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Abstract

Lesbian and bisexual women living in an Atlantic province were
interviewed about their health care experiences. Many of them
emphasized the importance of the role of community, speaking
from a collective ~ as opposed to individual - perspective. The
relationship between community and health is explored according
to five interview themes: community as buffer; regulatory
norms; fragmented identities; invisible support; and inclusive
safer sex information. The themes highlight varying viewpoints
about the meaning and the function of community. The
community can buffer a sense of personal isolation and
Iragmentation that results from living in a heterosexist society.
At the same time, sexual health can suffer when a community
imposes expected rules for behaviour. Not being able to find a
place in which to validate one’s identity has implications for
health in its broadest sense, including the community’s role in
providing emotional and tangible resources for women.
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Invoking Community: Rethinking the Health of
Lesbian and Bisexual Women

How does an understanding of community inform our
concept of health? In addition to actual physical wellness, health
includes a subjective sense of well-being. The ability to realize
one's potential is also part of health. Through social
interactions, individuals realize what they are capable of doing
and how they might achieve their goals. Doyal's (1995) position
on the relationship between health and human needs is therefore
instructive:

...inequalities in health between social groups
are not simply inequalities in desired states of
subjective well-being. They also represent
objective inequalities in the capacity of -
individuals to play an active part in social and
community life - to realize their own potential
and to help others do the same. For those who
wish to improve the situation of women,
physical and mental health are therefore strategic
issues. They are important goals in their own
right, but they also provide the key to women's
effective participation in attempts to create a
fairer and healthier society (p. 8-9).

In the study discussed here, we found that it was almost
impossible for our participants, who are lesbian and bisexual
women, to talk about their health without also mentioning the
role of community in their lives. This connection was striking.
Although the central focus of our study was the health care
experiences of lesbian and bisexual women, community emerged
as an important theme throughout our interviews. In some
places in the interview, participants answered not for themselves
personally, but responded to our queries with a collective stance
(e.g., "These are the health care services that we need."). This
encouraged us to ask what it means to invoke we in individual
constructs of health and well-being. ‘




If we think about community as a collective of people
who experience their lives through a common social structure,
we must keep certain questions about the concept itself in the
background. What are the composite parts of this structure?
Who creates it? Why do some people end up feeling and/or
being excluded from or included in a specific community?
Lockard (1986) defines the conceptual structure for a lesbian
community as being comprised of social networks, group
identity, shared subcultural values, and an institutional base.
Like most definitions of community, this one utilizes concepts
that are integral to health, such as social networks, but how these
factors play out in the actual health of lesbian or bisexual women
1s not articulated either in theory or in research. The relationship

between community and sexual identity has been of interest to

both theorists working in the gay affirmative literature tradition
(Bronski, 1984; D’Emilio, 1983; Licata, 1980/81; Weiss, 1988;
see also Kitzinger, 1987 for a review) and to queer theorists
(e.g., Butler, 1991; 1993; Fuss, 1991), but there is almost
nothing linking the construct of community to lesbian and
bisexual health. Our discussion of women's health in this paper
is always linked with what it means for our participants to
acknowledge their sexual identity in a society that remains
largely heterosexist and homophobic.

According to Nardi and Schneider (1998), issues of
identity and community have been central themes within lesbian
and gay studies. At the same time, the idea of some cohesive,
homogeneous lesbian or gay community is acknowledged to be
a limiting concept (for reviews see Ainley, 1995; Stein, 1993;
1997). As Healey (1994) asserts, in contrast to the lesbian
community of the 1980's which was united by identity politics,
todays lesbian community is much more diverse:

The notion of a single, unified lesbian
community has been lost to the acceptance of
lesbianism as incorporating a number of
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different communities and voices. The lesbian
community of the 1990s is not defined by how
you think and what you say, it is not the inward-
looking, protectionist structure it once was. The
lesbian community can be all things to all
lesbians .... (p. 97).

Although the question of whether the lesbian community can
indeed be "all things to all lesbians” is debatable, the important
point is this: the lesbian community is neither monolithic nor is
it obsolete.

There is increasing recognition of the role of the social
i current conceptualizations of health (Epp, 1986; Murray &
Chamberlain, 1999; Yardley, 1997). Whereas medicine seeks to
define health and illness as physiological conditions, in a social
and phenomenological context ones state of health is defined and
communicated by a certain way of relating to the world
(Yardley, 1997, p. 19). What this means in practical terms is
ihat illness and health are inseparable from the "remainder of
lifte" (Radley, 1997). The ordinary activities in which we engage
are ongoing contexts in which the determination of how to
handle these unwelcome experiences must take place (Radley,
1997, p. 56). Among these ordinary activities are connections to
community, which permit access to both social and practical
resources.

