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Abstract
Although there has been a great deal of attention to medical education concerning sexual diversity in recent years, it has focused nearly
exclusively on the content presented within the formal curriculum, i.e., medical schools’ required classes and other official offerings. In
this article I examine the teaching and learning about sexual diversity that occurred within the informal curriculum of a top 20 US
medical school. Previous research has found that the informal milieu of medical education is a site where sexual minority medical
studentsmay experiencemarginalization, and I found that this continues to be the case. However, I also argue that this aspect ofmedical
education has the potential to be a very powerful form of curriculum concerning sexual diversity. The (in)visibility of sexual diversity
within the interactions that comprise the informal curriculum shaped what all students, regardless of their own sexual identity, learned
about sexual diversity and its place within the medical profession. Additional ethnographic research on the informal curricular
processes that produce knowledge and understandings about sexual diversity in medical education may inform the development of
robust policy interventions to ensure amore equitable environment for sexualminoritymembers of themedical profession, and perhaps
ultimately, more equitable, effective care of sexual minority patients.
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Introduction

In recent years, the medical profession’s awareness of the stig-
matization, discrimination, denial of care, and inadequate care
sexual minority patients have experienced within healthcare has
grown (Burke et al., 2015; Hollenbach, Eckstrand, & Dreger,
2014; The Institute of Medicine (US), 2011). Sexuality-related
health disparities are now a part of national, mainstream biomed-
ical conversations about health care—as are questions about the
role medical education has played in producing these disparities,
and how medical training might help mitigate them (Fallin-
Bennett, 2015). These are significant historical developments.
The medical profession has historically overlooked the needs of
sexual minority patients—or worse, pathologized, medicalized,
and attempted to find Bcures^ for minority sexuality or gender
non-conformity (Beagan, 2000; Foucault, 1978; Irvine, 2003;
Rubin, 1993; Weeks, 1986).

Content related to sexuality, broadly defined, has been offered
inconsistently and to a limited extent in North American medical
schools since the 1960s (M. Murphy, 2017). Content pertaining
to sexual diversity or sexual minorities has been, as far as we
know, only a very limited component of these offerings (Eliason,
Dibble, & Robertson, 2011; Kelley, Chou, Dibble, & Robertson,
2008; Wallick, Cambre, & Townsend, 1992). Obedin-Maliver
et al.’s (2011) survey of teaching time devoted to LGBT-
specific content in North American medical schools during the
2009–2010 academic year provided an extensive overview of the
recent state of medical sex education devoted to sexual diversity.
The schools that responded to their survey reported amedian of 5
hours devoted to LGBT-related content, but the placement of
these hours varied widely. At some schools, the LGBT-specific
curricula fell within required courses, but often, it was delivered
within courses that may have garnered self-selecting audi-
ences—and some institutions reported that they didn’t provide
any LGBT-specific training (Obedin-Maliver et al., 2011).

These findings demonstrated that some formal education
about sexual diversity has been offered in North American
medical schools, even if the amount of it is perceived by
advocates of sexual diversity curricula in medical education
to be insufficient (Coleman et al., 2013; W.White et al., 2015;
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Keuroghlian, Ard, & Makadon, 2017). While there is much
validity in this assessment, discussions about teaching about
sexual diversity in medical education have mainly focused on
the extent to which this content has been included in the for-
mal curriculum, or in official course offerings, such as classes
or other required activities or events (Hafferty, 1998).
Examining the contents of the formal curriculum is useful
because these official offerings in their planned state reveal
an important set of truths about an institution. The inclusion
and prioritization of certain topics within required coursework
along with the exclusion of others is one of the ways an insti-
tution defines itself and its identity (Hafferty, 1998). For in-
stance, a medical school’s dedication of 10 hours of teaching
time to sexual diversity or LGBT-specific health needs sug-
gests a different set of priorities than an absence of teaching
time devoted to these topics,1 and the amount of teaching time
devoted to sexual diversity may influence graduates’ abilities
to provide respectful and effective care to diverse patients.

However, the formal curriculum is not the total curriculum,
even though it is sometimes considered as such (Hafferty &
Castellani, 2009). Sociologists of education—medical or oth-
erwise—as well as medical educators agree that education
occurs at multiple levels of curricular processes (Flinders,
Noddings, & Thornton, 1986; Hafferty, 1998; Hafferty &
Castellani, 2009; Hafferty & Franks, 1994). The education
literature proposes a number of types of curricular processes
by which teaching and learning occur, but sociologists of
medical education focus on four: the formal, informal, hidden,
and null curricula, and within the academic medicine litera-
ture, the first three have gained the most traction (Hafferty &
Castellani, 2009).

