is interesting to note that it was a psychiatrist who used
inappropriate labels and pronouns, and it was not a gynacologist who may have been
medically required to note the male biological characteristics of the patient. If it had been the
latter practitioner, one could accept the appropriateness of the clinical notes. But like other
accounts of similar experiences, practitioners of various descriptions appear to be deploying
gendered stereotypes and assumptions that are likely prejudicial. All the more troublesome is
that these gendered stereotypes are deployed in the name of clinical and medical care, which
relate to other discussions in this report where prejudice is masked under systemic and
heterosexist rhetoric. 

Another line of argument suggests that there is a recognition, acknowledgement and
acceptance that ‘biological identity’ is important to medical care and treatment. But this
argument betrays heterosexist assumptions when we consider that there is no such thing as
‘biological identity’, except that concept that exists as a normative belief and value system of
heteronormativity. Identity, like sexuality, is socially constructed. The identity of the transgender
patient is no less significant than that of a heterosexual male or female. However, the latter
identities take precident in a system that has not yet acknowledged that other identities exist and
ought to be treated according to their individual needs and concerns. Regardless what
theoretical approach one takes to these gender-based issues, reports that use ‘inappropriate’
pronouns are a source of distress for transgender people who enter healthcare institutions. The
rhetoric of medicalised gendered identity is clearly detailed in the following account.
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P24:  They said, ‘In a hospital situation we need to know whether
you’re male or female because of internal organs and stuff’. And I said,
‘That’s fine, but there’s no reason why the file can’t say female and
then a note, because you always refer to the hard copy file. There’s no
reason why a note can’t simply be put there – transgender female – and
that would solve that problem wouldn’t it?’ …that’s what I feel would
be more appropriate. If they do need to identify your body as being
biologically male, they could simply put a note in saying ‘transgender
female’…Because after all the reality is that we don’t have female parts;
our bodies don’t work exactly the same way as females.

In reality, one wonders how helpful the generic categories of female vs male are. In
generalised medical care, when issues of biological sex and sexuality may not be involved, the
categories appear to be deployed nonetheless. Regardless, the label ‘transgender female’
would be an obvious way to resolve this administrative affair with gendered stereotypes. Our
training does not allow for diversity easily, and heteronormative values do not warrant any
other categories outside of female and male, particularly in the realm of biological
categorisation. These medicalised heterosexist assumptions are commonly internalised in
minority people, who are both consumers and healthcare providers.

P 24: If I went in for a stomach upset, I had pains in my stomach, let’s
say I pass 100% as a female and they couldn’t tell. They might be
wondering if this part of the reproductive system and be wasting their
time thinking about that, and that’s what’s causing the pain. Now, I
don’t think that’s right and I don’t think it’s fair, so they should be able
to know that no, I don’t have a reproductive system. I’m biologically
male. I understand that and don’t see that there’s any problem in them
knowing that.

It is not logical to say that not having a female reproductive system makes an individual
biologically male. We can not reduce a complex situation to a simple binary like this. Indeed,
the patient does not have a male reproductive system either, and has successfully transitioned
sexually and socially to being a female. In a classic sense, the individual no longer can be
categorised as either male or female, and is now transgender. But in similar ways men and
women ‘transition’ through various operations to the body, that change and alter their original
biogical make up. Re-constructions of identity tend to follow major life events, as one’s sense
of being male or female evolve over time. In other situations, gay males transgress gendered
stereotypes of masculinity by crossing the gender norms of male-to-female relationship.
Likewise, lesbian females express a wide range of gender expressions and identities. Indeed,
heterosexual males and females exhibit as diverse a range of gender expressions and
lifestyles, and all people from all categories have various issues and medical procedures
enacted upon their bodies and sexes. And when it comes to medical and healthcare issues, all
people would hope to be treated as individuals with particular needs, depending on their
circumstances. Therefore, the only reasons why this is not the case for minority clients relates
to issues of differential treatment that are likely based in heterosexist and homophobic
constructs that tend to mitigate and compromise adequate healthcare. For example,



P24: Medicare do not accept the change of gender without having
gone through the process of surgery and having your birth certificate
changed and all that palaver. But the hospitals themselves within the
State don’t have that problem.  There’s such an issue of inconsistency
in how to record details, and they’re not covered by legislation forcing
them to do one thing or the other… 

Problematic intake procedures
Uncertainty in procedures around gender transition stem from heteronormative assumptions
that have historically met these circumstances with distaste, and the administrative issues
resulting can generate inconsistent standards of care by creating an environment of
uncertainty and fear. This is demonstrated by the notion of ‘stealth’.

P21: What you call ‘deep stealth’ or in other words you are hesitant in
outing yourself to somebody else.  And there are people who are very
fearful of that happening.  You can have some very negative
consequences if you don’t get a friendly response, or if there’s
somebody who is particularly anti-trans or anti-LGBT in the waiting
room as well.  

When procedures ask patients to identify their gender, if those people are in transition, the
demands of the forms or verbal procedures in waiting rooms can be intimidating and can
cause a person’s privacy and safety to be compromised.

P21: If somebody has transitioned and their workmates don’t know of
their transsexual history and they just live and work as their – I will say
preferred gender… and people don’t know that they were ever
anything apart from what they seem to be officially. So it can be
problematic if you were suddenly outed as transsexual in the
workplace or in a public setting… that can come back on you.  

The level of social stigma around these issues can be extreme.

P21: And some people live in fear of [being outed] all the time.  And
also in a situation where they have to disclose that sort of information
it can be very fearful and maybe even stop them from seeking medical
treatment and so on in the first place. I know some people in that
situation… 

Gendered problematics and sexuality
Part of the larger picture of why the social environment tends to be offensive to transgender
people is how a heteronormative view makes sexuality conflated with gender. There is general
misunderstanding of the difference between gender and sexuality. To put it directly, sex and
sexuality suggest the body and what different bodies might do together for pleasure. In
contrast, gender suggests the mind, heart, and soul. These relate to an inner sense of identity
that is not necessarily limited by what body parts or physical characteristics a person has at
any given time. When body and mind do not match up in obvious ways (according to
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heteronormative views of gender and sexuality), this can result in socially constructed identity
conflicts that may be internalised by LGBT people. Times of transition (towards resolving
these socially constructed and personal conflicts) are a particularly vulnerable time for
transgender people.

P21: There is no understanding that sex and gender could ever be
separate entities.   Hopefully in most people they happen to be aligned
in the same direction, but not necessarily so… And the same goes for
sexual orientation too.  It’s assumed that these things are aligned in
the same direction.... That’s heterosexism at its finest, and that’s
assumed to be the norm.  And if you don’t comply with that then
you’ll be shamed and punished for that in as many ways as possible…

A transgender individual who is making a gender change may find it difficult to conceal their
different physical appearance, resulting in their experiencing higher levels of discrimination.

P21: During transition you get that everywhere you go, from bank
tellers to check-out chicks, to so many people you run across.  And
during transition this is extremely difficult because there is no closet.
You’re out and a very visible target for that sort of behaviour and
certain people will really give it to you.  And it’s not just the one-off
during the day.  You get it at all points along the way. On the street, in
shops, and so on.  So it’s a particularly vulnerable time 

Gender-norms end up being extremely probematic for minority people.

P21: Because there is a person who is visibly transgressing gender
role norms and expected gender stereotypes.  And that’s the basis of
homophobia – transgressing gender norms.  Being seen to be going
against the grain, to be bucking the system.  Here’s somebody who
obviously has a male body and yet is ‘bloody-mindedly’ going ahead
and dressing in female attire.  And what the hell do they think they’re
doing?  And on it goes… 

If homophobia is the last socially sanctioned form of prejudice, than the almost obsessive
persecution of transgender people is one of the last forms of acceptable vilification the current
system allows. 

P21: And so you should be deathly afraid of anything that transgresses
a gender norm.  This is why there’s such outrage.  It’s something that
really has to be challenged in our society and brought into some kind
of balance because until it does, we’re going to continue to see the
massive kind of violence and outrage, and persecution and vilification,
and discrimination that we see all the time… To the general public it’s
transgressing sexuality and transgressing gender presentation… The
general public doesn’t even grasp the notion that sex and gender and
sexual orientation are separate entities, and therefore one behaviour is
as good as another.  Dressing in a feminine way equals
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homosexuality, equals transgressing gender roles, and … it’s seen as
the same thing.

The argument holds merit, as the central issue of gender transgression is how masculinity is
challenged by seeing gender as a construct of mind, heart, and soul. These constructs are
malleable, permeable, and subject to revision. The mainstream heteronormative (male) view
looks at sexual and gender identity as fixed, inflexible, and rigid. To ‘be a man’ is set up in
binary, in contrast, to ‘being a woman’. But the simple binary does not allow for the deeper
issues of identity that emerge across the lifespan of all human beings. These issues are not so
problematic for women whose sense of identity tends to be open to revision, change, and
growth. From these widespread and universal qualities of the argument the transgender
experience flips immediately to specific and everyday experiences of discrimination. For
example, admission to wards is an issue of particular significance for transsexual people. A
female transgender person may fear their identity as a female will be ignored and that they
will be placed in a male designated ward (a gendered ward).

P21: I would be extremely unhappy with that arrangement, and I would
tell them why.  And if I wasn’t listened to, and they went against my
wishes, I would do everything in my power to rectify the situation… My
name is ‘[so and so]’. That’s a female name.  I look like a girl.  I identify
as f e m a l e.  There is no reason to put me in a men’s room.  

The reasons for people making decisions about what ward is appropriate may be based on
moral or religious values, but may not be appropriate reasons to justify choices in public
healthcare.

P21: Somebody would be acting on some very strange notion of theirs
– probably religious or some kind of moral issue of their own – why I
should go into a men’s room.  And I would explain that that was not
appropriate and that I wish to have my wishes respected and to be put
into an appropriate room which would be the female ward.  If they
didn’t respond to that I would just escalate the issue, and ask to speak
to their superior, who I would assume would be a little bit more
switched on.  

Minority clients often rely on the expertise (and cultural safety) of client-driven networks.
Implied in this social networking is an obvious lack of safety, knowledge, and expertise
perceived to be within the health care system.

I38: So how then do you find someone who you trust?  You said you’d
be happy to go over the North Shore to see someone if you knew they
were cool with the transgender issues.  
P38: Usually I would expect to be referred through the Transgender
Network.  They might be recommended by the GenderCentre.
Someone there might recommend someone.  Or I might meet them at
a conference.
I38: So it’s quite an active process where you have to find medicos
who are able to understand your life.
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P:38 Yes, (a) that aren’t prejudiced against me for my lifestyle and (b)
that they actually know something about the medical implications, and
don’t just throw in their own gender biases and prejudices that are not
at all based on reality.

For individuals to so actively need to seek practitioners with basically open-minded attitudes
suggests that prejudice toward transgender issues is widespread, and has not been adequately
addressed by the healthcare system. Breaking down these attitudes can be hard work.

P38: I do a workshop where I let people know, ‘normal people’ know,
what it’s like to have your genitals talked about publicly.  Because
people say, the moment they see a tranny, ‘Have you had your op?’
And they just ask the question about this person’s genitals.  Partly
because they’re not allowed to talk about their own.  But humans still
need to talk about everything to do with them so they’ll project, ‘Oh I
can talk about that person’s genitals’

Misinformation appears to be a real issue in trangender care.

P38: I’ve become wary of the medical model, the way trannys are
treated. I have been off hormones for the last 12 years, which some
medical doctors feel obliged to scream about whenever I mention it on
public email lists.  And they give me unsolicited information.  They’re
not my treating GP. I haven’t asked their opinion but they still feel
obliged to point out what I’m doing wrong.  

These issues extend into many related areas, where gendered probematics impinge on the
construction of health in human bodies.

P38: I was also astonished when I went to [the] Hospital which was
running a study on osteoporosis and the effects of hormones and
gonad removal.  The doctors there told me that I had the skeleton of a
70 year old woman… And they wanted to give me testosterone as a
treatment because they argued that since I was born male my skeleton
was male.  I have researched this since and have confirmed my
suspicion that bone formation in humans works the same way for
males and females.  The level of ignorance I confronted there from
someone in an endocrinology unit.  When I said that the reason
testosterone won’t work is because it breaks down into oestrogen.
And his response was I knew one broke down into the other but I
wasn’t sure which way.  I haven’t been back there…

Medical practitioners need to keep their interventions closely related to the concerns of
patients, and to resist going off on personal tangents that can be experienced as inappropriate.

P38: Well an example of that is I went to a GP… within a few months
after my sex change operation to get a stitch out that had been left in.
And he wanted to tell me all about breast augmentation procedures,
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which I hadn’t asked about.  I thought that was pretty naff really.  My
tits weren’t obviously big enough for this doctor.

How doctors and health care workers construct gendered bodies (and sexualities) will impact
on how individuals feel discriminated against when stereotypes or false beliefs are imposed
on their lives. 

P38: The endocrinologist that sees most trannys in Sydney, when I
was first interviewed by him, this was pre-operative… he asked if I w a s
homosexual.  And that question sort of stopped me because, ‘What do
you mean by that?  Because “the same sex” depends on what sex you
have me classified as’.  I didn’t at the time see my behaviour as at all
homosexual.  I saw myself as female gendered going with male
partners.  I think doctors could be a little more sensitive.  

Patients do not object to practitioners gaining appropriate information directly related to their
care. By going on tangents and relying on gendered stereotypes, practitioners risk the client
taking serious offense to their statements.

P38: If they want to know if I’ve ever had sex with men they can ask
that.  Anything that’s relevant.  I don’t actually think it is relevant when
it comes to someone prescribing me hormones...  Because they
believe in the gender binary.  They believe everyone is intrinsically
male or female.  There used to be a time when they recognised
hermaphrodites.  Now they call them pseudo hermaphrodite and
gender them.  They are pseudo male hermaphrodites and pseudo
female hermaphrodites.  They insist that everyone has a core gender
identity, and that core gender identity is either male or female.

These constructs must be extremely engrained for the practitioner to continue without
understanding the underlying gender identity of the patient.

P38: When I’m a pre-op tranny identifying as female – long hair, skirt – I’d presume you’d
address that person as female regardless of the ‘biological gender’.  To ask that person if they
have homosexual relationships by which you mean men having sex with men, is denying that
person’s reality… You don’t have the operation unless you recognise yourself as female
already.  The operation does not create a psychological identity.

In fact, the physical change of the body affirms the pre-existing identity the transgender
person experienced in mind, heart, and soul. But the thick attitudes towards these issues that
do not appear to change leave many transgender people weary of healthcare, and because of
this, they are less likely to seek care from mainstream services such as the North Shore.

P38: I’ve encountered such a great level of ignorance, a dangerous level of ignorance there.  I’m
probably as capable of looking things up as a doctor is.  And it scares me if I actually get sick.
And when I get sick I think I’ll go to something like the Kirkton Road Centre because I know they
see lots of trannys.  I know they’re not going to be prejudiced against me on those grounds.
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Centrality of masculinity and gender binaries
As we have highlighted in other sections of the report, gendered problematics include the
construction of masculinity, which plays a large role in the management of power and control
of the medical leadership in public healthcare.

P39: Whereas, late ‘80s perhaps early ‘90s one of the recurrent exam
failures was told that he flapped his hands too much in the exam,
which I think was a homophobic symptom from examiners.
I39: Did that person eventually get through?
P39: Yes he did.  And he’s a highly successful ID physician now…
I39: So they would accept him at that level as a gay physician but he
had to tone it down?
P39: The suggestion was that he didn’t get through the exams
because… he was gay.

Because gender problematics for gay doctors is constructed from heterocentric values, a
whole range of behaviour modifications are in evidence that assist gay doctors to fit in, to
blend, and to play the dominant games of power.

P33: There’s not too many gay doctors around.  And it’s the funny
thing about gay doctors actually, they don’t tend to interact at all with
gay nurses.  They don’t seem to want to you know you…. But the
younger doctors you get through who are gay, maybe it’s because
they’re a lot younger than me and they see you with some silly old
bugger.  They don’t want to have anything to do with you.  I
sometimes think that because there’s not a lot of us around, we
should stick together and have some level of support for one another.
But you tend to find that doctors don’t do that.  And they’re very
career-driven and it’s very dangerous for them.  I would hate to be a
gay male doctor.  I think that would be awful if you were trying to
climb up the ladder.  Absolutely awful.  I know the sorts of crap that
they get put through.

The construct of masculinity relies on the simple binary that constrasts with stereotypes of
female gender identity. This dynamic can be identified in perceptions of the ‘girls network’ in
medicine. The latter is seen to be problematic precisely because it challenges male
dominance. Likewise, the notion of a lesbian mafia existing in NSW Health may be a way of
deploying age old shame-based constructs of gender deviance to discredit the roles of woman
who are exercising a legitimate service within the sector. The following quote suggests these
perceptions exist among health workers, and are presented here to highlight the problematic
nature of discrimination when based in irrational gendered stereotypes. 

P33: Recently there was a parliamentary inquiry into the Macarthur
Health Service, if you recall, and the judge’s findings were that there is
a ‘girls network’, I think he referred to.  I thought that was hilarious.
They hadn’t even scratched the surface.  There is a nursing mafia that
exists within NSW Health that is controlled by a number of gay
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women.  There’s two factions and if you’re in one faction or the other
faction you’ll never progress the respective faction’s ranks.  And they
literally control all senior positions.  And if you’re not in the clique
you’ll never get anywhere, and I know of people who have been
crushed by it.

Allegedly, gay and lesbian staff have also been behaving in less than professional ways.

P33: It’s unreal… They are completely untouchable.  It’s been going on
for years.  I don’t even know how to, it floors me to think that we…
have gay people doing it to themselves.  Absolutely vicious to one
another, crushing one another’s lives.  These clandestine deals for
people’s positions.  These totally non-EEO selection processes that go
on which are corrupt.  Decisions made to appoint people to positions
before applications are even closed, then the whole thing is a rubber
stamping process, and all because of the club.  That’s all I’m going to
say.  I could never provide you with any evidence and I would never
name any names.  But it’s there and it’s powerful, and it’s going to
take a whole generation to die off before it goes.

One notices that similar behaviours have existed among mainstream staff for generations, which
of course does not justify the actions in any case. But when a particular minority is seen to ‘act
up’, such as current global attitudes towards Muslim people suggest, the whole group of people
tends to be targeted through the irrational mechanism of guilt by association. When addressing
professional standards and human resource standards the judicial and health care management
systems would be better apt to focus on the professional and ethical issues directly.

Troubleshooting strategies
The social construction of gender, particularly how masculinity presumes to define meaning
and value across human society, is of central concern when troubleshooting strategies for
improving healthcare culture and service delivery.

P33: Because there are attributes that gay people have  - here I am
going into stereotypes – there are some attributes that I think it’s easy
for a gay person to have, to display, on the basis of where they’ve
come from in their life.  And that is being affectionate to people and
not being concerned that being kind is a less-masculine or a position
that weakens you.  Because kindness, as far as I’m concerned kindness
outstrips strength as a quality.  And in fact when I die, I hope people
remember me as being a kind person before anything else.
I33: That’s a really interesting idea what you’re talking about, being
kind being seen as a less strong position for a male.  Do you see
differences in the way gay male nurses and straight male nurses are
allowed to relate to their patients?
P33: Yep.
I33: Can you talk to me about that?
P33: Absolutely…  [straight] male nurses tend to gravitate towards
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Intensive Care because they like machines to play with.  That is a
game; a function of the microcosm that we have, reflecting society.  It
gives a male nurse the opportunity to be, to justify why they are a
nurse.  To justify why they are in a caring position.  This is my
observation; this is the theory that I have.  I can’t prove it but you
don’t see a lot of nurses – male – where kindness is absolutely pivotal
in things like palliative care.  Where you sit by someone’s bedside
while they’re passing away.  You don’t see a lot of guys go for that
sort of work.  You see guys go for technically challenging stuff – boys
with the toys.

How we construct male versus female gender identity impacts directly on healthcare roles that
are played out in hospitals. To troubleshoot these issues means we must first understand how
the psychology and social environment works. However, we have already enough evidence to
suggest the system is set up along gender binaries that favour male leadership roles. A resulting
pecking order is established. This system itself is discriminatory, and for this to change means
that the system needs to be challenged to look at the underlying values that drive the existing
behaviours – and to imagine a different social environment based on revised values.

P33: And I have a theory, and my nursing fraternity would shoot me
for saying this but I’ll say it anyway because I strongly believe it; the
guys who are nurses that gravitate and stay in Intensive Care and love
all the machines, love the fact that they’re almost a doctor.  And they
consider themselves to be the technical equivalent in many respects.
Whereas a gay male nurse really doesn’t give a shit about that.  The
gay guys that I’ve worked with don’t care.  They’re not interested in
that rubbish.  And they’ll do the little things, they’ll do the detail work
with the patient; detail work like making sure the patient looks
immaculate for the family.  Making sure the bedside is immaculate.
Making sure their teeth are clean, their hair is done.  

It is interesting to consider that a profession like nursing would manifest a pecking order
based in gender problematics that, on one hand, favours certain tasks as being more
prestigious (masculine=valued). On the other hand, that discounts other tasks as less
important (feminine=devalued). That this pecking order also implies that caring = feminine =
devalued might be a construct that is actively deployed in everyday nursing practice seems to
suggest that the profession may be experiencing its own crisis of identity. 

P33: I mean I wouldn’t go so far as putting make-up on – some of
them might get one of the girls to do that for a patient if that was
something that they did in their normal life – making sure that
everything is neat and tidy, and right for the family.  Whereas [nurses
who are] straight guys, they don’t tend to be focused on that [caring].
And I think that is a bloke thing. 

Likewise, aspects of the stereotypical masculine can be down played in nursing practice. This
is in evidence in the next quote that links masculine = blokey = shoddy. That masculine =
strong or needing people to perceive you as strong is interesting to compare to perceptions of
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gay male = openness to sensitivity. This is in contrast to the irrational binary of strong/weak,
which does not necessarily make sense, even though feminine = sensitive tends to = weak in
the dominant mindset.

P33: Because you’ve heard the expression ‘they’ve had a boy look’ when
they’re looking for something.  ‘I can’t find something,’ ‘You’ve had a
boy look, haven’t you?’ which suggests that you don’t look thoroughly.
Blokes are different to women.  Gay men are a little bit different to
straight men in that they’re not so worried about being strong.

Impressions of less-than-competent
Participants expressed how being differently gendered reflected on their colleague’s
perceptions of professional status, so that to be identified as gay, lesbian, bisexual, or
transgender means that you are also labelled less-than-competent. This sounds similar to
perceptions of women expressed in prior feminist analysis. When dealing with these social
pressures, you must cope with persistent negative perceptions of coworkers plus prove
yourself (over extended periods of time), and perform to greater heights than your
‘mainstream-gendered’ colleagues.

