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Depathologizing sexualities: 

a layered relational autoethnography 

 

Abstract  

The aim of this relational autoethnographic paper is to critique heteronormative cultural assumptions 

informing mental health practice, from the standpoint positions of Queer scholarship. Those 

assumptions  regard heterosexuality as the desired cultural norm and thus negatively impact on the 

wellbeing of people in lesbian, gay, bisexual, transgender, undecided and intersex (LGBTUI) 

communities. It will be argued that LGBTUI experiences of stigma are understandable in the context 

of the way people are pathologized on the basis of those assumptions. The paper concludes in a  

discussion of some emerging implications for mental health practice.   

 

Introduction 

Building on previous work (Grant 2013, Grant et al 2013, Grant et al in press) which exposed and 

interrogated stigmatizing mental health cultures, our aim in this paper is to use a Queer theoretical 

standpoint position to critique heteronormative assumptions and related practices in mental health. 

These assumptions have a historical basis, are reflected in mental health practice professional 

narratives, and impact negatively on mental health services users from in lesbian, gay, bisexual, 

transgender, undecided and intersex (LGBTUI) communities. 

 

Methodologically, the paper employs relational autoethnographic principles (Grant et al 2013) in using 

a conversation between three people as a useful analytic strategy. This allows for theoretical and 

empirical material to illuminate subjective experiences and vice versa. Jaime, the first author, is a 

student mental health nurse who has a ‘writing for publication’ mentoring relationship with Alec and 

Laetitia, mental health/nurse academics experienced and published in relational autoethnographies 

of recovery, survival and related topics. Our conversation built on source data, which included email 
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exchanges and attachments and Jaime’s illustrated student assignments, which were in turn based on 

her practice experiences. The author sequence reflects the fact that Jaime’s submitted assignment 

work initiated the process of co-constructing this paper and that Alec took the editorial lead in its final 

shaping and construction. Specific locations, times, and names have been disguised to protect 

anonymity, and all contributing authors are in full agreement on the publication of this paper in its 

present form.  

 

*** 

Alec:  I became interested in what you had to say in your assignments Jaime, because it chimed with 

my ongoing concerns. Along with Laetitia and other colleagues, I have for several years tried to write 

about the involvement of some of us with the mental health services, and life after, in increasingly 

existential rather than pathologizing ways (eg Grant and Zeeman 2012, Grant et al in press). I believe 

that such re-storying of our life narratives has enabled us to construct viable lives relatively 

independent of the institutional mental health system and services. 

 

Our experiences and emancipatory writing and research led me to become increasingly interested in 

contemporary work that documents the challenge of uncoupling much human distress from 

pathologizing world views. This work takes issue with the extent to which the misery implicated in 

human existence is medicalized through psychiatric diagnoses (Rapley et al 2011, Johnstone 2014). 

The challenge to the psychiatrization of human misery has been more specifically nuanced and shaped 

for many years now on the basis of a wide range of inter-related sociocultural perspectives. These 

include cultural diversity (Fernando 2011), gender (Timimi 2011) and sexuality (Weeks 2000, Clarke et 

al 2010, Cromby et al 2013). Fundamental to these areas is, of course, the more insidious role of social 

control and compliance (Weeks 2000). 
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Laetitia: In this regard, our lives are shaped within specific legal, institutional and organisational 

frameworks (Foucault 1974, 1978).  So, mental health care, scholarship, research and related 

institutions can be regarded as component parts of a disciplinary society where confinement, 

surveillance, separation and classification constrain social behaviour as a way of maintaining order.  

Such ‘disciplinary power’ is exercised via biomedicine where bodies, desires and behaviour are 

regulated  and  arguably shaped on the basis of prevailing and enduring cultural norms.  

 

Queer theory makes visible the processes that define the normal and the natural (Halperin 1997), and 

psychiatry has long been instrumental in upholding heterosexuality as the norm in this regard. As a 

result, the lives of those of us with a different sexual orientation became increasingly constrained, as 

the following experience illustrates. 

*** 

‘Homosexuality is a disease that can be cured’ was the slogan of one of the many groups active in the 

USA, UK and South Africa during the 1970s-1990s in providing a ‘cure’ for homosexuality.  At the time 

I lived in South Africa under the ‘Apartheids’ political regime.  Any form of difference based on 

ethnicity and race, and also sexuality and gender, was suppressed, resulting in people becoming 

marginalised and silenced.  