Medical educators as well as social scientists recognize that
in some regards, students may learn more from the informal
curriculum than they do from formal classes (Maudsley, 2001;
Suchman et al., 2004; White, Kumagai, Ross, & Fantone,
2009). Studying the formal curriculum may thus tell us more
about what educators teach or hope to teach than about what
students learn (Hafferty, 2006). Yet this insight has not been
applied to the study of sexual diversity education within med-
ical training. The informal curriculum includes the
Bunscripted, primarily ad hoc, and highly interpersonal form
of teaching and learning that takes place among faculty mem-
bers and students^ that takes place within the Blife-space we
call medical education^ (Hafferty, 1998, p. 404). It is generat-
ed whenever students gather, whether outside a lecture hall or
in a coffee shop to study or over a phone call to gossip

(Maudsley, 2001, p. 432). It is produced through faculty mem-
bers’ actions and interactions, both with colleagues and with
students (Hafferty & Franks, 1994; Maudsley, 2001). The con-
cept of the informal curriculum recognizes medical schools as
cultural entities and moral communities (Hafferty, 1998), and
calls our attention to the educational power of interpersonal
interactions within these contexts.

The informal curriculum and hidden curriculum are some-
times conflated in the academic medicine literature (e.g.,
Fallin-Bennett, 2015; Suchman et al., 2004), but they are not
synonymous (Hafferty & Castellani, 2009). The hidden cur-
riculum pertains to embedded, latent messages within an ed-
ucational environment that are produced through contradic-
tions and inconsistencies within and between an institution’s
structures and culture (Hafferty, 1998; Hafferty & Castellani,
2009; Hafferty & Franks, 1994; Murphy, 2014). At times, the
academic medicine literature suggests that a hidden curricu-
lum is, by definition, created when the ostensibly correct for-
mal curriculum is contradicted by the ostensibly incorrect in-
formal curriculum. But this is only one of the ways in which
latent, embedded messages may be generated—for instance, a
hidden curriculum may be produced within the formal curric-
ulum as well, when conflicting messages are presented in this
aspect of the curriculum (Murphy, 2014). Moreover, the infor-
mal curriculum does not necessarily contradict an institution’s
official messages by sheer virtue of its informality; informal
curricular processes may complement or reinforce the mes-
sages within the formal curriculum.

This article contributes to the growing conversation about
medical education concerning sexual diversity though an eth-
nographic examination of the ways sexual diversity was made
visible and invisible within informal curricular processes at a
top 20 American medical school that I call BBuena Vista.^
Previous research has alluded to the potential for the informal
curriculum to be an important site of teaching and learning
about sexual diversity (Curry, 2011; Kelley et al., 2008;
Townsend, 1998), but this is the first study to provide an in-
depth empirical examination of these processes.

Leveraging the concept of the informal curriculum enables
the joint examination of two aspects of sexuality-related in-
equalities within medicine that have usually been treated as
distinct issues. Many discussions of sexual diversity curricula
in medical training implicitly or explicitly consider preparing
physicians to work with sexually diverse patient populations
the goal of such training. Andwhile this is critically important,
so too is recognizing the marginalization that sexual minority
healthcare professionals and trainees experience in the medi-
cal arena (Eliason et al., 2011)—and the inextricability of the
two phenomena (Mansh, Garcia, & Lunn, 2015). Previous
research has demonstrated that queer medical students have
experienced marginalization within the routine interactions
with fellow students and faculty members that are a funda-
mental part of medical education (Brogan, Frank, Elon,

1 This is a statement about the nature of the formal curriculum, not an indict-
ment of medical schools that have not historically provided training about
sexual diversity. Even institutions that may have been motivated to devote
more teaching time to sexual and gender diversity have historically had few
resources available to guide their efforts. Prior to 2014, there were no standard
guides for medical education concerning SGM persons, or standardized cur-
ricular competencies (Hollenbach et al., 2014).
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Sivanesan, & O’Hanlan, 1999; Sanchez et al., 2015). These
sorts of interactions comprise the informal curriculum, but
past discussions of the marginalization of non-heterosexual
medical students have not employed the informal curriculum
as an analytical device. That is, there has been little discussion
of the ways in which the marginalization of sexual minority
medical students may shape what all students learn about
sexual diversity, regardless of their identities, and how this
may impact their attitudes and actions towards colleagues
and patients alike. These dynamics may play a substantial role
in the (re)production or mitigation of sexuality-related health
disparities and inequalities in the work place. The state of
knowledge about sexual minority physicians’ and faculty
members’ experiences of working in medicine is also limited,
as is consideration of the ways in which their (in)visibility
contributes to the informal curriculum about sexual diversity.