I33: So you feel there’s more to prove?
P33: Absolutely.  Absolutely… in some respects in the proving, you’re
dispelling their stupid fears.  But I resent the fact that I have to prove,
but at the same time, in the proving you’re demonstrating that you are
capable… You never, ever say, ‘So-and-so’s really good at their work
and they’re straight’.  It’s like that has to be, you have to rise above
something, some notch.  It’s the craziest thing…  it’s about having to
prove yourself because people say to you, ‘Gee he’s really good, and
he’s gay,’ or, ‘She’s gay’.  So?

Gendered problematics extends to all areas of life, including perceptions of marital and
relationship status. It appears that Northern Sydney is perceived as less than offay with these
issues, and staff have caused a great deal of discomfort and offense to minority people.

P37: The funny thing is I recently had an OT student with me who was
a lesbian and had had a commitment ceremony, so was as good as
married I guess.  Gold wedding band and engagement-type ring.  And
obviously I knew but she didn’t need to tell anyone; she was only here
fleetingly for a few weeks.  It was really interesting how everyone just
assumed she was married.  And a colleague would say something like,
‘Your husband this or that,’ so it was just that assumption.  I
remember she actually made a comment on something to me.  I’m
just trying to think what that was.  I can’t remember.  I remember she
was highly offended about something that was said.  And I just said,
‘Look, don’t worry about it.  People here don’t think outside that little
square or the two picket fences, or the two houses and picket fences,
and the 2.2 kids, or whatever’.  And I think that probably at the end of
the day it’s also exposure.
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Somehow, being in a ‘long term’ relationship makes a lot of difference to the perceived
credibility of minority staff. Perceptions of stability, reliability, and maturity appear to be linked
to gender-based values in the codes of heteronormativity.

I39: Do you think that being in a long-term relationship makes it easier
to sell than if you’re not?
P39: I’m sure it does… It sort of normalises peoples’ perceptions of
gayness.  I remember… one of the gastroenterologists was talking
about gays and sex.  He said, ‘They’re at it all the time.  You know
gays?  They’re at it all the time’.  It was almost a feeling that he
wished he could be at it all the time.  It was an impression that with
gayness goes promiscuity.  However, the HIV issues have taught
people very differently because many of the HIV clients here in the
North Shore… have been in long-term relationships.

Discriminatory record keeping
Gender bias manifests in professional roles, as we have seen above, and in administrative
procedures. This theme is further explored under the notion of administrative discrimination.
Here we note how gendered politics and legalities are hugely problematic for transgender
people whose incorrectly labelled identity often becomes an ever fixed mark on their records,
to which their person is tatooed against their will. Changing this societal administrative
nightmare costs enormous personal effort and persistence to overcome.

I38: Any problems getting access to benefits or anything like that?
P38: Yes.  I know a friend of mine who’s having trouble getting her ID
papers changed.  She’s got identification papers in the male identity.
She doesn’t have enough ID, she doesn’t have much in her female
identity.  I think she’s changed to Centrelink but she’s having trouble
getting together papers.

Many problems occur when one’s gender identity sets up legal sanctions in
matters of everyday concern, like access to visas, employment assistance, or
medical care.

P38: They can cause hassles for people who can’t get a passport to go
overseas to get surgery.  I know people that are unemployed but are
not getting any income support because they don’t have the right
paperwork.  Or they might have 50 points in the male identity and 50
points in the female identity in the 100 point system… That can cause
a problem with them getting on social security and bank accounts… If
they have trouble getting on benefits, they have trouble getting a
pharmaceutical benefit card, and getting discounts on their
prescriptions (therefore) having to pay the full price.  And some of
them just opt to do that because they have no choice.  They’re
unemployed but they don’t have the paperwork to get benefits.
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Many of the issues associated with gendered problematics have a very long and enduring
history in the early centuries of medicine, forensic psychiatry, and psychoanalysis (Bowers
and Minichiello 2001). These attitudes are evident in current healthcare practices that code
people of difference according to old, outdated, and extremely prejudicial labels.

P38: Yeah, that happens.  I think that there’s a common medication
that trannys get that is Androcur, an anti-testosterone.  It’s prescribed
for women with hirsuteness or men who are sexual perverts.  And so
all these trannys are being classed as sexual perverts, sexual deviants.
That could be a worry down the track when all the government
databases get put together and all the trannys come up as child
molesters.  But that’s what the code indicates.  And it’s not
inconceivable that that’s what you find down the road.

Everyday behaviours like gossip naturally follow on outdated constructs of gender, and is a
common and everyday behaviour in the health service. This behaviour continues to construct
many gendered stereotypes that impact negatively on minority people. These too can have
legal implications for individuals and the system.

P31: All the time… people were asking me about girlfriends, do I have
a girlfriend.  And I would often get hit on by female staff.  And I never
quite knew how to handle that either.  I always sort of wondered if I
should say anything or I should not say anything… sort of brushing it
off or ignoring it.  People would say, ‘Oh you should meet my friend…
Joan or whatever’… And I’d never sort of say anything.  And that’s the
decision I made at the time… I was sort of worried about the reaction
that I’d get and I also didn’t want to make a big deal of it.  And
hospitals are gossipy places.  It would be around in five seconds and
everyone would be talking about it.  And I don’t necessarily want to be
in that kind of spotlight.  It would be a huge scandal.

The centrality of (gender) homophobia
As the following statement suggests, the central problematic in these discussions is gender,
and how difference is labelled as deviance (when in fact it is just another expression of human
diversity). When being gendered is most problematic, we see it as a form of homophobia. This
behaviour can be manifested towards anyone, and can be deployed towards heterosexual
men and women as much as towards transgender, lesbian, gay, or bisexual people.

I38: Can you talk to us about the difference between homophobia and
transphobia?
P38: I wonder if there is a difference.  A lot of it tends to be
xenophobia, just fear of otherness or fear of something that people
have been told is bad and naughty… Transphobia and homophobia;
they’re so interrelated.  I believe very often if someone is abused for
being gay, it’s actually gender phobia that’s happening.  If a man’s
walking along the street, or a woman’s walking along the street by
themselves and they get called a dyke or a cock-sucker, they’re not



sucking anyone’s cock.  They’re not going down in any woman’s muff.
People make assumptions about them based on their gender
behaviour.  The man might be swinging his hips too much.  The
woman’s hair might be too short.

Homophobia does not receive the same attention that other forms of vilification receive.

P33: We don’t apply the same principles to homophobia that the civil
law applies to other areas, so homophobia is just going to stay there.
It’s never going to be fixed.  And managers don’t deal with it strongly
enough.  It’s like a slap on the wrist.  Don’t do it again.  Well I think it
should be treated as seriously as sexual abuse, sexual harassment.  It
should not be a dismissible offence.  If someone commits an act of
homophobia, calls someone a name which upsets them, ‘You fat
dyke,’ or that sort of stuff and it upsets that person, well that’s a
disciplinary matter.  But it never gets that far.

It defies logic why gender based discrimination in the form of homophobia goes unchallenged,
when other forms of sexism or racism would not receive the same dismissive treatment.

I33: Do you see a difference between the way a term like ‘fat dyke’
would be used and the way a term like ‘dumb nigger’ would be used?
P33: You’d never used the term dumb nigger.
I33: But if someone did and if someone made a complaint?
P33: Oh yes, ooh my word, oh yes.  You wouldn’t be able to hold them
back.  They would be so upset about that.
I33: They being?
P33: The authorities… If someone was vilified because of their race, oh
my word, absolutely.  We see that in society.  And again, the
workplace reflects society’s values.  You see on the football field
someone vilify someone for a racial thing.  They are totally screwed
over.  And well done too.

Part of the problematic nature of gender-based homophobia is how it is conflated with taboo
images of male homosexuality, such as the unjust deployment of the myth that gay = paedophilia.

P14: I was trying to explain to this HR Manager, not that I know great
details in the philosophy of a beat, but it’s very consensual… but let’s say
you’re down at Manly beach and you’re… in a toilet cubicle and a straight
man is having sex with a woman.  They wouldn’t be arrested!  Surely.
They’d just get told, ‘Oh come on, get out,’ you know...  They wouldn’t be
arrested.  Seriously… That’s the equivalent of a beat.  Isn’t it?

Notice it is the gender identities of the players in this illustration that is at issue.

P14: So… had I said to the HR Manager, ‘This guy was found at a
beach on Sunday afternoon having sex with some woman,’ they
would have probably said, ‘So what, we don’t want to know’.
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When the sexual players are male and female, there is no apparent issue. When the players
are male and male, the attitude arises. 

P14: Because suddenly they see it as taboo and dirty and risky and,
you know … that’s the fear, there was fear around it… But he did say
that it would be a risk.  What if it got in the paper?  What if he saw
children?  Like he made definite leads that he was risky of having
sexual, out of control behaviour.

Homophobia and ‘the boy’s club’
The gender-based associations relate male-to-male sex = dirty, risky, fearful, out of control,
and potentially harmful to other people especially innocent children. These gendered
probematics are fairly insidious, suggest long-standing Western values based in homophobic
constructs, and clarify how homophobia is deployed to discredit, shame, and marginalise
expressions of gender difference in the everyday workplace. Likewise, gender-based
homophobia relies on constructions that may have no inherent logic, and when submitted to
scrutiny may not be based in gender related issues at all. For example, the next quote related
to a recent incidence where a prank between co-workers ended up deeply offending the
participant. The offensive comments suggested that just because he was gay, he might pass
on AIDS to a co-worker by touching him. This individual took his complaint through
appropriate channels, but was left dissatisfied with the end results.

P16: I went to my supervisor.  He said I should take it on the chin.
That this is a boys’ club.  We joke about things like this here.  We all
joke about things, and what we think is funny.  I didn’t think it was
funny.  The guy in question was called over, questioned, and received
a slap on his wrist and told not to joke about this again.  And that was
it.  I never got an apology at all.  It’s when I didn’t get the apology for
what he said is when I took it further.  And when I took it further the
situation got worse.

Again, the construction of gender in this story is very clear. The health worker was expected to
play along with the dominant ‘boys club’ culture of the workplace, a heteronormative and
fairly narrow conception of values and behaviours. The worker did not fit in to this world, and
his supervisor failed to recognise how serious the situation had been.

P16: I took it further by going to the next highest level – above my
supervisor.  My supervisor who I originally told found out, dragged me
into his office, had a go at me for doing it.  Thought that it was over.
Didn’t see why I had to take it further.  He said it was just something
that happens.  Not long after that, once the guy apologised – he did
apologise to me, because he was told to, and because he admitted it –
he decided to get his own back and make a false accusation against
me, and told him that somewhere along the line that I had ‘touched’
him or some sort.  That I had put my hands into his pockets and …
which never happened.  And he wanted an apology from me.  Like tit
for tat. This was a totally bogus thing and I said to my supervisor, ‘No,
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I’m not doing it’.  Then he threatened me with disciplinary actions or a
black mark against my name if I didn’t.  I felt pressured to apologise.  I
told them I would but when I went home and slept on it I said, ‘Nup,
this is not fair enough’.  And I walked in and I didn’t.  

Apparantly the boys club can get nasty. When people become offended, and mangement does
not handle the situation adequately, situations can tend to escalate. The more people that get
involved apart from those directly related to the incidents, the greater the problem becomes.
These dynamics are directly linked to the gender-related offense taken by the initial remarks,
the lack of acknowledgement and understanding about why someone could be offended by
these remarks, and the subsequant issues involve power struggles between individuals to
assirt a form of dominance and justice, one one hand, and an aggressive ego control and
revenge in the situation, on the other hand. Overall, the deployment of gender related
homophobia, such as accusing the gay worker of putting his hands down another man’s
pants, appears quite illogical and improbable. It appears as if the worker had been set up by
all concerned, and that mangement played along with the prank without necessarily being
aware of what they were doing.

P16: So I went and spoke to the Union, the guy who works for the
Union actually, and he told me to go back to the highest supervisor.  I
told her and she said, ‘Well we’ll have a mediation’.  The next thing
was my supervisor came back to me to see if I had apologised.  I said,
‘No, I’m not doing it now’.  And then he went off at me for not
apologising and threatened to go to the lady in charge of him.  I felt like
I was threatened.  And so I walked off the job for that day, and I went
over to HR or whatever you call it, and I filled in an harassment form.

The dynamics of this situation were squarely related to heterosexual male culture in many
respects. When asked to clarify his relationship to the men involved in the chain of events, the
participant had this to say.

P16: They both were theatre assistants.  They were on the same
standing that I was.  When you work in a ward, you’re the only one
who has your classification.  When you work in a bigger area such as
theatres, you have more than one person who has the same status as
you, who thinks they’re better than you, or thinks they’re top dog.
I16:  So it’s more competitive?
P16:  Yes.

So the context of the workplace, the relationship of the people who work there, and the
culture of the setting all dictate components of the male driven culture. A competitive, ‘top
dog’ environment creates certain pressures, much like the pressures of the playground where
boys tackle and push each other in a play of dominance. However, in the workplace culture of
contemporary society, the games played by boys in the school yard may not give health
workers adequate skills to meet the complex challenges that are faced on a daily basis. These
games, and the lessons they taught, may not assist mangers very much either. These
observations are apparent when you consider the subsequant behaviours of the male health
workers, which further served to deepen the humiliation and alienation of the gay staff
member.



I16:  What were the reactions from other staff to you making your
complaint?  First of all from other theatre assistants and then from
other theatre staff.
P16:  Well the first thing I found out was when I returned to work on
Monday, a whole group of them were hanging around in the corridor
and they saw me and they… what they did was they were trying to
make it a joke by each of them grabbing each other’s name badge.
And each of them started to laugh about it.  So everyone thought it
was a joke.  A few of the other ones who were buddy-buddies with the
one which I complained about didn’t talk to me ever again.  I was
ridiculed, I was given the cold shoulder from quite a few of them
because I had complained.

Both the culture of gender based harrassment and the health care system which supports this
status quo can be seen as terribly abusive, when you consider that in contemporary society
gay staff are given the expectation of being treated with equality. They, like all others, work
within a system that deploys affirmative action and anti-discrimination policies.  But gay staff
experience homophobia, and sometimes in the extreme. In many of these situations, they do
not experience support nor are matters taken seriously. Those who engage in vilification
appear to be given sanction by their managers, they may become somewhat self-righteous,
and band together to protect and support one another in their behaviour. The gay staff
member is further isolated. In the final analysis, both the culture and the system fail to
address the issues. Incidentally, the same staff member was later confronted by equally
troublesome comments from a surgeon.

P16: I was working in one of the theatres on a certain day with a
doctor… the patient who he operated on had just come off the table
and was in recovery.  I was cleaning up and I was told to make sure I
give it a good clean as the patient was HIV positive.  Which didn’t
worry me.  The doctor said, ‘He must have been gay’.  And I said to
him, ‘What do you mean, he must have been gay?’  He said, ‘Because
he was a man with HIV’.  I said, ‘What does that have to do with the
price of eggs?  It doesn’t mean he’s gay’.  ‘Of course it does mean he’s
gay. A straight man can’t have HIV.’  I said, ‘Why not?’  He said,
‘Because gay men are more promiscuous’.  And he actually quoted to
me, ‘It’s a lot harder for a man and a woman to get HIV through
vaginal sex than it is for two men to get it through anal sex’.  And I
said to him, ‘You’re full of crap’.  I said, ‘Where do you think positive
children come from?  Through parents drug-injecting and so forth …’
And he said, ‘Oh that’s a different story’.  And I told him he was a
narrow-minded arsehole.  And that he should get his facts straight
before he… make remarks about a patient who had just come off the
operating table, who doesn’t have the rights to defend himself…

The final outcome of the case was not helpful for the individual, whose isolation in the
workplace was not adequately addressed by the system. Everyone loses in such situations.
Even while the dominant (male) gender problematic may win the battle in this case, the
overall culture of healthcare in a civil society is greatly compromised. At the end of the day,
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the system bears the brunt of costs from workers compensation and related legal claims that
may arise from situations of discrimination. But the loss to the system in regards to human
resource issues associated with stress, anxiety, and failing to learn ways of changing the
dominant culture in order to accommodate diversity and difference are enormous and longer-
term issues that have uncalculated costs.

P16:  The guy who actually said, ‘Well I called you a poofta,’ he
changed his tune.  He said, ‘Oh no …’ he backed off and said, ‘Oh no, I
didn’t say anything.  I said nothing at all,’ and they believed … he
didn’t get any disciplinary action… and they stuck up for each other…
The distress of going through this much had put a big strain on my
health and I had to leave work.
I16:  You left work permanently?
P16:  I left work permanently.

There is still a tolerance, or an ignorance more likely, around gender-based forms of
discrimination such as homophobia. 

P17: The social worker who ran it would tolerate a lot of homophobic
comments and I was just sort of like, ‘I don’t think this should be
tolerated.  You (should) sort of intervene if there’s a direct racial or
derogatory comment, but you don’t intervene at all if somebody says
something that’s homophobic’… But it was a double standard because
he was enforcing it on the basis of race but not sexuality… 

The impact was noted not only among staff, but in how these attitudes play out in health care
consultations.

P17: I think it would have a big impact on the clients.  Mental health
consumers feel ill at ease.  A lot of them.  Revealing things about
themselves and being judged.  So if you’ve got a mental health
consumer who’s gay or lesbian, or transgender, it can be another
issue.  Regarding the staff, I think you can have all the policies, but
you can’t legislate peoples’ attitudes.

It appears that Northern Sydney does have many policies in place, but that the uptake from
these statements is slow, if not absent from everyday management and quality assurance
systems. For some reason, as this quote suggests, gender-based forms of disrimination are
left up to individuals – and the system remains immune from responsibility.

P17:You can educate and inform but you can’t change them.  They
have to decide to change if they need changing.  I don’t think many
staff would have an understanding of issues gay and lesbian
consumers might go through because it’s something out of their
realm.  They don’t need to consider it personally.  
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Conclusion
Gender is a central component in how homophobia functions, and likewise,
how homophobia underwrites how heterosexual and homosexual identities
are socially constructed into binary opposites. Gender stereotypes play
themselves out endlessly in homophobic interactions, replaying the notions
of the ideal masculine and the idealised feminine. These matters have been
largely overlooked and not understood, nor has the dramatic affects of
gender-based discrimination for LBGT people been adequately addressed in
the delivery of healthcare. The latter remains a foreign country that resists
accomodating diversity, holding fast to narrowly defined constructs of
identity and social interaction. The healthcare system appears to be built

upon standarised and generic constructs of gender and sexual identity that are meant to fit
everyone, and do little service to anyone. Managing these issues in future means taking seriously
the notion of gender diversity for everyone, and seeking to improve specific services for minority
populations, as well as for transgender people who wish to access quality healthcare.

Implications for Practice
• Review NSCCH senior executive leadership program(s) to include a Diversity,

Discrimination and / or Social Leadership component.
• Acknowledge and discuss transgender discrimination issues within staff training which

covers discrimination (eg. EEO training).
• Encourage and support separate services and facilities to develop mission / vision

statements which incorporate a ‘valuing diversity’ theme.
• Ensure promotion of the grievance and discipline process in NSCCH in partnership

with the Human Resources department, explicitly names sexual and gender diversity
and discrimination. 
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Undermining professional practice
and clinical care
A range of behaviours and attitudes toward diversity relate directly to lower standards of
professional practice and clinical care. While some might think this only relates to a small
minority of people, the data suggests that the pervasive aspects of clinical practice, such as
the underlying beliefs and values of practitioners, translates into lower standards of care for
everyone. This reduces the effectiveness of access to quality care and reduces positive clinical
outcomes across a wide range of cases. Here again, a central theme of the research suggests
that homophobia is not about LGBT people only. Indeed, homophobia has a lot to do with the
majority of practitioner’s attitudes and beliefs about their own and other people’s identities.
When we begin to understand the gender-based nature of homophobia and how this
constructs our attitudes, beliefs, and practices around gender, sexuality, and lifestyle, we start
to realise that the debate is not about a relatively small minority of people – the issues affect
everyone. There is an old adage which applies well to this circumstance, ‘if you are not part of
the solution, you are part of the problem’. In this sense, every person involved in any way with
the health care sector has an important part to play in gaining awareness, understanding, and
addressing issues of prejudice and homophobia.

Systemic and staff-based prejudice
Sexual health is seen as a stigmatised and unpalatable aspect of health care. These attitudes
contribute to systemic discrimination that is normalised and targetted towards minority populations. 

P1: I also make contact with bilingual GPs and try to have consultation
with them.  Some of them are completely uninterested in HIV sexual
health, and say, 'oh no, it’s not my problem', and if clients come in
here I’m going to refer them to other GPs or services. That’s the
essence of what quite a number of GPs say. The female GPs are more
likely to have more empathy ...

Systemic discrimination does not only effect minority patient populations, but significantly
impacts on staff through the stigmatisation of sexual health staff.

I3: But does that mean that there's going to be self-selection of the
type of person who will work in an area like this?
P3: Largely. Many people just wouldn't consider it, or they don't
consider themselves weird enough to work in it. There is a perception
that we're all a little bit odd. Very odd ... Why would you want to do
that all day?

Stigma attached to people who are different also attaches to staff working with them, so that
homophobia is manifested as 'guilt by association'. This appears classically related to the fields
of psychiatry and sexual health, but translates easily into many other areas such as HIV/AIDS
care, counselling and psychology, and in other areas where staff work with minority patients
and/or with staff who are gay, lesbian, bisexual, and transgender. The following quote is
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helpful, in that the words carefully chosen omitted naming the stigmatised group, suggesting in
symbolic terms the way that stigma and shame silence, delete, and render invisable.

P6: Stigma's kind of catchy. I’m sure you’ve heard that before but the
Rehabilitation Team works with these, with this group of people who
are more stigmatised that the other clients of the Service. And it
seems to me that there’s a kind of stigma even attached to the Team.
In fact, I really enjoy the work I do and I’ve kind of done a whole lot of
development work and become very interested in that area of
treatment...  I have a child with a disability, a physical disability. So in
my personal life I’m aware of a whole bunch of other stigmas.

Prejudice can manifest as double standards and holding the LGBT staff to account for the
actions of LGBT clients, as one example. This dynamic appears to be very common, and
extends the notion of guilt by association to include the troublesome nature of how gay staff
take on the roles of advocates to counter the homophobia and heterosexism of other staff
(who may be of any gender or sexual identity).

