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Abstract

Sexual health matters! This motif underpins the entire thesis. With survey
responses from university educators and focus group encounters with clinical
professionals undertaking the UK-wide Sexual Health Skills course, the
study explores ways in which specific discourses pertaining to sexual health
and illness inform the need for, and provision of, professional education for

nurses in England.

Through using a Foucauldian ‘lens’ and a novel process called crystallisation
in sexualities and gender epistemologies (S&GE), it was possible to shed
new light on some old problems hindering nurse education. The
methodologies facilitated a discursive engagement between the power /
knowledge of sexual health sciences (scientia sexualis), the orthodox
‘regimes of truth’, and various silenced voices. The silenced voices pertain to
wider, socially and clinically ‘invisibilised’, needs of clients or patients in

relation to the provision of nurse education.

Set against the backdrop of England’s first ever Government strategies on
teenage pregnancy, sexual health and HIV, statistics on narrow definitions of
sexual ill-health are still considered the worst in western Europe. Nurses
acknowledge these poor facts, and witness to additional neglect related to
sexual well-being in the wider, holistic, domains of a person’s life, health and
relationships. Respondents recount a lack of formal sexual health education
in pre- and post qualifying curricula, including incidents of critical,

experiential, ‘on the job’, learning which are capped and thwarted by clinical



and educational staff who are unable and / or unwilling to explore the full
learning potential through reflection and analysis of practice. Respondents
acknowledge how their professional education frequently ill-equips them to
deal with requirements in practice as well as newer, public health, demands
on their roles to increase preventative education and effective health

promotion. This thesis gives them a voice in expressing such concerns.

The outcome of this work has led to the conceptualisation of a model of
‘learning for life’ across a curricular triptych for professional education which
supports client care. Panels of this triptych relate to the foundational or
holistic dimensions of sexual health matters; ancillary aspects secondary to
other health conditions, and finally, the specifics, those formally defined in
epidemiology and strategies of sexual ill-health and associated stigmas.

Whether someone qualified twenty-five years ago or within the last three

months, the quality and quantity of formal sexual health learning across

the curricular triptych model remains negligible and incommensurate

with clinical demands on professional nursing care.
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Chapter 1

INTRODUCTION

‘Sexual health is dead: long live sexual health’

Chapter 1 thematic outline

» Introduction to complexities in discourses of sexual health and illness
» Sexual health learning and education of nurses in England -

the chapter and the thesis

Rationale for working predominantly with Foucault

Discourses for nursing and implications for professional education
Proposing an educational triptych for sexual health in nursing curricula
Conclusion

YV V V

Introduction: Exploring the topic

‘Sexual health is dead: long live sexual health’, no doubt this is a strange
introductory banner with which to introduce a doctoral thesis. In many ways,
the conundrum of the chapter’s title reflects key perceptions about sexual
health and well-being in England and elsewhere in the United Kingdom. This
is all despite various ‘regulatory regimes’ (Farrell 1996), such as government
campaigns, popular representations, mass media reportage, and particular
moral codes and societal conventions. Many of these discourses appear to
tussle with “the end of the double standard and the advent of sexual
emancipation” (Tiefer 2006: 273). As with other spheres in health care, such
messages frequently emphasise the fact that when most people - medical
anthropologists and statisticians included - talk of sexual ‘health’, they are
actually referring to sexual illness and / or problems (Wilson and McAndrew
2000). Although this custom is not unique to sexual health, the effect of this

confusion on professional nursing education as well as in clinical practice



frequently detracts from the more holistic implications pertaining to the wider

meanings of sexual ‘health’ as well-being (Challinor 2006, 2008; WHO 2004).

As nurses are part of wider society, they are not immune from cultural
stereotypes and social representations of sexual ill-health — the ‘iconography’
of the science - which abound in the media and popular (lay) and
professional images. Such images include those related to problematised
teenage pregnancies, abortion, sexual infections and HIV. This thesis
demonstrates their effect on professional learning, too. Discourses pertaining
to such representations and stereotypes are often a conduit for popular
beliefs on given subjects. Recall in medico-scientific motifs and discourses,
for example, the significant use of notions of fear, blame, contagion, plague,
and the imputation of guilt for the first wave of the then-labelled ‘AIDS
sufferers’ (Sontag 1991). This process, popularly assimilating pseudo
medico-scientific ‘facts’, may be referred to as the ‘iconography of a science’.
That way the medico-scientific motifs and discourses typify what Myers
(1990: 231) said in relation to such representations, that

“[.] the iconography of a science is more likely to have an impact
on the public than the words or mathematics, which may be

incomprehensible to them”.

Identifying the issues

Allowing for some differences in approach to data collection (Fenton et al.
2001), the reporting and hyperbole of the dangers of sexual illness
emphasise how the UK continues to have the highest statistics for sexual ill-

health among all western European nations (IPPF 2008; Rice et al. 2008;



WHO 2006). Unlike this thesis, official statistics of sexual ill-health are
usually defined in the narrowest sense of teenage conceptions and sexual
infections. Statistics for both teenage conceptions and sexual infections
have remained high over at least the past two decades, a point in time when
most other western European nations started to see a decline in their own
associated poor indices attributed to sexual ill-health (DCSF 2008; HPA
2007a, 2007b; McLeod 2001; SEU 1999). On top of this, when the country is
“faced with increasing incidence of STls, existing STI surveillance systems in
England are unable to provide adequate epidemiological data for the
fulfilment of basic uses of public health surveillance at the local level”

(Ihekweazu et al. 2007).

Sexual health in England: a new age?

Sexual health - understood in this thesis as the holistically wider, dynamic,
elements of human life and relations - is far from dead in the UK. It is not
even close to being moribund, despite often appearing to be in a rather
critical state of decline (Pratt 2000). In fact, adapting a popular saying, it
could be said that “we’ve never had it so (potentially) good!” For example,
the 1960s were heralded by many as a dawn of freer sexual attitudes in
general (Cook 2007). That decade witnessed changes in fertility control,
most notably ‘the Pill’; second wave feminist and women’s movement
endeavours leading to the outlawing of gender discrimination; access to
legally permitted and safe abortions on mainland UK since 1967 (currently
still not permitted in Northern Ireland) and the beginnings of the dismantling

of unequal and discriminatory laws against gay and lesbian people, from



1967 onwards. Various gay and lesbian equality laws have now been
enshrined, as with transgender people’s equality, in accordance with the

European Convention of Human Rights (ECHR), the UK’s domestic Human

Rights Act (1998) and subsequent equality and anti-discriminatory legislation.

Other significant innovations in the four decades since the 1960s include:
more widely and freely available methods of contraception and a plethora of
differently shaped, sensitively fitting, and flavoured condoms; in vitro
fertilisation; emergency hormonal contraception (EC), and erectile
dysfunction (ED) awareness notably through the advent of sildenafil (Viagra®)
(Tiefer 2006). To this list can be added the first wave availability of vaccines
for young, sexually naive females, against two and four subtypes of the
Human Papilloma Virus (HPV) which are the most significant oncogenic
organisms of cervical, and potentially, penile cancers in males, and in both
genders: rectal and throat cancers (Thaczuk 2006; Crosbie and Kitchener
2007; Santos 2010). Somewhat controversially on this last matter, the anti-

HPV vaccine programme is not yet intended to cover males (Carter 2007).

There are also hitherto unheard of therapeutic innovations and medications,
such as ‘sperm washing’ (Kim et al. 1999), Highly Active Anti-Retroviral
Therapies (HAART) and Post Exposure Prophylaxis (PEP) (Evans 2005a),
necessitated since the naming of AIDS in 1981. Nineteen eighty-one is

recorded as the acknowledged start of a global pandemic of HIV infection



and disease, which claimed over twenty-five million lives world-wide in its first

25 years (Annan 2006)*,

The general approach to many of these post-1960s ‘developments’
exemplifies what Michel Foucault (1926 — 1984) called the scientia sexualis,
as opposed to, and often at the expense of, the ars erotica (Foucault 1984),

both concepts explored below and throughout this work.

Introducing the thesis

This thesis is based on one important aspect of the wider discourses of
sexual health care, notably professional nursing education. This chapter
highlights a number of key issues which will be investigated and developed
more thoroughly, to address the research aims and analyse the empirical

data, thus informing the thesis as a whole. They include:

= an exploration of some of the discourses and problems concerning
definitions and labelling (identification) and recording (epidemiology) of
sexual health and illness, particularly, although not exclusively, over
the decade of the relevant English strategies for teenage pregnancy,
sexual heath and HIV 2000 — 2010

= the analysis of the relationship between discourses, power, and
‘invisibilisation’ (explained below), and

= a critical examination of the role of professional education for nurses in
advancing sexual health within holistic client care, including certain
core issues such as sexuality, the body, the individual as ‘the subject’,

and illness.

! This number was revised by the UNAIDS Organisation, November 2009, to remain at the
same 25 million to compensate for previous over-counting.



The empirical study has three main elements, operationalised across
England. One element is a postal survey of sexual health teachers at various
higher education institutions, undertaken in February 2008. Also, from July
2007 until August 2008, a further element is the audio-recorded focus groups
of registered nurses attending a particular foundation course in sexual
health?. Finally, the third element comprises semi-structured self-completion
guestionnaires, administered by cohort facilitators. These used the same
themes as in the focus group interviews, to cohorts of the same national
course but at geographical centres that I* could not physically attend due to a

clash of cohort centre dates.

The central research and empirical questions

“In which ways do specific discourses pertaining to sexual health
and illness inform the need for, and provision of, professional

education for nurses in England?”

“In which ways could professional education have adequately
prepared nurses for meeting the sexual health needs of their

clients?”

The literature review and the three main elements of the empirical study

explore professional education for nurses, in England. Various discourses on

> The RCN Sexual Health Skills distance learning course, which | developed (2002-4) and
managed (2004 - 2008) across the UK.

% Using first person singular throughout this work is consistent with feminist and certain
other theories, not least as a “minimal way to call attention to the researcher as a
person with a specific subjectivity” (Sprague 2005: 167). It is also a technique through
which the researcher acknowledges and claims their work (for better and for worse),
and recognises the author as a doctoral level practitioner, expert to a given standard in
their field of study.



sexuality, the body, the individual as ‘the subject’, and illness are directly
related to this professional education for nurses and have been influenced by
the primary writings of, and secondary writings on, the French philosopher

Michel Foucault (1926 — 1984).

The specific discourses referred to in the research question emanate out of
the literature supporting this thesis and the data gathered during the
empirical study. Discourses which may appear obvious candidates to inform
the need for, and provision of, professional education include official
epidemiology, associated government and health policy, and diverse
literature regarding sexual infections, HIV infection and disease, and teenage

pregnancy.

The literature and data sources informing this work also point out how sexual
health has a much wider focus than infections and teenage conceptions. A
limited or pathologised focus on sexual ill-health is what Foucault (1984: 42)
described as “an entire medico-sexual regime [taking] hold of the family
milieu”. This ‘medico-sexual regime’ spans an extensive range of competing
discursive formations, including discourses relating to gender and sexual
orientation — and associated academic theories, such as feminism and
masculinities studies, lesbian, gay and Queer theories - as well as sexual
health issues for specific, demographically differentiated, people and groups.
Such people and groups include those formulated through various age
ranges and extremes (young / old); physical and mental abilities; cultures,

religions and ethnicities, and educational, social and economic differences.



Importantly, this thesis will include discourses that are not always formally or
positively acknowledged or verbalised, as well as those which are
promulgated through opposition and suppression. These discourses will be
referred to in this text as “invisibilised”; the author is aware, however, that
Foucault clearly demonstrated not so much their invisibilisation, but their
marginalisation and regulation through power (Foucault 1980; Danaher et al.
2000). Foucault analysed how, in relation to specific discourses, especially
those pertaining to the sex areas of life, that the power (dynamism) of official,
social, and popular discursive parlance, leads some discourses into
prohibition and relative obscurity with the effect of virtual, though not ‘real’,
invisibilisation.

“The conclusion which emerges from Foucault’s reflections on the

repressive hypothesis is that the past three centuries do not so

much reveal a constant and uniform silence over the matter of

sexuality as the accumulation of a vast network of discourses on

Sex.
(Smart 2004: 96)

One example out of the many that could be used is the lack of formal
recognition in any UK state epidemiological studies of the number of lesbian
women who are HIV positive (HIV+), let alone those with various sexual
infections. It will be argued, later, that this is a process emblematic of
numerous other ‘invisibilised’ discourses surrounding lesbians and their

health (Weston 1994; Arnold 1997; White and Martinez 1997).



Why Michel Foucault?

Foucault’s ‘tool box’

Numerous aspects of the life and works of Michel Foucault are pertinent to
the subject matter of this thesis. A clear rationale for ‘working with’
Foucauldian theories in this study is explored in the methods chapter (3).
The eclectic nature of the research methods employed for this EdD, including
some quantitative statistics and comparative analyses in the surveys,
preclude me from claiming that this study is exclusively Foucauldian. What
this study will do, however, is make use of some of Foucault’s ‘tools’, as he
himself encouraged people to do (Kendall and Wickham 1999; O’Farrell
2005), as a principal way of making sense of the discourses gathered and
explored in the literature and data sources during the construction of this

thesis.

It can be argued that much of Foucault’s impetus in life revolved around his
personal angst and understanding of ‘sexuality’ — a constructed concept he
endlessly contested - as well as his evolving notions of power, ethics and
illness (Halperin 1997). Indeed, although he claimed that “sex is boring”
(Gutting 2005: 101), he actually revelled in exploring the heavier side of
sado-masochistic sex. Foucault died as a result of HIV disease in 1984
(Miller 1993; O’Farrell 2005). On the theme of power, as with the discourses
on the HPV vaccine and lesbian health, both referred to above, Foucault’s
concern was not that some people have power and others do not; that is a
central contention of Marxism. Rather, Foucault saw power as an attribute of

connections and relations, not as something to have and wield over others.

10



This ‘slipperiness’ is what makes the use of the term ‘power’ in a Foucauldian

context so difficult (Cole 2006).

Foucault did not only write on sexuality, of course. His authorship is
voluminous, including on other issues directly related to the subject matter of
this thesis, such as: health and illness; the construction and regulation of the
self-as-subject including surveillance and “governmentality” (Pryce 2000;
Pryce 2001), and the social construction of the sexual persona as the sexual
identity of ‘the subject’. All of these he envisaged being related to power /

knowledge (Foucault 1980).

During his life, Foucault had an abundance of same-sex experiences and
relationships, which he saw no need to conceal. At the same time, however,
he vigorously and perpetually eschewed notions of sexual identity and any
consequent liberation or self-proclamatory ‘coming out’. Nevertheless,
elements of the Gay and Lesbian Liberation Movement, and later Gay,
Lesbian and Queer Theories, trace their origins or impetus to his works
(Sullivan 2003). He viewed notions of sexual identity not as “merely a set of
biological promptings which either do or do not find direct release” (Giddens
1997: 23) but as a wider influence grounded in false social constructs related

to, and regulated by, hegemonic power.

11



Problems with language
Much to the displeasure of certain feminists, as explored by Ramazanoglu

(1993), some of Foucault's works - notably The History of Sexuality* - are

accused of being androcentric (male-focused). At the same time, there are
others within feminist movements who have forgiven him (sic) for this,
modifying and adapting his analytical methods for their own benefit (Martin
1988; Diamond and Quinby 1998). Claire O’Farrell (2005) attributes much of
this apparent gender-blindness to translations from the original French into
English.  French, unlike English, is grammatically grounded in dyadic
gendered nouns and pronouns, often without any relation to or discrimination
about biological sex. According to O’Farrell (2005), whose expertise extends
into being a significant translator of Foucault's works from French into
English, masculine nouns and pronouns are read as gender neutral in French
but pose a problem for English translators / translations which may therefore
yield a total mis-reading of the original author’s intentions. Another criticism,
which Allen (2004) explores and refutes, is that his tortuous writing style is
too cerebral and detached from the practicalities involved in every-day health

and caring.

Despite all of this, probably even because of it, | will argue in chapter 3 that
the scholarly work of Michel Foucault is pre-eminently suited as the
epistemological bedrock underpinning much of this work. The philosophical
analysis of key themes utilised in this doctoral study: sexuality, power /

knowledge and discourse, have been changed significantly by the writings of

* Only volumes 1 — 3, of a proposed 6, were completed and published before his death.

12



Foucault and subsequent authors who have engaged with his work, both for
and against (Ramazanoglu 1993; Giddens 1997; Diamond and Quinby

1998).

Scientia sexualis

In relation to the educational discourses for this thesis, the Foucauldian
concept of scientia sexualis highlights Foucault's (1984) ideas on the way in
which various male / male dominated professions have been promulgated.
Foucault charted their rise from the 18™ century onwards, especially in the
post-Enlightenment West and parts of the world most affected by the
influences of the Victorian empire (Corfield 2000). These professions
included medicine, psychiatry, certain branches of the Christian clergy, law
and enforcement, politics and education (Evans 2004a).  According to
Foucault, the creeds enshrined and practised by these professions, part of
the “apparatus of State” (Foucault 1980: 60), enacted certain relations of
power-over-others (hegemony), which has the propensity for internalisation
within the individual, and the subsequent practice of self-policing

(surveillance and governmentality). This is especially so in relation to core

issues for this research and thesis such as sexuality, the body, the individual

as ‘the subject’, and illness (Danaher et al. 2000).

A clear example incorporating all four of these core issues of life is
demonstrated in one of the UK Government’s late-1980s television ‘AIDS
campaigns’. The advertisement showed a young couple, from initial meeting

in a bar to a bedroom scene. There was clear sexual chemistry between the
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man and woman, with a passionate use of their bodies. They appeared self-
assured individuals who knew what they wanted and were prepared to ‘go for
it'! Finally, the point of the advertisement: the couple made no mention of
safer sex or condoms, to protect themselves from infections. The inferences
for self-surveillance and governmentality were proclaimed at the end of the
ad: “AIDS — you know the risks, the decision is yours!” (Wellings and Field
1996: 253). In a similar vein Mills (2003: 81) highlights how for Foucault “the
body is that site on which discourses are enacted and where they are
contested”, especially as exemplified in relation to females, where “the
disciplinary power that inscribes femininity onto the female body is

everywhere and nowhere” (Mills 2003: 94).