 

During this period, I was a final year student at university, and one evening I had arranged to meet a 

few friends at a gay club. As we stood talking later that night, the police entered the club, which was 

reasonably full, in riot gear. The music stopped, the lights were turned on, and the police instructed 

us to stand against a wall and face them. They took a photograph of each of us. Due to the tension felt 

in the club, we did not question the police or showed any form of resistance. After the photographs 

were taken, the police left as mysteriously as they appeared. 
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In the early hours of the next morning, I returned to the halls of residence wondering if I would be 

excluded from university. Days turned into weeks and nothing came of the event, but I remained 

puzzled and fearful of the potential consequences. What did the police do with the images? The 

experience left such an impression on me that I avoided any contact with queer people for the 

remainder of my studies.  

 

A few years later Nelson Mandela was released from prison and South Africa adopted a liberal 

constitution and a bill of human rights, where people were protected on grounds of race, ethnicity, 

sexuality, gender, age and other markers of difference. Changes to the political and legal structures 

meant norms could shift to bring greater appreciation of diversity. Surprisingly, South Africa became 

one of the first countries to legalise civil partnership and same-sex marriages.  

*** 

 

Alec: So that experience compromised who you were Laetitia, in terms of forcing you to manage your 

social relationships much more carefully. How does that square with your experiences Jaime? 

 

Jaime: Well, professionally, for the past nine years I have worked both on a voluntary and employed 

basis at a youth project, in the south of England.  It supports young people who identify as lesbian, 

gay, bisexual, transgender, or unsure of their sexuality or gender orientation (LGBTU). Although 

identifying as LGBTU is not a mental health issue per se, people who do so are at greater risk of 

experiencing mental health issues due to discrimination and a long history of LGBTU marginalization 

within social structures (NHS choices 2014). 
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Identity remains a key issue for young people from LGBTU communities, as sexual identities are in 

tension with  heteronormative social structures, resulting in oppression and isolation (Browne and Lim 

2008, Hunt & Minsky 2007, Mayberry 2013, NHS choices 2014). Identity categories of people in the 

LGBTQI communities can result in them being objectified solely on the basis of their expressed sexual 

and gender orientations, by both lay and professional people. In this process, the social power of 

heterosexual identity is affirmed as ‘normal’, and LGBTBU people are seen as ‘other’ (Beasley 2005). 

 

Laetitia: Along with several other colleagues, Alec and I have recently argued that psychiatry, which  

reflects social and cultural norms related to gender and sexuality, has long been instrumental in 

defining norms and delineating difference from those norms (Zeeman et al 2014a). However norms 

change over time, as seen in homosexual relationships being tolerated in ancient Greece, to 

homosexuality becoming illegal and later medicalized as a sexual disorder within psychiatric systems 

of diagnosis and classification, from the 1930s through to the 1970s (Johnstone 2014).  

 

In consequence, lesbian, gay, bisexual, trans, queer and intersex people in the UK have long been the 

object of the biomedical clinical gaze and treated as ‘other’ as they differed from the heterosexual 

norm.  Criminal convictions or referral for psychiatric treatment via court orders have derailed the 

lives of countless people due to condemnation of their homosexuality during the period from the 

1930s to the 1970s (Giddens and Sutton, 2013). They were subjected to a range of biomedical 

interventions and psychological therapies in the UK, in order to cure their ‘deviance’. This included 

aversion therapy, electroconvulsive therapy, frontal leucotomy and insulin treatment (Dickinson 

2015).   
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Thankfully, larger cultural and social shifts resulting in resistance to restrictive heterosexual norms 

became politicised by the gay liberation movement (Weeks 2000). This contributed to the 

decriminalisation of homosexuality in 1967 in the UK (Giddens and Sutton, 2013), and its 

declassification and removal as a sexual disorder from the diagnostic system of the American 

Psychiatric Association in 1974 (Johnstone 2014). By making the historical and cultural basis for the 

production of societal norms publicly visible, sexuality and gender can be reclaimed from the grasp of 

biomedicine. This emancipatory process continues, in the advance towards greater gender and sexual 

plurality.     