P2: But sometimes I get the feeling that when something goes wrong
if we’re discussing the client in a staff meeting, then the Management
or heterosexual staff will look to the gay staff to explain what we think
happened. As an example, one of our clients who had just 'come out',
was having what was perhaps a bit too sexual a conversation with a
straight client. He was talking about sex and they do it all the time.
One woman staff who found out was utterly horrified because she
thought this was sexually inappropriate. If it was two straight boys
talking about head jobs, no-one would have batted an eyelid. But
because it was a gay boy saying to a straight boy, discussing oral sex,
it was considered predatory. An Incident Report was written up. I
thought it was a ludicrous over-reaction. The gay staff had to come
into bat for the gay boy and say that this was an over-reaction.

A lack of adequate formal debriefing for staff contributes to taking issues home.

P3: I guess what you do does tend to affect many of your
conversations and references and things at home. Because you will go
home and vent, or don't, whichever way. Confidentially, though you
talk about instances but you don’t talk about people.

Policy of referring patients for specialist sexual health care is a 'double edged sword'. It is
commendable that GP's refer to practitioners with more skills and interest, however this
practice reflects the stigmatised nature of sexual health and contributes to barriers for people
seeking care.

P1: I talked to one GP, that he also is S100 prescriber who gives HIV
medication to patients, so he has seen quite a number of gay patients
and quite a number of HIV clients.  
I1: So he is gay-friendly?
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P1: Yes. Unfortunately, this is what he said to me, he became known
as the sexual health specialist in that particular practice, so the other
GPs refer all the patients, if they have sexual health issues, to him. He
said that it was good, but for the patient it doesn’t help because it is
very hard for patients to come to GPs and say that they have sexual
health issues, then they are referred to someone else.  

There are a number of paradoxes of asking LGBT staff to handle LGBT issues. The practice
relies on stereotypes; allows other staff to relinquish any responsibility; fails to develop
mainstream skills; adds burden to LGBT staff; can be used to imply that LGBT staff have less
skills for heterosexual situations; benefits patients if LGBT staff are more skilled in the area.
From these reflections it appears that a comprehensive and more strategic approach to
minority issues in healthcare is necessary.

P9: There’s one nurse here. He’s gay. I’ve used him because I know
he’s really comfortable with the whole thing. That would be it.
I9: So he would talk specifically to same sex identified couples?
P9: Yep. If there was an issue with me doing it, he would be my choice
of person, because I know where the boundaries are and that is not
unacceptable to him, and that he would understand the issues.

Stereotypes linked to heteronormative views of gender are an active part of how homophobia
works, this is apparent in what may be considered as 'acceptable roles' of gay professionals.

P4: So there’s a view that we (referring to gay men in caring roles
such as social workers) can do those things in the emotional domain
well. And I think we probably do.  

Exacerbation of stigma and problems accessing services occurs in smaller ethnic communities.

I1: So it’s Afghans, Iranians, particularly the Koreans – they take
serious problems back to Korea. 
P1: Sexual health (problems) but not other issues. So they will go to
their GPs for other issues.
I1: So they clearly split general health issues from sexual health
issues? That tells me something. Why do you think they do that?
P1: Stigma.
I1: Even just for gonorrhoea?
P1: Just go back to Korea – yes.

When professional care is compromised
A range of issues surface when you consider that the health service manifests a systemic and
endemic background of prejudicial attitudes. These factors increase the likelihood of
compromised care, lower ethical and professional standards, potential harm to patients, and
the resulting costs to community perceptions of safety, as well as likely expensive legal
outcomes for the service as patient populations become more aware of processes by which
they can voice their concerns. Prejudice manifests clinically as a threat to confidentiality and
intensifying stigma, both of which generate fear and interfere with access to services.



P1: It’s a stigma and the attitudes of the GPs themselves.
Confidentiality and stigma are the issues.
I1: That stops them from going to their GPs? If they did go to their
GPs, have you got evidence that that would be a genuine concern?
P1: No. It’s a fear.

Breach in confidentiality has particular significance when the person belongs to a
marginalised group.

P2: They did have a case of a breach of confidentiality with one of our
HIV patients. This woman, and I don’t think she was a lesbian but
there was just this breach in terms of her status, etc. But it did get me
thinking that if it had been a gay man who was HIV positive as well,
would that breach have been worse...

A breach of confidentiality revealed a range of weak basic skills and problematic attitudes. 

P2: The woman went into the maternity ward, I believe; something to
do with a gynaecological/obstetrics issue, and she was very specific
about not wanting people to know... and one of the doctors actually
put down HIV in the progress notes. Outside her room they had one of
these signs posted, cautioning nurses and health clinicians that the
woman was HIV positive, which meant that everyone who walked up
and down the corridor could see. Our nurses happened to go up to
visit her and saw that, and of course went ballistic with it. It was all
brought up. We had, subsequently, a follow-up education session for
doctors, a number of them from the oncology side because the
problems we had seen with our patients we tend to send it to them. I
was personally quite taken aback by some of the questions that were
asked because I thought that in this day and age, clinicians across the
board would have at least the basics, and the questions that were
asked betrayed that lack of knowledge [about] just basic transmission.
Like mother to child. Sexual health. Sanitation. Is it transmissible?
Where is it transmitted? Really basic stuff that clinicians should know
when you get people coming to your door. It just kind of triggered (in
me) that if you don’t know the basics, then what else is hidden?

Problems with lack of basic knowledge, prejudicial attitudes, and stigmatised areas of
healthcare are further complicated when there are issues with health interpreters for LGBT
members of ethnic minorities.

P1: Now I remember my experience working with a healthcare
provider service  at Northern Sydney where I needed them to talk
about HIV sexual health, in consultation. Unfortunately, I got
somebody who was very much against HIV, just not supportive of it,
so I wasn’t sure whether I got the right person for me or not.  I
couldn’t trust this person… they said, 'Oh there’s no reason for us to
tell about safe-sex anyway because condoms are not safe'. That was
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their belief. This was five minutes before the event. I didn’t want to
create arguments with this person who could help me deliver
information to the community.  

Prejudice and compromised care can be readily communicated through subtle differences in
practice. Take for example differential care around sexual health.

P2: If they are men who have sex with men then you could do certain
tests that you wouldn’t generally do that with a heterosexual couple...
It’s like their not the only ones who have oral sex... If I were doing it I
would swab everybody… The ideal world would be swabbing
everybody, but then, what’s the knock-on effect if you start putting
people into categories and compartmentalizing? How is that different,
just because we’re using politically correct semantics from the early
eighties with all this scare of HIV and all the marginalisation that went
on then?

Homophobia influences consultations, including affecting same-sex examination.

P3: Is probably going to be gay. Or, they can't stand a male to be
touching them in case...
I3: In case?
P3: Anything should happen, or in case they are gay.

In a similar manner, trainees can have problems with homophobia intruding into clinical work.

P3: Occasionally, there have been instances of... not that it has affected
the interview or the medical... the process by which the patient or
client has gone through, but you know from having spoken to that
trainee either before and/or after the period of time they were with the
client, that there is a prejudice there.  They say things like, "Oh, how
could they?" or "What on earth would anybody do a thing like that
for?" But can focus enough during the interview or consultation ...

These issues create differential practices, where clinicians and trainees would not react the
same with opposite sex behaviours. Again, these issues strongly indicate how homophobia is
linked to gender-based prejudice.

P3: It's directly related to the sexual practices that you've been
exploring with them.
I3: Do these same practitioners make similar comments about the
sexual behaviour of heterosexuals?
P3: No.
I3: I'm wondering if they express discomfort about something like oral
sex which is a fairly common heterosexual practice, or was it more
towards stuff that are specifically gay?
P3: Yes, specifically gay.
I3: Then that also ignores the fact that heterosexuals will do anal sex.
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P3: Yes. Usually this is from nurses who are coming into Sexual
Health who have had no experience of it previously. So perhaps their
gay contact has been with the ward's man who happens to be gay or
the trolley porter... 

The discourse suggests that not only is homophobia gender-based prejudice, but that there
may be other factors influencing nurses’ attitudes, such as class-based perceptions, or other
status-related issues. In other words, if their exposure to homosexuality happens to be from a
‘social inferior’ nurses may not attach significance to those encounters.

P3: And they have no personal involvement with them at all, and then
suddenly they've got to come in and not only... it can be difficult to
start, for some people, to discuss anyone's sexuality without literally
openly talking about gay practices. Well they certainly get more used
to talking about it. Whether it affects the way they think, I'm not sure. 

Given the constant influx of new generations of nurses, the need for education on basic issues
of gender and sexual identity are constant. It also appears that changes in prejudicial attitudes
are slow to create, and may not happen at all.

P3: Usually I feel… disappointed that they've got to that stage in life
and still have to start with the basics… because it ends up being
derogatory, usually. They don't know themselves well enough to
probably come into that course without having even thought about the
types of activities and people that you're dealing with, that are going
to be involved. 

The new nurse may deal with culture shock, having not been exposed to frank discussion of
sexual issues in past . The discourse of ‘normal’ and ‘abnormal’ comes to play, as the
contructs of heteronormative assumptions initially come under challenge. But it appears that
at this stage, nurses have already received their basic training – and they are not adequately
exposed to the range of issues in the debate. The results are that they continue to work within
the system without adequate knowledge or awareness of difference and diversity issues.

P3: Usually I just say, "Well, that's part of life, that's normal to do,"
because often you get "normal" thrown in, or "abnormal" as such. And
I just stress that that's the business we're in and we're seeing people
from all walks of life, all genders, all preferences. When you're in that
role of sitting in as a teacher or overseeing someone in that
situation… you try very hard because some people get their noses
terribly out of joint if they feel they're being treated like a young
student or child again. So I would always handle it in a private
situation so that they're not in any way feeling that they're being put
down in front of others.

In the case above, nurses are confronted with issues and knowledge missing from their
training. This can present an awkward situation for all involved. Yet the alternative is for
nurses to continue on in their practice, perhaps learning from their mistakes, or worse, acting
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in compromising ways without awareness of the implications for the patient or the healthcare
system. The latter appears to be the norm of practice. Dominant homophobic attitudes
towards gender-based issues can create an atmosphere where staff are more likely to engage
in inappropriate gossip over patient’s lives. In the following example, confidentiality was
compromised while the staff member engaged in gossip-type behaviours during a clinical
case conference.

P17: I think a lot about issues of confidentiality… They have this cross-
shift, different shifts, were they talk about stuff that’s happened in the
previous shift and what staff need to know on the next shift.  They
were talking about one mental health consumer and I think she had
been uncontactable for a while.  So then they were talking about her
associates.  And this nurse, registered nurse, said, ‘I heard she swims
both ways,’ well that’s the phrase she used.  And then he started
going into, discussing her sex life, of what he thought he knew about
her sex life, in front of the assembled … And I thought that this was
really inappropriate that … The team leader at the time actually
advised him that it was probably not the time or the place, or not
appropriate to be saying what he was saying.  Because it was not
related to anything that had gone on prior to that.  It was just an
unnecessary diversion.

What the health sector could learn
from sexual health
When working in areas with high degrees of stigma and the associated issues discussed
above, it appears important for sexual health staff to feel supported - at least in their own
teams and workplace environment. It also appears clear that a different set of norms is
understood in these contexts, where social and interpersonal support systems are encouraged
to offset the stressors related to working with marginalised health issues. It appears that in
these teams there is more likelihood of having the knowledge, attitudes, and skills necessary
to address issues of gender and sexual difference, and that other services in the health sector
need to take on board the reality that unprofessional practice in these regards is not
acceptable and their lack of knowledge, appropriate attitudes, and skills in working with LGBT
clients needs to be proactively addressed.

P3: Most of the staff are pretty good about working within the bounds
of what's okay.  Occasionally there's a bit of loudness when you
consider the waiting room's just there. All-in-all it's a really nice
atmosphere. There's much more direction in this clinic re HIV positive
clients than in any other sexual health clinic, because of the way
specialists come down here to see them. They even have contact with
all the inpatients as well, here it has literally surprised me the
interaction is much greater here between all staff and HIV positive
clients, than in the hospital... most of us tend to be fairly non-
judgmental. If we have any prejudices I think they're under control.
Probably one type of prejudice if you like, or strong dislike or
frustration would be against gay men who continually take risks or
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exhibit risk activity. There can be frustration... you'll say something
like, ‘Oh for goodness sake, how many times have you been in with
this, this and this, you silly poofter?" And that might be said by a
poofter! (laughs)

Being aware of personal attitudes, beliefs, and how one comes across to patients appears
central to professional practice - particularly in what may be considered stigmatised or
sensitive areas of healthcare.

P3: I've never been highly prejudiced about a lot of things. I might find
some things are not my things but I'm very accepting of most people.
Probably when it actually came to the clinical situation I'd just be
feeling very frustrated inside. I might feel like saying something like
that but you can often feel like saying all sorts of things to clients at
the time whether they're gays or whatever, but you just can't because
you're keeping things on a professional level... In fact, in sexual health
situations, in particular, you are there to provide a service for people
for many reasons to do with sexuality or drug use, quite often,
regardless of their gender, sexual preferences, race, colour. The
medical staff have hardly any race problems.  And I'm only assuming
that is because we've all nursed or doctored heaps of different races
and they all bleed much the same.

Accessibility of staff to patients is an important component of building rapport and trust.

P3: And even though we were just talking about appointments, it's
very accessible to them. Everybody can be rung, they can speak to
people on the phone.  

Lack of comfort when talking about sex is an issue for clinicians, and becoming desensitised is
also part of the educative process.

P3: They certainly become more used to it.  It's not so difficult for
them to talk about and think about.  You also get certain personalities.
I remember one of the nurses doing a course years ago who couldn't
even say 'penis' to a client.  Sorry, she couldn't say 'dick', it had to be
penis.  

Sexual health clients are often highly sensitive to suggestions of prejudice.

P3: The histories, just about in every clinic, are very general at first.
Other than why are you here, the next thing is general, medical and
surgical history, and so on. Have they had an HIV test; those types of
things come in and then you get down to the personal stuff; how
many partners do you have. Is it safe/unsafe and so on. You usually
find that if you’ve done it well, by the time you get to those very
intimate questions, it’s not a great problem... It’s not uncommon for a
lot of us to feel that in Sexual Health settings we get a lot of highly
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anxious people, for whatever reason. They’re worried about
everything they do as well as their sexual life. And that would be gay
or straight.  

The gender of the practitioner is influential, and is an important component of awareness for
appropriate and professional service. Attention to these issues may not always be present in
other areas of healthcare.

P3: Generally... well the first thing that comes to mind is a preference
given by clients of what gender of practitioner they would prefer to
see them. That usually is male clients either insisting on a female
practitioner because the thought of any man coming near them is
abhorrent to them, usually because they have the assumption that that
male will be gay or they wouldn't want to examine them.  Actually that
is the commonest and the first thing that comes to mind, in fact.

Gendered appearance is highly influential on prejudice and consultation outcomes, and
influences the culture of healthcare. In sexual health, where a higher degree of diversity may
be present, these dominant cultural issues may be somewhat mitigated.

P7: My experience at [the hospital] could well have been different if I
was in my twenties and had a ring through my nose and turned up
with a different partner every week. It may well have been different.
Being middle-aged and respectable-looking probably helps in terms of
acceptance. It shouldn’t but it does…. When you get into your fifties, I
don’t know whether you’ve noticed it yourself, people don’t see women
on the streets as much when they become middle-aged and get
wrinkles, and grey hair, and saggy bits on their bodies. Whereas, when
you’re in your twenties, if you’re holding hands in the street you get
hassled a lot more... For men, grey hair is seen as authority and being
grown up. For women, grey hair is seen more as your use-by date.  

Homophobia plays out differently for men and women, though this is not always clear cut.

P3: People do, in general, have less difficulty with gay women than
gay men, I feel... Somehow, it’s not a thing that’s made fun of as gay
male relationships. In fact, often the issue’s never addressed
particularly one way or the other. It just is.  So it is much more readily
acceptable. It’s funny that, isn’t it?

Awareness of many issues of the patient populations comes forward from sexual health staff.
For example, problems for 'single' clients, domestic violence, and unacknowledged skills
deficits are a few of the issues that these staff are aware of, and that are important for the
health sector to consider now and in future strategic planning.

P4: If you become sick and you live alone, how are you going to cope
at home? And that will probably be the major challenge in the next 10
or 15 years –  people who live alone. And they are most typically gay-
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identified people, people who live alone.  It’s the largest and fastest
growing part of our population… all of our systems here are
structured to support that person’s carer. But if you live alone, you
don’t have a carer. How do we address the needs of people who
typically live alone, who have chosen that as a lifestyle? Quite often,
it’s quite typically a gay/lesbian choice. 

In many ways the health system does not deal with with diversity.

P4: Most people are poorly catered for in our health system and that’s
a difficulty. We do have some domestic violence which is same-sex
stuff here.  The answer to your domestic brawl… is some relationship
counselling. They will then say to you, ‘Yes but Relationships Australia
has no skills in those areas’. Relationships Australia will then respond,
‘Oh yes we do’. It is my personal experience that they actually don’t;
they deal with those things really poorly. So same-sex domestic
violence is an issue here and, of course, the staff are just horrified...  

The system does not know how to deal with same-sex domestic violence. This is not
surprising, given the degree of prejudicial attitudes sustained toward minority populations.

P4: But you see in heterosexual domestic violence, the blame is
usually directed at the female victim, almost always, because she’s
stupid if she doesn’t leave him. He’s considered to be a bit of an
animal... In same-sex domestic violence what we get is confusion
because you can’t pull the stereotypes out. It’s not as easy to do it. 

Domestic violence appears to offer an opportunity for education, if in fact the gender binaries
can be challenged in this context, and new awareness about diversity in human relationships
comes to light.

P4: The other issue is gay-identified, and so domestic violence is an
issue and it’s hard to resolve because there are very few infrastructure
supports and when all the stereotypes collapse, we haven’t got
anything there. Because most people here have clinical skills, but they
don’t have those emotional skills, and they wouldn’t even claim to
have. I guess the final thing is in terms of gender identity, in what we
do with gender identity.

New territory for health practitioners
These reflections point to how the majority of people rely on categorical and stereotypical
types of knowledge, and are not adequately trained in the more emotive and intuitive
interpersonal skills – which appear to be needed when we are interpreting issues of difference,
culture, and diversity. Exploring concepts of gender identity is new territory, and raises many
uncertainties in health worker’s personal and professional lives. One of the paradoxes noted is
that clinical practice may involve tailoring language (which may in the first instance be
dictated by homophobic conventions) in order to work with clients effectively. The key here is
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the cultural awareness of the practitioner and the judgement of what is appropriate in each
context. The landscape of terms, categories, and meanings are troublesome, so that workers
must often rely on patient’s own use of language.

P4: When I worked in the bush with people who would certainly never
identify as gay, is if you have a subtlety when you’re working with
people, not to use the terms. So you don’t use words like ‘gay’ and
‘lesbian’ because very often the person says, ‘I’m not gay’. If you use
the word ‘gay’ people identify with the Mardi Gras and they’re not
going to tell you, and they’ll say, ‘Well I’m not like that, so I can’t be’.
But you can actually have quite reasonable conversations about
behaviour.

Sexual difference challenges routine clinical practice by not being accommodated in protocols.
This represents new territory for health practitioners, which raises many issues around
gaining new knowledge, awareness, and more appropriate clinical skills.

P4: It threatens doctors, well, it threatens the staff because you can’t
do it on automatic, because they’re uncomfortable... But, an hour later
the doctor really wanted to have a discussion about what that meant
and what was their life like. I think because it’s very uncertain territory
for them; that’s the first part. It’s a different country. It’s foreign.
They’re quite threatened by it because it’s out of their league. 

The threatening nature of working with issues of diversity is interesting to note. It is not so
much that the issues involved are fearful, but that working in a clinical area that challenges
preconceptions and demands new clinical skills may have nurses and doctors feeling
inadequate in an environment where performance anxieties are already present. This adds to
the need for managers to have these issues on the agenda, otherwise they will be placed at
the bottom of priority lists and will continue to be avoided.

P4: It actually demands engagement; you’ve actually got to be awake,
you’ve actually got to be thoughtful. And there’s some uncertainty that
continues to exist about the validity of that relationship. What it means
in the health system, if it’s low on the list of priorities it means it
doesn’t get done. Oh yes, it’s out there, a bit like gravity. ‘We can’t
deal with those things.’ It’s not an intolerant place.  

These comments are helpful, because they suggest that what is at issue is giving time to
education and professional training. This needs to occur at a time when the system is slowly
waking up to issues of diversity and difference. These issues need to be constantly placed on
the agenda to be maintained, and this needs to occur just like other issues around
professional standards in the provision of care.  In contrast, voyeurism in clinical work reflects
clinical skills deficits and lack of experience, and these issues are apparent in the North Shore.

P4: Of course there’s a voyeuristic element in all of it. At the baseline,
if you push people hard enough there’s a whole voyeuristic thing
that’s part of straight communities about what gay men do or what
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lesbian women do. There’s a voyeuristic part of it. There’s a lack of
self-confidence because this is completely out of their trees, this is out
of their comfort zones. There’s an uncertainty about the way in which
the matter is handled. Sometimes they’ll just come back and want to
confirm if what we did in the decisions to involve that partner, and so
on. Were they the correct ones? Was there some other way? Is there a
magic number of years that people have to be together because
suddenly relationships are… It was at [hospital] because we’d get a
number of couples and we’d struggle with some of those couples over
relationships, over drug use, over HIV and sero-discordance, domestic
violence… there was not the discomfort of those gay people there as
there is here. Here, there’s a discomfort that’s to do with unfamiliarity.  

Skills deficits in clinical care can create situations where compromised care can result in errors
of judgement, and this can be costly to patients and to the healthcare system. It also needs to be
acknowledged that homophobia tends to surface more when issues become complex and
difficult, because people tend to fall back on stereotypes and old beliefs that got them through
until now. But this is one of those areas of clinical practice where relying on previous beliefs is
not helpful, and can be dangerous. In these situations, there is a lowered threshold for tolerance
in decision making due to the inately negative attitudes clinicians may hold in this area.

P4: It only becomes un-okay when there are difficult things that need
to be done, difficult decisions that need to be made, hard or complex
issues, things that confront us – with the fact that all isn’t quite the
way we see it… as the issues come closer and become more complex,
then the level of discomfort grows. That’s basically how it all runs
here… It has some rough edges to it.

When confronted with how other people live their lives differently from us, we may find ourselves
in an areas of clinical care unlike many other territories – because some of our prized values and
beliefs about human relationships, family, children, and work may become challenged. Similar
dynamics occur in many multiculture counselling, psychology, and health care interventions.
Unless there is a regular exposure to diversity in the workplace, such as the quote from Mental
Health below, these issues will likely be a constant problem in North Shore health.