In light of Foucault, some theorists argue for an analysis of the very powers
which regulate ‘femininity’ and consequently construct the medico-biological
‘feminine body’. Three examples of this medico-construction of the ‘feminine

body’ include:

1) an adaptation of Butler's (2004) ‘undiagnosing gender’, in
respect of (trans-)gender identities

2) the ‘myth of the vaginal orgasm’, in Koedt (1998), and,
conversely,

3) the call for medical attention into a matter often “dismissed”

solely as psychogenic, i.e. implying female histrionics, in the

subject of ‘female sexual function and dysfunction’ (Graziottin

2001).
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‘Docile bodies’

In relation to a key focus of this thesis, i.e. sex and sexual health, there are
numerous other examples where the notion of ‘the feminine (body)’ is
constructed and written upon. According to Rabinow (1991: 182), this is in
order to produce sexually “docile bodies” which are compliant and
acquiescent to the predominant dyadic counterpart, the (heterosexual) male.
From such a position, these bodies are then treated as culpable when judged
transgressive (Few 1997). As with the ‘feminine body’ similar observations
could be made regarding both the non-heterosexual (body), evocative in the

very title of Adler’'s (1988) monograph, Diseases in The Homosexual Male,

and the body of the child / teenage youth (Foucault 1984; Grey 1993).
Sexual matters relating to the latter two: children and teenage youths, are
currently witnessed in the UK through various social constructions most
notably the ‘childhood innocence’, ‘paedophilia’ and the problematisation of

‘teenage’ pregnancy (Bonell 2004; Coleman and Cater 2006).

Mills (2003: 93) describes constructions of such ‘bodies’ as “a disciplinary
regime [in which] one’s comportment is overseen and subjected to a series of
rules and regulations relating to control of appetite, movement and
emotions”. According to Foucault, this position is frequently associated with
“biological reduction and medical authority” (Tiefer 2006: 273), which relates
to the epidemiologic / demographic regulation of young people and their
sexual activities. The latter include themes of teenage and other
pregnancies conceived outside ‘wedlock’ or a stable relationship. Foucault

(1984: 117) identifies discourses on these conceptions as examples of what
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Is construed as the “frauds against procreation”. Gutting (2005: 94) similarly
likens this process of social categorisation to that of naming the delinquent /
kleptomaniac / homosexual “simultaneously [as] sources of knowledge and

m

control regarding their ‘subjects™.

By way of example of the scientia sexualis, an historical overview of sex in
the UK cited in Adler (1988) highlights how a controversial law enacted in

1917, the Defence of the Realm Act (DORA), made it illegal for any woman

with a sexual infection® to have sex with a man. DORA was motivated by an
aspiration to curtail ‘the female’, utilising morally-constructed notions of
women as corrupting. These discourses place ‘promiscuity’ (a moral term)
within the diatribes of “the ‘war against filth’ [with the effect of] stigmatising
the ‘harlot” (Evans 2005b: 4). As Llewellyn-Jones (1974: 82) poignantly
reminds us, however,

“[.] syphilis can affect a bishop or a ‘bagage’ and neither kings nor

the rulers of the earth have been spared”.

A science of sex

The post-Enlightenment ‘sciences’ identified ‘disorders’, ranging from
physical maladies to moral disapprovals, such as unmarried - especially
working class - women having sex; masturbation and non-procreative sex.

All off of these, according to Grey (1993: 45), became

® In 1917, sexual infections were referred to as “VD", Venereal Diseases, from notions of the
supra-clitoral region of the female body, named as the mons veneris or ‘mountain of Venus/,
being symbolically the ‘well of (lustful) desire’ (the Biblical notion of concupiscence; Latin:
concupiscentia, Greek: epithumia - ’embopia - 1 John 2:16) and hence the source of
infections.
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“the playground of assorted quacks with their dubious remedies for
venereal diseases, impotence and so forth and many of the
remedies were as harmful as the conditions they purported to

cure”.

Foucault would expose the scientia sexualis, the science of sex and
sexuality, as in many ways a pseudo or false science, with its pathologisation
of sex and sexualities wholly contrary to the glorification of the pleasures of
sex in, in what he called the ars erotica. Evans (2004b: 189) describes the
scientia sexualis as “principally an amalgam of erotophobic superstition,
religion, psychiatry, medicine and associated myopic elements of

reproductive and heteronormative moral systems”.

According to the practice of this scientia sexualis, there is both an “increasing
organisation of population and welfare for the sake of increased force and
productivity” (Mills 2003: 81) what Foucault called “bio-power”. At the same
time, there is a shift from the ancient Christian discipline of confession to a
priest, to the mechanisms of self-regulation, surveillance and
governmentality, of all aspects of life (Pryce 2000; Pryce 2001). This
included patrticularly the sexual pleasures which these ‘scientific’ professional
theories deemed deviant, as objects worthy of their moral solicitude. On this
note, Foucault (1984: 9) poignantly asked “why we burden ourselves today
with so much guilt for having once made sex a sin” noting how perpetual self-
surveillance and confession (Marchetti and Salomoni 2003) supplanted any
notions of a lingua silentii, that is, a language or discourse of silence.

Foucault’s evidence for this claim resonates through his methodological
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processes of archaeology and / or genealogy of discursive formations,
examined later at various points throughout this thesis. Foucault employs
both of these processes or tools, to varying degrees of clarity and success, at
numerous times throughout his career (Danaher et al. 2000; O’Farrell 2005).
Of relevance to this study, these methodological processes underscore his

three volumes of The History of Sexuality (Foucault 1984; 1985; 1986).

Scientia sexualis and the world of healthcare

Under the aegis of the scientia sexualis, Foucault explored how both
homosexuality in particular, and all of human sexuality in general, were
constructed (Halperin 1997). In the world of clinical healthcare, this has had
numerous and ongoing implications, everything from:

= the epidemiological categorisation of pathogenic modes of
transmission of HIV®

= to the relatively recent (1980s) de-categorisation of homosexuality as
a mental illness (DSM-1V?)

= and to the shifting-sands pathologisation of certain modes of sexual

being.

Foucault’s analysis of matters sexual includes quasi-religious discourses and
motifs of ‘the immoral’, through various psychiatric pathologisations, and up
to more current notions of social problematisation. Witness, as one example

of the latter, the changes in stigmatisation and welfare reform regarding

® The Health Protection Agency (www.hpa.org.uk) categorisations for ‘known modes of HIV
transmission’ include male to male (homosexual) irrespective of whether partner is from
outside the UK, especially from places of higher epidemiological significance, or injecting drug
user (IDU) etc. Whereas heterosexual transmission is broken down into numerous sub-
categories of varying degrees of ‘sex with high risk partner’, including a bisexual person,
person from endemic area, or IDU. The results paint two very different pictures, and the
outcomes of which might have differing statistical and health promotion targeting implications.

’ Diagnostic and Statistical Manual of Psychiatric Disorders — IV.
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‘teenage pregnancy’ in the UK over the past 100 years (Hadley 1999;

Chambers et al. 2001; Bonell 2004).

In certain current discourses, despite the fact that the over-all trend for the
English teenage pregnancy statistics is downwards, there is a declared
“‘evidence” of epidemiological “hot-spots” (Hadley 2007). The language
characterises a clear discursive profile of an emerging ‘type’ of individual who
best epitomises the pregnant teenager and her co-progenitor. Even the “hot
spots” are defined as “problematic districts” in local government wards
“‘defying” the strategic efforts of government to reverse the incidences of
teenage pregnancy (DCSF 2007). Notice the language used and the way it
is constructing this discourse. Contrary to the profile of such a teenager, the
person who does not epitomise this character (or characterisation) is
anecdotally said to follow the mantra “ambition is the greatest form of
contraception” (Jackson-Hayward and Mullen 2006). These latter individuals
are typically the socio-economically and educationally affluent, who are much
more likely to access timely emergency contraception (EC) and legal abortion

(McLeod 2001).

Demographics at the ultimate extreme of this discursive continuum, of the
pregnant teenager, highlight the fact that 39% of females in Her Majesty’s
Young Offenders Institutions (YOI) have had babies (DCSF 2007: 11) and
25% of male youths in YOIs have equally ‘fathered a child’ by the time they
enter the criminal justice system. Discourses on ‘teenage pregnancy’ at all

stages of the continuum are reminiscent of those concerning other ‘social
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problems’, as highlighted in the works of Foucault, especially The History of

Sexuality volume 1. This is particularly so regarding sex and women / social
class / children / and ‘the’ homosexual. These identity-formulating processes
of pathologisation and / or socio-moral problematisation are wholly consistent
with Foucault’'s exposition of three axes for the construction of ‘sexuality’,

viz.:

1) knowledge about sexual behaviour
2)  systems of power which regulate the practice of sex acts
3) the forms within which individuals are able, and obliged, to
recognise themselves as subjects of their sexuality.
Foucault (1984: 4) and Mills (2003: 87)

Such discourses on sexual health in the UK can equally, and inversely,
highlight other problems with negative reporting and popular representations.
These include mixed messages and moral panic (Sontag 1990). An example
of a mixed message can be seen in a BBC documentary in 2007 which
claimed that “Britain is post-AIDS”. This claim is despite the humbers of both
new HIV diagnoses and infections going up year on year without any sign of
abatement (HPA 2007a; Rice et al. 2008). An example of a moral panic was
the blaming of AIDS on gay men, and subsequent persecutions, including the
efforts in America to halt gay sex, for example through the closing of spaces

where recreational sex took place (Shilts 1988).

Scientia sexualis and its relevance to nursing

According to contemporary philosophies of holistic nursing care, sexual

health and well-being can be viewed as being as totally pervasive in a
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person’s life as their mental health and well-being (RCN 2001). Holistic
implications of sexual health can expand into such personal domains as an
individual’'s perception of their self-esteem and their capacity to experience
sex simply for the sake of pleasure and enjoyment. This is evocative of
Foucault’s discourses on the ars erotica. However, media reportage, popular
opinion, and epidemiological statistics rarely give equal attention to many of

the positive aspects of sexual health and well-being.

Compare these positive aspects of holistic sexual health and well-being and
the usual problematisation and pathologisation of various aspects of sexual
ill-health with the highly sexualised elements of the media. According to Gill
(2003) many media discourses, especially those at the more tabloid-end of
the market and those specifically targeting young people, clearly focus on
promoting the early sexualisation of certain youth, disproportionately
targeting females. Somewhat hypocritically, it might be said, it is often these
same media that then bemoan the fact when things ‘go wrong’, as

exemplified through manifestations and statistics on sexual ill-health.

If problems of the scientia sexualis are associated with official statistics,
media reportage and popular perceptions of sexual health, then, by default,
nursing is likely to be influenced by this coverage on these matters, given
that nurses also live in this same sexualised world (Evans 2004c). Over and
above this, in fact, there are numerous other ways in which professional
nursing is influenced. One of the most obvious ways is through the various

holistic philosophies and definitions of health and nursing care as actualised,
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for example, in procedures and documentation called ‘the activities of daily
living’ (ADL). Various ADL documents enquire how the patient’s ‘sexuality’ is
related to nursing care. Anecdotes abound on how the ‘sexuality box’ on a
patient’s notes is routinely filled in with meaningless statements, such as
‘wears makeup’, ‘lives at home with husband and children’, ‘N/A’ (not
applicable) or “over 40” (Evans, in Issues in Practice 1, RCN 2004). As one
of this study’s Focus Group (FG) Participants (P) said:

FG16 /P02  Activities of Daily Living!? Sexuality!? You used to put

things like “likes to brush her hair” and that was it!

Examples of the mis-use and under-use of the ‘sexuality box’ are particularly
prevalent in certain areas of care. These include care of older people,
people with disabilities, or those who happen to be receiving care from a
service that simply does not have the time or inclination to address such
matters. This minimalist practice accentuates the prevalence of reductionism,
the exact opposite of holistic care, and is akin to Foucault’'s “biological
reduction and medical authority” (Tiefer 2006: 273). Reductionism ‘treats’ the
condition of the individual, for example, their breast cancer, without seeing
the wider (holistic) implications of how the breast cancer may affect the other
areas of the person’s life, including their sexual and reproductive health and

well-being.

An absent presence in the literature
Chapter 2 will analyse findings from a number of (nursing) publications
related to issues of care. These will show the wider sexual health

components of client care which are glossed over in favour of targeted,
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reductionist, treatments of bio-medical service provision. A clear example of
this, in a paper on prostate cancer, contains just one passing reference to
sexual health:

“‘Nurses therefore have a primary role in promoting and
maintaining the patient’s sexual health.”
(Turner 2007: 55)

Unfortunately, Turner's (2007) reference is the closest many texts on
prostate cancer / male urological surgery actually get to mentioning various
latrogenic consequences for the individual’s holistic well-being and their
sexual relations. Such consequences include treatment side-effects and
surgical sequelae that lead to erectile dysfunction and retrograde ejaculation.
Similarly, professional and academic publications highlight potential earlier-
in-life prophylaxes against prostate cancer, such as taking vitamins and
eating pomegranates, but fail to mention significant research evidence from
Australia and the USA on the similar prophylactic health benefits of
masturbation throughout life (Giles et al. 2003; Leitzmann et al. 2004). The
wider holistic dimensions of sexual health frequently appear to be
‘invisibilised’ in services focused on achieving set targets, including those set
on reducing teenage and unplanned conceptions or new incidents of sexual

infections and HIV (DH 2002).

For individual nurses, the problems highlighted in this current chapter can be
exacerbated by personal feelings of embarrassment at merely talking about
sexual matters, especially when embarrassment is compounded by various

(multi-) cultural and religious influences, their own or others. This
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embarrassment highlights how, on the one hand, many patients would
generally prefer nurses and other healthcare practitioners to be the first to
mention topics of sexual health. At the same time, however, other studies
conclude the opposite: that many nurses would rather wait until the patients

mention such issues first.

The literature review and data analysis will identify certain clinical areas
where holistic sexual health could be proactively discussed, but frequently is
not. These clinical areas include midwifery, gynaecology, urology, cardiology,
endocrinology (diabetes), travel health, post-trauma and before / after radical
body disfiguring or disabling therapy or surgery, such as in cancer care. The
findings point towards the lack of meaning and understandings of sexual
health within the philosophies of holistic care, begging the question what
really fis’ sexual health? Similarly, they highlight the need for a workable
definition of sexual health in, and for, nursing care and nurse education. To
this end, the World Health Organisation (WHO 2004) has developed a
number of perspectives for defining sexual - and reproductive - health,
moving on from its often-quoted 1975 definition, which claimed sexual health
to be

“the integration of the somatic, emotional, intellectual and social
aspects of sexual being, in ways that are positively enriching and

that enhance personality, communication and love”.

Later WHO definitions (WHO 2004) incorporate numerous anti-discriminatory

statements as well as rights to consent; freedom from coercion, violence and
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abuse; all of this whilst continually juggling respect from competing cultural

beliefs and influences.

Sexual health challenges in nursing care and education

Issues highlighted in this chapter are some of those that make sexual health
in nursing care challenging. There are three other matters of key importance,
which are directly related to the educational work of this thesis:

1) healthcare patients with sexual health problems could be
helped more by greater numbers of nurses, if these professional
carers were confident and competent to deliver such care: clearly

an issue for professional education;

2) many associated issues of sexual health are frequently
related to matters of sex - such as sex for pleasure and not
solely for reproduction - and non-heterosexual identities and their
related healthcare needs. These are traditionally ‘invisibilised’ or
discriminated against in clinical practice as well as in

professional education;

3) as data in this thesis reveal, professional nursing education in
England, at both pre- and post-registration levels, is statistically
weak on the numbers of nurses it is educating and training in
relation to the specific problems defined as sexual ill-health
(unplanned / teenage conceptions, sexual infections and HIV).
This situation is even more profound in relation to the wider
aspects of holistic sexual health and well-being, often

invisibilised.

Finally, it is important to set this somewhat bleak backdrop against the

contrary examples of excellence developing practice in sexual health nursing.
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These developments include the emerging specialist professional roles and
career pathways within the key sub-specialities of sexual health. These roles
are expanding right through the professional career trajectory, from ‘novice to
expert’, up to consultant nurse, as never before (RCN 2009). The Higher
Education Institutions Survey (HEI-S) and Genito-Urinary Nurses’
Association (GUNA) website reveal a few individual HEIs that are attempting
to provide courses and programmes which assist these clinical career
pathways. Recommended ways of supporting the professional trajectory
with appropriate academic qualifications was clearly outlined (by me) in the

RCN (2001) Sexual Health Strategy: quidance for nursing staff. In the

education section of this document, | recommended that, in the not too
distant future, consultant nurses could be encouraged to support their
practice with research either through traditional MPhil / PhD studies or in
professional doctorates in nursing, similar to this EdAD programme or the
DClinPsy. The benefits of such academic credence supporting this high level

of practice are outlined in Figure 1: 1.

Figure 1: 1 Some benefits of nursing research degrees
from RCN (2001) Section 2 Figure 11

e to create greater parity among senior professionals

e to enhance specialist areas of knowledge, and the ability to
contribute to other research-based programmes (on a
multidisciplinary level)

e to raise the academic profile of sexual health nursing

e to act as an incentive to achieve academic excellence

e to imbue the post of nurse consultant with traditional academic
credibility

e to ensure the post is clearly situated in a research framework

¢ to develop and enhance further studies into this relatively new
area of health care and education.
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Nursing education and Foucault’s triple edict

Issues of sexual health, especially those linked to the performativity of sex
and non-majoritarian sexual identities, have been, throughout various
histories and cultures, regularly attended by what Foucault referred to as “the
triple edict of taboo, non-existence and silence” (Foucault 1984 : 4-5). In this
thesis, the “triple edict” is acknowledged as being akin to stigmatisation in its
process of concealability or ‘invisibilisation’ (Evans 2001; ICN 2003). Many
of the stigmas attached to these differing aspects of sexual health are
constructed within times, cultures and faith communities which still have

influence in the UK today (ICN 2003).

Foucault's (1984) “triple edict”, read through the nursing practice of some
respondents quoted later in this doctoral study, can be witnessed not least in
the on-going hostility to condom use by the Vatican, even as a prophylactic
against HIV infection (Evans 2005c; Quattrocchi 2010). This has a profound
impact on the education and services which can be provided by many school
nurses working in Catholic and other faith schools in the UK, where they are
‘forbidden’ to talk about condoms (Martino 1999; Forrest 2003; Kidger 2006;
Selwyn and Powell 2007). As one participant stated:

FG12 /P04 We can’t talk about sex, it does’t happen! We are not
allowed to have condoms on the premises. We just managed to sort of, you
know, get this sexual health committee set up, urm but how far that will go
is difficult to say, it’ll be a long process.

It could be argued that the government has hitherto colluded with this stance,

albeit inadvertently, through various Sex and Relationship Education (SRE)
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policies (DfEE 2000). These permit individual schools, faith schools in
particular, to limit the information and resources provided by nurses, teachers
and others, on proven methods of harm-minimisation / infection control, not
least on effective safer sex education and resources. It does this by not
insisting on teaching of the benefits of condom use in the prevention of
transmitting sexual infections, contrary to the spirit of the UNAIDS (2004)
‘position paper’ on condoms. This perennial problem poses an ethical
dilemma for many respondents, as explored in chapters 4 & 5, a dilemma
which their professional education often ill-equips them to challenge and

overcome.