The construct of community has recently begun to be
implicated more centrally in health. The role ‘of community in
the health promotion literature, for instance, has been explored
in relation to: a) general health promotion issues (e.g., Lundeen,
1999; Mayer et al., 1998; Ribisl & Humphreys, 1998; see also
Camic & Knight, 1998 and Shumaker, Schron, Ockene, &



McBee, 1998 for .
ceviews); b) specific Additionally, we have seen the

health concerns (e.g., continuing medicalization and
Fox, Stein, Gonzalez, | Pathologization of lesbian and
llfarrenkopf, & | bisexual women, such that they

Dellinger, 1998; have been “ensnared in an
Morrissey, 1998); and c) ideological netherworld
cultural diversity (e.g., between lmmorahty and
Ishida, 1999; Pelletier, madness” (Stevens & Hall,
Moisan, Roussel, & 1991, p. 237).

Gilbert, 1997; see also

Huff & Kline, 1999 for
review). Labonte (1994)
points out:

The concept of community is troublesome in the
"new" public health. Sometimes a community
expresses its own coherency and "health" by its
intolerance of and bigotry towards other
communities....One of the tools rarely used by
local government is aggressively marketing
tolerance (acceptance) and respect (striving to
understand)....Related to this need to move from
tolerance to respect is the apparent human need
to create meaning in their lives" (p. 12).

iesbian and bisexual women are conspicuously absent in
research initiatives addressing the role of community. This is
particularly problematic given the general neglect of health
issues of relevance to this population of women (Ramsay, 1994;
Stevens, 1994; see also Stern, 1993 for review). Additionally,
we have seen the continuing medicalization and pathologization
of lesbian and bisexual women, such that they have been
“ensnared in an ideological netherworld between immorality and
madness” (Stevens & Hall, 1991, p. 237). Therefore,
community represents more than just a connection to the social
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rcalm for these women; it is also a potential vehicle for
accessing valuable health information and resources that may not
be otherwise available.

+ Our intent in this paper is not to promote a monolithic
view of the lesbian or bisexual community. Such a view
obscures women's diversity (Dancey, 1994; Stein, 1993, 1997),
¢ven as it reduces ‘lesbian’ or ‘bisexual’ to a label (Eliason,
1996). Rather, we need to refer to the interplay of physical,
psychological and socio-cultural forces that influence health. In
this article, we would like to expand our current definition of
women's health by making lesbian and bisexual women’s
cxperiences “central to definitions of reality” (Brown, 1989),
rather than relegating them to the ‘special populations’ category.
Current conceptualizations of health do not adequately reflect the
cxperiences of lesbian/bisexual women, and thereby do not
contribute to meeting the needs of this population. In this way,
health care research and professional practice initiatives position
health as a resource available to select groups. This constitutes
i denial of health care and ultimately of health.

Participants and the Interview Process

This paper focuses on lesbian and bisexual women living
in an Atlantic province. As part of a larger Canadian health care
study, we interviewed 98 women who identified as lesbian
(67%), bisexual (9%), gay (12%), or no preferred label (10%).
The median age was 36, with the youngest being 18 and the
oldest 64 years of age. About half of the participants were
cohabiting with a partner. We. purposely sought a diversity of
participants in order to prevent our sample from being
exclusively white, middle class, and able-bodied. Nonetheless,
the majority (84%) were fairly well educated white women
(partial university or more). Participants included one visually
impaired and two hearing impaired women, two physically
challenged women, one black woman, and three Mi'kmaq




women. Sixty three per cent of the participants were from the
largest urban centre with a population of around 300,000
(including amalgamated towns and suburbs), with the remainder
living in outlying rural areas.

Our interview was designed to generate information
about all facets of lesbian and bisexual participants’ experiences
of seeking health care. In consultation with selected health
providers and key informants, we developed a semi-structured,
face-to-face interview. Initial questions, derived generally from
articles on lesbian health, were reviewed by these consultants for
validity and then revised with trial runs of the interview. The
peneral areas represented were: demographic information,
peneral health care patterns, preferences for health care provider,
disclosure issues, health care information, access issues, and
important health care services. The interview contained open-
cnded questions followed by prompts. For example, we asked
participants to tell us about their experiences as a lesbian or
bisexual woman seeking health care; this was followed by
prompts about seeking care from family physicians, specialists,
mental health care providers, front line workers, etc.

The study was introduced in the province via mail-outs,
women's health care clinics, and personal contacts in community
proups. Women were recruited over the course of a year using
a snowball sampling technique, wherein respondents solicit
likely participants via their own social network. The
interviewing team was composed of four highly trained Master's
level research assistants; two identified as heterosexual, one
wentified as lesbian, and one as bisexual. Upon initial contact,
the potential participants were given a choice of an interviewer.
Only about 20% said that they had no preference; the rest
specified that they wished to be interviewed by a lesbian or
bisexual woman.