P6: We have some very odd people who come here and they field some
very odd phone calls. I don’t think that anything would floor them
really... Because of the group of people I work with my idea of normal is
very stretched. There’s a fair diversity amongst your own team.

The way to approach these issues requires innovation among managers in North Shore. We
suggest there is not any one approach that will work, but there needs to be many approaches
that over time will influence the culture of health care delivery. For example, the quote below
highlights how the disempowerment that results from institutionalisation also compromises
care and healing. This environment can amplify any experiences of marginalisation that LGBT
patients may be feeling. The health care system needs to actively engage with these issues of
care, and the culture of care, in order to counter the negative affects of other important
systemic values such as the economic bottom line. To not do so is to deny the reason why
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healthcare exists in the first place, and to open up a pandoras box of possible clinical errors
and endless litigation cases.

P9: We do de-identify people in hospital and we do take away
decision-making rights. When you’re looking on the supposed
wellness scale, we know that touch and all of those things enhance
peoples’ ability to heal. So if you’re excluding the one person that you
want to touch you from that, you’re slowing the whole process down.
It’s madness. It compromises care.

The behaviour of senior staff
Homophobic comments from more senior staff make it more acceptable for more junior staff
to engage in such practices.

I22: If comments are coming from above, at the senior medical level, do
you see that having an impact on what is said by other levels of staff?
P22: Absolutely. It’s not coming from the specialists. Never from the
specialists.  It’s coming from the Registrar down. So it’s coming from
the senior level that people are working with on the way. So it’s
coming both from senior nurses.  Experienced, senior nurses. It’s
coming from experienced, senior doctors. And it does filter down
because if it’s acceptable to the Registrar, if it’s acceptable to the boss
nurse, then it’s acceptable to everyone in the unit because hospital
units are such hierarchical units. And if someone at the top doesn’t
say, ‘You know, you shouldn’t say that because …’ or ‘That’s not
acceptable in my unit,’ then it goes on... what is so despairing is I see
senior staff making homophobic comments all the time.

The following quote indicates that this behaviour is slowly shifting as a new generation of doctors
and nurses comes into service. However the tenor of the culture remains problematic. The
experience of this participant relates to operating room culture, which has its unique qualities.

P30: I have noticed, actually, in the last couple of years, that that has
been decreasing a bit. And I think there’s an older generation of
surgeon who’s sort of like moving out. As the younger generation of
surgeon/doctor comes in, they’re actually more conscious of how
offensive some of this can be. Even in the last three years I would say
I’ve noticed a change; a shift away from that chauvinistic, joking, snide
references and things like that.
I30: Why did you specifically mention surgeons in that context?
P30: I think in my experience previously, it’s predominantly from a
surgical team, a medical team. Not so much nurses in the operating
room. Nurses in the operating room tend to be a lot quieter or are
focused on their job… If the nurses were to take part in that sort of put
down or phobic humour, or whatever – offensive humour – that would
tend to be more in the tea room, or afterwards cleaning up.
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Likewise, gay and lesbian doctors and nurses may find it very difficult to be out, and thus to be
positive role models within the system for modelling appropriately open-minded attitudes
toward difference. From a sociological perspective, a successful gay doctor in a mainstream
health service is an interesting individual because he will likely internalise very well the core
values of the system in order to survive the inherent homophobia of the system and maintain a
positive career path. Thus he will likely choose to not disclose his sexuality in the workplace. He
will likely ‘blend’ with heterosexuals and will not appear ‘gay’ in any stereotypical way. He will
keep strict boundaries between work relationships and his home life, should he live an active
gay lifestyle. And if he is relatively happy in this work life, he will likely have reconciled in some
manner the central conflicts between what are essentially homophobic mainstream values
versus his living a self-acceptance of his private gay identity. In a sense, the social system
impresses on minority people constantly the need to internalise the dominant values which
maintain the functioning of the system. These factors are evident in the following quote.

I31: What has been your experiences as a gay doctor in a large
Northern Sydney hospital?
P31: Generally at work it doesn’t impact too much… because I
generally don’t tell people and people don’t assume that I am. It’s
never really impacted too much on my general day-to-day work life. I
prefer to keep my private life private and generally don’t sort of get
onto that sort of topic with my workmates.
I31: Why is that the case?
P31: I guess because I sort of think, it’s not really any of their business.
And I generally tend not to socialise with my workmates. The people I
socialise with, it’s important for them to know about my sexuality. But for
the people I don’t socialise with, it’s really irrelevant in their day-to-day
workings with me. And I guess I prefer not to be judged by my sexuality.

The gay doctor goes on to express reasons why he remains in the closet at work in a public
hospital setting. We take note that his use of the word ‘conservative’ appears to be a code word
that masks the prejudice in the culture of public healthcare towards gay and lesbian people.

I31: Do you feel you could be judged by your sexuality?
P31: Yeah, I guess I could, certainly. I certainly could be. And I think
probably the medical field probably can be quite conservative. I sort of
don’t want to be judged in any way.
I31: Even though earlier you said that the young doctors coming
through who get advanced are the ones who fit the mould with the
senior doctors. How do you think you would have been able to
advance yourself?
P31: I think I probably would have had to keep my sexuality aside from
my work. I think it would have been within my interest to not disclose
my sexuality, had I chosen to go there, in the direction of surgery or
orthopaedics, or... I think it would have been very difficult to do that.

Not only is the prejudice towards minority people persistent and directed toward individuals
and their behaviour in everyday roles in healthcare departments, it is also clearly perceived to
have direct and powerful impact on the career path of minority people who might aspire to be
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doctors. Minority people are effectively marginalised out of leadership roles in the medical
professions. Another doctor had this to say,

P36: There’s a handful of people who know that I am gay, but I’m not
out to everybody. I’m not out to all the doctors for example. And I’ve
never been open with my sexuality with any of the patients, ever. And I
won’t ever do that, I don’t think. I’ve got a few case management clients
that are delusional about homosexuals. And I don’t think it would be for
me wise in any way… because you get caught up in their delusions. So I
think it would be very inappropriate for me, personally and
professionally… And it’s tricky sometimes. They might say, ‘Have you
got a family? Are you married?’ and those sort of things. And so I
answer as truthfully as I can without actually saying, ‘I’m a lesbian’. So
then they say, ‘Have you got a boyfriend?’ and I’ll say, ‘Yes, I have a
partner’. Things like that. But there is a handful of staff that know and I
think that’s sort of on the grapevine; others have found out on the team.  

These attitudes appear to be very strong across the sector in NSCCH.

P37: I actually had a friend that worked here in an allied health
discipline and she had actually said to me, ‘It’s not quite like where
you were working before. Don’t do it’ [come out]. So you come from
being really open and honest, and everything about yourself, to
suddenly not being able to talk.

When minority people take up positions in NSCCH, they are required like all staff to give
personal information regarding their ‘next of kin’ on employment forms. However, these
typical procedures can cause a great deal of discomfort for minority people, and provide a
circumstance where the prejudices of the system impact on personal wellbeing.

P37: …if work needed to contact my emergency contact or next of
kin… when I first started working here, you put all your application
details, I think at the time I put my dad on as my emergency contact...
my dad’s not going to be of any help to me where he is at the
moment, and I wouldn’t want him to be contacted; I’d want my partner
to be contacted, who knows that I’ve got this injury and could
potentially pick me up from work, for example… I found [that] a bit
challenging from the very beginning because… when you’re making a
decision of if you are going to come out at work or not, and then
secondly that now you’ve got to put down an emergency contact or
next of kin in a situation. 

These factors are further complicated by the nature of family relationships, particularly if the
gay or lesbian partner is not accepted by the partner’s family members.

P37: And I guess in my situation at the time as well, my parents and
partner were poles apart. So should something have happened she
wouldn’t have known about it. If I didn’t change it, if it happened now,
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things have improved so there’s some communication between the
two. But that’s something that, yeah. And I wondered when I did that
at the time if anyone else sort of had had that quandary. You probably
see quite a few people putting other relatives down like sisters or
other siblings.

Policy and procedures are seen as a means to hold staff accountable for their behavior.  The
next participant is a manager who recognises that polices may not change attitudes but can be
a tool to enforce certain behaviours.

I 28: So I took it as a key role of mine (manager) to make sure that he
recognised his responsibility professionally in relationship to this,
even though I couldn’t do anything about his personal beliefs…I think
in the system of things, in the system of healthcare, what we can do is
make people professionally accountable for their behaviour. And put, I
guess, expectations or policies, like the sexual diversity policy that’s
now there in Northern Sydney.  To implement that means making
people change the way they behave within the work environment and
being accountable….I don’t know that I could personally chip away at
those attitudes, but I can certainly make things more accountable in
the workplace around that stuff.
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Conclusion
In this chapter we have seen clear examples of how discrimination and
homophobia directly impact on quality of care. The implications of these
issues are widespread, and involve possible compromises to clinical care.
For example, by not gathering necessary information medical care can be
derailed and patients placed in physical danger. As people’s awareness of
these issues increases, there will likely be higher numbers of complaints,
which will likely result in expensive litigation cases for the healthcare
service. The consistent resistence to accomodating diversity in the system
suggests that not only does systemic homophobia exist, but that the
prevalence of homophobia and other forms of discrimination is higher

than is perceived at this time. Add to this picture the great need for staff to be supported in
formal means of debriefing and in supervision, and we witness a healthcare system that
appears to be in relatively constant crisis management. It is incombent on the system, and on
the Australian government, to support healthcare workers to gain access to quality education,
supervision, and professional training that addresses these needs for the benefit of staff and
the public.

Implications for Practice
• Implement a Patient Focus Initiative – privacy and respect for LGBT consumers,

including relationship status and rights within physical environments and
electronic/paper systems.

• Enhance (or develop) health care orientation programs to incorporate issues related to
(gender and sexuality) discrimination, principles of non-discrimination, patient privacy
rights, confidentiality and staff rights and empowerment. 

• Ensure all care protocols include ‘valuing diversity’ in their wording.
• Ensure all future NSCCH staff job descriptions to include valuing diversity or

professional conduct principles – linked to bullying and harassment.
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Administrative harassment
According to participants, the North Shore has an interesting reputation for being culturally
narrow. A recurring theme was a sense that the area north of the bridge was not as hospitable
to marginalised populations and people with stigmatised conditions as other parts of Sydney.
Rightly or wrongly this bias plays out in perceptions of health care delivery and in the case of
patient satisfaction and trust, perceptions can be crucial. As noted in the previous section, bias
often plays out through absent discourses and lack of acknowledgement and this appears to
underwrite perceptions that the north shore is less user-friendly to some members of
marginalised groups. The paradox here is that no active prejudice is required for a service to
be perceived to be cold and unwelcoming and to undermine confidence in the system. A
simple lack of affirming images and role models for gender and sexual difference is sufficient
to instil a sense of alienation in minority patients. A material illustration of how the
perceptions of acceptance and prejudice can be played out is in the accounts of the ‘poster
politics’ in the health service. Data was collected that illustrates how disputes about the
positioning of posters, the absence of diverse and affirming images and gaps in programs and
literature all add to the perception that prejudice lies just below the surface. In the health
system in particular, where welfare is put in the hands of others and trust is essential,
perceptions about personal safety is deeply influential on patient wellbeing. This data is best
understood when taken in the context that seemingly ‘trivial’ bias can be severely
undermining when it is frequently and repeatedly experienced, as often appears to be the
case. At the other extreme, the reluctance of victims of homophobic violence to deal with
emergency departments and authorities such as the police because of the (sometimes
realistic) fear of being re-victimised is well documented.

The conservative North Shore
The North Shore feels more conservative and people are conscious of not looking too different.

P1: It’s pretty much more conservative than the rest of Sydney. And
I’m looking at HIV/sexual health issues as a gay man. At the beginning
of course, I could feel that some people were talking about me being
different. At that time, thankfully, I had black hair rather than blonde
hair. (laughs) So at least that sort of made it much easier. Anyway,
then they started talking about the way I dressed, the way I have my
clothes on. Then they started to develop a dress code. 

There is also a reverse snobbery related to the North Shore.

P3: Actually, there is definite prejudice in a lot of staffs’ perception of
the clients who attend a North Shore Sexual Health Clinic. They say,
jokingly, 'Oh there's no HIV on the North Shore'. But they have almost
a reverse snobbishness about anybody that lives on the North Shore,
which I find bizarre.



This is another indication of the stigma attached to same-gender sexual relationships, which is
a symptom of homophobia.

P3: How many of the females have become HIV positive that actually
go through this clinic. It's actually more common here than in any
other clinic I've worked.  Noticeably. But the number of females that
come through who are diagnosed, or have been diagnosed HIV
positive. I think by far the majority of instances the long-term partner
has been having sex with males unbeknown to the female.

Social pressures increase the likelihood of ghettoisation, as this is often related to attempts to
escape homophobia and related phenomena. If minority people can not find an accepting
social environment on the North Shore, some will be likely to move if they can, or seek out
healthcare services elsewhere.

P5: My partner, being female, identifies as lesbian, so it’s good to live
somewhere where there are other people that you can relate to and
feel safe to be yourself in your own area. Because you can have
anything from harassment to your life being endangered in some way
that you’re not accepted and you’re not among people who are of a
mind to be, at the very least, tolerant, if not accepting.

Expectations of class structure in the North Shore may also increase the likelihood of
prejudice in healthcare.

P5: People who are from a higher socio-economic bracket, I wouldn’t
expect that much overt hostility from. However, I wouldn’t be
surprised if there was some hostility that just wasn’t shown as
obviously or in a way that I could really so respond to appropriately. It
might be a little bit more insidious. On the North Shore I would not
expect to run into the same overt phobia and prejudice.

These factors play out strongly in health workers’ perceptions of reputation, as homophobia is
a key weapon in discreting people. Thus, the stigma attached to gendered differences makes it
all the more difficult to be open towards diversity. This culture makes healthcare a place
where heterosexist stereotypes of masculinity and opposition to homosexuality are easily
deployed without negative sanctions.

P33: She suggested coming out would have a deleterious effect on my
reputation, which I think is unreal. 
I: You mentioned reputation earlier.
P33: Reputation; it’s all about reputation.
I33: What do you think being seen as a gay or lesbian staff member
does to your reputation?
P33: Among nurses, not a lot. Among allied health, not a lot. Among
medical staff, dangerous territory. They are homophobic generally and
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invariably in my experience medical staff come from well-to-do,
upper/middle-class families from Catholic schools, Riverview boys,
blah, blah, blah.  And some of them, to be perfectly honest, I’d be
surprised if they knew what an orgasm was because they’re so tight.
And like, when I go back to St Vincents, no-one cared. Medical staff,
no-one gave a rat’s arse.
I33: You’re talking about medical staff on this side of the Bridge?
P33: Yeah, oh God yes. This is homophobia territory. This is like the bush.

Workplace contexts of harassment
Introduction and enforcement of dress codes to police difference was noted as an example of
how heteronormative values has been policied by administration.

P1: No! I used to wear t-shirts a bit high. What I’m wearing now is quite
conservative to me. They encouraged me not to wear jeans. I'm the only
male staff there. They are all nice to me but there are certain things that
they tried to introduce to make (me) more conservative in that sense. It
was done very subtly.  The Division had a new CEO and then it
underwent restructuring. They started bringing in all these things that
are not actually I mean, it hasn’t been in place before. The Managers
say, 'No, this is not anything about you individually, but it is about we
try to improve our performance and professionalism'. I don’t agree with
that, professionalism doesn’t come with your clothes.  It’s how you deal
with problems and issues, but anyway, that’s how it’s done… I told
them it was ridiculous and that I didn’t agree with the dress code.  I
asked them what ‘smart casual’ meant.  No-one can explain it.

When the clinician inquired about the meaning of the changes in policy, pressure was felt to
either conform or to leave the workplace.

P1: I said in the meeting that you could bring in professionalism but
professionalism doesn’t go along with clothes, with race, with
sexuality, colour of your skin, you introduce something just to start
that… I saw an advertisement and I went into the manager of the
division, the CEO saying that the project is coming to an end and I’m
looking for another job. Since then, she’s been hassling me.  Asking,
'How are your plans for another job?' It seems to me that actually she
is not willing to support this project at all, even though it is a joint
project, unfortunately with the old CEO, but I have a very strong feeling
from her that she wants me to finish quickly and get out of her place. 

Advocacy for LGBT patient rights is discredited by other staff and administration by depicting
the advocacy as 'stirring' and makes the advocate a 'suspect' of sexual difference and as
having a 'conflict of interest'.

I9: I’m wondering what the approach from management was towards
you; were you seen as someone who is raising a valid point that we
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must consider or were you seen as someone who is stirring the pot?
P9: I was stirring the pot. And I was challenged whether I was gay. I
said that that was irrelevant to the whole situation. Yeah, that I was an
activist... At the end of the day I had declared my sexuality to calm the
situation. I told them I was heterosexual so it’s not about my sexuality.
Yes, this idea that you would only go in and advocate for someone
because you identify with their sexuality is really not something that I
can even understand… there was one nurse who said, ‘What are you
trying to do, turn this whole place into a lesbian village?’ I think they
were trying to humiliate me in some way, really.
I9: With the idea of calling you, saying, ‘Oh she might be a dyke’ is in
some way
P9: Slagging me off. Yeah. I think it was a derogatory thing that they
would start saying to me to make me back off.

Harassment can occur without knowing anything about the victim. There were repeated
accounts of staff not receiving sufficient advocacy by senior staff; their complaints are
trivialized and handled in a dismissive manner. Out of context, each incident can be portrayed
as relatively minor. In the context of constant, sustained, repetitive incidents, the harassment
is revealed to be more insidious and serious.

P6: I think if there’s anything there, it’s subtle. There was a person
recently who made a harassment complaint – again I can’t use names
– but in the complaint he said, ‘So and so made disparaging
comments about my sexuality’.  The person who the complaint was
about, they’re allowed to nominate support people, so this person
nominated me as a support person, so I read the complaint and the
reply and I said, ‘Oh, is so and so gay?’ He said, ‘I don’t know, I’ve
never thought about it before. It may be because of AIDS’. This guy
was saying that he was being harassed and the person who he said
was harassing him had never actually thought about it – that was his
perception that he was being harassed. It wasn’t realistic.

Stigma comes in many guises, and recurring negative attitudes towards patients on the part of
medical staff is a systemic issue that needs to be addressed. On one hand the issues
suggested here open up a plethora of systemic and managerial issues that incorporate
approaches to gender and sexual difference. On the other hand, the latter can be increasingly
marginalised by a rhetoric that relies on defeatism - we can not do anything because the
issues are 'cultural' and are just too big. Homophobia and heterosexism can be further
minimised, increasing the danger for the service that issues of unprofessional conduct and
litigation may arise.

P6: I mean, all these stories about my schizophrenic patients who are
treated so badly by doctors in general and the world in general, because
people are frightened of them or they don’t take anything they say
seriously. I think that kind of stigma which is gross and life-threatening
makes me really angry. And then I see someone like this person who
said that he thought that the comments might have been belittling; to
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me that stigma is nothing in comparison, and then I see someone who
is reasonably high-functioning and I think that stigma is relatively minor.
It’s still there but it’s not life-threatening. I see a much larger degree of
stigma in relation to other minority status. I guess my point of view is, if
I’m going to try and crystalise it is, I’m aware of so many different types
of stigma but I just think that, in the greater scheme of things, that
stigma related to gender or sexuality isn’t huge here.  

Blaming clients appears a tendency that offsets the unprofessional conduct of staff.

P6: Most people try and be professional about people they don’t like,
but this guy was very hard to like ...

Administrative harassment occurs when someone is unpopular. Rather than be overtly
prejudiced, managers may take advantage of 'legitimate' administrative mechanisms.

P6: Again, I don’t think anyone would be unsophisticated enough to
say things about it, it would be more like, ‘Gee, do you think he’s up to
that task’. I don’t think anyone would be prepared, in our current
political climate with a current awareness of getting into trouble for
harassment and so on, and actually saying really derogatory language.
They can just be unpleasant to someone. When the hierarchy here
wants someone to leave for whatever reason, and it’s difficult to fire
them, then they’re just unpleasant to them constantly so they go.
That’s how they’re usually gotten rid of around here.  Some people
are harder to move than others. Here, if the powers-that-be wanted to
get rid of someone they didn’t like, they would do it by being
consistently unpleasant to them over a period of time; refusing them
the shifts that they wanted to work; criticising the way they manage
their patients. They would go on and on, and on until the person had
enough and went. Most people can not stand that [sort of treatment]
for more than about six months.

These tactics are deployed against LGBT staff.

P6: There was one gay guy who left under those circumstances. He
was just "un-pleasanted" out of the job. But there might have been
more to that story. I heard some gossip going around, I don’t know if
it’s true; that he’d taken some pills out of the clinic. But I don’t know if
that’s true. He’d been here for a long time. He was a really good
mental health worker. I really enjoyed working with him. He was very
clearly competent... I remember seeing a patient who was a gay
patient with him as the case manager and I thought that went really
well. He was a really excellent case manager for that person. He was a
young guy in a great deal of difficulty. That’s the trouble with gossip;
gossip flies and you never know, and people assume that it’s true. I’m
sure everyone thinks that it’s true, that he took some pills from the
clinic, but I don’t know if it’s true. I find it hard to believe. I was really
sad when he left and I know people had made his life really



unpleasant until he just gave up and went. A number of people have
done that.
I6: You can’t recollect any direct link to his being gay?
P6: No-one would say that. You’d never know.

Discrimination against staff is an ongoing concern, which needs to be addressed by clear managerial
guidelines along with extensive support of educational programs and supervision protocols.

P9: I’ve seen staff have an horrendous time; they’re absolutely
discriminated against. I have known of one nurse being called the
‘bush dyke lesbian bitch from hell’ to her face.
I9: From?
P9: Other staff. And her being totally demoralised in the workplace
because of her external appearance of being very butch. She was
labelled and really discriminated against, regardless of how hard she
worked or how nice she was, or whatever she did, she worked on a
ward where it was not accepted and not tolerated, and the aim was to
piss her off out of there as quick as they could.

The following staff member disclosed to her manager that she was a lesbian. The manager
‘outed’ her to a colleague and in the presence of other colleagues, and suggested her sexuality
was having a negative impact on the business of the department. The staff member was very
distressed by this lack of privacy and breach of confidentiality. She reported his behaviour to
HR who regarded his behaviour as harassment. The manager’s response to her approach to
HR was negative and seems to have further damaged the relationship. 