 

Alec: But, of course, oppressive practices still hold sway, don’t they? 

 

Jaime: Yes. I chose to write a recent essay on challenging stigma within mental healthcare through my 

experiences in the LGBTu community. It wasn't until I created the photograph ‘Bottled Up’ (fig 1) that 

I realised I had not been able to express how societal heteronormativity impacted on me. Until that 

moment, the notion that my sexuality had been oppressed was an abstract concept that had no 

validity other than what was ‘felt’ by me. In producing the image it created a concrete embodied 

experience which I had not previously been able to articulate. 

 

. 
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Fig 1 . y ‘Bottled up’ 2014 

 

Alec:  Although I’m a heterosexual man and don’t claim to speak for the communities you both write 

from and about, what you say about the political history of the heteronormative psychiatrization of 

sexuality, Laetitia, and your related lived experiences of internalised stigma, Jaime, makes my blood 

boil. Your comments and experiences are testimony to the crucial role of narrative in causing, 

maintaining and becoming emancipated from human misery. Until 1974, The big 19th century 

biomedicalized story of homosexuality as disease, in turn grounded in more enduring culturally 

normative stories, led both to the dreadful abuses you document Laetitia, later contesting and 

emancipatory narratives,  and  to the impact of heteronormativity on your embodied  identities. 

 

It seems to me that the narratives implicated in human distress are therefore very powerful. Little 

stories – how people make sense of their lives – can only be understood on the basis of the bigger 

stories, or discourses, that make those possible (Holstein and Gubrium 2000). So, on the basis of my 

area of scholarship, many mental health workers write about service users, drawing on a mixture of  

professional, diagnostic and lay narratives. These in turn, as you say Laetitia, are informed by broader 

cultural norms rooted in heteronormativity and other forms of cultural normativity. That’s why people 

often get caught up in stories that misrepresent and do violence to their lived experience of 

themselves, in a kind of cruel narrative entrapment (Grant and Leigh-Phippard 2014, Grant et al in 

press). No wonder, then, that some people retreat, as you did Laetita in your South African past, in a 

state of personal, narrative invisibility. However, thankfully, as I described earlier, I believe it is 

possible to re-story one’s life gradually, but in important ways, as you seem to have done through the 

use of photography, Jaime. 

 

Jaime: I became aware that the impact of internalized homophobia has been identified as a 

contributing factor in the high levels of mental health difficulties within some LGBTU communities 
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(Mayer et al 2014, Ross et al 2010).  This perceived fear of homophobia can result in an individual 

suppressing or hiding their gendered and/or sexual identity from society in order to avoid negative 

consequences –  what Goffman (1963) referred to as the management of a spoilt identity. In order to 

pass as ‘normal’, those stigmatized must conceal components of their identities with dreadful 

consequences (Orne 2013).  

 

For example, in my youth work, Amy, a 19 year old a transgendered female, told me that she wished 

she could be ‘non-recognisable’. When I asked her to expand on this, she said that she’d not disclosed 

her gender identity to anyone outside of the youth project. Although the project provided her with a 

safe space in which she could wear makeup, be known as ‘Amy’ and treated as a female, in the broader 

outside world she was known by her birth name and referred to as male.  

 

We had a long discussion exploring what it meant for her to have such two conflicting gender 

identities. She told me that she had not had the opportunity to discuss this before, and that this and 

her involvement in the project gave her hope and a determination to pursue her identified gender as 

female into the future. This experience highlighted to me the importance of sharing stories and 

experiences in order to help LGBTU individuals consolidate and reconcile their identities in and with 

wider communities. From reading Butler (1999), I now believe that for as long as heteronormativity 

prevails within our society LGBTU people  will have to continually live in the tension of either disclosing 

their gender and sexual identities or not. 

 

The process of ‘coming out’ (Orne 2013) invites an LGBT person to engage with ‘paradox of self-

preservation’ (Healy 1993), in which they consider the consequences of stigma related to 

discrimination that follows on from their decision to come out. If someone thinks that the 

consequence of revealing their identity will result in significant personal loss or discomfort to them, 

then they are more likely to obscure their gendered or sexual identities, due to ‘self surveillance’ and 
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‘unspoken censorship’ (Simon 2010). I was able to visualise this concept through the creation of the 

photograph, ‘The paradox (fig. 2). 