The interviews ranged from about 45 minutes to 3.5
hours. We also conducted a few interviews with participants'

. partners present to ensure further an adequate comfort level.

All of the interviews were audio-taped and transcribed.
Analysis

Our first level of analysis of the interview material took
the form of content and thematic analysis of the health care
information in the study (Mathieson, 1998; Mathieson, Bailey &
Gurevich, submitted). Two secondary analyses ‘were then
performed; one to describe the discourse of the bisexual women
i the study, reported elsewhere (Mathieson & Endicott, 1998),
and another to explore the community talk described here. A
ihematic analysis was conducted for the latter (Boyatzis, 1998).

We classified similar themes throughout and across all
mterviews. To conceptually develop the themes, we repeated
this process several times, relying on research memos and
paying particular attention to similarity and variability in the
talk. The transcripts were reviewed in their entirety until
saturation was reached for each theme; that is, no new
information emerged with further review.

Themes

Talk about the community was grouped into two very
broad categories: issues of identity and/or the relationship of
community to health and well-being. These two umbrella
thematic codes were further divided into five conceptual themes,
discussed in this paper under the following headings: a)
community as buffer; b) regulatory norms; c) fragmented
ilentities; d) invisible/(in)viable support; and e) inclusive safer
sex information.



Community as Buffer

The literature shows that there is very little articulation
of theory around lesbian experience until the 1960s and 1970s
(Stevens & Hall, 1991), when the women's movement began to
politicize sexuality, characterizing heterosexuality as an
institution that acts an agent of social control (Rich, 1984). It
has also been argued that the influence of a homophobic and
heterosexist society creates divisiveness in gay and lesbian
communities, thereby reinscribing the normalcy of hetero-
sexuality (Frye, 1995). Not surprising, gay and lesbian
communities in turn frequently demand a cohesion of their own
members to avoid such externally imposed polarization, even
though this cohesion is sometimes unwanted and/or impossible
(Cohen, 1991). The majority of the interviewed women
articulated some notion of community, whether it be in terms of
cohesion and belongingness or fragmentation and marginality.
Notably, the issue of community was raised in the very first
interview as a key factor in both the affirmation of identity and
as a vehicle for sustaining well being:

Something ~ that you're not covering is
relationship with community...For me that's the
biggest way to reduce stress..and to be affirmed.

An excerpt from this participant, who offers a definition of sorts,
reveals the complexity underlying what we might otherwise
conceptualize as a concrete category:

And the way that I say community, is that often
times previously the word community was used
Jor geographical, and now it is almost more like
an emotional...it is, I guess, like a survival
tactic.

The women's talk can be applied practically in a discussion
about concepts of community and the effect of such interactions
on psychological well-being:

Well, in terms of your emotional health, in terms
of living...in a society...that doesn's legitimate
who you are, it can be difficult not to have a
sense of community or some place where...I can
be open about who I am.

These accounts suggest that rather than positioning
community as the "outermost layer" of the relational aspects of
health (Lin, Dumin, & Woelfel, 1986), community may be more
uscfully situated as the innermost factor exerting an impact upon
1+ womans health and well-being. Many of our participants could
not talk about their own experiences in intimate relationships and
other social arenas without invoking some construct of
community. Accordingly, our discussion of health in relation to
the social is linked to what it means for our participanis to
ucgotiate their identities and health in a largely homophobic and
heterosexist social climate. The following quote addresses this
‘hreetly:

Living in, or having a space in which to live
Jreely is critical to your mental and emotional
well-being, and there’s no doubs Jor me
now....that your emotional well-being or not,
Your lack thereof, is embodied.

Sunilarly:

For me, my health, has an awful lot to do with
community ...Because I can't be a person unto
myself...So my interactions with people very
often are a reflection of my own personal well-
being...So health for me is Jinding  thar




place...I'm healthiest when I know I have a
place in the world. ...

Anotlier participant revealed the fragmentation and isolation that
she feels without access to a lesbian community. Her difficulty

in envisioning a lesbian community in her locality is something

that is enforced by heterosexism and compounded by living in a
rural area:

In particular, living in the country...it’s so
difficult for me as an individual lesbian living in
an area where there are other lesbians and also
for all of us as a collective...community, to rise
above all of the obstacles in the path of us,
connecting and working problems out and
cooperating....And the answer does not lie in an
improved lesbian rural community because [
think that. . .the lack exists for a reason. And it
has to do with the incredible power of
homophobia for one thing. And the power of
economic limitations for another...and it is a
societal problem...it is not explained in terms of
an inadequacy in the lesbian community, it's
explained in terms of an inadequacy in our
society....