In this article I provide thick description (Geertz, 1973) of
sexual minority Buena Vista students’ and faculty members’
experiences of marginalization within the informal interactions
of the medical school environment. Their experiences illustrate
the complexity of understanding belonging, inclusion, exclu-
sion, and equality in medical education. While students and
faculty did not feel that they needed to remain closeted because
of an absence of policy protections for sexual diversity, they
found indications within the informal milieu of the medical
school that it was not necessarily safe or wise or comfortable
to be a sexual minority. I also examine heterosexual medical
students’ and faculty members’ perceptions of sexual diversity
at Buena Vista—its presence or absence, and its significance.
Although some heterosexual students and faculty contributed—
however unintentionally—to an environment in which sexual
diversity was deemed irrelevant or denigrated, others learned a
great deal from their interactions with non-heterosexual peers.
My findings suggest that the informal curriculum may be a
fruitful site for policy and curricular interventions, as changing
the stakes of the game in this space may serve to make it more
equitable for sexual minorities, and a uniquely powerful source
of education about sexual diversity for heterosexual participants
in medical education. And while this study does not make
claims about causality, my findings suggest the possibility of
a relationship between the extent to which sexual minorities feel
safe and supported, and the possibility of their peers learning
about sexual diversity from their presence.

A Note About Language

Recent literature on diversity in medicine has employed the
category of sexual and gender minorities, or SGM, partici-
pants in medicine (e.g., Mansh et al., 2015; Sitkin &
Pachankis, 2016). This usefully reflects the understanding,
held by many social scientists who study sexuality and gender
that these two dimensions of experience are often related, both

theoretically and empirically, in ways that defy taxonomy
(Butler, 1990; Richardson, 2007; Valocchi, 2005). I appreciate
the SGM terminology and believe that it is often appropriate
to consider sexual and gender minorities as a group. However,
this article focuses on sexual minority medical students and
faculty at Buena Vista because these were the experiences or
identities participants in this study articulated to me. None of
the faculty or students who I interviewed identified as gender
non-binary, or knew of any transgender or gender non-binary
medical students or faculty at Buena Vista. This of course does
not necessarily mean that there were not any such persons
there, but if there were, I was unable to engage them in this
study. In addition, I did not ask my interviewees about their
experiences of the relationship between their own gender and
sexual identities. For these reasons, I refer to the experiences
of sexual minority—rather than sexual and gender minority—
participants at Buena Vista. Elsewhere in the article, such as
when discussing the relevant literature, I keep the emphasis on
sexual minorities and sexual diversity so that the scope of the
discussion corresponds with my data. My intention is not to
elide the importance of the relationship between sexuality and
gender, or the importance of examining the experiences of
participants in the medical profession who identify as gender
minorities.

Hereafter in this article, I rely on participants’ own lan-
guage about sexual identity when representing their state-
ments, particularly their statements about their own identities.
For instance, my non-heterosexual respondents referred to
themselves variously as Bqueer,^ Bgay,^ Blesbian,^ or as
BLGBT^ or Ban LGBT person.^ Elsewhere I refer to the
study’s non-heterosexual participants collectively as such, or
as Bqueer,^ for the sake of keeping the parameters of what
non-normative sexual identities may consist of fairly broad
(Fields, 2001). My intention is to denote the privilege associ-
ated with heterosexuality at Buena Vista and the difficulties
that those who did not fit into this category faced—without
normalizing a categorical set of non-heterosexual identities, or
suggesting the possibilities and limits of what these might
meaningfully include (Seidman, 2001). In relation to this, I
speak of Bcoming out^ or Bbeing out^ in this article despite
knowing that these are somewhat problematic terms (for
discussion see Connell, 2012) because my subjects employed
this language and these concepts in their narratives.

These linguistic choices obscure the variation within hetero-
sexuality andmay suggest that the diversity within heterosexual
identities and practices is not particularly important to address
in medical education. This is not my position. Rather, I wish to
indicate that diversity within heterosexuality was not a topic
that gained much traction within my interviews. Implicit within
most of my interviewees’ statements was an understanding that
a line between heterosexual and non-heterosexual persons was
both self-evident and meaningful, with broad implications for
power and acceptance in the medical world.
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Finally, and closely related to the previous point, although
this article speaks of Bsexual diversity,^ it implies that the
scope of what that might include is fairly narrow.
Specifically, the discussion may suggest that sexual diversity
primarily occurs along the lines of hetero-homosexuality. The
ways human sexual diversity may be conceptualized are much
broader (Sedgwick, 1990), and medical education might use-
fully take this into account. But the article limits its focus to the
aspects, or conceptualizations of sexual diversity that were
salient both at Buena Vista and much of the relevant literature
on sexual diversity in medical education to date.