P23: Yes I had brought to his attention that it felt like harassment. And
certainly then after I went to HR I came to him and I said, ‘This has to
stop. This is sexual harassment. I’ve been to HR. If this happens again
you will be warned. Here’s the Sexual Harassment policy. There has
been breach of confidentiality. This needs to stop’. And from that time
on, he and I had a very cool and distant relationship. He was, I think,
quite shocked that he thought that he had not only breached
confidentiality, but that this was sexual harassment. He couldn’t see
it… he became very, very standoffish and very distant from me. And
didn’t share any information. So life became extraordinarily difficult
for me thereafter, and has been ever since.

The results of working under these conditions are quite difficult. Usually it is the minority staff
that bears the brunt of ill treatment, and who carriers work related stress and anxiety over
extensive periods of time. We can only assume that as staff become more aware of these
dynamics, and as they are more clearly delineated and documented, that more cases of
discrimination will come forward through HR complaints procedures and litigation.

P23: It’s been extraordinarily… Working alongside this dysfunctional
man has been the agony of this job and I have stayed here often
against my better judgment because I have enjoyed the work and I
have been able to do the work despite him.  It has been personally
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extremely damaging. What I’ve shared with you is just one example of
stuff that happened. In every aspect of our working together, it was
extremely difficult. There was very little communication… So I’ve had
to carry quite a heavy load. It was really difficult to know that I was
working with somebody who felt about me in the way that he did.
Who really had no respect for me in who I was or how I worked…
There was never any thanks, there was never any acknowledgment. If
anything ever came, it was just in the form of a barb or a criticism, or
what hadn’t been done, or what had been done poorly. And I think
that came because I had challenged him and because I had called him
to account.  I think he never forgave me for that. And I think I’ve kind
of worn that ever since... 

These conditions lead many minority staff to stay in the closet, because it is too dangerous to
come out. The North Shore appears to be a perfect environment for closet living.

I28: When I came to work in Northern Sydney, I felt like I’d come into a
white Anglo-Saxon, rigid environment. I found the adjustment a little
bit tricky… I guess for the first time in 10 years I had to question who I
was willing to release my identity to within the working environment,
until I got a little bit more comfortable. I’m fine now but it took me the
first couple of years to try and work out if I was talking to people
whether I could talk about my whole life and not just part of it. I
became a bit guarded about my sexuality... It was terrible because
you’re operating from a cornerstone of your life rather than from your
whole base, so that’s a really difficult place to operate from. I mean,
I’m not overt about my sexuality. I mean, my staff ask me about what I
did on the weekend and I talk about my partner, I talk about what we
do. I don’t put a lot of guards around that now like I used to.

The effects of homophobia can be extreme, and constitute a form of abuse, trauma, and thus
post traumatic stress.

I34: What do you think the impact of homophobia can be on a staff
member who doesn’t have a few years of wisdom behind them and
doesn’t have that experience of being out for a while and being
comfortable with their sexuality?
P34: I can remember.  I can remember.  It was awful…  I don’t think
that’s changed.  Terrified of ever using the personal pronoun.
Inventing boyfriends and desperately cottoning on to any reasonably
good-looking, plausible is a better word, plausible age-similar gay man
at work and saying, ‘Let’s meet up for the obligatory office parties’.  All
that awful closeted stuff in the ‘60s and the ‘70s.  I think it would be
awful.  I think it would occupy a huge amount of their own
psychological space.  They would be seeing everything from the point
of view of, the psychological equivalent of Harry Potter’s invisibility
cloak.  Always having to put a front and thinking of everything in those
terms.  And what do you do about the office parties?  How do I talk
about [my partner]?  I’m trying to remember what it was like.  Have a
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set patter about, you know, what did I say my boyfriend’s name was?  

As we transit towards new standards and expectations around these issues, part of the current
difficulty relates to how many people perceive that the situation has improved so much, which
makes it even more difficult for people to acknowledge and confront experiences of
homophobia. Many participants who felt that the culture of work and society has improved
were people who had lived through many difficult previous years, but who had succeeded in
making the transition to living a healthy life and career in an unhealthy social environment. Is
this a case of the individual’s perceptions changing, or a case that society and workplace
culture has changed? We suspect both are at play, but we are also aware of the extent of
issues that have arisen from this research. These problems and concerns indicate that we
have not yet begun to adequately address issues of diversity in the workplace.

P34: There’s probably now, particularly again, and I can’t speak
(inaudible) in the Child and Family area, there’s more recognition that
you wait for people to tell you things about their personal life.  And
you respect privacy.  You don’t say, ‘Did you have a nice weekend?’
‘Yes,’ if they want to tell you.  Not, ‘Who did you go with and where?’
and, ‘Are you married?’  I never heard anyone ask that question to
anyone.  ‘Are you married?’  I think there’s a certain educated
sensitivity about people.  But I bet it’s not always like that.

The language associated with homophobia here is about liberation from oppression, freedom
versus imprisonment, self-expression rather than living in constant fear and anxiety. We are
talking about lifting a weight of enormous proportions off the back of minority people by
opening up how all people think and behave towards sexuality and gender identity. These
changes are not only for minority people, but constitute huge advances in Western civilisation
that involve greater understanding, tolerance, and acceptance.

I34: What is the impact on you as a professional to not have to play
the pronoun game, for instance?
P34: It’s utterly liberating.  Utterly liberating.  It means that, you know I
sometimes get asked to do talks or give workshops, and I’ve got a
family address that I’m giving in about eight weeks time down in
Wollongong.  And I know that if I need to, I can say whatever I want to
say, as long as it is relevant, and the people who are asking me to go
know who I am, know that I’m out, and I’m not going to get a hostile
response.  They’re not going to set me up for some kind of an
ambush.  It’s utterly liberating.  I can come into work and when they
say, ‘What did you do on the weekend?’ I say, ‘We baby sat the
grandchildren because our son is moving with his wife to the new
home.  A tough granny job; we had these two gorgeous boys that we
had to look after on the weekend’.  And people laugh and say, ‘Poor
bugger, what a terrible life you’ve got,’ and I say, ‘Yeah, yeah’.  We
fight over who they take after and all this kind of stuff.  It’s freer.  I can



be me.  I don’t have to hide.

Stereotyping, conformity and non-conformity
Stereotyping is one of the central mechanisms of homophobia, and is actively deployed in the
health service by both staff and clients.

P3: I think one of the main ways is the assumption that every gay male
has sex totally indiscriminately all the time. You can actually say to
people, ‘There are people out there in the suburbs in long-term
relationships that don’t have other partners, haven’t for years,’ and
they say, ‘Oh really?’. Or, that all gay people present as the Mardi Gras
parade.
I3: Do you think there is still the assumption that the stereotypical gay
man should be a hairdresser?
P3: Yes. Or they're going to mince or flap their wrists. Or they speak in
such a way that you’d never pick them to be gay.
I3: Okay, let’s take the two extremes. Do you pick up any comments or
attitudes from other staff when a very stereotypical, flamboyant gay
man walks in?
P3: Yes.  ‘A real queen’ or ‘I wish he’d tame it down a bit’ or ‘Why
does he have to be that overt?’
I3:... How about we look at the other extreme where you get someone
who comes in and he looks like he plays rugby on the weekend, and
he’s an electrician  and he's pulled up in a ute?
P3: There’s a few of those around here. If a comment’s made it will
usually be, ‘Gee I didn’t think he'd be gay’. Usually like that, so again, I
guess, it’s the stereotypes, or opposite that is bringing the issues to
the forefront.

Homophobic stereotyping is most often linked to gender expression, as in the examples above
regarding expressions of masculinity. Stereotyping deploys other categories like race,
professional status, and relationship status, to build an image or perception of who a person is
assumed to be.

I2: You spoke about the wedding ring before. This is asking, perhaps,
to speculate a little, but do you think that people were asking you
about that because they weren’t sure if you were gay or straight?
P2: The assumption is I’m straight. The assumption is I’m straight
because I’m  Chinese. Chinese men are not gay. They assume I’m a
doctor every time I go in even though I’m wearing a nurse’s uniform.
They will address me as a doctor. Because you’re Caucasian. For me,
there is an intimate relationship between cultural perceptions and
homophobia. There is a certain inter-link… Because I do have very
little patience for people who are very effeminate, wafting hands, etc,
etc, and very girly in their talk. I’ve often asked myself why, and I’ve
not got an answer. I’m also quite aware that I can react to very
stereotypical images of Asian gay men. They’re invariably seen as
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submissive, they’re invariably seen as camp and effeminate. And
maybe that’s why I’m fighting against homophobia. I fight against
stereotypical images; a refusal to be compartmentalised or categorised
because I’m Asian and I’m gay. 

LGBT people make many assumptions and deploy stereotypes as well.

P6: Sometimes I make assumptions – I assume that someone’s gay
just because they’ve got a flamboyant manner or something like that,
and then I find out that he’s going out with someone and I think, ‘Oh,
oh well I was wrong’.  

Homophobic stereotypes deployed in healthcare impact on job opportunities for LGBT professionals.

P4: It’s not unacceptable to be a relatively open lesbian nurse. It’s not
wildly unacceptable. That’s inside the ball-park. It’s not wildly
unacceptable to be a gay-identified male social worker. There’s some
stereotypical stuff there... You would really struggle, for instance, the
medical staff – very closeted, always are, always have been. In every
hospital I’ve been in, there are certainly gay members of the medical
profession. Anything that might be identified as a weakness, anything
that might prevent you from becoming a registrar, is going to be
hidden. It’s as simple as that. The atmosphere is somewhat different in
Sexual Health. Not quite so heated. Not quite so competitive. But
you’ve got some of that...

Citing a specific example of how these stereotypes play out, heteronormative perceptions and
values set the scene in healthcare for career progression, professional identity, and the many
pressures involved in performance.

P4: [name] is a nice kid who really wants that job and says it quite
clearly that he really wants to be a staff specialist. That means that he’ll
have to work out what are his assets and what are his liabilities, and I
think he’s decided that sexuality is a liability. And so he then, that limits
the way in which he is going to interact with these guys socially. That
limits the way that’s done. What’s acceptable here is to say, ‘I don’t
have any personal life’. I was saying to [name] a few minutes ago when
we did rounds this morning, there was a young Asian doctor who has
come over as a resident, and he turned up in jeans and a polo shirt.
Now he won’t last here like that. He won’t last like that. He will either
get into the system here, where people dress like this or they dress like
that and see things in that way or he’ll go. That’s really not a reflection
on his ability as a clinician. It’s just, that’s how it is. So homophobia, as
an experience in this hospital… there’s an expectation that there are
stereotypes, so therefore homosexual people behave like this, or like
that, and lesbians are like this or like that.

Stereotypes and the apparent paradox of highlighting issues and concerns can actually feed or
encourage stereotypes. However, if issues are raised in such a way that people can gain



knowledge, learn and have new awareness, and gain sensitivity it appears that stereotypes
can be deconstructed and more flexible and mature attitudes can emerge.

P9: I think the way we identify and label. I don’t believe in putting
everyone in a box because of a label that society has put on them. In
the workplace, I don’t think there is an issue for it at all. It shouldn’t be
an issue. I acknowledge that it is and I acknowledge that people really
do have a hard time. I have trouble coming to grasps with whether it
is because we are making a big deal of it or because there are really
major discriminations happening. I grapple with that. I sometimes see
the more we identify a person and highlight their differences, we
alienate them even more.

Stereotypes defy diversity
Stereotypes can not survive when diversity thrives. The two do not go easily hand in hand.
Add to this realisation that LGBT people occupy multiple subject positions, staff, professionals,
clients. Diversity is everywhere. Difference is here to stay. The illogical notions that
stereotypes encourage are based in prejudicial nonsense, and of all social institutions,
healthcare is one of the best organisations to confront narrow minded attitudes which has
been the mainstay of medicine since the enlightenment. But where limiting attitudes remain,
labelling tends to be used as a technique of abrogating responsibility. This appears to be a
common behaviour when addressing issues of homophobia.

P10: I’m certainly aware in meetings of feeling like sometimes I don’t
talk the right language. And the right language is usually
pathologising language, so labelling people – ‘are they this’ and ‘are
they that’ so that’s the language. When you come up against a more
simplified language that likes to generalise and likes to categorise, and
likes to do all of that, that voice is a lot easier to talk, and it’s a lot
more efficient to talk. Supervision often has been helpful. There’s time.
I guess that’s it. There’s time for the complexities. But everybody was
desperate to label him in some way, or desperate to do something…
Okay, what’s the kind of language that gets used as pathologising
language and what are some of the ways that gets used against, used
about people from those sections or those groups?  Probably just the
usual mental health labels that you’ll find in the DSM. I guess like,
‘he’s really depressed, he's really anxious, he’s OCD, she’s really
borderline personality disordered’ So those sorts of things where once
you’ve said that, that covers all else. They’re personality disordered so
you can’t do anything about them, don’t waste your time. Or they
need some antidepressants or,  So there’s that sort of labelling that
happens. Sometimes people have read some latest (pop-psychology
book) 'They're co-dependent' – the self-help language, ‘They’re very
co-ey, aren't they? They're very co-dependent, we’ve got to try and get
them apart’  

In teams where diversity is present, the experience challenges workers to grow.

How We Manage Sexual and Gender Diversity in the Public Health System     |       127



P6: I think in a team like that where peoples’ idea of normal is very
stretched, things are a little different.

These environments open up new spaces for people who are different to feel comfortable to
be themselves. Self identification is often readily available and GBLTI people can occupy more
than one subject position. In this case, a community support worker.

P5: I identify as transsexual, so that would be male to female. I was
transitioned about three and a half years ago and, of course, live full-
time in the female role. I work as a social support worker... 

But because the culture of North Shore is not consistent, nonconforming identities can
experience many obstacles.

P10: I would see that there’s just another sense of not fitting in the
main way of being, and how people have come to a sense of feeling
OK in and of themselves there’s just a few more obstacles and some
people negotiate that quite easily, yet for other people they get pretty
stuck, another thing that makes life difficult...  and undisclosed
difference is seen as a hassle rather than as a value.  

Labelling and avoiding responsibility
Unprofessional ways that professionals manage their own ignorance of diversity is expressed
in other forms of labelling.

P10: But once you just say, ‘This person is delusional’, you no longer
need to pay any attention, even if they are full-on delusions, and I
think a little bit of both, you no longer need to pay any attention to
them and engage, so it’s easy to then go, ‘Well it’s not our fault that
he’s not taking the medications, it’s his fault if he’s delusional, and
there’s nothing we can do about it’. 

By not taking responsibility for issues of lacking knowledge and feeling challenged, the nurse
or doctor can step away from client’s concerns, and go on with their own interests. When
these behaviours are applied to clinical areas that are discomforting, the outcomes can be
quite compromising.

P10: I think those comments do create a certain culture… when I’ve
got things in my head that people have said about this person that are
a pathologising or just making fun of that person, those things will
pop up in my head and will change, will invite slightly more
controlling type practices, I think. 

As a clinician who battled with stereotyping comments personally, and who was aware of
countering these behaviours in co-workers, the affect of prejudicial comments on patient care
was felt to be strong. At a personal level, these attitudes created greater critical attitudes and
less tolerance for patient’s circumstances.
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P10: I feel like I want to tell them what to do and tell them not to do
things which, in the end I see as disrespectful because you’re not
trying to understand the world how they’re dealing with it, and
collaborating with them…

Prejudice and the deployment of stereotypes can manifest as indifferent and callous behaviour.

P10: I definitely sometimes see signs of my colleagues not being
interested in patients... An impatience with people. It’s almost a ‘shut
the door, I don’t want to see anybody else’ kind of attitude that I see in
nurses and doctors that comes up reasonably often... Because if
they’re part of a minority group, any time they see that, they’re usual
first assumption is, ‘They’re doing this, they don’t like me because I’m
gay’. And that might not even be the case. That might not be the issue
in the doctor’s mind, but because there is that sort of loss of interest in
people in general, they may transmit that message.
I10: That professional will allow themselves to get into that rut and
treat the individual in such a way that that individual will interpret that
as discrimination?
P10: It’s not that they’re really anxious being there because, for a
whole pile of reasons, they're a screaming queen, so it’s easy once
you put that word on it then it’s easy to not be interested in why this
person’s really anxious and how can we make this person feel less
anxious, and how can we work with that person.  

Prejudice can manifest as an officious and callous clinical approach.

P2: He was worried about his boyfriend who had basically left him and
indicated that he’s been exposed, potentially, to somebody with HIV
and therefore might have passed it on to him.  But as he spoke, he
was far more upset about the breaking up than anything else... Two
minutes into it, my colleague said to me, ‘It might be a good idea to
go through the form’. I was kind of pretty offended by that. On a
professional level, I was thinking several things (1) ‘if you don’t allow
me to handle this on my own terms and find my own way around’, (2)
‘Why do we just need to go through the form in such a rigid manner?’
The client was quite effeminate. I came out wondering, to talk to her
about it, came out wondering whether is it because of a lack of
understanding from a cultural point of view that we can be quite
reticent as Asians but when we get going we really get going. (3) Is it
because he’s an Indonesian gay man; this combination, and therefore
English not being his first language, he struggles with a language and
repeats himself three times in the minute, and that has got you
impatient? I don’t know where I’m going with this now. This kind of
explains the question, what really stood out for me that could really
differentiate whether this is half homophobia mixed in with an
inability to engage culturally or what.
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Poor clinical skills can easily be excused by practitioners under many guises. These may relate
to feeling time-pressured, impatient, aware of other clinical demands, feeling under scrutiny
by line managers, or feeling out of one’s depth. Prejudice can also be promoted by and
intensified by people claiming to be religious. In some circumstances, religion has been used
as a means to mitigate professional ethical responsibility where issues of difference challenge
core religious beliefs.

P5: We have a lot of Christian Fundamentalists and the like saying that
we’re sick, twisted, evil, whatever, living in sin – put on any label that
you want on it.  It’s that kind of labelling that sends a message to
people that it’s okay to discriminate, harass, you know, give us a really
hard time, deny us the same rights as everybody else, regard us as
second-class citizens and so on.

In all of these cases, we see that labelling of many types constitute ways of avoiding
responsibility while rationalising poor clinical skills. These factors combined with gender-
based homophobia deploys powerful stereotypes as systemic tools of discrimination. In other
words, a critical social analysis of the factors involved suggests that the health system appears
to unwittingly sanction homophobic behaviours. For instance, one participant noticed over
time that case conferences centre around the victimisation and predatory stereotypes that
arise in a male-male bonding, but that these labels are never used when discussing
heterosexual configurations.

P17: It was bad.  Like they were talking about two consumers, and that
there was a relationship going on. Two male consumers, and that this
was somehow bad.  I don’t know the circumstances of this but it was
almost put in a predatory sense.  Like, it’s a vulnerable person and
they think this other person’s taking advantage of them.  But I’ve never
heard that brought up in heterosexual sort of things.  And I thought
that they’re sort of applying a different standard here because it was
two males.

Stereotypes are used in many ways to discredit patients and staff members. It is interesting to
note that a kind of demeaning attitude toward femininity underlies much of homophobic
constructs.

P17: Another specific example I remember was at a staff meeting, a
so-called ‘clinical review’ meeting.  One of the psychiatrists was there
and he had rather a sort of camp manner.  And one of the registered
nurses was sort of disparagingly referring to him.  I’ve forgotten what
his first name was but he was going, ‘Oh, you mean so-and-so boy,’
[imitating camp voice].  It was quite offensive.  This closet case, this
closeted staff member sort of came to this person’s defence but … it
didn’t raise the hackels of anybody else.  So it’s sort of accepted…

The sense of stereotypes extends to the obvious acceptance of heterosexual norms in
relationships, such as the practice of having baby pictures and photos of spouses at people’s
work stations. There is nothing wrong with such practices. However, when the workplace
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combines these norms with homophobic attitudes, both minority staff and heterosexual staff
who are aware of the issues can feel quite isolated.

P17: Well it made me feel very much apart from the others.  It was a
very heterosexist environment...  It wasn’t a neutral environment.  I
don’t think there’s anything wrong with having a family friendly
environment, but it was almost like with some work stations [you
have] children’s finger paintings and photos, and … Peoples’ fertility,
having babies, offspring wandering in and … that’s fine but it was … a
large part of some peoples’ conversations.  In the workplace.

So many stereotypes may go unvoiced, perhaps also unnoticed by the dominant culture, and
may be ‘innocent’ components of the culture at the basic level, but underlie the construction
of heterosexual (and heterosexist) norms in the workplace because they are combined with
problematic (homophobic) attitudes towards gender, sexuality, and other prejudicial
approaches to diversity.

P17: But this is in work time and this is like staff sitting around, not
just in a social environment; I’m talking about in a so-called ‘work
meeting’.
I17: And if you would talk about a male partner, or whatever you
would get silence?  Or what would happen?
P17: I wouldn’t venture that sort of information and I know this person
who wasn’t out who has a partner, would never mention anything.  So
to me that indicated that that person didn’t feel it was a safe
environment to do that.  Do you know what I mean?  That is the
outcome of that sort of environment.

Homophobia and leadership
Many participants highlighted the perception that if good leadership was evident on issues of
diversity, the practices and culture of the health service would be different.

P39: I think it’s just an issue of leadership.  It’s like the same issues of
HIV; I still recall a resident who disappeared while we were  in the
room, and he came in wearing a space suit.  By me sitting on the bed
and touching the guy, and doing a normal examination, the resident
was flabbergasted but didn’t dress up in a space suit again.  And I
think a lot of attitudinal stuff is done by leadership.  And if you don’t
discriminate, others don’t.  On that issue, the anti-gay stuff, all the
locker room stuff, and laughing at people, doesn’t happen while I’m
around.  So I don’t know whether that goes on.  It certainly went on at
school.  It certainly went on in the ‘50s and ‘60s in university but I’m
not exposed to that now.

However, the person above reported being quite isolated in his role, both due to his
management position and also his views on discrimination. Part of the problem of poor
leadership around these issues relates to how issues of gender difference and homophobia
are constantly overlooked, and are not considered a worthy component of managerial
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awareness and quality assurance protocols.

I14: When you’re looking at areas of quality management in a
hospital… do sexuality and gender identity come into this work?
P14: I suppose the very first… answer would be ‘no’.  You know, it’s
irrelevant.  Do you know what I mean?  Looking at quality and safety,
gender becomes irrelevant, like whether you’re male, female or
whatever, right?  However… where it can be relevant, is if part of my
role was to ensure the well-being of the staff and patients, and to
ensure that care is the best it can be, then that would mean the way
patients are treated.  So then this is where the work became relevant.  