Setting the scene: sexual ill-health in England 2010 onwards

Using epidemiology to narrowly define ‘client need’

Techniques of statistical representation and analysis sit comfortably within
the practices of self-respecting positivistic bio-medical and nursing research
(Holloway and Walker 2000). These methods are far removed from the
practices of Foucault, however, and remain anathema to his followers and
other post-structuralist thinkers. This is because

‘[@aln emphasis on the heterogeneity and discontinuity of
representational formats, and on the local and contextual basis of
their production, has become a familiar refrain in ‘postmodernist’
critiques of traditional views of science and language.”

Lynch and Woolgar (1990: 2)

For this reason, their use within this thesis is limited.
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As highlighted in the opening paragraphs of this chapter, there are
acknowledged problems with the collection of epidemiological data on sexual
infections within genito-urinary services across England (Ihekweazu et al.
2007). These problems are compounded when the methods used are
compared with Europe-wide surveillance techniques (Fenton et al. 2001).
Traditionally in the UK, the data are collected and presented to the Health
Protection Agency (HPA) in the form of KC60 reporting (called SHHAPT after
January 2011). In present-day England, however, there is now much wider
access to testing, diagnosing and treating sexual infections such as in
Primary Care, General Practice, certain pharmacies (for Chlamydia testing),
outreach services for sexual infections and HIV voluntary testing and
counselling (VTC), abortion services, as well as private healthcare providers.
Only registered genito-urinary clinics are mandated to submit KC60 data;

therefore, an increasing amount of under-reporting is inevitable.

A similar example is found in the official statistics for HIV infections. These
figures show an apparent low incidence in the under-24 year old male
heterosexual transmission category. This is despite this age group being
overwhelmingly highest for many other sexual infections and, of course, their
role played in teenage conceptions. The sexual infection and teenage
pregnancy statistics are indicative of high levels of unprotected intercourse —
the cause of both. However, the under-24 year old male heterosexual group
is disproportionately under-represented in HIV testing opportunities when
compared with gay, bisexual and other males having sex with males (MSM),

and females who have sex with males.
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The role of epidemiology in relation to the e-survey

In an earlier successful study for a Master of Philosophy degree (Evans
1997), | explored “the psychic shadows of HIV and AIDS and the role of
social representations in post-registration nurse education”. These
representations demonstrated clearly how they could often be better thought
of as mis-representations. Revisiting that work now, it is possible to assert
that much of the theory explored for that earlier study — but now re-applied to
the wider field of sexual health - is still valid in relation to ‘scientific’
discourses of ‘facts’ and ‘figures’ explored in this current study. The reason
for this “rests on the fact that for many of these images, they have their
origins and dynamism in a life which transcends [the discourses of sexual
health in itself] but have conveniently attached themselves to it” (Evans 1997:
306). These include evolving discourses such as stigma, guilt, (self-)blame

and pathologisation (Hodgson 2003).

Take, for example, the problematisation which frequently accompanies the
term ‘teenage pregnancy’. In relation to teenage conceptions, the picture can
get rather complicated. Except for physiological issues related to the age
and size of the pregnant girl / woman, the term ‘teenage pregnancy’ is
relatively devoid of its usual characteristic stigma if, for example, the young
woman is from a culture where she is married young and expected to have a
baby as soon as possible (Cook 2007). Another example relates to (lack of)
statistical evidence on the experience of felt or perceived stigma which relate
to sexual infections and HIV (Evans 2001; Hodgson 2003), ‘teenage

pregnancies’ and abortion (Astbury-Ward 2008).
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The primary aim for using epidemiology, albeit limited, in this otherwise
gualitative thesis is to enable a (re-)presentation of various official statistical
maps and tables. This will be done in order to highlight variations of sexual

ill-health and associated problems, defined in the National Strategy for

Sexual Health and HIV (NSSHH) (DH 2001) as sexually transmitted

infections, HIV and teenage pregnancy, in the ten English regions. The
statistical map will then be analysed in critical comparison with the amount of
formal sexual health education provided by HEIs within the same boundaries
of official English Regions / Strategic Health Authorities (StHAsS). That way, a
picture can be drawn identifying a quantifiable amount of client need, in

correlation with formal educational provision required to address that need.

Sexual health in England’s nursing curricula

The analysis of literature in chapter 2 will demonstrate a clear and
lamentable absence of published texts, in various nursing journals for the UK,
on formal professional sexual health education and learning. Later chapters
will corroborate this absence by examining discourses from supporting
literature and data gathered during the empirical study both from teachers of
nursing at HEls across England, and through the personal stories of
individual nurses trying to redress this balance for themselves, their
professional practice and their patients, by undertaking a particular

foundational course in sexual health.

Given the multiplicity of discourses surrounding the meanings of sexual

health and the breadth of its influence in practice, there are likewise
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numerous clarifications that need to be made regarding ‘sexual health’ in the

nursing curriculum. These may be envisaged as a triptych, outlined in Figure

1: 2.

Figure 1: 2 Educational triptych for sexual health in nursing curricula

Sexual health
associated
dimensions of
general health &

Holistic foundations
in sexual health

eGeneric across the pre-
registration programme

Specialist sexual
health studies,
including:

e Contraception and

well-being

: reproductive health
eAdapted, as appropriate,

in post registration
studies

*Related or secondary to
specific conditions of
patients / clients' health
andillness, e.g. travel
health, diabetes, cancer

* Sex & Relationship
Education (SRE) and
teenage pregnancy

e Sexually acquired

eAssociated to the clinical X :
infections

needs of practice areas /
courses, e.g. mental
health, young / old e HIV
people etc.

e Psychosexual
counselling skills
etc.

Firstly, as shown in the central panel, sexual health refers to an aspect or
domain of life, health and well-being, found in various holistic philosophies of
personhood underpinning most pre- and post-registration programmes of

learning (WHO 2004).
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Secondly, as shown in the left hand panel, it refers to the associated
dimensions of how holistic sexual well-being can be disrupted in particular or
special ways, resulting from all manner of illness, disease and disability. This
includes everything from painful intercourse for a woman (dyspareunia) such
as caused by post-menopausal vaginal dryness and ‘friability’, to an inability
to conceive due to chronic complications of earlier, undiagnosed, Chlamydia
trachomatis infection. Or again, it could refer to a person’s inability to insist
on safer sex and / or contraception due to cultural or religious reasons, or
simply because of the intransigence and domination of a violent and abusive
partner. It might also include the loss of sexual desire and / or performativity
(Butler 2004) accompanying trauma, surgery or a wide range of illnesses and
medications, all compounded when healthcare professionals appear
unwilling, unable or too embarrassed to address these issues as part of
holistic client care (Meerabeau 1999). Such matters will be explored in depth

in the data.

Thirdly, as shown in the right hand panel, it might refer to the narrowly
categorised but obvious specialist definitions of sexual health pathologies
and problems. Those include sexual infections; HIV; unintended, unwanted
and ‘teenage pregnancies’, and matters requiring psycho-sexual counselling

interventions, including dealing with related stigmas.

A curricular triptych

The nursing curricula can likewise be envisaged as three panels of a triptych.

Firstly, there is the pre-registration / pre-qualifying, curriculum. This is, to an
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extent, regulated by statute in the Nursing and Midwifery Order (OPSI 2001)

via the generic guidelines for professional practice outlined by the regulatory
authority, the Nursing and Midwifery Council (NMC). The NMC was

established ‘to protect the public through professional standards’.

Secondly, there are various post-qualifying specialist-focused curricula (see
Figure 1: 2), which could profitably include related elements of the three
aspects of sexual health outlined above, namely:

1) holistic philosophies of care, including sexual health and well-
being

2) health conditions and deficits which impact negatively on aspects
of sexual health and well-being

3) the specific, identified, issues of sexual ill-health (teenage /

unplanned conceptions, sexual infections and HIV).

Related or customised issues for these specialist post-registration focused
curricula might include negotiating the ‘mechanics’ of sexual activity for a
person newly paralysed (Trauma & Orthopaedics courses); the implications of
ageing on sexual health (Care of Older People courses); loss of desire and
the wider sexual implications of performativity with psychiatric medications
and illnesses (Mental Health Nursing) and counselling skills and forensic
interventions for a person who has been raped or sexually abused
(Emergency Nursing courses). Even these limited examples show that the
implications of sex, sexualities and sexual health can have relevance for
almost every aspect of nursing care and its associated professional

education.
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The third panel of this triptych shows the specific, specialist courses of
various sub-specialities within sexual health itself. These are defined here as
contraception and reproductive health, genito-urinary and HIV nursing, and
psycho-sexual nursing (see Figure 2: 2 The sexual health umbrella, in
chapter 2). This list can be expanded to include fertility and infertility nursing.
For these sub-specialities within the sexual health umbrella, the statutory
change-over from the former United Kingdom Central Council for Nursing,
Midwifery and Health Visiting (UKCC) to the NMC in 2002 also witnessed the
dissolution of the four former national boards within the UK. One of these
boards, the English National Board (ENB), produced various ‘core curricula’
documents recommending at least an essential transferability between
courses on the same speciality, even though there may be significant
variation across courses provided. For example, although one Higher
Education Institution may have a 20 credit academic course entitled ‘the
family planning certificate’, and another offer a 15 credit course called
‘contraceptive and reproductive health’, one could be assured that, from the
professional / clinical point of view, both these courses had an equitable and
transferable ‘core’ that was acknowledged in clinical service areas through its
English National Board certification. Such courses were assigned a code
and number, which helped them be nationally recognised (see Appendix 1).

Other than the provision of the RCN Approved Sexual Health Skills course®,

a 15 week programme offered UK-wide, this nationally recognised system of

core curricular courses no longer exists.

® The former RCN Sexual Health Skills course, with University of Greenwich academic credit
rating 2004 — 2008, is now owned and provided in e-learning format, with RCN Accreditation,
as part of the University of Greenwich’s portfolio of sexual health courses (2008 - ).
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Client need versus curricular provision: feast or famine?

The various data responses explored throughout this study focus on
discourses pertaining to professional education for nurses, especially those
which have a direct bearing on client need and care. Even limiting sexual
health to its most narrow definitions, namely unplanned teenage conceptions,
sexual infections, HIV, and associated sexual stigmas (SEU 1999; DH 2001;
DH 2002), the data identify how the clinical statistics (client / patient need)
are overwhelmingly disproportionate to the number of corresponding courses
offered across England to equip nurses for addressing these needs. Indeed,
the Government’s Independent Advisory Group (IAG) on Sexual Health
stated that it is “very encouraged by the take up of the RCN distance learning
course on sexual health for nurses, and sees this as a very effective way of
developing and upgrading skills in sexual health” (IAG-SH 2007: 17). At the
same time, however, the IAG recommends that

“there also needs to be greater emphasis on sexual health within

nurses’ basic training which includes addressing attitudes and

values, and working with people around deeply personal issues.”
IAG-SH (2007 : 17)

The problems of inadequate provision of sexual health education for nurses
are exacerbated when their professional remit is widened, in contemporary
nursing, to include a more proactive public health role. This is clearly
demonstrated in the emphasis on primary and secondary illness prevention
and corresponding health promotion initiatives. Prime examples include the
increased provision of nurses’ involvement in Chlamydia testing; the

dispensing of emergency hormonal contraception (EC) under Patient Group
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Directions (PGD) or Independent Prescribing; partner notification from
General Practice settings, hitherto the domain of sexual health advisors in
GU services; and assisting new teenage parents with matters of
contraception to avoid a second conception in rapid succession or later in the
remaining teenage years. This latter example is potentially a key role for

midwives, health visitors and sometimes school nurses.

Client need versus the educational preparedness of nurses
In relation to client need in the form of prevention, treatment and care - even

if only that which is identified through the National Strateqy for Sexual Health

and HIV (DH 2002) for reducing numbers of teenage conceptions, sexual
infections and stigma — the educational preparedness of nurses in England,
as reported later in this work, is seen in urgent need of redress. Devolution
of courses to HEIs, combined with the absence of nationally agreed core
curricula, often result in the responsibility for providing courses falling either
to individually interested teachers and institutions, or in reaction to requests
from the purchasers of such courses such as local Primary Care Trusts
(PCTs) especially in sexual ill-health ‘hot spots’. Certain forms of training are
obviously attractive to some purchasers, managers and practitioners, as they
are short, and ‘to the point’. These include, for example, brief training
interventions for the England-wide roll out of the ‘National Chlamydia
Screening Programme’. They also include attendance, by nurses, at various

medical courses such as the ‘STIF’ course’ and DFFP!°. What such

® STIF: Sexually Transmitted Infections Foundation course, usually an intensive two day
theoretical course, validated by the medical organisation BASHH, the British Association for
Sexual Health and HIV, and franchised to HEls and various Primary and Acute Care Trust
training departments.
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provision clearly misses out on, due to the brevity of such courses, are the
wider holistic dimensions of sexual health for nursing education and practice.
Such dimensions of care are more than can be obtained in brief periods of
training reduced solely to specific sexual infections (Chlamydia; STIF) or

methods of contraception (DFFP).

Repeating the triptych motif

Three fundamental aspects of sexual health are analysed in the data, with an
evaluation of the extent to which they are present in the learning experiences
of the various respondents. These three aspects include:

1) the holistic dimensions of sexual health, especially pertaining to
the nurse’s role in prevention / treatment / care

2) the ways in which sexual health can be customised in
specialities, to address particular matters relevant to their domain
of clinical care (e.g. care of people with diabetes / cancer /
learning disabilities etc), and

3) the specialist expertise required for the formal sub-specialities of
sexual health.

In summary, the analysis of literature and data together explores a number of
pertinent discourses which have relevance to the provision of formal sexual
health learning within the nursing curricula of England’s Higher Education

Institutions.

10

DFFP: Diploma of the Faculty of Sexual and Reproductive Healthcare (FSRH) — a
subdivision of the Royal College of Obstetricians and Gynaecologists (RCOG). Despite its
grand title of “diploma”, this is a two and a half day theoretical course, with a small number of
clinical sessions; opened out from medics-only to nurses in 2006.
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Conclusion

The aim for this chapter was to begin the process of outlining and exploring
some of the complexities involved in discourses addressing the sexual health
needs of clients in England, as related to clinical nursing’s professional
curricula, in ways which are inclusive of ‘invisibilised’ client need (as defined

above).

Despite the endpoint of the thesis (as with all nurse education) being client
need / patient care, numerous ethical and practical difficulties involved in
research with patient involvement means that no direct clients of sexual
health nursing services were involved in the empirical study for this thesis.
These difficulties are acknowledged by government with a lamentable lack of
any formally recognised ‘patient voice’ across the spectrum of sexual health
services. Client needs will therefore be ‘read out of the discursive
formations analysed, at length and in depth, both in the literature surveyed
and the discourses gathered from the study’s respondents, namely registered

nurses and their perceptions of their clients’ needs.

This introductory chapter serves by way of drawing attention to numerous
discourses, particularly those most clearly affecting sexual health nursing
care and its associated professional education across England. These
discourses include policy, epidemiology, culture, society, as well as those this
thesis explores as ‘invisibilised’. Clear examples of the discursive formations
to be further explored were highlighted at numerous points throughout the

chapter, including those emanating from literature as well as those drawn
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from the empirical data collection. Such discourses will be explored and
analysed more fully in chapters 2 , 4 and 5 respectively, whilst the beginnings
of a rationale for applying some ‘tools’ from the philosophies of Michel

Foucault will be elaborated more fully in Chapter 3.

40



Chapter 2

LITERATURE REVIEW

Discourses in the literature



Chapter 2

LITERATURE REVIEW

Discourses in the Literature

Chapter 2 thematic outline

A\

Difficulties defining the speciality

Problems conducting a traditional literature search
Paucity of literature and other methodological concerns
The sexual health ‘umbrella’ of specialist services

A genealogy reading a plethora of stigma discourses
Implications for education and Conclusion

YV V VY

Introduction

Chapter 1 opened with an exploration of discourses associated with sexual
health and illness. The chapter:

a) explored problems associated with developing a universal
working definition of sexual health

b) provisionally outlined discourses for this review chapter
which are developed further throughout the thesis, and

c) suggested that nurses and the providers of their professional
education could do more to address this significant, yet often
disregarded, element of holistic health and well-being (Dattilo
and Brewer 2005; Garcia 2005; French 2009a).

The aim of this second chapter is to review discourses in the literature that
have implications related to learning and professional education. Such an
endeavour sits well with the role of the literature review, “providing a

background source rather than the essential starting point for research
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designs” [italics original] (Robson 1994: 23). Murray (2003: 103) asserts that
this process should “synthesise the work of key authors” with one’s own.
There are two fundamental problems with reviewing the literature, however.
The first includes difficulties defining the subject area and outlining its
parameters. The second is the dearth of studies and publications specifically
in nurse education. According to the sexual health researcher Laura Serrant-
Green “sexual health nursing as a distinct area of practice does not really
exist” (Serrant-Green 2005: 515). To be precise, she claims it does not exist
so much as a separate entity or discrete speciality of care, commenting how

“on closer inspection, the scope of nursing care in this area
remains shackled to the stigmatized and fixed approaches to
sexual health in the past.”

(Serrant-Green 2005: 515)

Defining sexual health — or not

The World Health Organisation (WHO 2004) has developed clear
suggestions for defining sexual health per se that include definitions of
‘sexual and reproductive health’ and ‘sexual health and anti-discrimination’.
Evans (2003 and cited in Dattilo and Brewer 2005) holds that sexual health
ought to be of “paramount importance to every practitioner as a component
of holistic client assessment”. This is in part to overturn what Dattilo and
Brewer (2005: 210) later refer to as the “general discomfort [that] exists when
addressing a client’s sexual health and concerns”. Nursing is not the only
profession with this problem. In a study by Jayasuriya and Dennick (2011:
99), their scrutiny of medical training considers it weak, especially on sexual

history-taking skills. They state that “modern medical curricula fail to prioritise
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this essential clinical skill [...]. Additionally, the training that does exist tends
to emphasise the factual, ‘clinical’ aspects of sexual health, with far less
emphasis on sexuality, sexual dysfunction or attitudes to sexual health.
Lépez-Sosa and Tévar (2005: 146) explain that

“[sexuality itself] refers to a fundamental dimension of the fact of
being a human being, based on sex, including gender, the
identities of sex and gender, sexual orientation, eroticism,

affective linking, and love and reproduction.”