Background

Marginalization of Queer Medical Students (and
Faculty)

The nature of medical education requires students to spend
much of their academic and social time among peers and
superiors. Medical students spend long hours together dur-
ing classes and labs and then studying, and often spend
much of their leisure time together as well, leading to a
narrowing of their social circles (Townsend, 1998). Within
such conditions, medical students, like students in other
demanding professional training programs, can only put
off discussion of their personal lives, and with that, revela-
tion of their sexual identity, for so long (Cech &Waidzunas,
2011). In 1998, Mark Townsend argued that these circum-
stances created an intense pressure upon sexual minority
medical students who, according to his research, felt a near-
ly universal pressure to conceal their sexual orientation, and
thus had to devise strategies for concealment and deal with
the stress associated with doing so. The risks at stake were
significant. Students known to be gay might not be admitted
to medical school at all, or likely experience social ostra-
cism or harassment if they were (Brogan et al., 1999;
Murphy, 2001; Townsend, 1998). The thinly guised pre-
tense of poor performance was a ready justification for
kicking gay students out, or failing to place them in residen-
cy programs (Murphy, 2001; Schuster, 2012).

In the past few decades, much has changed within and
beyond medical education in terms of the visibility of and
sociolegal protections for sexual minorities (Seidman, 2002).
In 2010, Mark Schuster remarked on the differences between
his experience as a gay medical student in the 1980s and as a
gay faculty member in the 2010s. In the 1980s he was advised
to Bbe secretive^ about his sexual orientation so that no one
would bother him, and refused a letter of recommendation for
residency on the basis of his sexuality—with nowhere to turn
to safely lodge a complaint (Schuster, 2012). Within the space
of two decades, Schuster commented, he had gone from being
a student rejected by potential recommenders to being a

faculty member responsible for securing a spousal hire posi-
tion for a top recruit’s same-sex spouse (2012).

Given the pace and breadth of changes in the LGBT visi-
bility, rights, and Bacceptance,^ it may seem reasonable to
imagine that sexual minorities no longer face difficult choices
about whether or not they can be Bout^ without fear of reper-
cussion (Fallin-Bennett, 2015; Walters, 2014). But despite
very real social, legal, and cultural progress towards equity
and inclusion, homophobia is still an extremely salient feature
of the US cultural landscape (Jenkins, Lambert, & Baker,
2009; Walters, 2014) and Bacceptance^ or Btolerance^ or in-
clusion of non-heterosexual persons is at best complicated
(Walters, 2014). Legal and policy protections for sexual mi-
norities remain uneven; the federal government has yet to pass
an Employment Nondiscrimination Act outlawing job dis-
crimination on the basis of sexual or gender identity (Dessel
& Rodenborg, 2016). Although some states prohibit discrim-
ination based on sexual orientation and gender identity, many
do not.

Even where robust nondiscrimination policies are in place,
they alone may not be enough to foster an environment in
which sexual minority persons feel that it is safe to disclose
their identities. In her study of gay and lesbian teachers’ re-
sponses to nondiscrimination policy in the workplace,
Catherine Connell found that nondiscrimination policies are
both powerful and limited in their impact on teachers’ sense of
whether or not it was safe to be out in the schools where they
taught (Connell, 2012). Connell argued that occupational cul-
tures in general, along with the microcultures of specific in-
stitutions, also mediated teachers’ decisions about identity
disclosure (2012). Similar factors may inform non-
heterosexual medical school faculty members’ decisions
about coming out at work. Medicine is considered a conser-
vative, hierarchical profession that encourages its incumbents
to become like their peers and superiors (Christensen, 2005).
And for many years—which overlap with the professional
lifetimes of some current medical school faculty members—
the medical profession considered homosexuality and gender
non-conformity pathological. Thus, historically, non-
heterosexual medical school faculty have probably faced great
pressure to keep their differences hidden—and the extent to
which this was and remains the case is not well known. Sexual
minority medical students who do not see faculty like them
may interpret their absence as a message that they should
remain closeted—even if their school’s policies theoretically
protect them from discrimination.

Recent research on medical students’ experiences of the
climate of the informal curriculum reflects the complexity of
the current historical moment. Non-heterosexual students may
have less reason to fear getting kicked out of medical school or
denied letters of recommendation if they are open about their
identity than they might have in previous decades. But they
continue to witness the subtle devaluation of LGBT persons
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(Mansh, White, et al., 2015) or be personally criticized or
insulted on the basis of their sexuality (Przedworski et al.,
2015). Unsurprisingly, given this, queer medical students con-
tinue to grapple with difficult questions about whether and
when to reveal their sexual identity (Burke et al., 2015;
Sanchez et al., 2015), and are more likely to report symptoms
of depression and anxiety and lower self-rated health scores
than their heterosexual peers (Przedworski et al., 2015).