As a staff member who has worked in many sectors of healthcare, and who had moved into
managerial concerns for quality improvements related to issues of difference, this participant
had become cynical about how quality pays lip service but on the ground discrimination goes
on unchecked.

P14: To be honest I’m a bit cynical about it, I think it’s just propaganda.
You know it’s like we don’t have quality...  we said improving care
means ensuring patients are treated in the best possible way, and we
know that this is an area where patients aren’t treated in the best
possible way, so let’s try and promote improvement.

When promoting quality improvements in these areas, the manager received a high
degree of opposition.

P14: A lot of them are nurses.  Most of them.  Not that I have anything
against nurses.  But it’s just a very different mindset… to them, the
world of quality and safety is much narrower and much smaller than
what I saw it as.  To them, quality and safety means… the acute
environment and minimising harm… reducing falls in hospital.  Or, if
there are blood problems, reducing the amount of people we kill just
with adverse events.  

This opposition was perceived as part of an underlying attitude among nursing staff.

P14: They will say is of course they care about peoples’ well-being and
of course they want the experience to be positive and blah, blah, blah.
But in all honesty, when you come down to it I don’t think they do.
They care that the errors aren’t made… and that’s fantastic, and that’s
what they’re employed for, but they don’t give a shit if someone’s
partner’s left outside because they’re not a wife or … you know what I
mean?  I’m being cruel, but that’s been my experience.  

Issues of good leadership relate to the need for continued workplace and professional
education. The next quote discusses education around the transmission of HIV.

P39: And it’s also leadership.  How it is acquired, it doesn’t matter.
You’ve got it.  The form’s gay, homosexual, heterosexual, bisexual.



My leadership is, that doesn’t matter.  They got it from sex.  It doesn’t
matter what sort of sex they have.

Being out in a senior management position holds certain challenges and opportunties.

P40: I would like to think that being out in a senior position provides
something of a role model and a support person for people in other
positions.  I do have a reputation in my Department that I will stick up
for what’s right.  And I will support people and I’m fair.  And I don’t take
shit.  So I think people would know that about me. The other interesting
thing is that I’ve had FACS [Family and Community Services] leave on
several occasions… It does cover gay relationships and it covers, how is
it put? ‘familial relationships’, or something like that.  

Offering clear leadership on issues of diversity appears to involve having strong boundaries
for right and wrong behaviours, being fair, not being influenced by abusive or manipulative
behaviour, being aware of the provisions of the system, and leading by example while fairly
using the system’s provisions for the benefit of self and others.

P40: So if my ‘partner’ was my ‘flat mate’, I could not have taken it for her
as well… I keep saying, ‘If there isn’t a box for me, then I actually don’t
exist in this database,’ people go, ‘God, I hadn’t thought of it like that’.

Being assertive, stating what your needs are, and playing an advocacy role also appear to be
parts of good leadership.

P40: I think the other thing is that when you get into a senior position,
you can make a noise about stuff. But you can’t as a junior person.
The only reason I can argue that case is because I’m designing the
code set for the database.  If I was a Grade 1 social worker I wouldn’t
be doing that.  If there was a group of heterosexual people sitting
around we wouldn’t probably argue the philosophy of should we have
a same-sex box [on a form]…  So I think you’ve got to use your
position to the advantage of that group.

Legal precidents inform how managers operate on issues of sexual and gender diversity. The
inconsistencies in these areas in Australian state and national levels does not assist the
process of improving service provision. However, we are also aware of the strength of existing
anti-discrimination policies in the health service. There are very strong indications that issues
of diversity in the workplace are coming front and centre on managerial agendas.

P33: We don’t apply the same principles that the civil law applies so
homophobia is just going to stay there.  It’s never going to be fixed.
And managers don’t deal with it strongly enough.  It’s like a slap on
the wrist.  Don’t do it again.  Well I think it should be treated as
seriously as sexual abuse, sexual harassment.  It should be a
dismissible offence.  If someone commits an act of homophobia, calls
someone a name which upsets them, ‘You fat dyke,’ or that sort of
stuff and it upsets that person, well that’s a disciplinary matter.  But it
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never gets that far.

Greater openness to diversity in the workplace can promote an enormous range of positive
behaviours, reduce staff anxieties, and mitigate the increasing pressures placed upon public
health care systems. There are obvious managerial benefits to encouraging diversity support
measures, not the least of which is decreasing the likelihood of legal proceedings.

P31: I guess it depends on the kind of relationships you have at work.
And I guess in the past in my jobs in medicine have been quite short-
term, so you sort of swap around after three months or whatever.  You
don’t get a chance to really know people, and maybe don’t open up
about yourself necessarily because you know you’ll be moving on
soon.  But my current job, I’m obviously here for a year and I feel like I
can say anything because it’s an open kind of place. So they’ll know.
They’ll know about my sexuality.

Friendly workplace environments reduce stress and anxiety, mitigate work related stress by
building support systems, increase productivity, and likely increases the quality of clinical care.

P31: I think it’s good because it makes it more enjoyable.  You can
open yourself up a bit more and get to know people and have friends
at work a bit more, probably.  Whereas, if you’re not quite, if you don’t
really want to say anything, you sort of close off a little bit.  So it
makes it a lot more enjoyable for me to sort of disclose that.

As people become more aware of the inappropriate nature of homophobia in the workplace, it
is likely that less tolerance will exist for these behaviours. It is also likely that minority people
will become less willing to diminish issues of prejudice, and instead of internalising these
pressures the health system may find people expressing more openly their concerns. For
obvious reasons, managers need to assess each situation and act appropriately to the details
of the case. However, the number of cases that can be excused or deleted from disciplinary
action may decrease considerably as new education, awareness, and sensitivity to these
issues is forthcoming. 

P33: Again, I’m in a position of authority so it doesn’t matter.  It would
be different if I was not. It upsets you.  It’s terrible.  Well it happened
when I was younger.  It’s sickening actually… it’s like if you’re
overweight and someone calls you ‘fatty’.  You don’t like it.  It’s awful.
It’s nasty and it’s vicious, and it’s not necessary. 

How we approach discrimination in the workplace has a lot to do with personal maturity.

P33: So I’m sure people when they’re younger, and it’s a lot about
personal maturity too, I tell you, because you still could be in a
position of authority and be young, and not have the years of life and
be affected by staff.  It’s only when you get a bit older and you think,
‘Fuck that, it’s just irrelevant.  I’ll concentrate on the things that are
important’.  No, not are important, but things that affect my life.  But
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when you’re younger they affect your life more because you are in a
position of less power, you’ve got less experience to draw on, and
you’re still searching for your own identity.  I think it would be awful.
And I certainly wouldn’t tolerate it from my staff if they were directing
a comment at a younger person.

This manager had a sense of boundaries between what could be excused and what required
action, one of the defining characterists noted here is the status of the individual concerned.
While this is a very nobel sentiment, standard practice does not appear to consistently support
affirmative action for younger staff who are at the bottom of the power rank.

P33: Well I’m a senior manager now.  I guess in my current
organisation I am out, so as a senior manager you’re relatively, I
guess, untouchable in some respects, for want of a better term.
People can’t get you, they can’t vilify you or anything like that because
you are in a position of authority.

When a manager or higher ranking staff member is comfortable with being out in the
workplace, experiences of discrimination tend to decrease over time.

P34: Not too many directly to me because in my area that’s Child
Psychology and in Family Therapy specifically I’ve got a reputation of
being quite out and being quite open.  Not confronting.  I suppose
some people can see me as confronting.  I wouldn’t call myself an
activist but I certainly don’t shy away from talking about sexual politics
when it’s relevant in my work.  I don’t use my work as my, to push my
own barrow, but I certainly don’t shy away from those issues if they
come up.  So I suppose to some extent people who know me, either
personally or by reputation, will be less inclined to come out of the
closet about their own homophobia.

In the current climate there are closets of homophobia, as well as closets where LGBT people
may hide their identities. These comments suggest that there has been a sea change in
healthcare, but that prejudice has now become covert and is more hidden. The next quote is
from an out gay physician.

P39: My sexuality, it’s not an issue now… People [from work] come to
my house and we have drinks...  It’s all sort of open and not a
problem.  I think there are a number of out gay [health workers] here
and I think this hospital is extraordinarily accepting.  I think the HIV
epidemic did that.  And I think this hospital is extraordinary in
accepting HIV patients.  As I was indicating, [co workers] have no
problems… It’s not an issue.  And I think that’s a reflection of the way
HIV and sexuality have been handled in this hospital.  I just sort of get
along in doing that.  There are still, you know, that doesn’t mean we’re
perfect.  But in terms of a sexuality issue, I think sexuality is a non-
issue with patient care, at my level.

The positive comments do not bear consistently across the hospital nor the system, although



the importance of good leadership and the influence of successful LGBT people working in the
system provide needed role models.

P31: I think it depends on what field you work in as well.  I’ve worked
in a whole variety of different fields and some I think are more
conservative.  They talk about ‘old boys clubs’ and I think that certainly
is the case in some speciality areas.  Especially surgical type ones and
even some of the physician type ones.  They’re more conservative
areas and I think this probably influences my field, you know, the
direction I’m going to go in…

In another account, the contributions of diversity in the workplace made the experience of
work both engaging and enriching.

P35: I’ve been well pleased with my experience… one place that I
worked… there was a strong sense of community, that is, the
organisation as a community.  And there were social activities,
particularly over a significant period of my role as Executive Director,
which involved staff socialisation, shall I say.  And in that, it was well
known that there was a significant complement of gay staff who
contributed very significantly to that social cohesion.  

The following manger had a well developed philosophy of how to deal with private versus
public, and personal versus professional issues in the workplace.

P19: I am particularly close with my pulmonary rehab colleagues,
clinicians and admin staff, and I have the extreme where there’s one
woman who does not shut up about her private life; who she’s seeing
and what she does.  Just too much information.  Then our admin
officer who’s male in a female environment; he’s very quiet.  He
doesn’t talk about stuff but, having said that, I am aware he’s married
and that he’s gone on a very special little anniversary weekend, and
things like that.  So, he keeps it all personal.  Then one of the other
staff members is in-between; will just sort of chat openly, ask
questions about how the private life’s going but … And I’m very quiet,
like I don’t say anything unless anyone asks.

Strong professional boundaries help this manager to cope with the pressures of the workplace.

P19: It’s ‘I’m at work.  I’m professional.’  And particularly in a
management position, I don’t think it’s appropriate as a manager to be
seen going, ‘Yeah, I went out on the weekend …’.  I keep my personal
and my professional life separate, as a matter of professionalism, I
suppose, not to hide my sexuality.

There are occurances of discrimination and challenges to authority that are based on
homophobic comments.

P19: Not aggressive or violent, or anything like that.  There’s been a
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few comments, sort of derogatory… there are a lot of people in the
higher management level that I’m aware of who are dykes.  People…
who have made comments about, ‘That team’s run by dykes, so what
can you expect?’ sort of thing. As though that was an issue and people
were getting a particular service that was perhaps improving or
getting extra funding.  It was like, ‘All the Managers are sleeping with
each other’.  Whereas that’s not the case.  The fact was that service
was doing well, producing all the right data, therefore getting extra
funding and support.  It wasn’t about the fact all the women were
sleeping with each other.  

When minority people reach positions of power, homophobia can be used to discredit, much
like homophobia discredits anyone who is seen to transgress codes of gender conformity.
Confronting these issues is extremely difficult and daunting, and appears to take people many
years to build their confidence enough to step into situations of potential conflict. On one
hand it appears positive that certain people have climbed this ladder. But on the other hand it
suggests that for people starting out today, many of the same challenges and compromising
situations await.

P19: I’m just more senior now.  I’m more experienced and more
confident to be able to say, just stick my neck out and say, ‘That’s
wrong.  You don’t speak like that’.  Having said that, there’s been
comments about Asians driving and things, that I’ve just had to step
into other peoples’ conversations and go, ‘No’.  So I suppose it’s just a
maturing, I suppose....  Increase in experience.  And now that I am in
the Executive, I have a little bit more power as such to be able to sort
of say, ‘That’s not the case’.
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Conclusion
Under the guise of administrative protocol, we have seen that it is
possible to to engage in forms of harrassment that target LBGT people in
unusually insidious ways. While very difficult to detect, these forms of
homophobic abuse and violence can be extremely damaging to victims.
We are reminded of the good and basic nature of any social system,
which is built to assist and to protect the interests of citizens. Within a
social democracy the systems we have built are especially created to
support the marginal, the vulnerable, and the members of our community
who need assistance. But in these pages, we witness a system and
individuals within that system taking up positions for self-motivated

purposes, and to the demise of those who need support the most. While it may not always be
possible to clearly sanction guidelines that pick up these abuses of power in the healthcare
sector at every turn, it is certainly within management protocol to maintain high standards of
ethics and quality assurance. Supervision and management oversight of balanced decision
making, and equitable service provision, appear to be vital components of a well oiled and
caring healthcare sector.

Implications for Practice
• Ensure NSCCH Area Management (re)state in policy directive that all varieties of

discriminatory behaviour, including homophobia are unacceptable.
• Review patient administrative and discharge forms to be inclusive of LGBT identities,

next-of-kin and relationship status.
• Implement a workforce development programme for admission staff and ward clerks

to address sexual and gender diversity e.g. assigning transgender patients to male or
female wards, principles of non-discrimination, patient privacy rights, staff rights and
empowerment. 

• Embed issues of discrimination and harassment in all existing mandatory Learning and
Development courses.
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Institutionalised discrimination
A feature of the interview data was the role that hospital forms (and the procedures that are
constructed around them) play in entrenching and underwriting certain discriminatory
experiences. The evidence reveals that problems originate both at the level of form design and
in how those forms are subsequently used. The categories that were found to be particularly
problematic in the present study were: name, sex, relationships and next of kin. Hospital
registration procedures that are ordinarily unproblematic can become a humiliating
involuntary ‘outing’ for people registering at a public desk or with relatives or acquaintances.
Alternatively, rather than suffering an awkward ‘coming out’ experience inaccurate data can
be supplied which in the case of ‘next of kin’ or medical management can have serious
consequences. Situations were identified where both male and female categories were ticked
by staff for a transgender patient; where access to health insurance and PBS medications was
restricted because of conflicts between Medicare and hospital data (name and sex); and where
the involvement of ‘significant others’ in decisions to treat, visitor access, relationship support
and parenting services were affected when partners were of the same sex. Forms play such a
prominent role in modern bureaucracies and in health service delivery that forms readily
become entrenched and practices grow up around them – the influence of forms infiltrates the
praxis and structures of the health care system and can be a vehicle for institutionalised
discrimination that resists change. Concerns were also raised that data that is relevant for
medical care was widely available on networked databases where it could be readily accessed.
It was also noted that even if this misuse is unlikely, perceived weak links in confidentiality do
inhibit the disclosure of relevant details and the accuracy of records. Evidence was found that
registration practices, data categories and forms management have unintended adverse
consequences for patient care, particularly if they come from minority populations.

Organisation and systems
Hospital design often intensifies the experience of prejudice because deeply personal and private
issues can be exposed (or remain concealed) regardless of the best interests of the patient.

P2: You get an open ward like the ones they have in [hospital]; it’s just a
nightmare asking any question because it is a 90-year-old style ward. The
other patient is next to you. You get a bay of four beds, six beds. You
can draw the curtain and doctors seem to think that this on the whole
deals with privacy, but it doesn’t because you can hear them sometimes
from outside the corridor. They tend to talk in a very loud voice. 

While front desk experiences can be problematic, there are also examples of good practice in
the system.

P5: I actually had to take one [form] in in person and hand it in, and
the people I encountered on the desk there were quite nice and
helpful, and gave me information that was good.  

Reception staff play a key role in service provision. Training of these staff to deal with the
more social aspects of their work is often overlooked, and needs to be addressed. We have



also noticed that anxious, defensive clients are more likely to experience problems (given the
lack of training of staff to work with these sorts of issues).

P10: Reception staff often haven’t had that training, or thought it through,
so probably they’re the ones in the end that sometimes come in, I mean,
there are some fantastic ones too, but sometimes you pick up on their
attitudes to clients and occasionally certain clients will come in and
they’ll want to say some comment about how they were treated… 

Depending on the issues that clients bring into the service, will in part determine the kinds of
pressures and anxieties they experience during care.

P10: When people come in to Sexual Health they can be incredibly
defensive and feel very, very sensitive to anything.  People that tend to
get the more difficult treatment are the people whose personalities are
more defensive. Some people, perhaps because of being part of a
minority group, are more defensive. So there are some people from
gay, lesbian and transgender – all of that – who might get a bit more
of a difficult time... 

It is important to consider what clients might be experiencing, especially for clients from
minority groups.

P10: They’re a bit frightened of being there, they don’t know what
might happen, they’re not sure if they’re going to be accepted.  Part of
that may be tied up to their minority group status, they’re just not as
socially skilled. I think that’s where people run up against problems in
the Health System. 

It is helpful to note that (naturally) staff will work more easily with clients who are not
contentious. However, when one considers the difficult issues that minority clients might bring
into the service, the responsibility is on staff to be aware of these issues and to provide
appropriate care – regardless of the disposition of the patient. 

P10: If you’re a really nice person and you’re quite confident, and
you’re good at keeping appointments on time and being friendly, and
all that kind of stuff, generally people treat you okay. But if you come
in and you’re anxious and you’re maybe, you tend to arrive a bit late
or you tend to forget appointments, or you tend to not be very
friendly, or you tend to get a bit pissed off about things, then people
will often label those people as ‘difficult’.  

The system (in the North Shore) does not appear to respond well to people whose behaviour
might fall outside the narrow spectrum of human behaviour represented by mainstream,
white, middle or upper middle class, British-colonial culture. As a point of equity, it is helpful
to acknowledge that those who tend to be labelled ‘difficult’ come from minority groups like
LGBT, ethnic groups, Aboriginal, and other socioeconomic groups. When we also
acknowledge that the narrow range of behaviours we expect in mainstream healthcare (in the
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North Shore) may actually involve many cultural presumptions that impose additional
stressors on clients, and may prevent certain clients from feeling comfortable in accessing
care, we have taken the first step in beginning a process of diversity awareness.

P10: Usually those ‘difficult’ people, if you look at their life histories,
they have experienced abuses, they’ve experienced discriminations.
Sometimes in order to assist other staff, particularly the admin person,
to have some understanding and be respectful, I might sort of say,
‘Just be aware that… people who have experienced non-acceptance
often are a bit more defensive’.

One of the key points in this awareness is to resist labelling people as ‘difficult’. Instead, what
staff need to do is to turn the gaze around, and look at how the healthcare system is set up,
how it is limited and needs to be developed further, and how care could be changed to better
accommodate individual’s concerns or anxieties at the coal face. 

Forms and protocols
Prejudice can often be captured in the design of hospital forms.

P2: I think until the Management really takes the whole issues of
confidentiality seriously, this whole problem for gay men will always
be there.  Somebody used ‘significant other’ instead of ‘next of kin’
which I felt was quite good, to an extent, because 'next of kin' tends to
connote blood relatives. I thought that was quite a deft semantic way
around it except that I’m not sure if people always understand the
whole idea of the ‘significant other’. I suppose they struggle to define
that term. 

While terms may have problematic aspects, there is likely a clear way forward for the health
system in being able to address these issues.

P2: But I do have problems with the whole ‘next of kin’ term. They’ve
got ‘married, single, divorced, de facto’. That’s the first time I came
across the term, when I came here.  I never understood what it meant.
I had automatically assumed, given my whole perception of Sydney, I
automatically assumed that that included same-sex relationships but
when I asked somebody, at this hospital, they told me that it just
means men and women living together for a long time but not
married, so that means me and my partner haven’t got a de-facto
relationship because we go for the same sex.  

An incident triggered the development of a confidentiality form/procedure. While this seems
commendable, the problem was that this was 2 years into the HIV epidemic, and was a
reactive rather than a proactive response.

P2: Serious enough to come up with a document of confidentiality
which I thought was quite odd at this point in time; it should have
been in place well before.  



Whether reactive or proactive, clearly forms need to be made appropriate for diverse
populations. People commonly experienced problems with official forms, which usually did
not end up in a complaints procedure.

P5: On my initial form the doctor hadn’t quite known which gender
box to tick, so he sort-of did both. I just ticked female on the second
one, of course.

It is important to realise that subtle differences in terminology impact on clinical interactions. In
this case the participant notes the different impact of forms that use the terms 'sex' or 'gender'. 

P5: It’s just a bit of confusion on the part of the doctor. I think that probably is quite a common
thing because of the medical nature of talking about the sex of a person. But if a form asks for
gender, then that’s a completely different to asking about somebody’s sex. For most people out
there, sex and gender are the same identifiers, they are actually, strictly speaking, quite separate
entities, otherwise I couldn’t be a transsexual, in which case my sex and gender are at odds.  

Careless design of forms can have clinical consequences.

P5: I don’t take any offence to that because I don’t think any is
intended... Because if on the basis of that form somebody put me in as
a man, and then baulked at the front desk when, of course, that’s not
what they got, it could cause all sorts of confusion and so on. And
maybe lead to a more serious situation down the track. 

It is interesting to consider how much weight institutions and people within systems place on
information contained on paper. This is particularly odd when you consider the forms used
may not represent client’s reality, and thus provide misleading clinical information.

P5: But the form may, on the basis of that, be considered null and
void, and be consigned to the bin... So it is important to get that sort
of thing right when you’re dealing with… small bureaucracies.  

The labels used on forms are also deployed to shame people who do not fit inside the little
boxes. Again, this reflects the cultural importance placed on what words are actually written
on forms.

P5: So I just have a confidence and an attitude that… would make
people think twice about giving me a hard time and trying to shame
me, which is, of course, what a lot of people do – try to shame you,
deliberately call you the wrong pronoun. I think if somebody was
genuinely confused as to what information would be relevant or what
information would be correct for the given form or procedure, and so
on, then that would be acceptable.  

Forms do not reflect people’s real lives, and given the cultural significance placed on labels
that suggest various types of status, creating forms that reflect human diversity appears to be
a task ahead for the health sector.
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P5: Because I identify as a lesbian; I have a same-sex partner, and it
asks for marital status, so if you put down that you’re single or that
you’re in a de facto relationship or something like that, and your carer
or your next of kin is the same sex as you, then it does concern me a
little bit because that’s the same kind of things:  it’s asking what the
relationship is and so on, and if that’s recognised or frowned upon by
an organisation.  

Visiting rights can be affected by details recorded on forms.

P5: If they deem you to be a friend, or something of that nature, and
not your life partner, then they may not give you the same visiting
rights, etc, 

Forms, admission processes, and accurate records can often reflect the tyranny of categories
devised by bureaucrats. These issues also involve next-of-kin issues.