Presumably Serrant-Green (2005) was highlighting problems of defining a
broad term, such as sexual health, which has multiple dimensions and a
plethora of related stigmas. Stigmas are provisionally outlined below and
explored at relevant points in chapters 4 and 5. The problems of clarification
are even more evident when traditional and strategic definitions, such as in

the English National Strategy for Sexual Health and HIV (DH 2001), reduce

sexual health solely to the problematisation of teenage sex and conceptions
(West 1999; Buhi and Goodson 2007) and the pathologisation of sexual
health (Lichtenstein et al 2005). The problems of concept clarification are
compounded further when dimensions of sexual health are integrated within
more generic, holistic, philosophies of health and well-being. Given this
confusion, there is no wonder that sexual health appears as something rather

difficult to pin down and analyse.

At first reading and apropos of the above, for those working in the various

sub-specialities of sexual health, Serrant-Green’s hypothesis - that sexual

health nursing does not exist - might be difficult to understand. No doubt this
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conundrum is even more difficult for those ‘looking in’ from outside. The
difficulty in understanding can be accentuated because of the number of sub-

specialities as well as their diverse extremes, such as:

fertility D — infertility

sexual health — sexual iliness and disease
psychosexual and <+«———» criminal and forensic
relational well-being sexual pathologies;

sexual violence,
abuse and rape

and other dyadic opposites such as assisted fertility programmes / legally
permitted abortion. To compound matters further, since the naming of AIDS
in 1981, even conditions normally outside of traditional ‘sexual’ health, such
as certain opportunistic infections (Ol) and tumours (OT), now come under its
remit (Adler 2001). A prime example is a pulmonary infection caused by the
mycobacterium tuberculosis (TB). This illness is defined as an AIDS
indicator condition in someone co-infected with HIV (CDC 1993). Difficulties
in naming a speciality or concept, so often highlighted in various writings of
Michel Foucault (1984), lead to one of the reasons why undertaking a formal
literature search for this thesis has proved so difficult and why a genealogical

analysis (explained below) is more apt.

Difficulties sourcing appropriate literature

Difficulties in obtaining sufficient literature sources are emblematic of the low
levels of professional education provided across the spectrum of sexual
health nursing. One reason for this, it may be argued, is the effects of stigma
on the broader domains of sex and sexualities as well as sexual ill- / health.

Stigmas are manifest in a wrestling of power and dominating forces between
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elements of what Michel Foucault (1984: 4-5) referred to as “the triple edict of
taboo, non-existence and silence”. Such forces are analysed more fully as

constituents of stigma in the final part of this current chapter.

The literature review: top down or bottom up?

“A literature review provides a means for grounding your
research and explaining its relevance.”
(Burgess et al. 2006: 19)

A traditional ‘top down’ search of the literature would have included:

= defining appropriate concepts, such as “sexual health” AND
“nurse education / learning” OR “courses”

= clarifying limiting parameters for inclusion / exclusion of materials

= selecting relevant databases, and

= setting dates through which to operationalise retrieval (Hart
2003), traditionally towards the beginning of the research

process (Dunleavy 2003).

Given the difficulties with concept definitions as outlined above and in
chapter 1, however, a traditional process has proved exceptionally difficult.
An alternative ‘bottom up’ approach starts from the grass roots of clinical
practice in various sub-specialities of sexual health, permitting a genealogical
“history of the present” (Foucault in Rabinow 1991: 118; Meadmore et al.
2000) with an inductive reading-out of the implications for nurse education.
According to O’Farrell (2005: 69) “genealogy is about the ‘constraints’ that
limit the orders of knowledge” with “culture [forming] its identity in relation to

what it rejects”.
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Over and above the systematic searches of electronic databases and
journals, as outlined below, searches for this professional doctorate have
taken a number of other approaches, too, that have occurred incrementally
over the time of the programme, “synthesising layers of intensity and
perspectives” (Burgess et al. 2006). Given that the subject area for this
thesis is the same as my area of professional practice, my knowledge of
pertinent literature has to be constantly updated. This knowledge is
redefined and developed when facing the challenges of delivering new
sessions such as conference presentations® and courses?; updating teaching
materials; advancing discourses with current on-line Bachelor and Masters
students; writing for publications and specific audiences, and when requested
to offer expert advice to government departments®. Reviewing the literature
has also been developed for each of the course assignments and
disseminations forming part of this doctoral programme, not least in the mini-
literature review on “stigmas related to sexual health and illness” (ACAD

1064)*,

! An example: two workshop presentations | ran at a conference of the Royal College of
General Practitioners, Manchester, February 2009. My title was From boys to men: engaging
and working with half of the population’s sexual health in primary care, in which participants
explored the concept of masturbation as a health promotion initiative.

? Michaelmas Term 2009-10 | developed and wrote 90% of a new Masters level e-learning
compulsory core course, Contemporary Issues in Sexual Health, University of Greenwich
(course code OMED 1259). Between 2009 — 10 | authored 4 e-learning modules of an on-line
course entitled Sexual and Reproductive Health and Safety for Mental Health Professionals,
for the Social Care Institute for Excellence, www.scie.org.uk, launched May 2011.

® | have participated in a sexual health education mapping / advisory exercise for the

Department of Health (on pre-registration learning); made a presentation on nurse education
to the Government’s Independent Advisory Group on Sexual Health and the London
Assembly, and been involved in a closed meeting on this subject, by personal invitation, in the
House of Lords (November 2009).

* ACAD 1064: Critical Review course.
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Despite the problems outlined here with definitions and paucity of results
when searching with the ‘top down’ models, various searches were

attempted, incorporating a combination of relevant terms (see Figure 2: 1).

Figure 2: 1 Primary search terms and combinations

Primary search terms Combined with

(Nurse) Education Sexual health

AND / OR Contraception / family planning

. Sexually Transmitted Infections (STI)
Learning
HIV

AND / OR AIDS

Course Teenage pregnancy

Stigma (associated to any of the above)

Over and above these searches, with the ‘combination’ terms referring to the

five aims of the National Strateqgy for Sexual Health and HIV for England (DH

2001, 2002), the geographical region for this research study, | also searched

for (nurse / nursing) education AND sex / sexuality / lesbian / masturbation;

the rationale for which is outlined below.

The parameters of the searches
Despite the difficulties highlighted above, attempts were made to undertake

foundational searches using the terms sexual health and nurse education (or

the other way around) in the category fields ‘article title’ and / or ‘abstract’.
Any wider than this, for example searching the ‘key words’ or ‘full text’ fields,
yielded hundreds of irrelevant articles, by retrieving works with any of these
four words in them. The start and end dates were 2000, the year before the

publication of England’s NSSHH, to September 2010 (and continuously
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developed since then opportunistically). Articles selected were those in
English, preferably (although — due again to paucity - not exclusively)
concerning England, on the searched terms only or related to a theme within
the wider thesis. This study is not alone in finding a lamentable dearth of
directly relevant and timely studies and results. Higgins et al. (2009: 362)
recount how

“an analysis of participants’ accounts in this study [.] suggests
that the issues could best be described as ‘absence /
presence’. By privileging discourses within the biological,
medical and theological paradigm, the status quo was
maintained and other discourses, which could have provided an

alternative view, were subjugated and marginalised.”
These comments by Higgins et al. (2009) are evocative of the scientia
sexualis / ars erotica discourses in Foucauldian parlance, employed

throughout this work.

The searches of various health, social science and educational research

databases also specifically included the journals Nurse Education Today,

Nurse Education in Practice, International Journal of Nursing Education

Scholarship and the British and lIrish Index of Theses. Some independent

sources also included various gender studies journals and opportunistic

searches, such as in the British Journal of Urology International (BJUI), in the

limited hope of finding and extrapolating pertinent materials. The majority of
relevant articles retrieved are professional and / or clinical rather than
educational / research based programmes. For example, in a final search of
relevant electronic databases conducted in September 2010, the main

databases used on that occasion were as outlined in Figure 2: 2.
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Figure 2: 2 Final electronic database search, September 2010

EBSCO

British
Nursing
Index

(BNI)

'R
Cumulative

Fcience Direct

Nurse
—{ Education
Today

Nurse
— Education in
Practice

Wiley
InterScience

InformaWorld

Journal of
Advanced
Nursing

Sex
Education

Index to
Nursing
and Allied
Health
Literature
(CINAHL)

| —

| Gender and
Sexuality

Within the Informaworld Sex Education journal search, the terms used were

simply nurse OR nurse education, given that the publication is focused

specifically on sex education. Twenty results were returned, with only two
directly relevant to this study. These were on Teachers’ and pupils’
perceptions of the school nurse in relation to sexual health education
(Westwood and Mullan 2009) and McAlister and Neill’'s (2009) “The L Pack’:
Addressing the Sexual Health Needs of Young Lesbians. More will be said in

relation to the literature on both these topics in chapter 4, in respect of the

data findings.
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Particular discourses out of the paucity of literature

During this final search of the literature, using the terms sexual health AND

nurse education anywhere in the documents retrieved over 1000 articles.

Sadly, the majority of these are simply retrieved for having any of the four
words somewhere in the article, e.g. an article that mentions the word
‘sexual’ or ‘education’, and are therefore excluded here for being irrelevant.

Figure 2: 3 outlines the search results.

Figure 2: 3 Current paucity of relevant literature

Database Search terms Total Number of
with Boolean number relevant
connectors of hits articles

EBSCO: gender Sexual health > 500 15

and sexuality
Nurse education 0
Sexual health 0 0
AND nurse
education

Science Direct Sexual health > 500 0

(Database includes Except for

the journals Nurse g‘;lr:)r\‘;ton (2009)

Education Today &

Nurse Education in

Practice
Sexual health 16 1
AND nurse Johnston (2009)
education on Addressing

diversity in
clinical nursing
education:
Support
for preceptors
WileyInterScience Sexual health 32 3
(Journal of AND nurse Earlke; I(2001)”0n
i i isability; Jolly
Advanced Nursing) education (2001) on
gynaecology
nurses and their
teenage sexual
health
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knowledge;
Serrant-Green
on sexual health
and ethnicity

(2005).
WileyInterScience Sexual 16 (1 listed /
(Journal of inappropriate)
Advanced Nursing) Hawley and

Taylor (2003)

‘Using research
skills to inform
the teaching of
spirituality’

International Nurse 0 0
Journal of Sexual
Health (IJSH)

Two final problems with a traditional literature review

There are two final methodological problems confronting a traditional
literature review which need to be considered here. The first problem is a
working definition of Foucauldian terms as used in this thesis. These include
ars erotica / scientia sexualis (see chapter 1) and discourse analysis
(DA); genealogy; knowledge / power, governmentality and a number of
subsidiary concepts to each. These are fully explained and interwoven with
gualitative data responses in chapter 4, which acts as a substantive

framework for analysis and understanding of the data.

The second problem relates to the aspects of sexual health this work is most
particularly interested in, which, as explained in chapter 1, are referred to
throughout the thesis as ‘invisibilised’. Hicks and Watson (2003: 2.2) refer to
invisibilisation as “virtually absent”; sometimes just “added in” simply to tick

the boxes of “political correctness”. As outlined above, the ‘invisibilised’ are
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included in, but not exclusive to, the search for works on sexual health AND
lesbian (for sexual identity) and masturbation (for sexual practice). If it is
difficult enough to perform literature searches on terms such as nurse

education AND sexual health OR contraceptive courses, how much more so

on nurse education AND invisibilised aspects of sexual health? This is a

perfect example of Jean Paul Sartre’s ‘presence of an absence’ or Slavoj
Zizek's apophasis® — ‘absent presence’ - i.e. the “whole [sic] at the centre of
discourse” (Lee et al. 2008). As Lee et al. (2008: 155) explain, this is like
saying “we won’t mention X at this point” when the whole discursive
formation is then constructed around the presence of something that cannot
be mentioned: the elephant in the room. This gives it a totally new and
‘other’ constructed identity. The ‘absent presence’ is reminiscent of
Foucault's analysis of childhood masturbation in Victorian Britain (Foucault
1984). He explained how adults acknowledged the practice only by
simultaneously invisibilising all discourses of it, except those that condemned
or (psycho-)pathologised it, or through the promotion of various ‘quack’
restraints and contraptions, surveillance and ‘therapies’ that prohibited and
demonised onanism (Howe 1995). These two methodological problems —
understanding of Foucauldian terms and identifying the ‘invisibilised -
accentuate the wider institutionalised effects of invisibilisation on this subject
matter both in nurse education and associated publications; this is a key

point of study for this thesis.

®"amogactc / apophasis, according to the OnLine Etymology Dictionary (www.etymonline.com)
“involving a mention of something one feigns to deny; knowledge obtained by negation” or
“mentioning by not mentioning” (www.wikipedia.com).
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Sexual health: the umbrella and the curriculum

It could be argued that it was due to the emergence of HIV onto the world
stage, initially named ‘GRID’ (Gay Related Immune Deficiency) then ‘AIDS’ in
1981, that the definitions and philosophies of ‘sexual health’, as a core
element of being, subsequently emerged into their current state of healthcare
prominence (Grmek 1990; Berridge 1996). As Lawler (1991: 64) remarked in
her ‘somology’, “the AIDS epidemic is having the effect of making the body
more explicit as a social entity”. Until then, the various sub-specialties of
sexual health worked predominantly in separate and isolated silos, contrary
to more contemporary and preferred UK practice of amalgamation into

differing combinations of various ‘one stop shops’ (Miles and French 2008;

HM Government 2010).

In 2001 | outlined key clinical areas of sexual health care, diagrammatically,

as an umbrella in the RCN Sexual Health Strategqy (RCN 2001). The

diagram encompasses a number of primary and associated sub-specialities.
Note, however, that even this limited example omitted a number of related
areas of care such as forensic sexual health and female and male rape and
sexual abuse (Figure 2: 4). The canopy of this umbrella definition highlights
clinical areas which traditionally see themselves, and / or are seen by others,
as being essential to the definitions of ‘sexual health’, namely: contraception
and reproductive health care (often, and increasingly inappropriately, called
‘family planning’), genito-urinary (GU) / STI and HIV health care, and psycho-
sexual counselling. Beneath the canopy of the umbrella are certain other

areas which, to varying degrees and acknowledgement, have their own
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specific relations to sexual health and well-being in specialities as diverse as
midwifery, through gynaecology and men’s health, to aspects of personality

and sexual performativity (sic) in mental health care.

Figure 2: 4 The sexual health umbrella in nursing care

e contracenty, Hf"&
¢ o neprod uc, © o
(g Servicas ® fz‘}p

psycho-sexual Servicgg

school nursing /
young people’s
services

midwifery

primary care and

specialist services,
e.g. diabetes (sexual) health
nursing promotion

gynzecology and health visiting

uro-genital ;
services drug-users
services
Well Woman /
well Man nursing in areas
services of sexual vulnerability
e.g. prisons

The Sexual Health Umbrella
Diagram by David T Evans, published in (2001)

RCN Sexual Health Strateqy — guidance for
nursing staff, London, Royal College of Nursing.

Notice the significant absence of “abortion” in this diagram. Abortion
services, especially within the NHS, are traditionally covered under
gynaecology and contraception services (Astbury-Ward 2009; Focus Group

data in chapters 4 & 5). Despite the legal status of abortion in the UK,
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abortion is a classic area of care affected by Foucault’s “triple edict of taboo,
non-existence and silence”. From a nursing perspective, in her doctoral
thesis, Astbury-Ward (2010) considers this invisibility to be caused in part by
the methodological difficulties. These difficulties, she reported earlier, when
exploring “women’s emotional and psychological experiences of abortion”
(2008: 181). As with so many other areas of sexual health care, it is also
because of a lack of an active patient voice, due to the specific or sometimes
“abject” (Eadie 2004: 1) — ‘dirty’ or distasteful - nature of sex, sexualities and

sexual health.

Outside the core sub-specialities in the umbrella diagram, many of which
predominantly address women’s issues, are those areas of care which
obviously do affect sexual health but which, for some reason or another, do
not consider themselves essentially a sexual health service. These typically
include many of the traditional women’s services such as midwifery,
gynaecology plus male uro-genital surgery (Jolley 2001; Turner 2007 and
Astbury-Ward 2010). There are many other services identified in the
literature here which have varying degrees of general (holistic) sexual health
as outlined in the WHO definitions, which are often bemoaned in the
literature for their lack of attention to sexual health implications affecting a
client's life. These broader healthcare services and specialities include those
highlighted in Figure 2: 5 below, which is not intended to be exhaustive. A
notable absence (invisibilisation) is the sexual health of old / older people’s
services and related professional education, despite the UK’s ever-growing

and ever-aging population RCN (2009a).
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Figure 2: 5 Sexual health in some broader healthcare services

*{ General Practice / Primary Care

e often the first point of access for many patients with primary and
secondary, or associated, sexual health needs

e References: Keogh et al. (2004); Challinor (2006); Challinor (2008); Miles
and French (2008); French (2009a)

l Cancer Services

e especially breast, prostate and other cancers which are deemed to have
a negative impact on sexual and / or reproductive capabilities and
performance. This list also includes the effects on poor body image or
abject physical changes or functions such as through genital surgery,
colostomy, retrograde ejaculation following prostatectomy etc. or
treatments that cause body changes or fertility issues

e References: Turner (2007); Kelly (2009)

Young People's Services (including school nursing)

* relating to sex and relationships

e specific health promotion strategies appropriate to boys such as “what
[boys] want to know. The areas of feelings and emotions, sexuality,
sexual techniques, sexually transmitted infections, pornography and the
effects of the ‘boy culture’” (Hilton 2007)

* References: Fallon (2003); French (2009b)

‘[ Mental Health

e everything from sexuality issues, self-esteem / harm, substance abuse,
and the sexually adverse effects of numerous medications and
‘therapies’ (sic)

e References: Sachs and Chan (2000); Maurice (2003); Itzin (2006);
Higgins et al. (2009); TheBody (2009)

l Care of Men ...

e with diabetes, coronary heart disease (CHD) and hypertension, with
secondary erectile dysfunction

e References: Cameron and Bernardes (1998); Evans (2004d); Tiefer
(2006); Holroyd et al. (2008); Roberts & Evans (2007); Evans & Stapley
(20104, b).