That research on sexual minority medical students’ experi-
ences of participating in the informal aspects of medical
school is being published in mainstream academic medicine
journals at all is an indication of change. But questions about
how dynamics of marginalization or exclusion are produced
and what policy interventions might be enacted to mitigate
them are not well developed. Burke et al. suggest that admin-
istrators and faculty might Bencourage the development of an
identity-affirming environment to help mitigate lesbian and
gay students’ feelings that they ‘don’t fit in’^ (2015, p. 649).
They argue that such an intervention would benefit heterosex-
ual and non-heterosexual students alike, but provide little
guidance as to what an identity-affirming climate include or
how it might be achieved, nor critical examination of the po-
tential prerequisites for identity affirmation, such as, perhaps,
a more equitable medical school environment.

Just as the opportunities to reshape the cultural milieu, the
social environment, the informal curriculum of medical
schools for the sake of creating a more hospitable or equitable
environment for sexual minority students have not been fully
taken advantage of, nor has the potential for this need to be
linked to the need to provide education about sexual diversity
to all students.

Addressing Physician Bias Against Sexual Minorities

Studies conducted since the 1980s have found that heterosex-
ual physicians and medical students sometimes hold negative
attitudes towards non-heterosexual colleagues and patients
(Douglas, Kalman, & Kalman, 1985; Klamen, Grossman, &
Kopacz, 1999; Mathews, Booth, Turner, & Kessler, 1986;
Smith & Mathews, 2007). Recent research demonstrates that
heterosexual medical students continue to hold explicit and
implicit biases against gay and lesbian persons (Burke et al.,
2015). Interest in addressing medical students’ potential
biases against sexual minorities in medical education for the
sake of patient care and for the sake of improving the Bgeneral
professional climate in medicine^ has grown in recent years
(Fallin-Bennett, 2015, p. 550; Burke et al., 2015).

Researchers have long noted that heterosexuals who have
had personal interactions within non-heterosexuals are more
likely to view sexual minorities favorably, and to recognize
the inaccuracy of stereotypes (Herek, 1984). Similarly, studies
have found that medical students are more likely hold positive
attitudes towards sexual minorities if they have personal

familiarity with members of these populations (Burke et al.,
2015; Douglas et al., 1985), and to provide sexual minority
patients with better health care (Sanchez, Rabatin, Sanchez,
Hubbard, & Kalet, 2006).2 In order to cultivate familiarity,
some observers of medical education suggest changes in or
additions to formal curricular offerings, such as inviting
panels of guest speakers who represent sexual diversity
(Burke et al., 2015; Shindel & Parish, 2013). These sorts of
curricular interventions may be beneficial insofar as they
move sexual minority persons out of the realm of complete
unfamiliarity for some medical students—and this may be
measurably better than the alternative. But these approaches
to diversity training have been critiqued for providing a safari-
type experience in which medical students briefly Bview^ dif-
ferent sorts of patients in isolated instances and very limited
contexts, which may function to reinforce reductionist under-
standings of difference and exacerbate, rather than ameliorate,
marginalization (Wear, 2003).

In addition, using panels of guests who appear briefly and
then vanish to illustrate sexual diversity fails to recognize the
diversity that is already present among the faculty, students,
and staff who comprise medical education, potentially imply-
ing that sexual diversity is something that exists only outside
of the medical profession. In contrast, creating an environment
that is equitable for and respectful of non-heterosexual faculty,
staff, and students is an important goal in and of itself, and is
likely to create conditions in which sexual minority partici-
pants in medicine feel safe in being open about their identities.
This in turn may facilitate the accomplishment of the peda-
gogical goal of giving students exposure to sexual diversity
for the sake of increasing their capacity to interact respectfully
and effectively with sexually diverse patients. The informal
curriculum of interacting with sexually diverse peers and
teachers may provide a uniquely powerful form of exposure
to sexual diversity. However, for sexual diversity to be made
knowable and familiar, it must be made apparent. While this
may happen fairly easily or organically in some medical
schools, in others, sexual diversity may be subject to a Bspiral
of silence.^

Spirals of Silence

Because of its relative invisibility, Frances Bowen and Kate
Blackmon (Bowen & Blackmon, 2003) argue sexual orienta-
tion is an aspect of experience or type of diversity that is
particularly vulnerable to being silenced. Unlike other aspects
of individual difference such as gender and race which are
usually (although not always) observable, sexual orientation