The participants' accounts of community are historically and
peographically specific. As such, we are engaging with
narratives that constitute a productive questioning of what it
mcans to be a lesbian or bisexual woman and not what lesbian or
bisexual identity is (Phelan, 1993). In this spirit, we now turn to
the examination of the four remaining themes.

10

Regulatory Norms

. A general rule in terms of the rhetoric and theory
surrounding sexual identity is that to be out in a heterosexist
society is to make one's sexuality political because it is in
opposition to the norm (Franzen, 1993). Since heterosexual
primacy is inscribed into so many of the ways we interact with
the world, the spaces in which that primacy is displaced - the
lesbian community - also becomes political. Moreover, in the
absence of both explicit rules and support for delineating how to
be gay or lesbian, claiming such identities requires a fashioning
ol unique normative criteria. This is what Brown (1989) refers
(o as "normative creativity."

In this creative self-fashioning, there may be multiple
mitersections and fractures between individual and collective
wlcas of what it means to be a lesbian or bisexual woman. These
tensions run the gamut from bisexual women who might
represent a political threat to a lesbian community, to whether or
not a2 woman chooses to label her sexual identity, to critiques of
women who do not feel that their sexuality is at all relevant in
the political sphere. We found that some participants make
scxuality and politics inseparable, speaking frequently from a
collective perspective - the 'we' - throughout the interview. For
these women, community, however it may be defined and
rxperienced, becomes central to the political construction and
reconstruction of their life experiences. Other participants
mvoked the equation when necessary.

In a similar vein, many participants inferred that
participating in a lesbian community or as an 'out' lesbian in the
heterosexual community means adhering to a particular
delinition of a lesbian, or as one participant framed it, making a
‘commitment to being a lesbian.”" As with other identity
markers, certain meanings and expectations are associated with
the adoption of a given category, and sometimes a tension arises

11



between competing uses of the label, that is, self-labelling versus

“labelling by others. A particularly striking illustration is the
presumption that real lesbians do not sleep with men. This can
cvoke as much tension about identity when imposed by the
dominant heterosexual culture as when a sexuality-based
community tells a woman she cannot be emotionally and
scxually intimate with other women unless she limits all her
mteractions exclusively to women. This bisexual participant
articulated this tension in light of having a romantic relationship
with a man:

I would avoid certain kinds of situations or I
would avoid even times when I was with this
other fellow and it's ridiculous now but,...if I
saw a woman who had identified with me
exclusively in a woman's only context it's like I
would turn around or I would pretend like I
wasn't with him...It wasn't a matter of
approval or disapproval but I guess I felt that...I
couldn’t decide to be who I wanted to be with on
a personal level and somehow, depending on
who I was on an intimate or sexual level that,
that somehow said something about my
convictions or my politics or my feelings about
women, and it doesn't.

Kegulatory norms, then, supported by a fixed definition of
«exuality, have very real ramifications in the lives of lesbian and
tisexual women. First, a sense of isolation and fragmentation
iy result when one does not conform to expected rules for
hehaviours.  Second, sexual and emotional health may be
potentially jeopardized. One example is the reticence many
women in the lesbian community feel about admitting risks that
ihey may have taken in their sexual past and/or present,
behaviours that may put their current partners at risk for

12

contracting sexually transmitted infections (STIs). We will
revisit this latter topic in a later section.

I'ragmented Identities

Both heterosexual and lesbian communities presume that
other parts of a woman's identity should be subsumed by sexual
preference. This perspective lays the groundwork for a sense of
lragmentation. Some aspects of identity come to the fore, while
others are neglected. This has negative consequences, both
wocially and physically; these include isolation and
marginalization. This fragmenting was especially evident in the
accounts of those participants who live with a disability:

I don't feel like I'm part of any
community...there's a lot of reasons why, but...I
have a really hard time with definitions...and so
When I'm in the women's community at large....if
I don't feel there's an invitation I don't come out
as a lesbian and then I sort of get tagged as a
disabled woman, which then obscures some of
my bigger concerns...and then within the
disabled community...I don't really feel a part
of, because they whitewash gender, race,
ethnicity, everything...in an attempt to sort of
define themselves as a group of people...I also
feel like I have to make a clear definition within
each one of them and I don't really think that's
how I define myself. It's very fluctuating.

This participant goes on to discuss how this affects her
health.  She gets depressed, she does not feel whole, and has
~ubsequently moved to find a new community. Health eludes
her hecause she cannot find a community where all of the parts
ol her identity may be validated.