 

Fig 2 . y ‘The Paradox’ 2014 

 

Such anticipated discrimination has detrimental effects on a person’s wellbeing, in particular in 

relation to self-stigmatization (Thornicroft 2006). With reference to people with a psychiatric 

diagnosis, Thornicroft concludes that an individual’s social identity is constructed on the basis of their 

individual perception of self and the perceived and actual reactions of others. Echoing Goffman, this 

often induces in them feelings of shame, hopelessness, depression, concern about the perceived 

behaviour of others, avoidance of social interactions with those considered ‘normal’, and inevitable 

detrimental effects on  their self-esteem as a consequence. Thornicroft argues that the perception of 

probable discrimination may lead an individual to feel isolated, have low self-worth, and, ironically, 

increasingly withdraw from society in an attempt to avoid discrimination.  

 

Alec: Yes, we need to be constantly mindful of the ways in which dominant forms of knowledge 

contribute to individual and community discriminating practices. We write about exclusionary 

tendencies in healthcare. In working to redress this state of affairs, queer and critical scholarship and 

research constantly aspires to the fulfilment of the social justice aim of widening the scope for social 

inclusion and citizenship.  In this context, we argue that people achieve their experiences of 
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themselves through forms of identity bestowed on them by society via a series of binaries (Zeeman et 

al 2014b).  

 

Laetitia: In each binaried pair, for example health/illness, mentally ordered/disordered, straight/gay, 

male/female, the first term is always privileged and the second disparaged and frequently 

pathologized (Derrida 1978). The political aim of Queer scholarship is thus to disrupt such ‘either or’ 

thinking by invoking the relevance and significance of difference rather than pathology or deviance. 

This will hopefully pave the way for people from LGBTUI communities to increasingly create shared 

spaces separate from and free of the social power of normativity whereby they might otherwise be 

regarded as disordered.  

 

*** 

 

Alec: It feels as if we’ve come full circle in our discussions at this point, so in drawing our paper to a 

close I wonder what each of you think are the implications for mental health practice emerging from 

our conversation? From my perspective, increased awareness of the relevance of Queer approaches 

for mental health practice,  scholarship and research undoubtedly benefits LGBTUI communities in 

the context of the broader depathologizing agenda in mental health that I mentioned at the beginning 

of this paper. In line with Weeks (2000) and Plummer (1995), I believe that gendered and sexual 

identities can be supported, enhanced and made more generally socially understandable and 

acceptable through the use of narrative approaches. Stories of the lived experience of people who 

differ from the heterosexual norm are important in both challenging and pre-empting their 

marginalization. 

 

Jaime: From my viewpoint it’s important to constantly challenge the impact of heteronormative in our 

health care systems. The sharing of narrative experience increases the awareness of such impact, 
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enabling mental health care practitioners and users to become what Gramsci (1971) describes as 

‘organic intellectuals’ who work to produce change at public, grass roots levels. Health care education 

and research need to provide a platform in which future practitioners can consistently critique 

normative structures, in order to refute and disrupt the status quo.   

 

Laetitia: From the onset of working on this paper, I did wonder how we as authors would overcome 

the heterosexual/homosexual binary reflected in our own gendered and sexual identities. I also 

wondered how, in a relational autoethnography, a heterosexual male could help LGBTUI people make 

a case for challenging the pathologizing of sexual and gender identities in mental health practice?  I 

questioned whether such co-writing – where a heterosexual male lecturer speaks on behalf of a queer 

female lecturer and student – might in some ways re-inscribe the norm?   

 

Thankfully, this could not have been further removed from my experience.  On the contrary, the co-

writing process was collaborative, challenging and enriching. It was made easier by us as authors 

cohering around a common goal of destabilising accepted norms in order to illuminate difference as 

a transformative device. In Queer scholarship, we unite around the political aim of disconnecting 

sexuality from pathologizing biomedical and broader cultural discourses. When we speak and write 

about gender and sexuality in non-normative ways, we create linguistic spaces and material practices 

where gender and sexual plurality becomes possible. In narrative visibility and re-storying, the lives of 

LGBTUI people become viable.  
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