Focused examples from the literature reviewed: 1
School nurses and their professional learning and education

After practice nurses, school nurses made up the second largest group of

participants on the RCN Sexual Health Skills course 2004-2008;
subsequently they are respondents in this thesis, too. One key study on
school nurses analysed here was by Westwood and Mullan (2009). As
clarified below, their research is not alone in confirming my original
hypothesis: that there is a scarcity of professional sexual health education for
nurses. In essence, Westwood and Mullan’s (2009: 294) study of “3420
pupils and 456 teachers from every secondary school within a UK
geographical county” found that:

= there is insufficient research evidence to suggest that (school)
nurses are sufficiently prepared to be the most appropriate healthcare
professionals to have a positive impact on, and competently assist
with, sexual health education in schools (Westwood and Mullan 2009:
293).
o This is particularly so for more vulnerable and excluded
young people; confirmed in a study by Selwyn and Powell
(2007)

= the findings are consistent across the decade of 2000 - 2010. The
lack of appropriate training was reported by Evans (2000a), on data
gathered from across the UK and Northern Ireland by the Royal

College of Nursing®. This same message is reiterated by Cleaver and

® Evans (2000a) ‘From nits to crabs: school nurses and sexual health’, British Journal of

Nursing. While not wishing to demean the role of school nurses, or to play on erroneous
stereotypes, | was trying to make the point that they were sometimes referred to, in the past,
as the “nit nurse”. Today, conversely, they are expected to shift expertise from pediculosis
capitis to pediculosis pubis. A crucial sentence of explanation was not published in the article,
however. The publication was unofficially based on a research report | was commissioned to
write for the RCN School Nurses Forum. As the report outlined a number of weaknesses, the
Royal College decided that it could not be seen to be criticising members, and so the report

was authorised for internal circulation only.

58



Rich (2005), in their study of school nurses in 12 Primary Care Trusts
(PCTSs) in south east England.
o Conversely, Ingram and Salmon (2007) report findings
that there is a greater effectiveness when school / young

people’s nurses are appropriately trained

availability of school nurses, e.g. in rural areas or where they serve
a large number of schools, is frequently so ad hoc as to be minimal in
the amount of sexual health curriculum education and / or service
provision they can offer.
o This remains as reported earlier by Evans (2000a),
Cleaver and Rich (2005) and also Hayter et al. (2007)

the general (pre-registration) education regarding sexual health
for most nurses is lacking. This statement is supported by
Westwood and Mullan and their cited sources. It is also supported by
Jolly (2001) in relation to gynaecology nurses; by Lees and Crouch
(2003) in relation to accident and emergency nurses; McFadyen
(2004) on school nurses in Scotland; Higgins et al. (2006) in mental
health, and Irwin (1997), Johnston (2009) and Van Loon (2008) in
relation to the specialist knowledge and skills deemed necessary for

children and young people’s sexual health promotion professionals.

recommendations by Westwood and Mullan (2009) call for “adequate
training in sexual health [and] appropriate teaching methods and
counselling skills”.  They continue: “[tlhis will require a more
concentrated financial commitment to training and a more vigorous
policy of school nursing recruitment” (p 304). Funding is a moot point
in respect of new CPPD arrangements envisaged by the Department
of Health (DH 2010), where training budgets for many non-clinical
learning opportunities are curtailed.
o Adequate training is also, arguably, required by the
various school nurses’ “gate-keepers” (Cleaver and Rich
2005), not least for the management issues of

recruitment, training and financing but also in freeing the
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nurses to ‘do their job’ without negative (moral) policing
(governmentality) of selected subjects, e.g. in particular
faith schools (Hayter et al. 2007).
On this later point, Evans (2000a: 2024) contends that

“Sexual problems do not respect religious boundaries.
School nurses working in sex-negative schools can
recount numerous cases of pupils actually suffering
because of a lack of skills or knowledge to protect their
own sexual health [...] Saying “no” to sex may be the
school’s motto but, in reality, pupils of religious schools
are still having sex, getting pregnant, and acquiring

sexually acquired infections.”

In the literature reviewed for this chapter, various authors show how the
vulnerability of children is affected by differences in age; gender; minority
sexual orientations (especially bullying and suicidality for gay children);
stigmas and social exclusion; being in care; previous or current sexual
violence, abuse or rape; bullying and victims or witnesses of domestic
violence; high ‘risk-taking’ proclivities; mental health problems; alcohol and
substance abuse and being known to the criminal justice services (Campbell

2006; DH 2009; Higgins et al. 2006 and 2009; Johnston and Mohide 2009).

Focused examples from the literature reviewed: 2

Three discourses of sexual performativity and identities
In many ways, whilst not coterminous with one another, sex, sexualities and
sexual health are to a great extent co-dependent. Below are three
discourses which are outlined briefly here and elaborated by respondents in
chapters 4 and 5. They clarify how sexual health is intrinsic to the expression

and performativity of sex, as well as an essential element of sexuality and
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identity (Wilson and McAndrew 2000). Performativity, as used throughout
this thesis, includes the wider dimensions of gender, sex (acts) and
orientation that frequently require a conformity to / or acting against culturally

expected ways of being (Butler 2004; Mooney 2004a, 2004b).

Discourse 1. female genital mutilation (FGM). Pratt (2000: 4) describes
FGM as “the antithesis of sexual health, an obscene assault in which women
often collude with men in its perpetuation”. FGM is inextricably linked to
beliefs about sexual(-ised) identities, primarily in the nature and persona of
the female (Gruenbaum 2005). It is imbued with beliefs and customs alien to
most people in the world but evidently linked to what it means to be a woman
(in relation to man), and a sexual being at that. Due to the trauma of the
procedure and the implications throughout life, FGM is also intimately
connected to pleasure (for the male but not for the female) and to
complications of sexual and reproductive / obstetric capability (RCN 2006).
FGM is not just a woman’s or a girl’s issue, however. Its whole raison d’étre
is entwined in binary relations between two genders and, it is argued, the
hegemonic patriarchal and cultural power / dynamics between ‘the sexes’
(WHO 2008). This power often excludes ‘uncut’ females from their own
communities as a form of cultural excommunication and ethnic sequestration,
whereby they are ostracised by family and the wider community. Frequently,
these females are deprived of their all-important cultural marriageability
status if they do not have the obligatory cutting performed. Finally, FGM is
also clearly and inescapably an educational issue because of the clinical

ramifications for clients / patients affected. WHO (2001) reiterates how it is
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incumbent on professional education for registered nurses and midwives for
them to have a sufficient understanding of the clinical, psychological and the
ethico-legal implications of FGM. This education is critical for nurses in areas
with large numbers of women with FGM and where domestic laws prohibit it

(as in the UK).

This brief reference to FGM epitomises some of the problems identified in
this chapter for categorising the specialities of sexual health. It shows a
blurring of the dividing line between differences of sexual ‘health’ and sexual
‘ililness’. At the same time, the confusion accentuates difficulties with
exploring many of these issues for reasons similar to those outlined by
Astbury-Ward (2010), on the theme of abortion, which are further

complicated by stigma and invisibilisation (see chapters 4 and 5).

Discourse 2: the underlying power controlling sex. According to
Foucault (1980: 190) “power created sexuality as a device to say no to sex”.
He was possibly referring to the ever-increasing regulation of sexual acts
within the discourses of the post-Enlightenment West's scientia sexualis.
Frequently, not saying ‘no’ to certain sexual practices is used to justify blame
for unplanned consequences of sexual ill-health. It would be too simplistic a
view of sex, however, to consider it as just involving a ‘yes’ or ‘no’. As Herdt
(1997: 5) suggests, we need to investigate the wider influences within a
person’s “history and cultural lifeways”. An overwhelming impression from
the literature reviewed is that higher priority is given to forms of official

knowledge, exercised through power and restriction (governmentality); least
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attention in the literature is given to the health benefits of the joys and
pleasures of sex (ars erotica), such as sex for recreation or intimacy or
simply as a mode of de-stressing. Evidence from the empirical data, in

chapters 4 and 5, explores these themes further.

Discourse 3: specific stigmas: gender, sex, sexualities and infections.
Green and Platt (1997) suggest that where HIV and AIDS are becoming
more prevalent in the world, then the enacted stigma towards individuals
diminishes. This is understandable as part of a process of normalisation
(Evans 2004e), but is not in fact borne out by evidence of stigma across the
world, where blame still plays a significant role in stigmatisation. For
example, a study by Lichtenstein et al. (2005) reveals that amongst African
Americans, gender blame for the transmission of any sexual infection was
still overly directed towards women. Seventy six percent of respondents in
their study blame women as the instigators for transmitting sexual infections;
only 56% blamed men as the source of onward transmission. The
Lichtenstein et al. (2005) study is further evidence of blame and poorer
knowledge (lack of education) about the actual modes of transmission of
sexual infections correlating positively with higher religiosity of respondents.
Similarly Ward’s (2005) findings provide confirmatory evidence that
homophobia within black nationalist ideology is theologically-driven. From
this perspective, being ‘cool’ is “a coping strategy black men use to allay and
triumph over the anxieties and stresses of racism and related blocked social
opportunities, as well as a means to express bitterness, contempt and rage

toward the dominant society” (Ward 2005: 497). Given the multi-ethnic,
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cultural and religious make up of nursing and healthcare in the United
Kingdom, the beliefs of people from other cultures clearly need to be
acknowledged and explored in professional education. A positive challenge
for anti-discriminatory education is urgently needed where certain customs
and belief systems of carers practicing in the UK are at odds with domestic

equality and diversity legislation.

The brief focus on school nurses, above, and three other discourses witness
to some of the themes pertaining to the formation of power dynamics
interlinking aspects of culture and personal being, with the wider, holistic,
notions of sexual health. Despite the fact that these topics are absent in
major educational research and literature for this thesis, the grass roots
clinical implications are what make them applicable for the education of
nurses, as will be more evident in the process of data analysis in chapters 4

and 5.

Genealoqgy, discourse and the curriculum vitae

The discourses throughout this work are concerned with mapping the
dissonance over the terrain of client needs (nursing practice) on the one
hand, and professional sexual health education on the other. This mapping
is facilitated by employing some of Foucault's ‘tools’, especially discourse
analysis and genealogy (explored more fully in chapter 4). The literature and
empirical data informing this thesis are concerned with examining such
discourses that (may) influence sexual health curricula for nurses, whether

this is in the formal educational setting or, experientially, in learning through
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life in clinical practice. It has already been shown, however, that the subject
matter itself is not too easy to identify, let alone incorporate into professional,
academic, programmes of healthcare learning. This is especially so in the
face of competing claims on curricular time by the more medico-scientific
subjects, what Foucault referred to as “bio-techno-power” (O'Farrell 2005,
and chapter 4), including the patho-physiological aspects of sexual health

under the guise of the scientia sexualis.

This chapter has therefore introduced particular clinical and epistemological
discourses that are relevant to the thesis as a whole. Broadly speaking,
these discourses relate to aspects of sexual health education for nurses,
adequate or commensurate provision of which is questionably lacking with
regards to clinical need. As this thesis makes sense of the discourses by
utilising certain Foucauldian methods, the reviewed literature has itself been
subjected to a genealogical analysis of sexual health relevant to the
curriculum. This process, according to Meadmore et al. (2000: 467), pays
particular attention to the “emergences, discontinuities and events” pertaining

to a discourse, through its formation and practice.

Continuing the theme of genealogy, Meadmore et al. (2000: 463) explain that
“[it] seeks to inquire into processes, procedures, and techniques through
which truth, knowledge, and belief are produced”. It is this latter part of the
sentence — “techniques through which truth, knowledge, and belief are
produced” - that makes this process of genealogy so Foucauldian. One

might ask how the current discourses relating to sexual health actually
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become the accepted ‘truths’ of the matter, to the exclusion / suppression of
others? Genealogy is thus an examination of the nuances of a given
discourse that highlights the ways in which it is originally developed, then
changed, then accepted and promoted as the truth of the matter. Meadmore
et al. (2000: 464-5) insist how this focus on the “present orientation”
(Foucault’s history of the present) requires what Queer Theory might call a
‘reproblematization’ of the very concepts that appear to be given as the
natural outcome of truth and development, the very ways in which most
people see the world (Lee et al. 2008). Foucauldian genealogy avoids using
a customary historico-chronological approach which results in a teleology of
development, such as from the primitive (unenlightened) to the advanced
(e.g. the technologically affluent). Instead, as Foucault himself suggested,
there is a constant mapping of “the hazardous play of dominations”
(Meadmore et al. 2000: 469). Seven of the many clear examples of this
process that have influence in this thesis concern the subjects of:

= abortion, which, according to Astbury-Ward (2010), is the
outcome of 1 in 5 conceptions in the UK

= homosexuality (Hicks and Watson 2003)

= HIV and AIDS (Evans 1997 and Hodgson 2003)

= stigmas related to sex, sexualities or sexual (ill-)health,
including the moralist notions of “promiscuity” (Evans 2000b)

= the national preoccupation with ‘teenage pregnancy’ and
what | have called elsewhere the UK’'s “contraceptive
mentality” (Evans 2005c)

= certain non-heterosexual identities (lesbian females)

= and a particular act of non-procreative sex, namely

masturbation or Onanism.
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By way of example of this process, the final part of this chapter will focus on
a sexual health stigma, to show clear evidence of the “emergences,
discontinuities and events” referred to above, which exemplify certain
epistemic changes, a term similar to paradigm shifts (see chapter 4), in

relation to client need and professional education for nurses.

Genealogy and sexual health stigma discourses

There will be a clear exposition of Foucault's “triple edict of taboo, non-
existence and silence” (Foucault 1984: 4-5), in specific relation to key
aspects of the empirical data, in chapters 4 and 5. Here in this review of
literature, however, the triple edict is epitomised via a certain other concept

frequently used in health and social care: stigma.

Across the literature, stigma is variously described as a mark or sign; an
indicator; an identifier; a reason for certain actions and a relationship. Fear
of the stigma can force people to hide it from family and colleagues, leading
to a ‘double-life’. Warren (2003: 500) referred to this ‘double-life’ as
“sociability”, i.e. the “recreational co-participation in an alternative
environment”. For example, when people are turned away from their family-
by-birth because of a stigmatising condition, such as a non-acceptable
sexual orientation, and move to a more accepting milieu - more often of
‘people like them’ - the latter being referred to as a family-by-choice; this

corresponds with the notions of “sociability”.
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Unlike the term ‘stigmata’, which often, although not always, has positive
religious connotations, the concept of stigma has numerous effects on those
who are stigmatised as well as those doing the stigmatising. Parker and
Aggleton (2003: 14) consider it essential to “critically evaluate the available
literature [...] in order to develop a more adequate conceptual framework for
thinking about the nature of these processes” relating to markers and
marked. A classic text by Jones et al. (1984) refers to stigmatised people as
‘the marked’ and those doing the stigmatising as ‘the markers’. Of necessity,
the problems pertaining to stigma relate to wider fields of “social and human
sciences, [with a] deep involvement in issues of gender, culture, and
marginalized groups. The topics about which we write are emotion laden,

close to people, and practical” (Creswell 1998: 19).

In Erving Goffman’s 1963 seminal work on stigma (reprinted 1990), he
referred to stigma as an identifying mark of spoiled identity, that is either
‘enacted’, i.e. from another / others (the marker) towards a stigmatised other,
or ‘felt. ‘Felt’ is stigma which is internalised and perceived within the
‘marked’ individual (Taylor 2001). Goffman’s theories were later elaborated
by the aforesaid Jones et al (1984), when they highlighted stigma’s dynamic
process of ‘concealability and course’ in particular relation to such marked or
spoiled identities (more, on which, below). This work of Jones et al (1984) is

then applied specifically to Stigma: social exclusion in_healthcare, in the

monograph of the same name, edited by Mason et al. in 2001. Relevant
chapters of that work refer to four particular aspects of sexual health:

teenage pregnancy; HIV / AIDS; involuntary childlessness, and sexuality
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(Jacono and Jacono 2001; Carlisle 2001; Blythe and Moore 2001 and Evans
2001, respectively). Goffman (1990) commented how stigmas have their
origin and are manifest in specific life domains, such as the physical, mental,
moral and / or socio-cultural. Mason et al (2001) explore this further to show
how they frequently cross many or all of these life domains, particularly when

relating to the spectrum of sexual health and illness.

What’s in a word?

Goffman (1990: 9) declared that stigma involves the “situation of the
individual who is disqualified from full social acceptance”. He analysed three
constituent elements that were considered crucial: stigma pertaining to
physical deformities or ‘abominations of the body’; blemishes of character
(moral), and ‘tribal’ i.e. social / cultural / ethnic or group membership stigmas,
such as surrounding or categorising ‘the homosexual’. Clearly, all three of
these qualify in relation to both HIV and AIDS stigmas the world over. Manzo
(2004: 406) adds a further four characteristics of stigma to Goffman’s original

three:

= a quality of behaviours or conditions that must be knowable
even if they are not currently known

= a phenomenon that must be managed by those they pertain
to and institutions that process them

= almost always having negative outcomes and inverse
proportions of stigma and power; and

= victimisation of those with stigmas to a state of relative
powerlessness.
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Jones et al. (1984) chose to emphasise the relational nature of stigma, in
particular, its ‘concealability and course’. The ‘concealability’ refers to
whether or not the stigma is easily identifiable by others or not. HIV infection
per se would be hidden, but HIV wasting syndrome or a visible Kaposi
sarcoma lesion (both labelled as AIDS indicator conditions) would be
blatantly evident to others. Whether the stigma is hidden (concealed) or
revealed, the dynamic processes are then to do with the subsequent ‘course’
(process outcomes) of keeping it hidden or managing the reactions of self
and others to its epiphany. Manzo (2004: 402) protests that stigma,
however, has become an under-defined and over used concept, which has
“evolved as an analytic and discursive resource in sociological, versus every
day, reasoning and description”. Despite this, he still considers the term and

concept a “potent force”.

Searching the electronic databases for the various stigmas proved as

problematic as it was for the general theme of sexual health in nurse

education. Clearly, there are a number of works on stigma pertaining to
some of the main sub-specialities of sexual health, such as gender, abortion,
teenage pregnancy, non-majoritarian sexual identities and sexual infections
including HIV (MedFASH 2005: 3.11). What is traditionally more difficult to
find, and, what is conversely aided by employing genealogical methods in
Foucault’s ‘toolbox’, are the various discourses that inform or underpin so
many of these stigmas. These include wider themes such as ugliness and
beauty, disfigurement, sexually reviled or “abject” acts or relations (Eadie

2004: 1), extremes of age or any form of ‘mixing and matching’ between what
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Goffman (1990) called “we normals” (the markers) and those of a person with

a “spoiled identity” (the marked).

In some ways, this genealogical mapping is akin to constructing a matrix of
acceptable / non-acceptable traits related to “we normals” and those of us
with “spoiled identities”. Some people, based on the number of positive
attributes, are higher up the order, so to speak, of socio-cultural acceptability
than others. Alternatively, this matrix could be viewed as a game of ‘snakes
and ladders’, where concealability often hides a stigmatised or marked
identity, thus permitting the individual higher ranking on the socio-cultural
matrix of acceptability. Such acceptability may be overturned with the course
of the stigma, resulting in a sliding down to the status to non-acceptable

person, i.e. one with a spoiled identity.