13



Many of the participants
vxpressed this type of conflict, but it is

If multiple aspects

£ | . Identification
most obvious when a significant part of . of women's .. [ don't think my doctor... with a community may
one’s identity is visible, while other identities cannot understood that it [sexual involve tensions that have
cqually.  significant aspects remain | be acknowledged, orientation] had a lot to do important ramifications
wmvisible.  If multiple aspects of then community with my life, it's sort of like, for health. As Phelan
women’s identities cannot be acknow- cannot be "Okay, you're a lesbian, well | (1993) outlines, living in
ledped, then community cannot be recognized and that's... okay with me, " and a heterosexist society can

recognized and  marshalled as a marshalled as a
heneficial source of support. We can
compare the preceding excerpt to the

no understanding of how that | incite rifts and conflicts
beneficial source particular issue impacts on my | Within  sexuality-based

of support. R communities. Instead of
wcount of a Jewish lesbian living in a pport ife as a won.za.n' L Would Say applying universal and

vl area: the most striking thing to me A
e shared identities to all
was...the lack of those who may be
I guess I don't want my community to be just acknowledgement of what it members of such
lesbians. Because I feel like I'm more than the meant to be a lesbian and communities, moments
label...I'm also Jewish, and when I was living how it affected my health or should be found in which

in there was much more of a Jewish

my life. to ask -productive
questions, in this case,
about living as a lesbian,
hizexual, gay, or queer woman. Thus, 'being' a certain sexual
arientation is replaced by an identity considered within a specific
historical moment and place (Phelan, 1993). Such productive
fuestioning should also take place in a health care interaction,
given the power of the medical system to create and reinforce the
social norms and mores of western society (see Oakley, 1993
amd Sherwin, 1992). Two different quotes allude to this process
ol productive questioning. In both cases, women were talking
about physicians' responsibility to create a safe space for
dinclosure:

community...Coming out as a lesbian felt very
Jamiliar because it's invisible...I could walk
down the street and...some people might say,
"Oh, she looks Jewish, " but they wouldn't know
Jor sure.. it sort of feels like my communities are
a bit separated?...it feels like I'm a bit
compartmentalized...so when I think of this
group of women around when we have a
lot of social activities it feels like some other
parts of me aren't...allowed to be present....

In these last two excerpts, it is not the case that there is
- explicit rule for women to hide their identities; however,
there is no place where their entire being may be validated.
Oppression is not merely a function of acts of overt prohibition,
tut |1t tunctions also} covertly, through the constitution of viable
~ubjects (Butler, 1991, p. 305).

There are situations where health care providers
should say, "Are you in a significant
relationship.. .that you wish to tell us about,” or
something like that...or... "Who is your next-of-
kin?" It should be the person you want contacted
in an emergency...and if they want to ask what

14
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your relationship is to that person then that's the
way to come out...But the questions should be
open enough that people...don't have to correct
the health care provider, they don't have to say,
"Are you married?” "No, but I'm not
single”...the onus should not be on me to
explain it to them and to fit into their categories.

I don't think my doctor... understood that it
[sexual orientation] had a lot to do with my life,
it's sort of like, "Okay, you're a lesbian, well

that's... okay with
me,” and no under-
standing of how that
particular issue
impacts on my life as
a woman...I would
say the most striking
thing to me was.. .the
lack of acknow-
ledgement of what it
meant to be a lesbian
and how it affected
my health or my life.

luvisible/(in)viable Support

Much of the litera-
re  on  social support
concludes that intimate
inieractions are those that are
il most effective forms of
support in encouraging self
esteem and hence, mental and
physical well-being (see
Bloom, Kang, & Romano,

In the psychology
literature, standardized
measures that characterize
life events as stock
experiences, such as
"marital status' or 'death
of a spouse,' assume that
those life events are
experienced within the
context of heterosexual
relationships. In not
acknowledging woman-to-
woman relationships in
society at large, we are
assuming that this
population of women is-
not able to access healthy
intimate interactions. It is
this very presumption that
increases their risk for

health problems.

16

1991, for review). Research on social support suggests in
reneral that the lack of such support in an individual's life is
tuirmful to health. But what happens when such support is
actually rendered invisible by society in general? For lesbians,
ihere is little recognition of such supports. In the psychology
Isterature, standardized measures that characterize life events as
«tock experiences, such as 'marital status' or 'death of a spouse,’
wssume that those life events are experienced within the context
i heterosexual relationships. In not acknowledging woman-to-
woman relationships in society at large, we are assuming that
thus population of women is not able to access healthy intimate
wiceractions. It is this very presumption that increases their risk
tor bealth problems. The ramifications for psychological and
physical health are clearly evident in this excerpt:

...Six months ago I was in a car accident...my
partner was with me... and I had to go to the
emergency room and the ambulance came...and
no-one was interested in what her role was at
that point. And I really needed her to be there
and I also needed her to make sure that my
needs were being taken care of...because she
knows me better than anyone else...and it made
the whole thing much more stressful.... Now if
she had been my male spouse...I think things
would have been very different...If a person
were seriously injured and they were married,
doctors and health care professionals would
actually be drawing on that other person to
create some of that support.