P9: The paperwork, as far as collecting the demographic stuff; street
address, Medicare, blah, is done by a clerk. They are trained to pick up
specific information that fits a category designated by the Department
of Health. So you must fit into one of those categories; there’s no in-
betweens. Gender diversity is not picked up and relationships is not
picked up in that demographic data. You’re admitted through the
Emergency Department by a doctor. And they’re looking at an acute
presentation. Once you get in at that point in the admission, they’re
very briefly looking at social situation, and that’s normally to ascertain
how quickly can we get this person out of here. I’m yet to come across
a social admission, ever, that includes anything about same-sex
relationships. In my population – never.

A suggestion comes forward to change forms to use the term ‘significant relationship’.

P9: Yes:  ‘significant relationship’… Who is the significant person in
your life to be contacted?  Not ‘next-of-kin’, not ‘carer’, not ‘husband’,
not ‘wife’, – ‘significant person’. That fits everybody. Whatever you
are, there’s a significant person. It doesn’t hint on anyone’s sexuality…
One box for everyone. 

The purpose of the forms needs to be evaluated. These may involve choices of patients about
who they want to have access to information, who they gain their most support from, who
they rely on for making decisions should they become unable to function, and these issues
may reflect the patient’s autonomy and right to decide who is identified as the ‘significant
person’. The participant reflects on these issues,

P9: I want to know who you want me to contact. Who is the person
that you want the information to be given to? I don’t see the need for
knowing a relationship status. All I… want to know is who you want
me to contact. Who is the person that you want the information to go

How We Manage Sexual and Gender Diversity in the Public Health System     |       143



144 |       How We Manage Sexual and Gender Diversity in the Public Health System

to. Not who is the person that is designated by the Department of
Health as an identifiable person…  It’s irrelevant.  My next-of-kin may
not be the person I want to know anything about me!   Blood-wise.
But I may have a significant person who I want to know everything.
And that should be my choice.  

One participant reported that certain tick boxes had been changed in a database. 

P40: One of the things I did with this new database… we’ve put in a
new Allied Health database.  And I said in the ‘marital status’ [section]
we’re going to have same sex.  Right?  And I’m working with two
other social workers, they know I’m a lesbian, and the IT guy, and he
was like, ‘Yep, yep, right, okay. How do we put that in because we’ve
got S for Single and we’ve only got a field for one [category]’.  He was
just thinking IT; what will we use to stick it with because we’ve already
used ‘S’.  
I: Was the database able to incorporate a field for same-sex
relationships?
P40: Yep.  It’s in there now.

Policies and procedures
Policies and procedures do not adequately address individual prejudices. Many prejudices find
expression in everyday procedures.

P5: Even if you are backed up by policies and so on, it depends on
who you come across and what their own prejudices are going to be,
what they’re going to express. Because even though a worker is
supposed to be representing the policy of the company, and so on,
their own personal prejudices are, you’re finding the minutiae of
working and dealing with the public and so on, are going to override
the company.  

Being less assertive makes clients more vulnerable to prejudice. In this case people depend
heavily on the right policies and procedures for protection.

I5: Do you ever hear stories from people who are less assertive?
P5: Yes. All the time. Somebody who’s in the earlier stages of
transition doesn’t have their confidence or ability to conceal their
previous gender identity.  They are a target, basically, for all kinds of
abuse, from all kinds of small-minded people.  It’s very difficult when
(a) you don’t want to bring any further attention to yourself (b) your
confidence is at a pretty low level anyway and you’re not really in an
empowered position to be dealing with that stuff when you’re talking
about things that are affecting your health and lots of other factors in
the first place. That’s why it’s fairly important to recognise that these
people have rights and that there is a policy in place that helps protect
and empower people...



Bureaucratic inconsistencies can impact on access to care, and can be reflected in forms and
databases. Add to this the reality of negative consequences that follow gender 'inconsistency'
in mainstream culture, and we have a situation ripe for compromised care. And yet, the
healthcare system by its very purpose is set up to meet a diversity of health related issues – so
it is a paradox how issues of difference are so problematic.

P6: I’d see people who are gay or transgender as less stigmatised than
say someone who’s got the double worry of intellectual disability plus
a chronic schizophrenia. The one person who I’m thinking of who is
transgender, and is one of my current clients causes a lot of confusion
because of the legal aspects of the thing. I ring up and get
authorisation for scripts, and if I ask for this person’s female name,
Medicare doesn’t know who I’m talking about and won’t give me a
script. I have to use the male name of this person, and this person
doesn’t like that very much.

The implications for patient access to services are widespread.

P6: Similarly, because she takes [drug name] I send her for a blood
test; I have to write the female name and then in brackets the male
name, or they won’t, again, Medicare doesn’t recognise that person as
existing. It gets very confusing. And then people write the script and
the script doesn’t match the blood test. It gets very confusing. So I
tend to write both.

Rather than appearing confusing, per se, from our point of view these issues suggest how the
Medicare and healthcare systems have trouble accomodating patient’s everyday needs. 

P6: Particularly when it comes to filling in forms and getting
Government subsidies, and all of that stuff that we do. I don’t think
that’s necessarily the fault of the telephone operator. I think that’s the
fault of the System. But the transgender people; that confusion is a
really big issue. People really don’t know and Medicare doesn’t cope.
If you write the wrong name on a script they won’t give it to you. If
you write even ‘Fred’ instead of ‘Frederic’, sometimes they won’t fill a
script for you and that’s a real issue. 

A similar problem exists in the database used by Northern Sydney Health.

P6: On my computer they’ve still got ‘sexual identity disorder’, I always
wonder what that category was still doing on my stats computer. This
is the transgender person, and they’ve called it ‘sexual disorders’.  

The official computer database relates clinical labels to patient files, and some of these labels
are not only problematic, and in error, but could also encourage discriminatory treatment.

P6: She’s been clicked up as ‘sexual disorders’. ‘FISCH’ stands for
Friendly Information System for Community Health… Friendly… it’s an
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euphemism. It’s not very friendly... And they keep fixing it but it
doesn’t get fixed.  But you can pull out information on people. You
know, in the whole age of confidentiality, anyone in Northern Sydney
can pick up somebody’s name and number and get all kinds of
information. 
I6: How would they access the System?  Is it password-protected?
P6: Yeah, but anyone who provides a service should have access to people…

The use of outdated diagnostic categories for patient populations is one issue, and is quite
surprising and disconcerting. That these categories appear immediately on ‘confidential’
electronic files, and are readily available across the healthcare system, is another issue. As a
related issue, the research team observed that certain areas where we conducted interviews
had open doors to rooms that appeared to contain confidential patient records. It appeared
that anyone from off the street could walk in and gain access to the area, which was not
regularly monitored. Issues related to the protection of confidential information need to be
placed on the agenda. It needs to be understood that client minority groups stand to lose a fair
amount given the degree of stigma associated with the release and/or poor management of
personal information. There is a recurring lack of clarity in the procedures and practices when
dealing with LGBT clients.

I6: How do the people who make a mistake react when they realise?
P6: They’re embarrassed. I think people are often confused, because
they actually don’t know what’s right. A lot of people genuinely don’t
know what they’re supposed to say.

Arbitrating legal issues by inexperienced professionals plays into this already troublesome
context in large measure. 

P10: A new doctor can come in in their twenties and have been
working in the area for a year, but… they’re the ones that have to
make the decision. And to a point that’s true because legally some of
the stuff does fall on their heads and not so much mine. So I can
appreciate that there are some extra demands there.  

The importance of leadership in setting institutional standards is clearly identified across the
project, and influences professional culture and everyday practice. But merely having policies
and procedures should be considered to be an inadequate response. Key management
indicators also need to be set in place and regularly updated.

P6: There are policies and procedures, and people are supposed to
read them, but there are policies and procedures on many things – the
Policy and Procedures manual is very fat, and no-one really reads it.
But people are aware that there are policies and procedures. I think if I
had a message it would be: you’re being paid to provide a service, so
provide it.  

The attitudes of senior staff can make a difference, but this has yet to become normative in the
system overall.
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P:35 It really is in my experience that the bias has been a dominant
element of work behaviours. An undercurrent of ensuring that staff are
aware that any discrimination…  will not be tolerated, is probably the
way I can describe it. In other words, if the attitude from the top, as
the Executive Director, is consistent, then there is an expectation that
the behaviours below are consistent. And so while that’s maintained…
there is an opportunity for a degree of stability…it is the responsibility
of the cascade through an organisation and not just one individual
shall I say.

Attitudes towards policies, along with there being supported by staff, has been inconsistent at best.

P17: Well the guy’s still there.  He still makes homophobic comments
and I think it’s seen in terms of mental health consumers are given … I
don’t know, like a different set of standards… I worked at a mental
health centre for three years and I found that the staff would often say
things that were contrary to the state of the policy, and their charter, in
the reception area… it’s hard to sort of quantify… the Sexual and
Gender Diversity policy… had a fairly explicit definition of who was to
be considered.  That brought quite a strong reaction amongst other
staff members.  They were very interested in the term ‘inter-sex’ and
found that highly amusing.  They spent quite a lot of time discussing
what that could possibly mean.  And it also led to other comments like
… you know, things just got too far.  I think at the time there was a lot
of publicity about gay marriage.  I remember hearing a couple of staff
members going on about that and about how these minority groups
are expecting too much.

Clinical approaches to next-of-kin and consent
As suggested above, ‘next-of-kin’ and patient consent present many issues for LGBT patients.
To explore this area further,

P4: A fundamental problem that most gay-identified people have in
this part of the Hospital, which is in the trauma part of the Hospital, it’s
usually played out in what’s called ‘consent’. When someone comes to
the Hospital and they’re part of the... I’m trying to find a politically
correct word – let’s say they’re married and at home with kids, and all
that – provided their life is relatively straight forward, finding the
person responsible, which would be called the ‘next of kin’ is probably
straight forward. 

How the hospital responds in slightly different situations is intersting to note.

P4: When people are non-straight-identified, then the Hospital will
‘stutter’ at that as an issue. What I mean is, it would take a little while
for people to say, ‘This is the partner,’ and, ‘This is the partner when
we’re looking for consent, when we’re looking for decisions, when
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we’re looking for treatment directions – this is the person’. I think what
happens is many of the patients, and certainly their relatives, become
aware of that.  We struggle with that. 

Other respondents identified similar issues,

P9: Often the partner is not identified in the admission process.  So
when we admit people, we identify the next-of-kin.  They are normally
someone who is blood-related or in a marriage, certified situation, or
de facto, which doesn’t cover gay couples. Now if the family (1) don’t
know that it’s a relationship, even though they’re co-habiting – you
don’t get that information, or (2) they are denying the relationship,
they’re not passing on the information to the partner. So right from
the word ‘go’ it can be difficult. 

By way of providing an example of this kind of situation,

P4: So, for instance, we had a 58-year-old male, major cardiac arrest,
fundamentally dead at the scene. He came in unable to be revived. His
partner was a young Asian bloke about 28 or 29, and I can remember
the consultant when the resuscitation was turned off, said, ‘Well I
better go and talk to the relatives’. And I said, ‘Well his next of kin is
this person’, and the consultant sort of blinked a bit and said, ‘Yes, but
where’s his next of kin?’ That’s a problem. 

Another example provides details about the culture of the service, and the issues being faced
by staff whose awareness of same-gender partnership was either minimal or non-existent.

P4: We had a gay-identified man following a motor accident. His
partner turned up and identified himself at the front, the wonderful
welcoming bullet-proof glass screen and said, ‘I am this man’s
partner’. People just looked a bit surprised and then called the social
worker to come and sort it out. So you’ll get that sort of issue. It’s a
muted thing, in many ways, because most people know that
relationships are recognized at law, so it’s muted but it’s there. 

A social worker being called in was not necessarily consistent practice, and could be a sign of
differential treatment. For example, if an opposite-gender partners showed up at the bullet-
proof screen, a social worker would not likely be called in. In situations were the decision
making authority of the partner might be challenged by blood relatives, one can imagine that
a social worker (if she or he is aware of diversity issues) might come to the support of the
same-gender partner. These approaches also suggest that in some cases it is staff difficulties
in acknowledging same-gender partners that is at issue.

P4: You’ll sometimes get difficulties with that. So there’s confusion,
often, about, they’d sort of heard that this is possible but never
actually seen it played out. So there’s confusion… we had an old male
couple come in. One was demented. The question was, could his
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partner actually make decisions for him? If, in fact, this is a situation
where it was a heterosexual relationship, in other words, if you had an
older dementing man and his long-suffering wife, they don’t pose
difficulties for the staff – it’s quite clear how that’s done – because
there’s a good standard and we’re exposed to those sort of issues, we
constantly make decisions about who can make a decision for a
demented person. 

The procedures outlined here are extremely helpful, as they highlight how gender-bound and
contextual many public health interventions are. The nature of these issues demands that staff
are sensitised, aware, and can grapple with the social, health, and legal implications of clinical
decisions. Quite clearly, this type of clinical expertise is rare across the sector, and as a result,
it is often the case that same-gender partners find their authority and role being contested.

P4: If it’s a heterosexual relationship… one of the central tasks that I’d
have to undertake… would be to say firstly, do we need to make any
decisions that this person can’t make? And two, if we do, how are we
going to do that? How do we search for the person responsible? And
that’s quite clearly spelt out in the GuardiaNSCCHip Tribunal how we
do that. What is not clear in the GuardiaNSCCHip Act is, what is a
significant personal relationship?
I4: Does the same situation apply to a gay de facto and a straight de facto?
P4: I’d probably be more careful with a gay de facto relationship
because I know I need to defend it.  

Needing to defend the rights of same-gender partners of patients occurs within the system
and with patients’ family. 

P4: I think the most typical one I did was a young bloke who had fallen
off three floors, hypoxic brain injury. We were really struggling with
him. Parents came down and then there was a struggle with the staff
about who was going to provide the person responsible. The
consultant, who is actually a very pleasant man – he’s a good bloke –
said, ‘No, no. Gay relationships can only be valid if they’ve been in
existence for seven years’. I don’t know where he got the seven years
from, but somehow or other he plucked seven years out of the air. I
said to [him], ‘No, that’s not how it is.' I’d get the signature of the
partner, and the doctor would get the signature of mum and dad. It
was a really uncomfortable set up but…  

Again, differential treatment occurs where staff do not have adequate knowledge of the issues.

I4: You said that you agreed to compromise in that situation.  You
wouldn’t have been asked to compromise if it was a heterosexual de
facto relationship?
P4: Oh it would never come into the conversation. Hospitals don’t
experience very high levels of dispute because we very clearly identify
very early on, and one of my fundamental tasks here is to identify who
this person is, and where are they in the context of their life.  
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So for staff who are not sensitised and aware of what signs to look for, the outcome for
patients and their same-gender partners can be quite uncertain. This reality is made more
difficult because marginalised groups may be use to concealing their interests for fear of
being exposed or further stigmitised. If LGBT people enter into a traumatic situation, as is
often the case when difficult consent issues arise, and they sense that the environment might
not be supportive to them, or may even be hostile towards their status, they may find
themselve reluctant to provide critically important information. Thus, very much relies on the
clinical expertise of the healthcare worker who is gathering consent related information.

P4: Who is their partner?  Where is their social support structure?  So
that if for some reason they are in a position where they can’t make
decisions for themselves, you at least know who you are going to talk
to.  So the legislation is clear.  It’s practice is a bit clouded because it’s
a fairly subtle process, where you are really hoping for consensus. 

These important questions are framed with clinical expertise that is aware of relationship
configurations that fall outside the boxes. Co-workers can often create unnecessary conflicts,
as the politics of how healthcare treats homosexuality, and how (gender-based) homophobia
comes to play in clinical procedures.

P4: I was just appalled when this poor bastard has a heart attack and
dies, and [my colleague] said, ‘I’ll go and talk to the brother’, and I
said, ‘No you won’t Tony, you’ll have to talk to the boyfriend really,
that’s the person’. And Tony sighed and did so because he knew that I
had a pretty fair idea. I knew what I was talking about. He’d worked
with me before and was prepared to say, ‘I’ll go along with it’.
Although he did say afterwards, ‘Couldn’t we find a wife and kids,
people like that usually have that, you know’. I said, ‘You know, Tony,
people like that are actually people like me, because that’s my
experience as well’. 

Other challenges to LGBT interests come to play,

P4: The cops wanted to do the same thing.  When the cops turned up
they said, ‘Why can’t the brother be… and I said, ‘Because… you know
what the rule is, that the brother is not the person responsible; this is
the person responsible’. And the cops’ response was, ‘Come on, we’ll
just do it this way’, and I said, ‘This is the way I want it done. If you
don’t want to do it that way, you’ll have to go back to your
superintendent. It has to be done correctly’. 

Unless the clinical case worker had taken a firm stand, the outcome for the same-gender
partner would have been very different.

P4: The Coroner’s counsellors and I work together in Coronial issues,
and then I was able to ring the Coroner’s counsellors and say this is
the situation and this is what I’ve done.  This is the person who’s been
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nominated and this is the person who’s identified, that then makes
him the person responsible... It’s about being competent enough with
the rules and making sure it’s done. Because you’ve got to transform
the theory stuff into actual operational practice... 

The health care theory needs to be contextualised within the patient’s lifesyle. To do this, staff
must think outside the boxes, and must gain an awareness of what issues LGBT people face.

P4: So if you’ve got a young bloke, a nice bloke, been with him quite
some time, just bought a new house, there’s no fucking trauma in
their lives. Why traumatise them a second time by taking the bloody
body away? And saying some brother who’s never seem him for ten
years should have all the say?

Another case illustrates the issues well,

P4: I had a lesbian girl dying when I was there at [hospital]. And the
two closest relatives, the two closest girlfriends were there with her.
And they'd been friends for many years, and lesbian relationships are
often marked by quite extended periods of association. Her brother
turned up; her brother was an ex-inspector of schools, and his wife –
God help us, I don’t know where he dragged her from, but anyway –
there they were... So I came back about an hour later and, of course,
they were still there. She was breathing on, and the two sides of her
life were barely tolerating each other. It was sort of like the Green Line
of Beirut down the middle of it. 

Maintaining a clinical demeanour while attending to the complexity of social issues in these
situations is important.

P4: Nothing like that ever spooks me… but there was this quite long
sigh that these were the people she chose to be with. These were the
people. And when she relaxed and her breathing faded, and the three
of them were there to the end… I think the two women who were with
her were surprised that we would honour their relationships. I just
think, ‘Why wouldn’t you? These people have been together 35-40
years and it meant something to them’. And clearly, even in her
unconsciousness she made that choice. I guess that’s the motivating
stuff for me, that I can see there are things that are worth struggling
for, and they’re worth the odd moment of discomfort. When those
people come back to talk to you later, when you follow them up and
ask them how things are, that’s the feedback that you get.

The key in all of this is the clinical expertise of that individual who is gathering consent related
information. The inconsistency and difficulties experienced in these situations is expressive of
the systemic and administrative discrimination towards LGBT people.

P9: Right from the word ‘go’ I may have difficulty in even identifying if
there’s an issue, especially if the person can’t communicate for
themselves. If they’re really sick and ill, then it comes down to… how



comfortable they are with me and how much they’re willing to
disclose. I ask everybody about relationships: Who do you live with?
What sort of relationship is it? And really often I’m having to pick up
on subtleties. I’ve once had it openly declared by an older patient, an
older couple of men, but generally it’s come over a number of
discussions that there is a partnership going on there. So then it
becomes, once again, a whole range of issues in ensuring that that
partner is included in the whole process. And that means
circumventing the normal established system. So I think right from the
word ‘go’, from admission, there is a discrimination there.  

Stigma encourages lack of disclosure and exacerbates problems with next of kin and care.
Careful structuring of induction, admission and history taking is essential for clarification and
accuracy. This will not happen if skills in this area are poorly developed and staff avoid first-
hand experience.

I9: And this is exacerbated by a reticence of the clients to disclose. 
P9: Yes… you’re asked if you’re married, single, widowed or divorced. 
I9: There’s nothing that really opens the discussion.
P9: There’s nothing there. Generally when I start talking about more
personal care issues, like is there someone going to be there to help
you wash your feet, wash your back?  What are your sleeping
arrangements?  What’s your bed situation?  Who does cooking?  Who
does cleaning?  Just, questions I would ask anyone. 

This account of clinical expertise is helpful in identifying an appropriate way to gather
information while attending to the comfort level of the patient to disclose.

P9: But if it starts to come that there’s a significant person who’s doing
all of these things, I’ll start saying, ‘You must have a really good
relationship with this person,’ and start to just develop that ability for
them to have the opportunity to disclose if they choose to. I’ve had
some close off to it totally.  Don’t want any intervention.  And that’s
cool.  And others who will then run with it and say, ‘Okay, this is a life
partnership or a relationship and these are going to be issues for us’
and we can then start exploring them.  

The hospital environment is not necessarily conducive to these self-disclosures. Indeed, the
social environment of public healthcare can be unsafe for minority people. This also requires
that staff take approriate care to maintain confidentiality, and may mean planning appropriate
clinical care without necessarily disclosing patient personal information to colleagues.

P9: Unfortunately… I’ve generally done it off the ward where normally I
would not do that. Because they’re sometimes disclosed to me in private,
in confidentiality.  Then I don’t want anyone overhearing conversations
and staff making public information that they don’t want known... And I
still maintain that it’s up to them to make a disclosure.  I mean, I can put
everything into place as a carer without saying it’s a partner.
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Client conflicts over next-of-kin and consent
Families can suffer from conflicts of interest, and the genuine needs of older people can be
subordinated to concerns about inheritance.

P9: And I’ve done that for de facto couples as well, heterosexuals who
don’t want the family to know that they’re actually together because
then the families start talking about bloody inheritances and who’s
going to get what and,oh Jesus, it gets really diabolical.

Next of kin, parents, relatives and guardians can intensify problems.

P6: His mother demanded that he be a male if he returned to live in
her house.  So he is living with his parents as a male but he’s really
quite resentful about that and he is quite an angry person.  

Visiting rights can also become a contested arena where conflicts of interest of some relatives
may impinge on same-gender partner rights.

I9: Have you come across any negative incidents where someone has
been excluded because the person is admitted and may be brought
along by a child of a previous relationship and then their partner is
denied visiting rights?
P9: Absolutely. Absolutely. Signs have gone up outside rooms: All
visitors to report to the nursing office. This person is not allowed to
visit. No phone calls.  And they ring up and they’re given no
information other than they’re okay.  They’re satisfactory. Oh yeah.
I’ve seen these signs go up outside rooms: Visitors to report to the
Nursing Unit Manager. Because a family has indicated that they don’t
want X to visit. 