This genealogical matrix highlights the cultural, situational and relatively fluid
dependence on a stigma’s ‘concealability and course’. For example,
discourses in this thesis explore a number of different life-ways affected by
the whole theme of teenage pregnancy. For some, teenage pregnancy is
exceptionalised and consequently problematised (Bonell 2004). For others,
teenage pregnancy is completely normalised within the individual’s cultural
life-ways (Coleman and Cater 2006). One of the key characteristics for
stigma is to do with its apparent abject or discrediting status, i.e. its non-
acceptability within cultures and individuals, or its socially anathematising
deployment (Evans 2004d). Such negative condemnation is found to the

extent that teenage pregnancy is problematised; contrariwise, it is absent in
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acceptable cases, i.e. those devoid of stigma. Jacono and Jacono (2001)
actually trace the stigmatisation of pregnant teenagers back to the sixteenth
century, whilst Graziottin (2001) explores teen pregnancy’s contribution to

the (stigmatising) medicalisation of female sexuality.

Stigma in a genealogical matrix

There are a number of examples of stigma’s adaptability. Firstly, stigmas
pertaining to the individual can be read out of Foucault's analysis of the
deployment of sexuality. In his analysis, he envisaged sexuality as
something inscribed directly onto the physical body (Lupton 2000). Pryce
(2001) moves wider than this, viewing bodily stigmas transposed onto
geographical places. He describes genito-urinary clinics themselves as
“sites of stigma”, which thus cause important barriers to service access
(MedFASH 2005: 3:11). With another shift in focus, Green and Platt (1997)
assert that healthcare workers themselves can be part of the stigmatising
problem, especially given their lack of appropriate anti-discriminatory /
diversity education and training. Without appropriate education, healthcare
professionals can continue simply perpetuating the socio-cultural,
stigmatising, status quo. Finally, in respect of these wider associated
stigmas, attention has been paid to those related to HIV and AIDS and

sexuality, as outlined by Carlisle (2001) and Evans (2001) respectively.

Another way of approaching the concept of stigma relating to wider aspects
of sexual health is with Grbich's (1999) use of discourse analysis. Grbich’s

method explores problematic phenomena that may differ according to
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speaker / writer (the ‘marker’) and the listener / reader (the ‘marked’).
‘Discourses are dynamic dialogues in which meaning is socially and
historically produced, reproduced and transformed in interactions” (Grbich
1999: 153). This corroborates Usher's (2002a: 14) belief in them being
“culturally specific, historically located and value-laden”. Discourse around
sexual stigmas cannot fail to highlight the dichotomy of attitudes between
genders and sexualities. As Kelly (2003: 9) recalls of Victorian Britain:
“sexual hypocrisy meant that middle-class women were not
supposed to enjoy sexual contact, while their husbands,

partners in promoting the family values of thrift, sobriety and

piety, used prostitutes in their thousands”.
As with this last example, according to Beard and Henderson (1997), similar
dichotomies or double standards are still found today in various perceptions

of society towards female and male commercial sex workers.

A plethora of stigma discourses

There are too many different aspects of each stigma pertaining to the holistic
dimensions of sexual health to be covered in any great depth in this current
project. For example the stigmas, or Foucault’'s “taboo, non-existence and
silence”, about abortion in the UK will be different in so many ways from
those in the Republic of Ireland (Inglis 2002; Hoggart and Philips 2010).
Likewise, in societies that place absolute cultural esteem on procreation and
parenthood, the prospect of temporary, delayed or permanent childlessness
is similarly viewed in a number of negative ways across cultures (Blythe and

Moore 2001).
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Underpinning most sexual health stigmas, however, problems exist, almost
the world over, around the majority of non-heterosexual identities (Ward
2005; Irwin 2007; Koll and Gutierrez 2010). Likewise, stigmas exist in
relation to various non-procreative sexual practices, such as masturbation
and condom usage. Stigmas are also evident in all that is euphemistically
treated as ugly. Such ugliness historically and sometimes religiously
associates physical or mental illness with the morally bad (Llewellyn-Jones
1974). Consequently ‘ugliness’ is often equated with this moral badness, and
then employs contagion motifs as ‘meriting’ sexual infections (Sontag 1991;
UNAIDS 2001). Various ‘ugly stigmas’, predominantly researched in
“marginalised discourses” (Serrant-Green 2011: 350), are frequently found in
individual characteristics that identify (mark) them as ‘other’. This
stereotyping ‘otherness’, which differentiates one from an “arbitrary norm”
(Serrant-Green 2011: 350), may include, but is not limited to, sex in old age,
sex for people with physical and / or learning disabilities and even the sexual
practices of the minority cultural and ethnic ‘other’. One brief example: Ward
(2005) discusses the effects of colonial sexualisation of black males and
females as somewhat attributable for subsequent homophobia and hyper-
masculinity in the US black church. In this way, and as outlined by Tremain
(2000), Sherry (2004), Serrant-Green (2004) and RCN (2009a), it is possible
to see how many of life’'s stigmas can all interrelate with aspects of sex,
sexualities and sexual health. The inequalities inherent in singular stigmas
are then multiplied and build layer-upon-layer. Serrant-Green (2011: 347)

suggests these hidden voices constitute “screaming silences” which can
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benefit from her framework “for researching sensitive issues or marginalised

perspectives in health”.

Finally the differences in stigmas, locally (geographically) in England as
opposed to other parts of the world, in relation to both HIV infection and
AIDS-indicator conditions, are clearly emblematic of “spoiled identities”
(Goffman 1990) which suffer at the hands of stigma in the form of “taboo,
non-existence and silence”, as outlined by Foucault (1984). Although

Foucault’s treatise in the History of Sexuality does not deal with stigma by

name, exploring some major stigma theories, as referred to in this thesis,
clearly demonstrates its relevance to subjects treated as taboo. That which
is taboo — unmentionable or even unthinkable — is then, by default,
something which is viewed as non-existent (hidden and invisibilised). Finally,
if something is viewed as non-existent and is unmentionable, it is
subsequently shrouded in silence. Hence, | contest here that stigmas are

) [{3

related to the key aspects of Foucault’s “triple edict”.

Stigma’s relevance

In many ways, the concept of stigma is a ‘left-over’ from 1960s labelling
theories, situated within the epistemologies of deviance. Goffman (1990)
declared ‘we normals’ as merely the majority; however, the ‘abnormal’ needs
to exist for the normal, just as much as the ‘unnatural’ for the ‘natural’ (Parker
and Aggleton 2003). This leads to “a position of domination only in relation to
that which is [...] ‘other’”” (Nakayama 1998: 117). Thus, Parker and Aggleton

(2003) are not alone in bemoaning the over-use of the term ‘stigma’ without a
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commensurate understanding of its nature and manifestations, as a relational
concept, amenable to study and transformation. It is notable how, in various
works of Michel Foucault on sexuality, ‘stigma’, the concept, is not defined,
although the writings of Foucault overflow with its essence as the social
construction of difference. He does show how
“for the state to function in the way that it does, there must be,
between male and female or adult and child, quite specific

relations of domination which have their own configuration and

relative autonomy”
(Foucault 1980: 188).

HIV infection and disease are two of the clearly identifiable stigma discourses
which resonate with wider gender, sexual and sexuality stereotypes. Daly et
al. (1994: 6) claim that “qualitative method is indispensable for the study of
those aspects of health care which depend upon the social interactions
between individuals or groups”. The stigmatising stereotypes witnessed
throughout this work include perceptions and expectations of people related
to matters of sexual health, illness and professional education which, in
various times and places, have been the subject of other hegemonic
stigmatising relations. Hegemony is understood here as:

“a complex interlocking of political, social and cultural forces
which organize dominant meanings and values across the
social field in order to legitimize the structures of social
inequality, even to those who are the objects of domination”
(Parker and Aggleton 2003: 18).

Stigmatising, hegemonic, relations operate to “keep people in their place”

(Dodds et al. 2005: 40) or, as Foucault stated in relation to sexuality:
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“[.] sexuality, through thus becoming an object of analysis and
concern, surveillance and control, engenders at the same time
an intensification of each individual’'s desire, for, in and over his
[sic] body”
(Foucault 1980: 56-7).
The matter of stigma is complicated further by certain stereotypes which

have culturally specific and inverse meanings according to certain other
indices. For example, ‘promiscuity’ — argued to be a moral, not a sexual,
concept by Evans (2000b) - is often a prized appellation for young
heterosexual males wanting to be perceived as “studs”; however, the
opposite is true when applied to heterosexual females, when it equates to the

pejorative terms “slags” and “whores” (Jinks and Bradley 2004).

Stigma’s place in this review of literature

According to Holloway and Walker (2000) and Gilbert (1995), the literature
review is seen to assist as a critical survey relevant to the field of study,
facilitating a professional engagement in academic debate which leads to a
clarification of concepts for the construction of meaningful theories. From
this perspective, it is important to understand “language and its work of
constructing a world to be researched” (Usher 2002b: 39), particularly given
the fluidity and dynamism of the concepts under investigation (Anderson and
McCann 2002). In relation to stigma, Reidpath and Chan (2005) measured it
as a function or proxy of social distance. Usher (2002b: 51) measured it
through ‘“intersubjective transactions”.  These differences reveal how
reflexivity in the research process is essential. As Booth et al. (2003: 101

state: reflexivity “is ‘finding out’ about how meanings, including the meanings
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given to and generated by research, are discursively constructed within the

practice of research”.

The International Council of Nurses (ICN 2003) highlights how the
deployment of stigma distinguishes and labels difference; for example
associating human difference with negative attributes, separating ‘them’ from
‘us’.  Stigma subsequently loses the recipient their status in life, and
discriminates against them. Even before this happens, however, Alonzo and
Reynolds (1995) propose a pre-stigmatic stage to AIDS stigmas in particular,
that of “risk” before diagnosis, latency and disease manifestation. This is
similar to Mann’s (UNAIDS 2001) period of hidden HIV infection (Evans
2005d; Appendix 2, slide & notes page 7). Similarly, Gamson’s (2003: 574)

reference to “the everyday experience of marginality” corresponds, in many

ways, to Seale's (2004) ‘cycle of stigma’ (Figure 2: 6 below).

Figure 2: 6 conforms with Novick's (1997a) ‘three layers of stigma damage’:

» to those already stigmatised and with truncated human rights,
leading to
» the development of alternate societies and cultural life-ways
(Novick 1997b),
leading to

» the inhibiting or proscribing of certain prevention initiatives, for
fear of colluding with that which is stigmatised.
The House of Commons Health Committee Report (HCHC 2003 2:26)

describes this as evidence of health inequalities based on stigma.
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Figure 2: 6 The cycle of stigma, discrimination
and human rights violations
(Adapted from Seale, 2004,
by Evans 2010)

Discrimination

Violation of

human rights

e

Back to genealogy: to increase understanding and knowledge

Stigma effects are wide and include embarrassment and the reinforcement of
social norms through definitions of deviance (Taylor 2001). Embarrassment,
a key aspect of erotophobia (Evans 2004f), “lies at the heart of social
organisation” (Meerabeau 1999: 1510). All of this is contrary to the
emancipatory acceptance of sexual diversity’. This embarrassment has
influence across all aspects of life, not least the mental health of individuals,

when it is compounded or layered (Maurice 2003). Cohen and Farley (2004)

" See, for example, Evans and McKenzie 2004 on sado-masochism; Evans 2004g &
2004h on the difference between sexual orientation and sexual preference and Evans
2004i on situational homosexuality.
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highlight how a world shortage of condoms is fuelling the HIV pandemic, but
the resistance to their use, through various stigmas, is equally life-threatening
if a sexually active person cannot obtain them or is reluctant to use them
(UNAIDS 2004). Compounding the problems further — layers upon layers of
stigma - are the facts that many sexually stigmatized people are from already
stigmatized groups, as Novick (1997b: 53) shows of HIV in the 1990s USA:
“Ninety five percent of infected people were from discriminated groups, with
curtailed or limited citizenship rights.” Téllez et al. (1999) demonstrate how
stigma problems are aggravated when a fifth of physicians in their study were
reluctant to treat lesbian and gay people, with correspondingly adverse
effects on public health practice (Stine 2002), especially in relation to primary
care and GP services in the UK (Keogh et al. 2004 and Neville and

Henrickson 2006 respectively).

The processes of stigmatisation can be explored further with Foucault's
concept of genealogy. Here there is a mapping of relations between labelling
and the construction of such personages, for example in the way in which he
explains the historical developments which led to the pathological naming of
‘the homosexual” (Foucault 1984: 101). His genealogies analysed not so
much the concepts themselves but the powers driving the institutions and
resistances to them that produced such labelling. In naming something, for
example a stigmatised condition or entity, these dynamic powers /
resistances, knowledge and institutions also tried to repress and hide or
invisibilise that which is (not) spoken of. This is clearly evidenced in

Foucault’s exposition of the discourses on masturbation. This example of
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masturbation is demonstrated even today through a general invisibility in the
nursing studies and database searches employed for this thesis (Kontula and
Haavio-Mannila 2002), and referred to later in the data, in chapters 4 & 5.
The powers produced by these stigmatised and ‘silenced’ discourses, for
example, powers of repression, then take on a life of their own which
includes defining that which is subsequently deemed worthy or unworthy of
professional knowledge and education. Howe (1995) and Coleman (2002)
are the only two examples of ‘positive’, normalising, expositions of

masturbation found in the relevant nursing literature searches.

Special focus on discourses of HIV stigmas and AIDS stigmas

As it would be outside the remit of this thesis to tackle each of these
individual sexual health stigmas and their relation to professional education,
the focus in the final part of this chapter will be solely concerned with the
different stigmas pertaining to HIV and to AIDS. Elements of these two
stigmas can relate, to one degree or another, to many of the various other
sexual health stigmas®. It must be stated clearly, however, that Foucault was
not interested in the actual label of a stigma as such. He was concerned with
the relations of power and knowledge that are at work to produce the
stigmatising labels or marks of a “spoiled identity” in the first place, and the
resulting way in which the marked individual is given a personal identity e.g.
hysterical woman, masturbating child or the homosexual (Foucault 1984,

Turner 2006).

8 Evans, D.T. (2005), Dissemination for ACAD 1064, Anti-Stigma Campaign: strategies to
combat stigma and create stigma-free health services, International Council of Nurses
Congress, (Workshop presentation), Taipei, Taiwan; Appendix 2.
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Dynamic, relational and discursive stigmatic qualities

Stigmas surrounding both HIV infection and disease (including the specific
AIDS indicator conditions®) are clearly dynamic, relational and discursive.
They frequently tap in to stigmas from throughout the ages which pre-exist
the discovery of this viral infection and subsequent illness (Davenport-Hines
1991). For centuries, if not longer, accusations, blame and maltreatment,
including social isolation and death, have surrounded variously perceived
sexual transgressions and / or illnesses (Foucault 1984; Sontag 1991).
Some of these have even been attributed to divine retribution, the ‘sins of the
fathers (and mothers)’ visited on subsequent generations (Paglia 1990; Fee
2000). Therefore, it might be easy to say there is nothing new about sexually
related stigmas. It is worth noting that wherever and whenever there have
been significant stigmatisations relating to health and illness: the bubonic
plague, leprosy, tuberculosis, to name but three, many of them have
“surprising parallels with the incidence of HIV” (Hodgson 2003: 23), nurses
have traditionally been in the forefront in providing care (Pratt 1995). Sadly,
at the same time, many other nurses have equally been noticeable in their
hostility and reluctance to care (Hodgson 1997), with enacted stigmatising

discrimination felt by patients as “dehumanising” (Dodds 2006: 475).

From 2000 onwards, the sexual health strategies of the four UK Health
Departments highlighted stigma as being intimately related to key aspects of
sexual health and iliness, including sexual infections, unplanned conceptions

and teenage pregnancies, and HIV infection and disease (NAW/CCC 2000;

° | personally chose not to use the popular technique of combining “HIV/AIDS”, as
though these are interchangeable or one and the same condition.
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DH 2001, 2002; DHSSPSNI 2003; Scottish-Executive 2003). The aims of all
four strategies include the management and overcoming of stigmas through
the work of health and social care professionals. To achieve these aims,
appropriate professional education is therefore crucial.

“The successful mainstreaming of sexual health will depend
substantially on success in reducing the prevalence and impact
of stigma and prejudice, among the general population and
among professional groups.”

(DH 2002: 1.6. iv)

The United Nations AIDS organisation (UNAIDS) has dedicated numerous
international campaigns to the removal of stigma worldwide. This is witness
to stigma’s continued existence and its on-going problematic nature for
people affected by various manifestations of sexual illness. These
manifestations of sexual illness may be present physically, psychologically,
‘morally’, culturally or socially. In relation to HIV and AIDS, for example,
Jonathan Mann (UNAIDS 2001) said that there are three pandemics
operating simultaneously'®: silent HIV infection; demonstrable AIDS defining
illnesses, and the stigmas that interrelate with the two. Figure 2: 7 (below)
outlines these stigmas and some of their preeminent characteristics, which,
sadly, are also present in healthcare, nursing and professional education

(ICN 2003).

1% This theme is expanded in Evans (2005d), Appendix 2 slide 7.
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Figure 2: 7 Diagrammatic version of Jonathan Mann’s
(UNAIDS 2001) three pandemics HIV, AIDS, Stigma

(Diagram conceptualised by Evans, 2010)
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Understanding stigma and the relationships between marker and marked,
through the methods of a genealogical analysis, reveals how the relations are
inseparably bound with attitudes. These attitudes, as outlined in Figure 2: 7,
relate dynamically with one’s perceived knowledge (or lack, thereof), as well
as with subsequent feelings, actions or behaviours between ‘the markers’
and ‘the marked’. Procter (1995: 116) declared such attitudes, however, to
be a hypothetical construct: “no one has ever seen or touched [them and
their] existence and properties must be inferred directly”. Yet fear and
revulsion, for example in relation to AIDS, are strong emotional responses
against stigma-affiliated medical conditions (Taylor 2001). Analysing
attitudes must also involve this wide-ranging or “multiple indicator approach”.

The rigour of Foucault’'s genealogy strives to do this, in order “to ensure
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efficient reliability and validity of the instruments, analysis and findings”

(Procter 1995: 133).

Procter's (1995: 133) “multiple indicator approach” would need to be
cognisant of cross-cultural attitudes towards gender and sexuality
differences, too, especially as the majority of people living with HIV
throughout the world have acquired the infection through sex. Early
identification of gay males in relation to AIDS and then HIV has added to the
continuous stigmatisation of these individuals across times and cultures (Koll

and Gutierrez 2010).