The erroneous presumption of mo support carries its own
problematic consequences, as seen above. However, as the
lollowing participant suggests, diminished access to support is
mdeed a reality in the lives of some of these women: °.

17



I don't really think they [health care providers]
have much of an understanding about issues like
when you break up and you're a lesbian, you
may not have as many people to cry on their
shoulder about it...especially if you 're not really
out...so you can be even more isolated...I don't
think * they give training in that kind of
stuff..but...they 're not all that sympathetic down
in emergency anyway..If you're there for
emotional reasons or if you're suicidal or
something, it's like, "We're wasting our time
with you...We could be with people who really
can't help being sick...."

Misinformation about same sex relationships, along with
the fact that lesbians and bisexual women continue to be
constructed as “errors of classification, unnatural disasters
within the juridico-medical discourses” (Butler, 1991, p. 303),
cusures that this population feels a double marginalization in
ierms of accessing social support as a resource for health.
Although women may have access to support through intimate
mieraction with a female partner, that relationship is not
recognized in a heterosexist society. Consequently, undue stress
on the relationship itself and the women in the relationship may
iender positive effects upon health difficult to attain:

I'would say another stress is the fact that lesbian
union or couplehood, or marriage, or whatever,
it's very difficult to find people who celebrate
that, whereas in [a] heterosexual world you may
have an engagement ring, etc...it's a stress for
us to stay together. Even our families, whether
they're homophobic or not...don't tend to
support your union, and so there's nothing to
say, "It's good that you're together, stay
together, here's a tax break".... I think that

18

lesbian and bisexual women who are living with
women are in the position of having to
manufacture that themselves...that's a stress on
a relationship.

It is significant that the issue of intimate interactions is
not just addressed from the 'I' position in these excerpts. That
15, the women in our study constructed the lack of support for
iheir intimate network as a social phenomenon that places them
and their partners in a subordinate position to heterosexual
couples and, consequently, jeopardizes their well being. This
was discussed from a collective position, made explicit through
ihe reiteration of the general lack of support for woman-to-
woman relationships. The element of invisibility and, hence,
mviability, makes it imperative to invoke the 'we' in referencing
the 'T'. The links to health care and social support, and the 'we'
a5 4 notion of community, are made explicit in the accounts of
our participants.

Inclusive Safer Sex Information: "We do have sex..."

Sex between women is deemed by its very nature to be
-aler than heterosexual or gay male sex (Richardson, 1994). In
lact, it hardly possesses the legitimate status of real sex within
ihe context. of dominant discourses about sexual activity
trevich, 1997).  Accordingly, the risks of transmitting HIV
wd other sexually transmitted infections are not admitted
possibilities within the confines of lesbian sex. Not surprising,
women who have sex with women have been largely excluded
irim. HIV/AIDS and safer sex education and prevention
campaigns (Cole & Cooper, 1991; Glassman, 1995; Stevens,
1993; see Edwards & Thin, 1990 for a notable exception). Even
the most recently published edited collection of empirical
rescarch on safer sex negotiation in women does not include a
anple study about lesbian or bisexual women (see ‘Roth &
I'uller, 1998).
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Typically, responsibility for
transmitting safer sex
information is placed in the
hands of the health care
system and is most often
directed at medical experts,
who, as gatekeepers of
information about sex, are

Typically, respon-
sibility for transmitting
safer sex information is
placed in the hands of the
health care system and is
most often directed at
medical experts, who, as
gatekeepers of information
about sex, are perceived to
be in a position to offer

inadequate advice from the health care system, they looked to the
community to provide information about sexual health issues,
although this was not always satisfactory. Participants talked
about not wanting to feel responsible for educating providers
about sexual health issues and not being able to get the
information they needed. This includes information on safe sex,
education about HIV/AIDS, and data about transmission of STIs
from woman-to-woman.

Solutions to  this

perceived to be in a position | advice on sexual health at

to offer advice on sexual | any point in the provider/
health at any point in the client interaction. Given
provider/client interaction. | our limited knowledge base
Given our limited about sexual health of
knowledge base about lesbian and Dbisexual

sexual health of lesbian and | Women, however, the health
bisexual women, however, care provision in relation to
1) . .
the health care provision in these.l assues is severely
relation to these issues is curtaied. -

severely curtailed.
v More  generally,

traditional medical
knowledge and medical
providers play an important role in the enforcement of social
norms and behaviours (Sherwin, 1992). By asking heterosexist
(questions about sexual health within an interaction, health care
providers reinstate and perpetuate this 'heteronormativity' and
'leteropolarity' (Wilton, 1996). The majority of participants in
our study recounted numerous health care interactions in which
(he provider immediately assumed that they would be having
heterosexual sex by asking: "What form of birth control do you
use?"  There are numerous repercussions resulting from this
assumption. Participants sometimes invoked 'we' at this point
hecause it is the community that is seen as the “site for
iformation-gathering and informal referral. In the face of
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problem need to extend

