TThe Breastless Lesbian
Oncology and the practice of lesbianism

a speech to a workshop at the biennial meeting of B.C.  oncology specialists in Vancouver, B.C., February 1999
By Barbara Findlay

This was part of a panel presentation to a convention of oncologists dealing with breast cancer in Vancouver B.C, February 1999.
Last night I was lying in bed wondering what I was going to say today. Though I have known about this gig for 6 months I still had not decided.

I realized I was dreading this panel.  I was afraid (not a common experience for me any more in public speaking situations since I do a lot of it). 

I decided to start by telling you that I am afraid, and then work in to why:

I am afraid because I am here as a token lesbian, in a “diversity themed” workshop, and I know/am afraid that you will understand the information here as tangential, inessential to the work you do treating our cancerous breasts.

That knowledge/fear is partly out of the power differential between us: you have all the knowledge about me, I don’t/can’t know whether my body is cancering as I speak. I don’t know which symptoms are ones that should be acted on immediately and which ones should be ignored; which ones I will be scolded for ignoring, which ones I will be indulged for reporting. I don’t know how to “be” a good (lesbian) cancer patient. And this matters because some magical part of my thinking tells me that if I am a “good” (lesbian) cancer patient I will be rewarded by non-recurrence of the cancer.

Some studies say that women who partner with women have a higher risk of breast cancer than women who partner with men. The fear mutters just under my level of consciousness that you will understand my life in a way that makes my cancer my fault, that being a lesbian is bad like smoking is bad. I am surprised to find this particular irrational anxiety in myself. But it is not so surprising after all. Because the homophobia in this culture has inexhaustible ways to blame lesbians for the harm that is done to us, in the name of normalcy, in the name of health.

I was locked up by doctors as a teenager because I was a lesbian. The shrinks told me they were going to turn me into a normal 17 year old girl. That, too, is part of my fear: that this life of mine will be packaged by doctors into an account that is incomprehensible to me, but has implacable and terrifying consequences. Though it is almost 30 years since the DSM took homosexuality out of its catalogue of disorders, more than 30 years since the criminal code was amended to make gay sex legal, it remains the fact and the fear of us that we will be constructed as sick, deviant, immoral.

So the fear I have in talking to you today is the fear that lesbians have in approaching the health care system, especially for any matter (like breast cancer) which is life threatening, or any matter (like breast cancer) which has any kind of sexual implication to it. 

I feel very vulnerable here on this panel on this stage. It is great to be here with three other lesbians, especially with lesbians with clout in your health care system. Because otherwise I am only a token patient, easy to dismiss.

I do a lot of work on equality and diversity issues in the legal profession. I have been on the B.C. Law Society’s gender equality (now equity and diversity) committee for six years. When I was first appointed, I asked whether I had been appointed because I was a lesbian. There was a long silence, what I call the “extended blink,” as everyone tried to decide what to say. Finally, the chair said, tentatively, yes. “That’s great!” I said. “That makes you the first law society in Canada to deliberately appoint a lesbian to any committee ever. But I hope that I will not be the only one talking about lesbian issues.”
I assume you are referring to the Law Society of British Columbia – perhaps add that because Network News is read across Canada and internationally.  Yes.  
Notwithstanding that introduction and notwithstanding that at every single meeting thereafter I made some connection between the experience of lesbians and the topic of the meeting, it was 18 months before any of the other people on the committee ever said the word “lesbian.”
That silencing is unbelievably powerful. These were wonderful women, you understand. Committed to Equality. I liked them personally, and I think they liked me. But I developed a physical dread of those meetings, speaking into the wind and having my remarks disappear. Silence is one of the most pervasive and one of the most powerful forms of homophobia.

You are all in this meeting today. But before today, and not counting any conversations you may have had about this workshop, when is the last time that you talked about lesbian issues in a professional setting?

I talk as if all of us are lesbians and all of you are not. That is of course not true. You are all some of us and we are all some of you. Whenever I do unlearning homophobia workshops I struggle with the issue of how to demonstrate that understanding without putting people at risk who feel that their own sexual orientation is a private matter without any consequence in a public proceeding. While I don’t want to “out” people without their consent, I also cannot be complicit in the assumption that unless someone is at that moment identifying as a lesbian, she or he must be straight. This has been a long lead to the question you know I am going to ask you, and I have given this introduction so everyone will have time to figure out how to respond.

My question for you is this: how many of you can say of yourselves that you are 100% totally comfortable, in your work, in your home life, in your sense of self, in your relationships, politically, as a heterosexual?

Look around.

Now, you can’t assume that anyone who did not put up their hand is gay. They may be tired, bored, rebellious, irritated, scared, not paying attention.

It is probably the first time in your life that anyone has asked you heterosexuals your sexual orientation in public.

I want you to change how you are in a meeting. Check your assumptions about people’s sexual orientation. And make the meetings inclusive.

You must proceed in your lives as if there are lesbians and gay men and bisexual and transgendered people in all of the parts of your life, even if you have not heard any one of them say so.

What can you do?

First, practice saying the L word and the B word and the T word and the G word.  It is not hard.

lesbian, gay, bisexual, transgender

bisexual, transgender, gay, lesbian

...so that those words are an easy and ordinary part of your conversation.