These situations can be extremely troublesome for patients, their partners, families, and for
staff. Clear guidelines on how to handle these situations need to be developed, which can
perhaps mitigate some of the inconsistency and controversy surrounding same-gender
partner rights. The idea that minority people must rely on rare expressions of goodwill coming
from a very select number of nurses who are actually aware of the issues involved is not a
helpful, nor a laudable, situation for Northern Sydney Health.

P9: In the one I witnessed, it became quite a verbally aggressive
situation as well.  The visitor wanting to be able to access his partner
and being denied that. The family had excluded the partner. Well he
was not very well. And I just took him around the back way and let
him in. I’ve said, ‘Look I’m doing this for you.  If anyone asks you, you
don’t know who it was’.  It’s just shit.  But I will do that type of thing.

The contested nature of same-gender partner rights is clearly stated in the following
statement, where the legal implications are uncertain for partners who do not have prior legal
documents verifying their partner status, and power of attorney status.
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I40: Do you have medical power of attorney over each other?
P40: Yes.  I mean I think it’s, well it was one of the first things we did.
The law doesn’t protect you.  You have to protect yourself.
I40: Was that necessary in this case?  Well of course she was
conscious so she could voice her opinion.
P40: But I’d have it [the medical power of attorney documents] out of
the safe and in there!  And the thing is you put staff in this invidious
position if you don’t have that documentation because it doesn’t
matter how sympathetic they are; if a blood relative turns up, they
haven’t got an alternative.  So it’s not about whether the staff are gay
friendly or not.  You’ve actually put them in a very difficult legal
position, which they shouldn’t have to deal with.

Legal implications for patients
In certain clinical situations changes to policies and procedures may have legal implications,
and/or other complications for patients. For example, if they have not given formal legal status
to their ‘significant person’, and their illness involves the loss of conscious ability to choose
future directions in care, than blood-relatives could contest the decisions being made on the
patient’s behalf. A balance needs to be stuck by the healthcare systems to honour the
autonomy and rights of the patient to identify their ‘primary support person’, while respecting
that social and legal arrangements in patients’ lives can be complicated. These issues are
parallel to how records kept on behalf of patients can deploy inappropriate management
strategies, and how previous inaccurate records can influence management decisions.

P6: I went and pulled the file and read it, and the nurse wrote, in great
big huge letters, ‘The patient is DD’ ‘developmental disability’, which
means intellectual disability, which first of all he wasn’t, and secondly
it’s still no reason for them to… so this guy, basically, lost his testis
because someone was too stupid to assist him.  I mean, I just think
that’s actionable. 

Consistent education for patients needs to be supported that highlights the need to set up
legal sanctions that protect the interests and desires of the patient. For instance, legally
recognised wills, and giving power of attorney to one’s partner, can become critically
important where same-gender partners of patients may be challenged by blood relatives who
might wish to step into the decision making process and influence the direction of care. In the
next account the patient’s spiral downwards was in large part created by conflicts that arose
between her partner’s right of place versus her blood relatives stepping in.

P7: They had a lot of trouble finding out from people why I’d gone
downhill and what was the problem.  [My partner] was deeply
suspicious and angry about it, and she couldn’t find anyone to talk to
out there... That you put your savings in the name of the person who
earns the least amount of money because that’s how the Tax System
works. And what happened to me when my first partner killed herself
is that her family took my savings, basically. 
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She learned from her early experiences, and set up the legal precidents should anything
happen in future.

P7: So one of the early things that [my partner] and I did was set up
Wills. Powers of attorney is relatively recent because we didn’t know…
we’d read bits about that in newspapers and gay press. It turned out to
be very good. It would have been utterly disastrous if that money
hadn’t been accessible. 

Financial penalties
Another area of concern related to administrative harrassment is how there are financial
burdens placed on same-gender partnerships because of how many will fall outside of the
definitions of spousal relationships. One illustration comes from people wanting gender
reassignment.

I5: Will you still be out of pocket?
P5: Yes, but there’s Medicare doing 75% coverage of certain fees. It’s
only the hospital stay that I’ll have to pay for.  So I think it works out to
be about $500 or $600 out of pocket, which is do-able. But of course if I
was trying to get another operation done like Sex Reassignment
Surgery (SRS) or something, then it’s a whole different ball game
because there aren’t the skilled surgeons around, the Medicare system
only pays a completely pitiful amount; something like 9% of the overall
cost which is, of course, neither here nor there. And in any case, you
still have to pay the complete upfront fee which is usually in the vicinity
of $20,000 give or take. Somebody I know has just seen somebody in
Sydney and it cost them about $26,000 I think, from memory.
I5: Just for the SRS?
P5: Yes, that’s right.  

Satisfactory health outcomes depend on having the financial means, especially for older gay
couples where there are no services that acknowledge and support same-gender couples
living in public care facilities.

P9: They moved out into private accommodation and got services in.
I9: So they moved in together.  They were in a financial and physical
position where they could look after themselves?
P9: That’s right.  If they hadn’t have been, the outcome could have
been very different. Yeah, they could have been separated.
I9: So, how did you feel, witnessing this?
P9: …I was just gob smacked.  
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Conclusion
Reactions to this section of the report have been very positive on behalf of
managers and quality assurance personnel. The fact of having a concrete
and operational issue, like the review of forms and standard protocols,
made several people sit up in their chair and say, ‘This is something we can
do.’ The implied meaning was that many of the finding of this report were
difficult to imagine in terms of application in the healthcare sector, because
of the way the system is organised at this time. But we wish to challenge
managers, supervisors, and the many professionals who make up the
sector. The issues raised in this report speak to a need to reflect on the
culture of healthcare, and to envision how we as individuals can make a

difference in this culture by learning to accommodate and celebrate the diversity that exists in
our society. While it is very important to examine the words and categories used in hospital
forms, we suggest that these words and forms suggest underlying meanings and values that
must be deconstructed before a more viable, and truly culturally appropriate option emerges in
the future. For this story to continue to unfold, each person in the system has a vital part to play.

Implications for Practice
• To collaborate with an external group to perform environmental and service sexuality

diversity audit of NSCCH programs annually for a two year period.
• Create a NSCCH Equity Advisory committee to monitor implementation activities from

the research report. (Committee should have broad membership to address social and
service exclusion across a range of minority populations in order to review, monitor
and improve diversity for the Area).

• NSCCH policy directive marketed to employees and consumers emphasizing a health
culture that promotes anti-discrimination and respect for diversity.

• Implement an attitudinal campaign around valuing diversity [Inclusive care is the heart
of caring] or devaluing diversity [Exclusive care is no care at all].

• Ensure NSCCH meaningfully adopts the United Nations Human Rights Declaration as a
guiding organisational framework to support diversity in health care. 
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Commendable practices
The research team considers that it is very important to acknowledge a range of examples of
good practice that came to light during the study. These include positive experiences of staff
and patients in situations where discrimination might have occurred. There were also
impressive cases of advocacy by staff for the rights of people from minority groups, including
for gay, lesbian, bisexual and transgender people. Moreover, it is worth noting that not all of
these cases of advocacy were by gay, bisexual, lesbian and transgender staff. Unfortunately,
there were also cases where other staff, including line managers, resisted that advocacy
and/or discriminated against the staff who engaged in advocacy.

Patients taking a proactive stance
There was a range of positive outcomes shared by participants. The following account relates
to elder homecare for same-gender couples.

P9: We had a spinster couple of ladies who had been in a relationship
forever, and they were just so in love.  One of them had had a stroke,
and after about six months, she had recovered a lot of her physical
ability and we went out to the house and were able to push the two
single beds together.  And I thought that was great that we were able
to do that, and it was done openly, and it was a celebrated thing...  

The ability of staff to incorporate an acceptance of gay relationships is commendable practice.

P9: And I’ve seen staff totally accepted in the workplace as well.
There’s no question.  I’ve seen the gay boys get up in their fancy dress
on event days and come in in their frocks, and it’s not a worry. I’ve
been told many times that the way I think is a little bit unique and not
the standard way of thinking. You incorporate it into what you’re
doing, like if I’m talking about sexuality with a gay couple and we’ve
got to talk about position changes, well we've got to talk about what is
suitable to them, not what is suitable to me, what is suitable to them.  

Past experience sometimes explains why some staff are more proactive when it comes to
human rights and social justice.

P10: As a young person I got pregnant before, and I experienced an
awful lot of exclusion and stigma. I was made to feel dirty and stupid
and all sorts of stuff.  So I guess I experienced something of that,
being labelled because sexually you’re not doing the right thing. So at
some level I guess I was interested in it.  

Good experience from senior staff members can involve protective factors like age,
experience, confidence, seniority, along with clear forms and records.
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P7: I was unconscious from the time I collapsed in the gym.  And I can
really only remember in bits and pieces about a week at hospital. So
what I’ll be reporting to you will be things I was told by my partner.
They had no problems about my sexuality in terms of my treatment or
about recognising… my partner.  It probably helped that [she] was down
as my next-of-kin in my medical records.  And from what she said, that
was a good thing.  Foresight. For me, it was established right from the
beginning because my boss’s boss called my partner, who came in.  

Thankfully, the situation for this staff member worked out well in large part to her being older
and having worked through the legal and status issues before the medical condition arose.

P7: My brother accepted her rights, so it was all cemented into place
right from the beginning.  For someone in their twenties, they may not
be as sure of themselves, they may not be in a permanent
relationship, which means that their colleagues might not know who
to call in.  Wouldn’t be down as ‘next-of-kin’ in their Medical Record.
There’s all sorts of things that go with the years. I don’t think anyone
even looked at the form quite frankly.  I filled it in.  Handed it in.  I
don’t think that they even checked it.  I don’t think it was a matter of it
being accepted; I think it was a matter of it not being noticed.  

She was not aware of any issues with her partner’s status.

P7: No, nobody would have been thinking about it.  It’s part of the
form.  It turned out to be very important though.  ...  I mean, we not
only had our Wills, we’ve both got powers of attorney, and that turned
out to be incredibly important because [she] had retired and, with that,
she was able to access my bank accounts and do things like that.  That
would have been extraordinarily difficult without having had power of
attorney.  Object lesson… All the things that we did would be doubly
important if your immediate blood kin was not as accepting. 

Her experience of working in Northern Sydney Health had also been positive.

P7: I’ve got to say, if anybody’s discriminated against me, I haven’t
been aware of it.  I’d also have to say that since I came to Northern,
I’ve been a reasonably senior person, so you might say that’s a
reflection of my seniority.  People gossip, but you know, people gossip
about lots of stuff, whether you’re divorced or whatever.  It’s just that
I’m a lesbian.  It’s no great deal.
I7: So do you think there might be more issues for younger lesbians?
P7: Yeah. Absolutely, I’d reckon so.  

The story shows the value of being open and assertive. But there are worrisome limitations to
addressing homophobia in the absence of seniority.
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P7: My personal feeling is that the more upfront you are about it and
make sure that people treat it as a normal thing, the less hassles you’ll
have.  But I know there’s people around who can’t do that. If you want
the system to give you positive experiences, you’ve got to say who
you are and the experiences you expect.  And I would give you good
odds that that’s how [my partner] would have gone into Intensive
Care; she would have gone in expecting to be treated as the person
who has responsibility for me.  And she’s a fairly forceful personality;
not a shrinking violet.  I think a lot of what you get is what you
communicate yourself.

Staff taking a proactive stance
The value of being able to be open about yourself increases the likelihood of negotiating
sometimes difficult social relationships.

I8: What difference does it make to your work to be able to be open?
P8: I think it’s brilliant, I mean, it just allows you to be yourself.  It’s
much easier, you can talk about things, talk about what’s going on and
stuff like that.
I8: What are the consequences of not being able to talk about things?
P8: It increases your isolation.  

There are advantages of being an experienced practitioner as injustices are more likely to be
passively accepted by junior staff. The need for better training is apparent.

P9: I thought 'I know this is happening but I can’t talk about it and I
can’t address it.  And if I do, I’ll be crossing the line'.  And I think that
happens to nurses now.  I’ve been nursing for 23 years and I’ve got a
bit of leather in the skin and a lot of those things just roll off me
because I’ve been around.  But I think, you know, 21-year-olds doing
the wards, or student-enrolled nurses who are 18; they don’t have that
toughness, they don’t have the life experience.  And there is nothing
for them to refer to, really.  I mean, we’ve got the policy now, you
know, we’re doing the gender-diversity training, which is great.  We
had one of the guys come into the Unit  it was a really, really, it  was a
great session.  And that’s now in place.  But that’s in a  the percentage
of people who can realistically get to that type of training is very small.
And they’ve got to want to go, and they’ve got to accept on board
what they’re hearing.

There are advantages in being out at work.

P5: Oh no, I’m completely out about it.  I think this is also a very
empowering place to come from because, to put it bluntly, I’m not
about to take any crap.  So if I do come across something, and of
course my partner will be in the building as well, so if there was
anything that came up, it would be acted upon or probably
complained about straight away.  
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The importance of leadership and advocacy came across many stories of success, here to
ensure that two women in aged care were able to form a relationship.

P9: If I hadn’t have become involved, I think interventions would have
been put in place without them being given the right to choose (for)
themselves.  I think other people were going to make the decisions.
There wasn’t anyone acting as advocate 

Parallels were noted between positively handling religion and sexuality in the workplace.

P9: I can’t bring my religious beliefs to the workplace, and I can’t
enforce those on my patients, so I shouldn’t be able to force my sexual
preferences on them either, or judge their sexual preferences in me
prescribing care.  And I think it is changing.  I know it is better than
when I started.  

Taking a ‘matter of fact’ approach while never making assumptions is a recommended
approach to clinical care.

P3: From our point of view, that is all that it’s about.  Where they’re
putting it, how often and how as to what we test for, and what the
greater risk is and how we deal with either the infection or the
emotions.  It’s really simple.  A lot of those putting people in boxes
does probably create difficulties in a way.  It’s a bit like, outside of the
work situation are they gay or straight, what’s it matter?  It’s nothing.
You get a lot of gay men who are flamboyant and open, and that’s
part of their persona, to always go over the top, if you like, in
presenting themselves.  And it’s fun for them, so there’s fun-ness for
everybody.  It’s not all necessarily derogatory.  A comment like that
may not be as derogatory as it appears to be. Well, never assume.
Literally never.  And you have to interview in such a way that people
can disclose as comfortably and at what point they wish to do so.

The motive of individuals is an important factor when evaluating allegations of workplace
prejudice, and again illustrates a proactive stance on the part of staff.

P7: In fact, my Head of Department here said that… and somebody
overheard, and so it’s sort of fourth-hand by the time it gets to me,
that people were saying, ‘Oh that [name], she’s a lesbian’.  And she
asked me what I wanted done about it.  It was totally factual, so why
would you want something done about it? The guy who was alleged
to have made the comment; I’ve never had any feelings from him that
he’s homophobic, so I chose to decide that it was just a comment
rather than a negative comment.

The value of roles models among staff can not be underestimated.



P4: Those people have made conscious choices to be out in this sort of
situation, as a way of fostering that sort of diversity.  I think that’s
good for people. I think it assists staff.  I think it helps clients.  It allows
me to work honestly with patients.  I’m sure there’s an educative effect
in that it brings people together.  I know one of the wards men who I
know – he’s a Philippino guy – he said to me the other day  look six
months ago he would have been devastated when someone said to
him that they thought he was gay.  He said to me, ‘Look, I just don’t
really care anymore.  I’ve dealt with that, I can see that you live in a
way that you do and nothing much happens’.  There’s an educative
part of that where I think a person like that is in a position to say, ‘Well
it doesn’t matter much, this is who I am’.  I think it reduces the anxiety
levels of those staff.

Several informants suggested that proactive training for sexism, gender and homophobia are
central to addressing the issues in the workplace.

P8: Well, they have mandatory training for things like that in
Occupational Health and Safety, fire and things like that.  They have
mandatory training for aggression minimisation and stuff like that.

In regards to training it was suggested that improvement is not systemic, but largely
determined by individual leadership.

P9: It’s such a small percentage that we’re getting that across to, and
it’s only enlightened managers who are seeing it and saying, ‘Right,
get out there and do it’. I don’t like the fact of having to deal with this
gender diversity as a specific issue.
I9: So it’s back to your idea of general training?
P9: Absolutely.  And that goes with everything.  We have NESB but we
don’t look at specific staff training to deal with staff members who are
from other cultures…
I9: Training of young nurses coming through, through to ongoing
professional development, just very naturally incorporates this sort of
diversity, without it being something that you have to put your hand
up and go to a special course?
P9: Yes, that’s what I think.

Training involves setting in place better supervision and professional development.

P10: It’s one of the things that’s been really good working in Sexual
Health; when I worked in Community Health it wasn’t as available, is
quite a fair bit of professional development.  Having courses to go to
and workshops to go to I think is something really helpful.  So having
supervision and professional development are absolutely the key things.

Unlike other areas of health practice, for LGBT clients the responsibility lies almost entirely
with the individual professional to advocate, demand and complain about their care. In LGBT
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issues, the client often has more expertise than the practitioner. It takes leadership and
consistent efforts to obtain quality health care and thus avoid prejudice in the health system.

P5: My GP has been quite nice and I was very upfront about what I
wanted to do; made it clear that I’d done the homework and knew
what I was talking about and wasn’t going to tolerate any really
negative attitudes.  That has made quite a difference...  I think if you
do the homework or get a word-of-mouth reference from somebody in
your community, you’re going to make your path a lot easier by
choosing people who are more likely to have a more positive attitude
towards you. So you see, there’s a kind of flow-on of word-of-mouth
there and I wouldn’t expect to run across people in that kind of
network who were going to hostile or prejudicial. But because I’ve had
a reference through the word-of-mouth network, of somebody that is
good and from somebody that has experience with transgender
people, ie a plastic surgeon, then I expect it to be a good outcome and
to be treated professionally and get a good result. 

Consumer networks are also an important component for mainstream staff to access
information, to learn about minority concerns.

P6: We have a consumer network here; we have two paid people and a
whole bunch of volunteers.  They’re supposed to represent the
consumer point of view in all kinds of situations, and one of the
consumer reps was a transgender person.

The acceptance of gay staff  by managers has a positive impact on their sense of well-being
and commitment to work.

I26: What’s the difference in the atmosphere between the two jobs?
P26: Well there’s heaps of difference.  First of all, people don’t treat me
as if I’m different.  My NUM [Nursing Unity Manager], she’s really
wonderful.  She has never, ever made me feel that I was different.
She’s really great and so are the staff… they all respect me.  In other
words, they all really treat me good.  So everything is really good.

Positive workplace culture increases job satisfaction and productivity.

P26: My current job, I look forward to going to work.  The friends that
I’ve made there, were always talk about our personal lives. I feel more
open and more comfortable for what I am.  The whole thing is just
different now… LGBT Staff have witnessed/experienced positive
treatment of patients and partners. North Shore is very friendly and it
seems to be very open.  The patients that I’ve nursed that have
identified as being gay have been very, what I consider, really well
treated.  As far as I have been aware, it’s not been an issue.  And their
partners have been just treated exactly the same as everyone else.
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LGBT staff have had positive experiences as staff members in NSCCH.

P25: There are a number of people in relatively prominent positions in
the NAHS who are gay.  And I don’t detect animosity toward them
because they’re gay. I’ve been pleased.  I would say that is my overall
response.  I have to say, part of that I wonder if it’s because I’m
working in Sydney… for all Australian cities seems open and relaxed
about issues around homosexuality.  I’ve had exposures sort of high in
the organisation so I’ve been pleased with that interaction and that
fact that I have a partner who has come up a couple of times with …
very high in the organisation, and it’s not … my perception is that’s
not a negative… I didn’t perceive anything negative about it.  

Taking an educational and advocacy approach can emerge out of practicing the skills of self-
confidence involved in being out at work. Over time, a person can become a source of
strength and a role model for other people.

P34: People learn much more about people and their own values from
doing the inter-personal thing.  And if they think that you’re okay, I
mean it’s a bit like my preference with… coming out to people, I’ve
counselled younger women and some men too.  I always say, ‘Look, if
he can get to know you as a person first, then you find the stereotypes
don’t fit’.  If they have the stereotypes first, it’s very hard to push your
way through that filter.
I34: This sounds like you almost set yourself up as an educator.  
P34: I do.  It’s deliberate policy.  And people say, ‘Why do you come
out?’  And I say, ‘I only come out, I’m not hiding’.  But I also think that
if you get to see that we’re just ordinary people doing professional
work.  And yes, I parent two kids, and yes I can do this, and I can work
as a child psychologist…
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Conclusion
The range of examples of good practice are important to acknowledge, and
in this, we understand that change moves forward by positive advocacy.
Advocacy is not always an easy task, and more often than not, it costs
individuals to take the right course of action. The sytem itself may in fact be
set up to protect itself, and those in senior positions can sometimes be
quite self-serving. But nonetheless, while we admit that systems are not
ideal places in society there appears to be many opportunities for people to
rise to new heights of accomplishment. This is most evident in areas where
quality initiatives are despretely needed, and where leadership often comes

from the bottom up – because those on the floor see what is really happening, and what must
be done. 

Likewise, in this report we have seen excellent examples of very positive senior leadership
that will, over time, carry forward the notion that diversity translates into the very ways that
we do care with every patient that comes through the door, and that diversity constitutes the
means by which we communicate through words, gestures, and in our silences. We need to
become more aware of the powerful ways that human beings communicate acceptance or
rejection in the most simple and everyday gestures. 

The many ways that people betray their bias and prejudice detailed in this report suggest that
everyone deals with a degree of homophobia, and that we can not hide our bias even in the
contexts of clinical medicine. Invariably, if a practitioner holds a prejudicial belief it is most
likely to come forward in some manner which the practitioner may not even be consciously
aware of. Our prejudices impact others, and sometimes dramatically. Indeed, because human
beings carry our preconceptions ‘on the sleeve’ as it were, and we can really not hide our
prejudices, those of us who work in the human services fields must closely examine our
personal beliefs and biases. We believe that this process of self-examination and
consciousness raising is a vital and important component of any effective, sustainable, and
ethical professional practice.

Implications for Practice
• Establish a Quality Week Award for Social Leadership & Inclusive Practice.
• Deliberate promotion of best practise diversity initiatives in Area media products. 
• Utilise examples of NSCCH good practice within any related learning and development

staff training I.e. Area Alcohol and Drugs Services quality management systems
initiatives.

• Development of a recognition scheme for peak outside agencies to present area health
services or hospitals with an award for inclusive practice. 

• A ‘model manager’ award / acknowledgement from senior management to managers
who support diversity in health care settings.
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