2 Similar dynamics may also apply to other dimensions of diversity. Students
who attend medical schools that are relatively more racially and ethnically
diverse rate themselves as better prepared to care for racial/ethnic minority
patients (Saha, Guiton, Wimmers, & Wilkerson, 2008).
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can be concealed. Within heterogeneous groups, individuals
who perceive their positions to be different from those of the
majority are likely to refrain from sharing their opinion, stat-
ing their position, or, in the case of sexual orientation, outing
themselves as something other than heterosexual (Bowen &
Blackmon, 2003). This can create a Bspiral of silence,^ in
which the Bdominant [position or group] exerts control over
individuals through the threat of isolation for deviance^
(Bowen & Blackmon, 2003, p. 1396). Individuals’ perception
of the climate of opinion within an organization determines
the extent to which they will speak up or keep silent about
issues or problems that they consider important. Members of a
group who share the dominant opinion or identity will feel
free to speak out, and those who perceive that they are in the
minority and fear marginalization will tend to remain silent.
This has the effect of diminishing not only individual minority
voices, but the visibility of the minority opinion or position
altogether. Because of this, spirals of silence are detrimental
not only to the individuals whose perspectives or experiences
are silenced, but to the breadth and viability of perspectives or
collective understandings within the greater organizational
culture (Bowen & Blackmon, 2003).

Spirals of silence tend to occur because within any group,
the collective desire for social cohesion is usually high
(Bowen & Blackmon, 2003). Members of dominant groups
or persons who hold more power than others have little moti-
vation to adjust their behavior or their expectations to allow
those who are different from them to feel more included or
valued. Members of outgroups may feel pressure to conceal
their differences or assimilate into the dominant culture in
order to avoid marginalization, and this is particularly likely
to be so when these members perceive a threat of isolation,
and fear this possibility. Writing in 2003, Bowen and
Blackmon argued that while some sexual minorities will
choose to be visible and others will maintain invisibility for
reasons independent of their impressions of the surrounding
environment, the majority will carefully assess the prevailing
organizational climate and choose to reveal their sexual orien-
tation only if they think the local cultural climate is likely to be
supportive (2003, p. 1401). While local cultural climates may
have become more supportive, in the aggregate, of sexual
diversity since 2003, the preceding discussion demonstrates
that we cannot assume a uniform, uncomplicated version of
progress towards equitable, respectful conditions.

Following a discussion of my field site and methods, I
show how sexual diversity was at times subject to a spiral of
silence at Buena Vista. I found that non-heterosexual students
were acutely aware of signals in the surrounding environment
that indicated to themwhether or not it was safe to be out, or to
what degree. These signals came from interactions with peers
and faculty members, and occurred in multiple contexts. I also
show how heterosexual students and faculty contributed—
however inadvertently—to an institutional culture in which

heterosexuality was the obvious norm, and sexual diversity
was somewhat equivocally included. Finally, I show that
while the interactions that comprise the informal curriculum
sometimes kept sexual diversity and its significance relatively
unknown or invisible, they also had the opposite effect: for
some heterosexual students, informal interactions with class-
mates were a source of education about sexual diversity that
trumped their previous life experiences and the formal curric-
ulum at Buena Vista.

Field Site and Methods

This article derives from a larger ethnographic study of the
processes by which teaching and learning about sexuality
were accomplished at Buena Vista Medical School, a top 20
medical school in the USA. (BBuena Vista^ is a pseudonym,
as are the names of all research subjects and courses men-
tioned in this article.) The ways in which sexuality-related
inequalities might be produced, reproduced, and contested
was a major focus of the research project. Three features of
Buena Vista are particularly important to keep in mind when
considering the extent to which it may be representative of
other medical schools, and the findings from this single case
study may be relevant to other cases. First, Buena Vista is
located in a part of the country that did not, at the time of
my research, have a reputation for especially liberal or ex-
tremely conservative attitudes towards sexuality. Whether,
and to what degree the surrounding municipality was consid-
ered Bgay friendly^ or sexually diverse lay in the eyes of the
beholder. Queer Buena Vista students who had previously
lived in major cities with thriving gay scenes felt the area
around Buena Vista was not particularly hospitable to non-
normative sexuality. But for heterosexual students who had
come from places that were comparatively less diverse, the
existence of a known gay area near the medical school signi-
fied LGBT visibility and inclusion. If the social and cultural
norms in the geographical area surrounding a medical school
influence the attitudes towards sexuality that are prevalent
within a medical school’s internal culture, Buena Vista may
have been very different from medical schools in major met-
ropolitan areas known to be particularly politically liberal, and
also quite different from those in especially politically conser-
vative parts of the country. It may have been more similar to
medical schools in the middle of the political-social-sexual
values spectrum.

Second, Buena Vista was renowned for excellence in the
basic sciences, and had not developed a reputation for placing
a strong emphasis on the social or humanistic aspects of med-
icine. At the time of my research, Buena Vista required stu-
dents to complete a social aspects of medicine (SAM) course
sequence. The SAM course sequence included classes called
The Physician-Patient Dynamic, Stages of the Life Course,
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Introduction to the Practice of Doctoring, and Psychopathology.
Each of these quarter-long classes met weekly for 3–4 hours
and included a large-group lecture, a small-group discussion,
and sometimes and intermediary medium-size group Bseminar^
featuring guest speakers. Students and faculty alike were dis-
missive of these classes, and student attendance—particularly
to the lecture portion of the classes, which was not monitored—
was inconsistent. (However, some faculty members also
claimed that students retained messages from the SAM classes
and came to value them in retrospect, and some of the students
who I interviewed affirmed this.) It is possible that medical
schools’ cultural climates are influenced by the school’s repu-
tation and demonstrated strengths, and the types of faculty and
students who are attracted to these qualities.