The majority of beyond the addition of
participants in our study brochures directed towards
recounted numerous woman-to-woman couples in

waiting rooms, although this
would be a good place to
start. Participants talked
about assumptions made about
woman-to-woman sex; also
discussed was the notion that

health care interactions in
which the provider
immediately assumed that
they would be having
heterosexual sex by

asking: "What form of "low risk" means "no risk."
birth control do you All  of this results in
use?" inadequate health care for the

community at large. As one

26 year-old participant said:

- I know that lesbians can contract AIDS from
each other...there still is I think, a general
perception that...lesbian sex doesn't transmit
AIDS....and therefore they don't need to have
any AIDS or STD awareness work done with.
them.... Intellectually I know that's wrong, but
socially I think most of us still believe that that's
right. So...most of us I think don't use any
protection at all. I wouldn't even know what
kind of protection to use. I don't even know what
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types of actions put you at risk and what
don't....

On rare occasions, the participants talked about the
stigma surrounding AIDS in the gay male community being
attributed to the lesbian community. On the one hand, based on
their association with the gay community, women who have sex
with women are closely linked to AIDS in the predominant
cultural conceptualizations of the disease. For instance, some
countries prohibit against blood donations by lesbians based on
their sexual status (Richardson, 1994). On the other hand, these

I know that lesbians can
contract AIDS from each
other...there still is I think,
a general perception
that...lesbian sex doesn't
transmit AIDS....and
therefore they don't need to
have any AIDS or STD
awareness work done with
them.... Intellectually 1
know that's wrong, but
socially I think most of us
still believe that that's right.
So...most of us I think don't
use any protection at all. 1
wouldn't even know what
kind of protection to use. I
don't even know what types
of actions put you at risk
and what don't....
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women are also ignored in
the medical and social
responses to the epidemic
in part due to their
participation in supposed
low risk sexual practices
(Patton, 1994; Richardson,
1994). It is  well-
documented that lesbian
and bisexual women are
exposed to a variety of
high-risk factors, such as:
regular or occasional
sexual contact with men;
intravenous drug use;
blood transfusions; sexual
assault; and some high-
risk sexual activities with
other women (Cole &
Cooper, 1991; Einhorn &
Polgar, 1994). Ascribing
the label of low risk to
lesbian women in terms of
HIV/AIDS discéunts the
experiences of bisexual

women and supports the idea that one cannot be a lesbian and
sleep with men, an assumption not supported by the literature
(Kitzinger & Wilkinson, 1995; Stevens, 1994). It must be
noted, however, that mixed messages about the relative safety of
lesbian sex also originate in the lesbian community, with some
factions strongly advocating the reliance on safer sex practices
(e.g., Marin & Luinenberg, 1992; Solomon, 1992), while others
negate the possible risks (e.g., Gaynor, 1993; Gorna, 1996).

The absence of safe sex information is the denial of
proper health care, and the resulting resentment affects health on
both an individual and collective level. This absence has to affect
a woman's sense of community. No matter what the extent of
women's networks are in a given area, increased invisibility has
an effect upon the tangible resources of the community,
particularly in relation to information exchange (e.g., pamphlets,
safe sex packages, etc.). Age difference may also create a
tension in regard to HIV/AIDS and STI information in the
context of identity issues. In this study, many of the younger
women tended to subscribe to the fluidity of sexual orientation
and did not want to label their orientation, although they did
politicize it. Again, (hidden) tensions in terms of ‘being’ a
certain sexual orientation engenders inner rifts in the community
and we are warned again by Phelan's (1993) theory of productive
questioning that we should not be as concerned with defining
lesbian/bisexual identity in the context of health, as we are with

discovering how and when community is invoked in relation to
health.

General Discussion

In general, our participants implied it is difficult to
integrate their sexuality with their health in a heterosexist
society, not because sexuality is always the defining feature of a
health care concern, but rather because the notion of health, in
general, is so often reduced to the physical. Our analysis
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uncovers the inseparable relationship between community and
well-being, especially for lesbian and bisexual women, because
such a connection may be the only affirmation of their lives that
they have. On the other hand, the participants presented varying
viewpoints about the meaning of community and their

expectations of it. This diversity is important in cautioning us to

promote neither a monolithic notion of a lesbian community nor
to assume that any one of our participants speaks for all women.