Demographics of stigmatising persons

According to the various sources reviewed and analysed here, sexual health
and HIV stigmas are, more often than not, acted upon by nurses and other
people who have certain beliefs or characteristics. These beliefs, personal
characteristics or demographics are typical across the literature; they are

summarised in Figure 2: 8 (below).
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Figure 2: 8 Demographics of persons who characteristically act
negatively upon sexual health and HIV stigmas

heterosexual males rather than females |

those more religiously and politically conservative

Imore prevalent in certain ethnic communities |

in persons without personal knowledge of, or relationship with,

non-heterosexual people

[

» based on Haddock and Zanna (1998), Hite and Whitkey (1998), Anderson
et al. (1999) Cohen et al. (2000), Forrest (2003) and Irwin (2007).

Historical research by Cohen et al. (2000: 159) “embrace[s] a kaleidoscope
of evidence” relating to people who act negatively upon stigmas, those called
‘the markers’ by Jones et al. (1984). This broad spectrum or “kaleidoscope
of evidence” explores the subject of stigma from multiple angles with clear
evidence of what Warren (2003: 499) perceives as forms of “intransigent pro-
stigma resistance”. She says that even decades after the 1970s, “the
terrains of gender, sexuality and stigma have changed, yet pockets of pro-
stigma resistance remain”. Discourses of stigma in healthcare (Mason et al.
2001) confirm that nurses and other healthcare professionals continue to
collude in negative behaviours which reinforce stigmas; this is clearly a

matter for effective anti-stigma and diversity education and is outlined by the
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author in Appendix 2. In understanding stigmas, however, it is also important

to note that a stigma does not always have to be negative:

“the label of infection or ‘disease’ given by a doctor does not
necessarily define an experience of ‘illness’; some individuals, so

labelled, feel empowered to take greater control of their life”

(Taylor 2001: 793).

Especially in relation to HIV, labelling or stigmatisation is not always a
negative phenomenon. Taylor (2001) highlights the potentially double-edged
sword that (HIV-labelled) patients are often more well-informed and highly
educated on their conditions and medications than nurses. This identifies a
further gap in professional education as well as unintentionally usurping the
advocacy or mediatorial role between physician and patient traditionally held

by many nurses.

As Goffman (1990) affirms, being part of a stigmatised group can also bring
strengths for people, as a result of the process of social identification with
similarly ‘marked’ people. Differing cultures, however, can totally disprove
this point in HIV client care, where people from the same cultural,
geographical region, or ethnic group often try their utmost to keep their status
concealed from others of the same group, including nurses and other
professional carers. Hodgson (2003: 12) states “even in countries where HIV
is prevalent, people who are seen as being infected because of

‘unacceptable’ behaviours are stigmatised.”
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The trajectory of both HIV and AIDS stigmas can be seen as emanating from
beliefs about deviant behaviour, personal responsibility, lives or practices
tainted with immorality, perceived contagiousness and unaesthetic deaths
(Alonzo and Reynolds 1995). The high stigmatisation of sexually acquired
infections also occurs partly because of their “symbolic significance in terms
of trust and betrayal in intimate relationships” (Lichtenstein et al. 2005: 52).
Green and Platt (1997) equate these aforesaid sentiments of stigmatisation
to a misunderstanding which manifests as fear and loathing of the individual

concerned, even by healthcare professionals and their educators.

Final epistemological considerations of sexual health stigmas

The analysis of discourses throughout this thesis, on sex, sexualities and
sexual health, reveals that many of the topics studied are affiliated with and
frequently compounded by stigma and the process of invisibilisation
associated with other inequalities in life. Serrant-Green (2011: 348) suggests
how these discourses of inequalities, often the invisibilised and ‘silenced’
dyadic opposite or ‘other to the strong majoritarian voice, form the
“screaming silences” to be heard in research on the margins of traditional
studies. Such invisibilised or silent “screaming voices” are evidenced in, but
not limited to, inequalities around gender, sexualities, cultures, race and
ethnicities, and disabilities studies. One clear example of a marginalised,
invisibilised voice, from a mental health perspective, is shown through the
discourses of medical history; it concerns ‘shell shock’ in World War I. At the
time (1914-1918), shell shock was not considered a legal excuse for

deserting the war-effort of the Armed Forces. In fact desertion was treason,
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punishable as a capital offence. Almost 100 years on, in contemporary UK
society, shell shock is redefined / re-labelled and diagnosed as Post-
Traumatic Stress Syndrome or Disorder (PTSS / PTSD). It is treated quite
differently now as a significant and ‘real’ mental illness. Similarly in the
history of some sexual stigmas, 19" and early 20" century white colonialist
research on the sexual, erotic and reproductive practices of various ‘natives’
under study would not have considered the methodologies of their day as
stigmatising in the way that post-colonial thought and practice does
(Anderson and McCann 2002). Queer Theory, too, highlights these shifting
sands of academic thought regarding the way in which sexuality is
considered not “a stable phenomenon of nature to be studied like plants or
cells, but a set of meanings attached to bodies and desires by individuals,

groups, and societies” (Gamson 2003: 549).

In the various discourses of sexual health, HIV and AIDS stigmas explored in
this chapter, the concept of stigma itself is viewed as endemic in the
dynamism of oftentimes concealed “hegemonic masculinities” (Franklin 1998:
9). For this reason, there is great benefit in revisiting past stigma theories in
the light of current emancipatory, stigma-aware, epistemologies, firstly: to
deconstruct; secondly, to reconstruct the ideas of other people (Hart 2003).
In this regard, Foucault (1984) asked not only what made the different kinds
of discourses on sexuality possible in the first place, but, significantly for
stigma, how the discourses have been employed and adapted throughout
different generations to support hegemonic power relations. From this

perspective, stigma is clearly seen operating at the level of defining deviance
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and reinforcing social norms (Taylor 2001), such as through sexism,
heterosexism, homophobia, biphobia, transphobia, erotophobia and even

with consensual sexual ‘crimes’ (Evans 2001).

Utilizing educational methods to overcome sexual health stigmas

Parker and Aggleton (2003: 16) call for a move beyond the stigma theories of
the past, to understand it as part of “broader notions of power and
domination” (italics original). My interest, given, as Taylor (2001) affirms, the
potential influence nursing can have on society as well as individuals, is “to
investigate teaching and learning strategies that meet the changing needs of
clients or services, [and] the relationship between theory and practice”
(Holloway and Walker 2000: 45). Nursing alone is not going to change the
world and eradicate sexual stigmas (AIDS-action 2001), but promoting
transformative knowledge which legitimises the voices of those who have
been marginalized (Anderson and McCann 2002) — as nursing boasts it can
do (Dattlo and Brewer 2005) — means that nursing education should,
theoretically, be able to:

= assist nurses and researchers overcome the ‘courtesy’ stigma,
(Murphy et al. 2002) i.e. stigma by association and a ‘backlash’ from
pro-stigma forces (Warren 2003)

= harness accurate knowledge to empower the disempowered (Pryce
2000)

= capitalise on the “comfortable experiences”, which Durkin (2003: 129)
explains as other positive advances made in overcoming stigma to
date

= combine political activism that promotes strategies for stigma
management, which, as Taylor (2001) states, includes ‘reclaiming’

terms. Current examples include some black people reclaiming the
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term ‘nigger’, gay people using ‘queer’, feminists using ‘cunt’, and, as

Stenvoll (2002) recounts of limited success, prostitutes using ‘whore’.

Summary implications for professional education of nurses

This review of pertinent discourses in the literature has been related to some
wider themes of sexual health education for nurses. It contains a movement
away from standard approaches of literature reviews. The rationale for this
move has been in order to focus on the key aspect of sexual health, HIV and
AIDS-related stigmas. This approach has addressed the impact of stigmas
on patient / client care, service provision and, importantly, associated
professional education and research. Other detailed elements, such as
discourses on masturbation, will be explored more in chapters 4 and 5. This
literature review has:

a) demonstrated difficulties of traditional literature searches for
materials on topics that are hard to define, often non-
existent, or shrouded in what Foucault (1984: 4-5) would call

“taboo, non-existence and silence”;

b) provided an explanation for the textual non-existence or
‘invisibility’ of appropriate studies and publications. It has
traced through a genealogical analysis of constructing social
powers, which define and diagnose the subject matter for this

thesis in the first place as well as its application to learning;

c) analysed an under-current of stigma, as taboo, non-
existence and silence, in many of the sub-specialities of
sexual health and within the wider domains of its holistic

definitions.
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Therefore the very breadth of this topic area, its impossibility to neatly define
and categorise, and the multiplicity of related discourses contribute to the on-
going open-endedness outlined here in this chapter. The implications for the
professional education of nurses, as with the sources reviewed in here, need
to be ‘read out of the discursive experiences of ‘grass roots’ nursing care.
This ‘grass roots care’ occurs within the very clinical practice that often
misses or invisibilises aspects of sexual health, so the whole matter is

therefore in need of being holistically and specifically addressed.

Conclusion

This analysis of sexual health and related stigma literature has highlighted
particular issues that will all be explored further, methodologically, in chapter
3 and, most significantly, in relation to the data presentation and analysis
thereafter. The issues highlighted include difficulties of defining sexual
health; viewing its holistic relevance to clinical practice; its absence in
educational / research literature, as well as the conceptualisations of related
stigmas. The process of continuous critical (literature) review with data
analysis will inform strategies for nurse education which can contribute
positively to clinical discourses and associated practice needs. In particular
this contribution will be, in part, through an emancipation from stigmas. Such
emancipation from stigmas includes freedom from both their effects on
individuals and from structural barriers to the provision of adequate and
appropriate professional education for nurses. An optimum educational
provision must be commensurate with client / clinical need in both holistic

and specific sexual health service provision.
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Finally, the numerous discourses pertaining to sexual health and associated
stigmas are of direct relevance to professional learning for nurses. Most of
the stigmas operate in compound fashion and include a number of inter-
related discourses. Some of the stigma discourses, for example, may
employ dynamics relating to pollution and contagion, fear and ‘phobias’,
blame and punishment or notions of (innocent) victim and (deserving) guilty.
These may be compounded further in themselves, or related to power /
knowledge discourses utilised within wider gender, sexualities, ethnicities,
cultures and religions. This chapter has therefore evolved to focus on the
dynamics of these relational discourses as they relate to sexual health
learning and associated stigmas and will now progress through chapter 3, on

the methods employed to operationalise this particular study.
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Introduction

This current chapter explains the inter-relationship between three equally
important elements used to operationalise this study. The first element
comes from the ‘epistemologies’, the ways of thinking about the issues
which inform the whole of this project. Secondly, there are the
‘methodologies’ or “the terrain where philosophy and actions meet”
(Sprague 2005: 5). Finally, there are the specific ‘methods’ or tools through
which | have conducted this research. The study combines an eclectic
synthesis of epistemologies through which to view the data, with a mixed or
multimethods approach employed throughout. The work is, to a major
extent, qualitative, with a small contribution from a quantitative data analysis.
The quantitative data focus on the provision of courses by the Higher
Education Institutions (HEIs) within the English regions (Appendix 3) set
against the epidemiology of sexual infections, HIV and teenage conceptions

across these same regions. The survey (HEI-S) of sexual health nursing and
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midwifery teachers also explores a number of qualitative themes, in order to
compare and contrast them — to enhance confirmation and completeness
(Coyle and Williams 2000) - with the discourses emanating from the various

focus groups and questionnaire groups (FG / QG), also held across England.

The qualitative data have been analysed in line with Foucauldian strategies
(Kendall and Wickham 1999; Mills 2003; Hodges et al. 2008). The analysis,
as explained with a thorough glossary of terms combined with data examples
in chapter 4, facilitates an in-depth exploration of significant matters in sexual
health, especially the barriers to effective professional education related to
client need and its commensurate service provision. The individual methods

or tools used in this study are outlined in Figure 3: 1.

Figure 3: 1 Methods for the empirical study

Questionnaire

HEI Survey (HEI-S) Focus Groups (FG) Groups (QG)
ePostal, self-completion *16 Focus Groups at ¢4 self-completion
guestionnaires of centres across England Questionnaire Groups
teachers in HEIs across (same themes as the
England en = 136 registered Focus Groups) at
nurses / midwives centres across England
on=24

en = 14 registered
eEpidemiological nurses / midwives
comparisons of ‘official’
statistics (HPA and ONS)
on sexual ill-health,
defined narrowly by the
DH (England) as sexual
infections, HIV, and
unplanned / teenage
conceptions
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The episto-methodologies will consist of a ‘crystallisation’ - a term clarified
below - in mainly qualitative, particularly interpretative, genres. These will be
augmented by the small amount of quantitative data analysis by which to
illustrate the points at hand and contribute towards greater qualitative, in-
depth, discursive analyses. The result is a “research bricolage [...] a
combination of multiple methods, empirical materials, perspectives and
participants in a single study [...] a strategy that adds rigor, breadth, and

depth to any investigation” (Denzin and Lincoln 2003a: 5).

Constructing a research paradigm

“A range of contemporary critical theories suggest that it is from
those who have suffered the sentence of history - subjugation,
domination, diaspora, displacement — that we learn our most
enduring lessons for living and thinking.”

(Bhabha 1994: 264)

Education and healthcare have both been areas with a traditional preference
for (post-)positivist and empirical research paradigms. The disciplines
frequently treat such research in a technologically deterministic way, as an
applied science (Clarke 2004: 289). Some authors argue that this is “in an
attempt to prove the scientific ‘credentials” of the field (Usher 2002a: 14).
Coupled with this trend, current epidemiological representations of sexual ill-
health are fundamentally biomedical and often ‘essentialist’, i.e. beliefs that
sex (male / female) and orientations are biologically determined, all of which
are equally positivist in approach (Serrant-Green and McLuskey 2008). This
not only overlooks “the importance of desires operating in [sex] itself’

(Holmes and Warner 2005: 11), but has a tendency to disregard constructive
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self-affirmation in favour of being “pathologizing, stigmatizing, seeking the
‘cause’ of deviant sexualities and, by implication, their cure.” (Gamson 2003:
542). Such an approach is contrary to prevailing notions in nursing and
nurse education®, which aim, in theory at least, to strive towards more holistic
and emancipatory theories to client care (Wilson and McAndrew 2000;

Roberts and Evans 2007).

This EdD research could have been carried out using quantitative data
methods alone. In line with current government practice (Department of
Health, England) the researcher could have narrowly defined sexual health in

line with the National Strateqy for Sexual Health and HIV as sexual

infections, HIV and unplanned / teenage pregnancies (DH 2002). Likewise, |
could have then cross-tabulated indices of these phenomena with the (lack
of) HEI provision of quantifiable learning opportunities for nurses. | believe,
however, that this would have missed out on the key aspect of educational
research into sexual health, which is the very person to whom the sexual
health or illness pertains. This thesis therefore moves unashamedly away

from (post-)positivism.

My research focuses on understanding more about what is not said, what
Parker (2009: 262) refers to as a “discursive silence”, i.e. that which is
problematised, marginalized and invisibilised, over and above that which is
traditionally said in relation to sexual health and illness. This research

analyses “explanations, relationships, comparisons, predictions,

! In this work, nurse / nursing and nurse education are used as an abbreviation which also
covers midwifery, community practitioners / health visiting education.
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generalisations and theories” (Phillips and Pugh 1996: 47), by which to
investigate the theoretical and empirical research questions, respectively:

“In which ways do specific discourses pertaining to sexual health
and illness inform the need for, and provision of, professional

education for nurses in England?”

“In which ways could professional education have adequately
prepared nurses for meeting the sexual health needs of their

clients?”

Mapping client need

‘Mapping client need and professional sexual health education for nurses’
does not intend to focus on a gap, a deficit, but, more importantly, to explore
the discursive questions ‘why’ and ‘what’. ‘Why’ do such gaps exist? ‘What’:
a) are the implications of, and from, these gaps between client need and
professional carers, and b) what can be done, educationally, to redress
them? This means framing the research “around an intellectual problem or a

paradox [...], on phenomena that ask for explanation” (Dunleavy 2003: 23).

Expressed in Foucauldian terms (Foucault 1980), the study incorporates a
discursive analysis of the power / knowledge between, on the one hand,
clients or patients and their holistic sexual health needs, and on the other,
professional carers (nurses and midwives) and their perceived educational
preparedness commensurately to address these needs (Hodges et al. 2008).
At the same time, it will be demonstrated that these various power /
knowledge discourses are sometimes related to Foucauldian notions of

governmentality (Pryce 2001; Gutting 2005; Van Loon 2008) including their
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position within sexuality and sexual (“ilI’-) health (Pryce 2000), that may
equate with the “structural violence” of “differentials in power” (Parker 2009:

259 - 260).

Educational research

Underlying philosophical principles

My chosen framework is a multi-paradigmatic synthesis of relevant
theoretical aspects of Sexualities and Gender Epistemologies®. Such a
stance is both consistent with social scientific practice (Silverman 1994) and
recommended by it (Robson 1994; Squires 1999). These various
epistemologies include “several distinct — and at times competing -
intellectual traditions” (Voss 2000: 180). This is to ensure maximum benefit
for the particular study. It is also to provide alternative understandings from
the traditional “monolithic hegemony of cultural representations” (Burman
1995: 54) and the political / power / economics of sexual health care
provision and education, oftentimes arguably driven by “hegemonic
mainstream sexual moralities” (Parker 2009: 261; see also Foucault 1985:

24).

It would be too simplistic to say that the epistemies are a conglomeration of
feminist, masculinities, gay / lesbian and Queer theories. Firstly, because
each of these genres have multiple aspects which not all proponents agree
on; secondly, they are sometimes internally conflicting, and thirdly, because

the origins, applications and outcomes of these theories are often

? Sexualities & Gender Epistemologies: abbreviated in this thesis as ‘S&GE’.

99



contradictory, too. Examples range from the work of some feminists who
‘remain largely unsure what to make of transgender people” (Wilchins 2004:
28), to elements of many of these theories, especially in their formative
developments, that would grapple with the notions of (biological)

essentialism.

What is ‘truth’?

Theories of essentialism affirm their ‘reality’ or ‘truth’ in certain “binary
systems” (Foucault 1984: 83), such as those biologically determining the
sexes: male and female, or sexualities: straight and gay. Martin (2003: 28)
sees such determinism as carried over into sexual health discourses. She
explains this in the presumed genetic predisposition for the “cult of
motherhood and domesticity” i.e. that all females are solely predetermined to
the role of motherhood and a life of domestic servitude. Likewise, Martin
(2003: 28) also sees this in the often problematised “anti-school working-
class ‘lads’ blocking teaching” mentality. Taylor (2005: 378) develops these
themes and issues a warning for researchers, to challenge what is frequently
perceived both as biological determinism and, as with “working class ‘lads™

and their negative reactions to education, including SRE, a social class

normativity or essentialism, too.