Third, and possibly related to the second point, recogni-
tion of any form of diversity was not a big part of Buena
Vista’s culture. The director of student affairs emphasized
the attempts Buena Vista made to recruit a diverse student
body, but these only went so far. The demographic makeup
of the student body was predominantly White and Asian,
and split roughly evenly into female—and male—identi-
fied students. Students who were not members of underrep-
resented ethnic/racial groups did not find the demographic
composition of the medical school remarkable. BIt’s pretty
representative of the applicant pool,^ one female Asian
student put it. BI think the administration does the best they
can.^ Students who fell outside of the majority did not see it
the same way. Miguel, one of the few Latino students on
campus, told me that upon coming to Buena Vista, he had
made friends with the one African American student in his
cohort. They became roommates, and Miguel felt that they
provided each other with a critical measure of support.
Other dimensions of diversity—such as physical ability,
socioeconomic class, or national origin—were scarcely
mentioned. In other words, although sexual diversity
wasn’t systematically made visible or reinforced as an im-
portant, valuable aspect of human difference, neither were
other forms of diversity particularly celebrated or mobi-
lized around on campus.

I focused my field work on the SAM classes during the
2009–2010 academic year and these efforts yielded ap-
proximately 100 hours of field work. Even if the SAM
classes were routinely disparaged, they were a rich source
of ethnographic data on the production of knowledge about
sexuality within medical education, and participation in the
small-group seminars yielded valuable data on informal
curricular processes. I took notes during field work to the
extent that it was possible to do so without drawing undue
attention to myself (rarely did others take notes during
these classes), then composed a more comprehensive set
of notes within a few hours of the participant observation
session. I also attended the Annual Conference of the Gay
and Lesbian Medical Association in Atlanta, Georgia, in

2011, and field notes from participant observation at this
event enhanced my analysis of Buena Vista.

Participant observation both informed and was
complemented by in-depth, semi-structured interviews with
19 Buena Vista students, 17 faculty members, 1 staff member,
and 2 guest lecturers. Interviews were digitally recorded and
transcribed (some by the author, and some by a professional
transcriber, which the author checked for accuracy).
Interviewees were not offered any incentive or compensation
for participation. Along with the field notes, these data were
stored, organized, and coded using ATLAS.ti. Data were cod-
ed iteratively, and the coding scheme employed both deduc-
tively and inductively generated codes (Abramson, 2009).

Of the 19 students I interviewed, 10 of the students were
male and 9 were female. Six of the 10 male student inter-
viewees identified sexuality as gay or queer. I attribute the
disproportionately high number of non-heterosexual male
students in my sample to my snowball and referral sampling
method (Saxena, 2013), and to non-heterosexual students’
desire to talk about their experiences of marginalization relat-
ed to their sexuality within medical school. The non-
heterosexual students I interviewed often thanked me for
the opportunity to share their experiences and be heard, and
some thanked me for doing the research that I was doing.
Despite my efforts to recruit non-heterosexual female stu-
dents, I was ultimately unsuccessful. This was likely due in
part to the fact that such students were few in numbers—one
queer male interviewee confidently told me that there was
one lesbian in his medical school cohort, and even if this
estimate was off, it was probably by a small order of magni-
tude. Additionally, some of my non-heterosexual inter-
viewees, faculty and students alike, told me that some stu-
dents did not feel that it was safe for them to be out in the
medical school context, and this wariness may have extended
to speaking to me. And finally, limited time and demanding
schedules impacted everyone, and many medical students felt
that they truly did not have any time to spare. Of the 17
faculty I interviewed, 1 male identified as gay and 1 female
identified as lesbian. I attempted to recruit additional non-
heterosexual faculty interviewees through snowball sampling,
and although I was able to make initial contact with a few,
their busy schedules ultimately did not yield enough time for
them to meet with me.