Second, learn about us. Read a book. Cruise the web. Ask a friend. However you do it. One of the things about being in a marginalized group is that the education system does not consider it necessary to teach about the group. So as medical students you simply did not learn what you need to know to treat lesbians, gay men, bisexual and trans people. That is a professional deficiency. Remedy it.

Third, make us welcome. Put a rainbow on your door, make your forms inclusive, make sure your staff never call us “Mrs.”
When a staff person calls me “Mrs.Findlay,” my heart sinks. It is offensive, but that isn’t the problem. The problem is that it immediately signals to me that you and your staff have given absolutely no thought to being inclusive. I asked the nurse at the blood clinic the other day why she called me Mrs. She said, “Out of respect, I guess.” There it is: the idea that for women the most respected position is married to a man!

You can be sure that LGBT people read you and your office for signs: can we expect to be welcomed and understood?  Overlooked and misunderstood?  Or hated and mistreated? What would your office tell me?

So why do you care that your client is a lesbian or bisexual, whether trans or not?

· Because otherwise you get incomplete and inaccurate information.

· Because otherwise you may have lower compliance and worse health prophylaxis: it’s hard to go for a mammogram if you think the techs may be homophobic: a real invasion of your self, as well as your body.  

· Because otherwise health connections that might be made are not: both in research and in clinical experience.
· Because you might be delivering negligent care.
· Because you may be contravening human rights legislation if all of your practices are oriented to heterosexuals.

I’m going to put my lawyer hat on for a while. It is now against the law in every Canadian jurisdiction to discriminate against anyone because of her sexual orientation in the provision of a service customarily available to the public. This includes medical services. It is important to understand that “discrimination” does not simply mean denying treatment, for example, because one is a lesbian – though there is a human rights case in which a doctor was held to be in violation of the human rights code because he refused to provide sperm to a lesbian co-mother. “Discrimination” includes practices which, although neutral on their face, have a negative impact on a particular group. Calling all of your female patients “Mrs.” falls into that category – it is apparently neutral on its face but signals an ignorance about, and lack of interest in, women who are not heterosexual and married.

So would questions on health care intake forms which when they ask about marital status say “specify ‘single, married, divorced, widowed’.”  First of all, why are you asking?  Are you interested to know if I have support in my life?  Ask that.  Are you interested to know if I have to deal with a partner’s reaction?  Ask if I have a partner, and their gender:  eg “Do you have a partner?           If yes, male or female?”  (It matters:  male partners are very often put off by women’s mastectomy scars, and breast cancer survivors often report that their husband is turned off sexually by their scars.  I have never heard a report of a lesbian partner reacting that way).

Does this still apply now what lesbians can marry? Of course ticking married doesn’t signal that one is a lesbian. How could this be dealt with now that the laws have changed? 
As you are aware, doctors can be held responsible if their treatment of a patient is negligent. Because doctors have a legal duty to provide care without discrimination, I consider that it is part of the standard of care for oncologists that they ascertain the sexual orientation of their patients and do not make treatment decisions in the absence of that information.

One area which is particularly problematic for queers are hospital admission forms and procedures, in which the hospital may demand that the patient name a “next of kin” and refuse to take that person’s partner as next of kin. The law now requires you to recognize a person’s same sex partner as her next of kin. Since that “next of kin” box turns out to be the person that the doctor consults if the patient takes a turn for the worse, to get consent if the patient is comatose, etc., it is critical that a partner or friend is the person you are turning to, if that is the patient’s wish. Even though the law now offers equal status to lesbians, including the right to marry, the patient may not be “out” to her parents: and for good reason. The parent may turn up, either not knowing that their child is gay or knowing and vehemently disapproving of that and of the patient’s partner, and demand pride of place as “family.” In my law practice, I have seen that happen a great deal with men with AIDS. Parents may insist that the partner is not permitted to come to the hospital, evict him from the home the partner shares with the patient, refuse to permit the partner to come to the funeral, and so on. Meanwhile the dying patient is isolated into the hurtful and hateful arms of homophobic parents, at a time when he is completely unable to deal with them.

In British Columbia it is the law that you must take instructions from the person’s life partner (common law or married spouse) if they are available, before turning to a patient’s parents.  So lesbian partners must be included in discussions about your patient’s treatment and welfare, on the same basis that you include husbands of heterosexual married women.

Again, how does gay/lesbian marriage factor into this, if at all?

Remember that the patient may not have come out to you, either, from the fear of consequences about that. 
It is crucial to be aware of this problem.  To address it, you as health care provider should make sure, for every patient, that you ask your patient both what her choice is about who should have the rights customarily according to family in relation to her care, and the question of who she may not want to be told details of her situation.. Be aware of the Representation Agreement Act, - every province has similar legislation -  which entitles anyone to specify who will make her health care decisions if she cannot. 
Is the Representation Agreement Act called that only in BC? Then something should be added –for example the “Representation Agreement Act in British Columbia and its equivalent in other provinces and territories” 

I want to thank you for attending this workshop. I look forward to the day when the information in today’s session will be part of every physician’s medical school training, and when the discussions at ContinuingMedical .Education  workshops will be about the latest research on risk factors and treatment modalities as they relate to women who relate sexually to other women.

Please spell out C.M.E.

To conclude, I want to pass on something that I learned when I was working on unlearning racism. A black woman said to me: it is not your responsibility that you were taught racism in this society, but it is your responsibility to rectify that deficiency.  

I say to you: it is not your responsibility that you were taught homophobia. But it is your responsibility to work on it.