Not bei bl b Nonetheless, we think
ot being abie t9 c the themes in the interview
open about sexuality or | material highlight how the daily

to find a place to and cumulative experiences of
validate one's identity | living as a lesbian woman have
has implications for | the potential to affect health in
both physical and its broadest sense. Using
mental health. community as a lens, we can

suggest how good health may be
denied to lesbian and bisexual
women on the basis of their sexuality. The boundaries between
health and community here are blurred, but perhaps this blurring
should invite suggestions for change. Not being able to be open
about sexuality or to find a place to validate one's identity has
implications for both physical and mental health. McDougall
(1993) suggests that gays and lesbians may experience certain
buffers from stressful situations in life because they have become
adept at moving back and forth between heterosexual and gay
cultures in their reliance on "normative creativity" (Brown,
1989). However, it is our belief that there is usually a cost
associated with both revealing and concealing (Mathieson &
Gurevich, 1997). Moreover, moving from a heterosexist static
definition of their sexuality to having another unidimensional
label imposed upon them - from what some women perceive to
be their own community - was identified by some of our
participants as stress-inducing. A considerable amount of
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interview time was devoted to this issue, especially for bisexual
women who came out as such within a lesbian community.

What happens when community is viewed as an
absolutely essential ingredient for health? In a broad sense, such
a conceptualization acknowledges that “health and illness are not
entities, but experiences that are made tangible when reflected
through other realms or spheres of everyday life” (Radley, 1999,
p- 27). Community, however broadly or narrowly defined, is an
essential component of these everyday social realms. In terms of
the gay and lesbian studies, theorizing about community in
relation to health is its infancy, with HIV/AIDS constituting one
focus. This literature pertains to community health care
intervention with gay and bisexual men but has very little to do
with women. There are a few papers on women who have sex
with women that attempt to include them as a risk group without
ascribing the stigma sometimes attached to gay males (Goldstein,
1995; Stevens, 1994). There is also some theorizing about
essentializing tendencies within communities of women (Phelan,
1993; see Stein, 1993; 1997 for reviews), but there is no work to
our knowledge that attempts to integrate the community concept
into a definition of health and well-being for lesbian/bisexual
women. The women in this study negotiated complex and
dynamic ways of thinking about their health in terms of the
collective. Are they not doing what every member of society
may do, but may not acknowledge; that is, defining themselves
in relation to a group or groups of people with significant
markers based on historical specificity? We may conclude that
it is difficult for lesbian or bisexual women to do this precisely
because they must create these definitions in the face of
continuous heterosexism and homophobia. '

Participants tended to frame their talk about other
members of the lesbian/bisexual community in relation to what
they as individuals might need or experience and what others
might experience as well, leaving the problem of how to face
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expressions of heterosexism up to the individual. This does not
mean that they will find no basis for local and shared action
because they were willing to acknowledge difference. Health
care providers at both the community and individual client level
can also help to undermine hegemony by initiating policies that
are responsive to their gay and lesbian clients. This becomes
even more imperative with continuing shifts in the socio-
economic climate and advances in biomedicine. As Radley
(1999) cautions: .

Socio-economic  differences, alternative
therapies, the rationing of health care and ethical
dilemmas produced by advancing medical
knowledge mean that we shall want to know
more about how illness and health are reflected
in the biographies of individuals whom these
movements touch (p. 28).

Findings of our health care
study published elsewhere What seem to be
(Mathieson, 1998) show that small practical
accessing these health relevant changes are actually
biographies of gay and lesbian significant political

clients may be done through such acts because they
strategies as open-ended health | allow for the entrance
history questions and of lesbian/bisexual

representative structural issues into the health
modifications, such as appropriate care system; these

brochures in clinic waiting rooms. pragmatic indicators
What seem to be small practical

changes are actually significant convezl the message
political acts because they allow that "not all your ‘
for the entrance of lesbian/bisexual | Patients are straight'
issues into the health care system; (Simkin, 1998).

these pragmatic indicators convey
the message that "not all your
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patients are straight” (Simkin, 1998). In effect, such changes
represent the application of a 'cultural competency framework',
which permits the design and provision of services uniquely
tailored to each community or individual by integrating and
being responsive to the spectrum of factors that influence
attitudes, behavior, and experience (Rankow, 1998, p. 139).
Thus, normative creativity can be harnessed by lesbian and
bisexual women to reduce the stress that arises from negotiating
multiple communities. Validating this act of negotiation is
essential to women's health and well-being. Only in this way
can health be properly positioned in its social frame, and the
comrmunity - however it is experienced - be validated as a central
component of health, rather than being relegated to the
periphery. As Oakley (1993) suggests:

Recognizing that health is a social product is the
first task confronting women, as is to tell the
truth about our own experiences. Qur own
experiences determine our health; they do so
whether or not they are experiences which put
us directly in contact with professional medical
care, and whether or not professional medical
care is able to provide any form of treatment
which will makes better.... In the end, everyone
has a stake in moving towards a more humane
society where health and illness are not split off
from the rest of experience....(p. 15,18).
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