Biological essentialism is evident across much of healthcare research,
providing “the dominant framework for the investigation and understanding of
human sexuality across both time and space” (Parker 2009: 253-4). This is

despite being challenged by more contemporary theories such as social
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constructionism and post-structuralism (Plummer 2003). The methods of
deconstruction found in such post-structuralist and other postmodernist
theories, particularly as employed by many Queer Theorists (Seidman 1996;
Warner 1999), strenuously challenge the need to find ‘truth’ in notions of

definable identity (Foucault 1984; Walters 2005).

Critical research epistemologies, also called critical realism (Coyle and
Williams 2000), take their starting point a step before biological essentialism /
determinism. Rather than asking “what is ‘reality’?”, “what is ‘truth’?”, critical
realism’s starting point challenges “the naturalness of existing inequalities”
(Sprague 2005: 114). Brookey and Miller (2001: 144) claim that “any search
for ‘true’ identity [essentialism] is guaranteed to produce conflicting and often
contradictory discourses”. Dunleavy (2003: 119) claims a search for ‘true’
identity has led historically to the “archetypal singular” i.e. the stereotyped
collective, such as the virgin, the whore, the homosexual. This current study
challenges such stereotypes through the theories employed here, especially
in applying concepts from some of the gay male and lesbhian female studies,
many of which have been reformulated through later post-modern Queer

Theories (Spargo 1999; Sullivan 2003).

Ironically, despite coming from totally divergent angles, the two opposing
epistemologies of essentialism and social constructionism could both be
used to argue in favour of “identity politics” (Brookey and Miller 2001: 140).
Identity politics, something akin to minority ethnic rights (Wintemute 1995),

underpin UK legislation conferring equality on gender and sexuality
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citizenship and rights. In regard to minority sexualities, these politics focus
on whether or not sexuality is immutable; clearly an essentialist construct.
An inherent danger with identity politics is that rather than problematising
“‘inequality and privilege” (Sprague 2005: 114), such theories might instead
lead to assimilation with the very cultures of oppression that the various

theories eschew.

Searching alternative ‘truths’

Plummer (1973; 2003) equates Queer Theory with the application of post-
structuralism and postmodernism to the theories of sexualities and genders.
Sullivan (2003) elaborates this and posits ‘Queer’ not as identity or being
(noun), but as positionality, referring to the activity of ‘doing’ something that is
challenging, that is to take a queer stance or position. Linné (2003) supports
this by referencing ‘queer’ to imply that which is transgressive of the
heteronormative, especially heteronormative society and culture. He uses
the noun gay as an identity that one — the “proto-queer” - comes out into.
Gamson (1996: 593) likewise views queer as a doing something, a direct
action verb, such as taking an “anti-assimilationist stance, in opposition to the
mainstream inclusionary goals of the dominant gay rights movement”. Voss
(2000: 184) explains this as an “inclusive standpoint based on difference
from or opposition to the ideology of heteronormativity”. And yet, it is also
important to remember

“[.] our science will never progress if we simply assume that all
those white middle-class male heterosexuals leading orderly

lives represent some sinister force opposed to our underdog
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heroes or heroines and never acknowledge that they too are
human beings making their way in an uncertain world.”
(Dingwall 1994: 172)

What about the boys and the men?

What is missing from the list of feminism, gay / lesbian / Queer theories, but
included here, is frequently referred to as “masculinity studies” (Holroyd,
Richardson and Webb 2008; Hearn and Morgan 1990). Gender studies
cannot be truncated solely into feminism. Serrant-Green and McLuskey
(2008) hold that the ‘mainstream’ society / culture that feminism often takes
issue with, may — though in very different ways — also be disadvantageous to
some males, notably in health service provision. Male invisibilisation is a

constant challenge taken up by the advocacy charity the Men’s Health

Forum; such invisibilisation in health services is now also contrary to UK law.
The ‘gender equality duty’ of the Equality Act (2006; 2010) requires health
services “to develop and deliver effective work to improve men’s health on a
wide-ranging and systematic basis”, to stop what it calls “gender
mainstreaming” and “mov[e] beyond the assumption that ‘gender’ is limited to

occasional awareness campaigns on sex-specific issues.”

Like Brown (2001) and Evans (2004j), Cameron and Bernardes (1998: 689)
show how “research into men’s health can be hindered by assumptions that
all males are equivalent in the gender order or in the social construction of
their gender. Disaggregating gender from sex, therefore, is a good starting

point”. From the masculinity studies perspective, and “in a Foucauldian
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sense, sexuality becomes a mechanism by which the limits of a desirable

masculinity can be proscribed” (Martino 1999: 245).

At home with Foucault

“Foucault’s project — in both his politics and his histories — was
not to lay out solutions, but rather to identify and characterize
problems.”

(Halperin 1997: 54)

Aspects of the theories used in this work find a home in the extensive opus of
Michel Foucault, who clearly influenced my area of work and research
possibly more than any other theorist of the late 20™ century. The diverse
mix of epistemologies clearly incorporates influences from academic
disciplines, history, politics, management and professionalisation®. This mix
of epistemologies is also influenced by theories relating to ethnicities, class,
cultures and (post-) colonialism (Parker 2009), as well as the impact on
health of notions of beauty, pornography, (dis-) abilities, age and stigma’

(Paechter 2003).

% Reference my other relevant courses assignments from the EdD programme:

ACAD 1060 Research Methods (1): Experiences in searching historical sources: Bad
girls and naughty boys! From ‘Venereal Diseases’ to ‘sexual health’: the transformation of
epistemies, stigma and (in)visibilisation

ACAD 1064 Critical Review: A new experience: writing in a Queer theoretical genre -
Alexander ‘the Gay’, American audiences boycott a film on an historical character
because of his ‘sexuality’; Queer theorists question the whole notion of the trans-historical
and sexual identities

ACAD 1070 Professionals in Society: “Professionalisation in sexual health nursing:
sexual and gender theoretical perspectives - From the “world’s ‘oldest’ profession” to the
professionalisation of ‘Cinderella’

* See dissemination paper No. 2 Anti-stigma campaign: strategies to combat (HIV
and AIDS) stigma and create stigma-free health services, presented at the
International Council of Nurses Congress, Taipei 2005. Appendix 2.
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Finally, this thesis addresses the paradox of cultural, societal and
professional erotophobia (Evans 2004f). This fear of sex hides behind the
slogan ‘ignorance is bliss’ and imagines, contrary to sound research, that the
more people know about sex — especially young people — the more they will
do and the more danger they will be in (Petersen and Wilkinson 2008; Blake
and Frances 2001). This approach culminates in “too little, too late” to
promote good sexual health and well-being for too many people (TPIAG

2008).

Justifying my choice of paradigm

On reflection, and as Bryar (2000) suggests, | consider that rather than
adhering to one school of thought, the eclectic synthesis of epistemologies
used here will contribute well to address the specific issues studied. The
eclectic synthesis will enable “authentic fairness” (Lincoln and Guba 2003:
278) by allowing me to listen to all voices, excluding none, as well as to
problematising gender and (hetero-)sexuality, such as in seeing the ways in
which gender, in particular, is routinely equated epidemiologically with binary
biomedical ‘sex’ differentiation. Ultimately, this process will help explore the
discourses around current hidden, or invisibilised, areas of sexual health
education and care. As Anderson and McCann (2002) claim

transformative knowledge is produced by research that analyses
the complex factors that shape healthcare learning and policy,
paying particular attention to liberating the voices that are

traditionally marginalized.
This is akin to Clegg’s (1999: 170) “systematic critique of oppression” from

which many of the epistemologies employed throughout this work emanate. |
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aim to ‘listen theoretically’ to the various power / knowledge acts of
discrimination, which include omission (invisibilisation), as much as

commission.

This ‘listening theoretically’ to instances of invisibilisation will have an
important message for non-existent services and education, as well as
challenging the various discriminations, such as erotophobia, that, for one,
deny equal access to effective sexual health promotion for all people (Evans

2005h).

Reasons for choosing this eclectic, multi-dimensional, paradigm

The reasons for choosing the paradigm presented here result from working
for many years with professional carers of people with recurrent, but
oftentimes preventable, problems of sexual ill-health. These problems have
included low self esteem, predisposition to unsafe sex, and feelings of being
violated and downtrodden simply because of their gender or sexuality.
Having considered the problems of these patients, | recognised that there
was a need to underpin these professional experiences with theoretical
perspectives and to explore the research questions in ways that combined
theory with practice. It is essential to be grounded in theoretical perspectives,
because research without epistemology is simply a skilled technology. A key
focus of this research - the hidden or invisibilised in relation to sexual health
education and client care, and the attendant power / knowledge discourses —
demonstrates the “societal devaluation” (Hassouneh-Phillips and McNeff

2005) of the marginalised Other. The epistemologies used in this study act
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as a “counter-hegemonic logic” (Sullivan 2003: 38) which respond to
Foucault's (1984: 84) claim that

“to deal with sex, power employs nothing more than a law of
prohibition. [...] The logic of power exerted on sex is the
paradoxical logic of a law that might be expressed as an

injunction of non-existence, non-manifestation, and silence.”

As Cohen et al. (2000: 35) state in relation to feminist research, the
sexualities and gender epistemologies used throughout this work will
recognise “the necessity for foregrounding issues of power, silencing and
voicing, ideology critique and a questioning of the legitimacy of research that
does not emancipate hitherto disempowered groups”. Similar to Queer
Theory, such an endeavour challenges “hegemonic understandings between
identity, sex, gender and sexuality” (Morland and Willox 2005: 4) and the
“trappings of privilege”. Norris Lance and Tanesini (2005: 183) see such
“trappings of privilege” as the outcome of traditional heteronormative society
and healthcare, that is, “dominant social attitudes — the normalizing power of
hegemony” (Knox 2006: 2) and their associated systems of learning. | do not
intend this so as to design some sort of alternative curriculum or minority
health service, rather, it is to “queer all (hetero-)sexualised spaces and
discourses within learning” (Sumara and Davis 1999: 203). This will help
“transform and promote the eradication of gender [and sexualities’]
inequalities” (Povey 2000: 220). Such inequalites are linked to
discrimination, which, as Stine (2002: 82) affirms, “is a public health issue
[as] good public health practice is impeded by bigotry”. Simply for one

example of the latter: look at the societal and cultural barriers to young
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women carrying condoms to practice safer sex. Holland et al. (1996: 119)
state that the problem with this is the implication that she is “going against
the construction of sexual intercourse as man’s natural pleasure, and
women’s natural duty”. There are numerous epistemologies, practices
centred on knowledge (Tanesini 1999), that could support this research,

some of which | have considered but reject for the reasons outlined here.

Figure 3: 2 Alternative epistemologies — rejected

=

(Empirical) Positivism:

*Rationale for use: quantifiable data, such as the number of courses offered,
number of nurses attending them, etc.

eComment: | consider this wholly inappropriate; it would miss out on mapping
educational provision in line with local, national, and, more importantly,
personal needs of clients. It would also fail to address issues of invisibilisation
in sexual health, i.e. the people who are missed out of the official statistics,
people ‘without a voice’; the individuals | am particularly interested in for this
work. As Huntingdon and Gilmour (2001: 907) state, “allowing the person to
‘speak’ shifts the balance of power from that usually experienced through
traditional biomedical representations of iliness and health”.

') Critical Theory (CT)

*Rationale for use: CT might offer insights for a critique of the data from a
certain feminist perspective; it is possibly too sociological for a specifically
nurse educational standpoint.

eComment: On examination, | consider this approach too narrow. Feminist CT
epistemologies are concerned with particular aspects of gender. These aspects
may not pay commensurate attention to a number of wholly different sexual
health issues for heterosexual males (as identified in some masculinity
theories) or sexuality (as opposed to gender) issues, identified by some of the
lesbian and gay studies. Both masculinities studies and gay and lesbian studies
can highlight a disenfranchisement from health services of their respective
constituencies on wholly different grounds from those studied by feminism.

' Motivational Theory (MT)

eRationale for use: includes ideas on de-motivation, such as in practising safer
sex. De-motivation might be demonstrated as personal low self-esteem.

eComment: MT is focused on psychology than S&GE; importantly, | do not have

a specialist psychological background. Also, there is an inherent danger of
attributing unsafe sexual practices to low self esteem, disempowerment, or
lack of powerful ‘voice’. As Holmes and Warner (2005) make clear, what
(heteronormative) public health may ascribe to de-motivation to practice
“unsafe” sex, may, in fact be quite the opposite — for example a conscious
choice by an individual - which therefore challenges health and education to
deal with the consequences of having made the wrong assumptions.
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Triangulation, kaleidoscopy, prism or crystallisation?

In earlier assignments of this programme and my original research proposal,
| had suggested using a process of triangulation for three elements of the
study: the epistemological genres, the methodological strategies and the
operationalising methods.  However, on reflection and further critical
investigation, there are two other related concepts which can challenge the
appropriateness of the triangle. These concepts include the kaleidoscope
(Pellowe 2004; Barrett and Barrett 2003; Pratt et al. 2001) and the prism or
crystal (Janesick 2003; Richardson 2003). ‘Crystallisation’ — a concept
clarified below - appears to be of far greater utility to this study than the

others.

The case for and against ‘triangulation’

Triangulation in research offers an unprecedented opportunity of using
multiple paradigms, methodologies and / or methods, some of which may not
‘naturally’ appear suited e.g. being from differing methodological
backgrounds: qualitative / quantitative; or within and between various
methods. Magnusson et al. (2005: 30) claim such a combination can “enrich
the research process”. French Adami and Kiger (2005) contend that
triangulation can also incorporate more than one researcher on a
programme, as well as using multiple methods of analysing the same data
sets; analysing data across time; similar data from different places, and data

from different hierarchies of research subjects, e.g. managers / employees.
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An obvious benefit is the way in which triangulation compensates “for the
weaknesses of any single strategy towards achieving completeness or
confirmation of findings” (Ramprogus 2005: 4). Paraphrasing Williamson
(2005: 7), it broadens the perspective of understanding the study, transcends
singular inadequacies of one-method research and produces a more
comprehensive, all-round, or fuller view of the research subject. It also
contributes towards great rigour in the procedures used. This may lead to
the belief that triangulation can be more efficient at exploring “breadth of
knowledge and depth of understanding” (Crowe 2005: 55), revealing greater
levels of ‘truth’ and objectivity, and overcoming the shortcomings of single-
method studies. However, it does not eliminate the problems of individual
single methods; it incorporates them alongside short-comings of all the other
methods used, too. Neither is it able to reveal more ‘truth’, as, from the
poststructuralist perspective of this work, ‘truth’ in itself would be a contested
concept. As for objectivity, as Lincoln and Guba (2003: 279) claim

“objectivity is a chimera: a mythological creature that never
existed, save in the imaginations of those who believe that

knowing can be separated from the knower”.

Another benefit of triangulation is that it permits differing dimensions of a
study to be explored, which would be missed with one-dimensional methods.
This is similar to the precision of pin-pointing a geographical spot from two
alternative standpoints, with surveyor’s instruments. Triangulation is not “a
tool or strategy for [a research study’s] validation, but an alternative to
validation” (French Adami and Kiger 2005: 20) in that it contributes more to

completeness of view rather than confirmation of findings. Herein lie some of
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the criticisms of this approach. Firstly, the term ‘triangulation’ has been
borrowed, inappropriately, some would claim, from positivist, physical,
sciences that have differing understandings regarding what the three sides of
the triangle represent. Some researchers adapt the traditional three-sided
model and transpose them with qualitative concepts of “validity,
generalizability and reliability”. Janesick (2003: 69), however, argues this is
an unnecessary “veritable trinity of positivist referents”, unnecessary in
reference to social sciences borrowing an external model and redefining it to
make it appropriate for its own use. Triangulation, it could be said, discovers
or pinpoints something; the methods preferred in this study are supported by

the metaphors of crystallisation, to shed light on.

Metaphors of the prism: kaleidoscope or crystal

French Adami and Kiger (2005) reiterate what they see as appropriate
alternatives to triangulation. Firstly, they discuss the prismic, ever-changing
dimensions of the kaleidoscope; secondly, likewise, for the crystal. They
describe the functions of both the prism of a kaleidoscope and the crystal. A
kaleidoscope is peered into; it reveals functional shadows which are
evocative of metaphors used in The Allegory of the Cave (Plato 1974: 316-
325). The crystal, by contrast, takes light in and then refracts it outwards,
revealing alternative views on the target areas enlightened. | will hereafter
use the notion of the crystal. The process involved in using the metaphor of
the crystal is frequently referred to as ‘crystallisation’. Etymologically, this
concept predominantly signifies

1 some sort of convergence, a focusing-in process
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2 a re-formation of products to form a new entity, e.g. a fluid to
a solid, or

3 atype of covering e.g. sugary, crystallised fruits.
However, it can also refer to 4) the refracted light being transposed outwards,
illuminating the environs dynamically and uniquely. It is this last
interpretation, number 4, | will use within this doctoral study. This
understanding of crystallisation demonstrates how the process of my
research draws together, synthesises, three crucial elements under
investigation and inter-relates them together for the practical application of
shedding light on particular matters, revealing new ways of looking at them.
The practical application is similar, in this regard, to Lawler's (1991)
understanding of the human (and sexualised) body in nursing, her theory of

somology, and Serrant-Green’s (2004; 2011) voicing of “screaming silences”.

The process of crystallisation, as employed here, starts with bringing together
three elements of the study, namely: (a) the various philosophical concepts
and theories, (b) particular research methodological tools, and (c) the
resultant ‘voices’ from a range of empirical data respondents. The wide
range of epistemological concepts (a) has been influenced predominantly by
works of or on Michael Foucault and numerous sexualities and gender
epistemologies: feminism and masculinities studies, Queer Theory, lesbian
and gay studies. Each of these epistemologies frequently deals with aspects
pertaining to other minority voices, such as those of stereotypically non-
sexualised peoples: the old, disabled and mentally challenged people, to
name but three. Once these three elements of the study converge thus, the

outcome of crystallisation is to shed light on the subject at hand in new and
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innovative ways, revealing a range of implications for learning across the
three elements of the curricular triptych outlined in this work. Janesick (2003:
71) holds that the methodologies of crystallisation can provide the “human
and passionate element of research”, through acknowledging that there is no
one truth of a study, and no one way of looking at ‘reality’. The manifold,
dynamic, aspects of crystallization, everything from prismic light refraction to
the colourful choreography of transposed reflection, are therefore evocative
of a mixed genre approach to research. Richardson (2003: 517) claims such
a mixed genre approach doubles as “a postmodernist deconstruction of

triangulation”.

Ethical considerations

The ethical process and journey for this study

Ethical approval for this study has been granted in full and followed
unconditionally (Appendix 4). The first stage of the journey for approval
began with reflection on the proposed stages and methods of data collection,
accompanied by an anticipation of points for consideration or concern.
During a supervision session, one supervisor raised concerns about the
possibility for the semi-structured focus gro