Interviews lasted between 40 minutes and 2 hours, and
covered a range of topics related to meanings or definitions
of sexuality, the relevance of sexuality to medical practice and
medical education, interviewees’ sources of knowledge about
sexuality, and their impressions of sexual diversity on campus.
The non-heterosexual students and faculty that I interviewed
initiated discussion of the experience of being a sexual minor-
ity in medicine, and the heterosexual interviewees did not
raise the matter of the ways in which their sexual subject
positions impacted their experiences within medicine.
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Results

The (In)Visibility of Sexual Diversity in the Informal
Curriculum at Buena Vista

Faculty Experiences of and Perspectives on Sexual Diversity

There is broad agreement among medical educators and med-
ical sociologists that faculty role models have a substantial
impact on students (Hafferty, 2006), but many considerations
of role models focus narrowly on their capacity to influence
what students learn about ethics and professionalism (e.g.,
Grady-Wileky, Kettyle, & Hundert, 2000; Kenny, Mann, &
MacLeod, 2003; Maudsley, 2001; White et al., 2009). Faculty
role models also serve as powerful examples of diversity—or
its absence—within the profession, and the sorts of possibili-
ties of personhood the medical profession embraces (Sanchez
et al., 2015).

Dr. Bruce Stevens, a longtime Buena Vista faculty member,
recognized a need for visibility of queer faculty. He told me
that over the years he had made offers to multiple SAM course
directors to teach about sexual diversity, and suggested setting
up a mentorship program for gay medical students. These
offers had largely been turned down, he said, and while he
still believed that teaching about sexual diversity in classes
was important, he thought it was more important for faculty
members to Bcome out and be open about who they are.^ He
continued:

We’re still a minority, and it’s much easier for the ma-
jority to assume that their experience and viewpoint is
representative of everyone else’s. And that’s why I keep
coming back to the matter of coming out, if people just
come out, it changes the cultural expectations. I mean,
that was Harvey Milk’s whole thing! Just COME OUT.
Most gay faculty here are not out to the general faculty.
So the faculty at large aren’t aware of it—they don’t
incorporate [sexuality] into their understanding of how
diverse the community is.

Dr. Stevens had worked at Buena Vista since the 1970s and
had both witnessed homophobia directed towards patients on
hospital floors and experienced it personally from colleagues
in the earlier years of his career. With the passing of time, Dr.
Stevens explained, society changed, and at Buena Vista, overt
hostility and monitoring gave way to a prevailing sentiment of
BOkay you’re gay, but why make an issue out of it?^ Dr.
Stevens believed that this tacit imperative was well known
to non-heterosexual faculty members, and effectively
prompted many of them to remain closeted—i.e., this effec-
tively created a spiral of silence. There were indications that
this impression was not unfounded. I knew of only one openly
gay SAM small group faculty facilitator, Dr. Terry Olsen, and

she herself knew of no other openly gay faculty at Buena
Vista, and knew of only one doctor in the area who was Bkind
of out.^ Dr. Olsen’s assessments demonstrated that sexual
diversity among the faculty was not readily apparent, even
to faculty members who identified as queer and thus might
have served as a magnate for others.

Heterosexual faculty members’ remarks affirmed Dr.
Stevens’ perception that issues related to sexual diversity were
not on the collective radar of the faculty as a whole. Although
I never heard a faculty member denigrate a non-heterosexual
colleague or non-heterosexual sexuality more generally, het-
erosexual faculty members displayed scant awareness of the
potential for sexual minorities to be marginalized, or the po-
tential problems the invisibility of sexual diversity among fac-
ultymight cause—or the benefits its visibility might bring. For
instance, Dr. Bob Harrison, one of the few faculty members
who raised the issue of diversity on campus without any
prompting, spoke at length about the problem of the lack of
racial/ethnic diversity at Buena Vista. When I asked him about
sexual diversity, he told me, BI have very close faculty friends
who are gay. And we all love and deeply respect one another.^
But he did not know whether the absence of sexual diversity
on campusmight be asmuch of a problem as the lack of racial/
ethnic diversity. And while he spoke passionately about his
desire to address certain types of problematic behavior on the
part of physicians that could negatively impact their col-
leagues—sexual harassment, passive-aggressiveness, and
substance abuse were of great concern to him—he professed
no knowledge of conditions that might make sexual minority
faculty or students feel unwelcome, uncomfortable, or unseen.

Dr. Nancy Green, speaking enthusiastically about her col-
league Dr. Michelle Thompson, told me, B[Dr. Thompson] is
gay, and she’s highly regarded as a pediatrician for helping
kids who are struggling with identifying as gay, who are hav-
ing trouble saying it out loud, to others. She’s done some
amazing work in this area.^ Dr. Thompson delivered a lecture
on LGBTQ adolescents within the Stages of the Life Course
class, yet she did not mention her own sexual identity when
giving this lecture. Despite Dr. Green’s enthusiasm for Dr.
Thompson’s ability to help young patients voice their sexual
identities, Dr. Green did not consider the impact that Dr.
Thompson’s disclosure of her own sexuality might have for
making sexual diversity visible among the faculty and stu-
dents at Buena Vista, and the variety of potential benefits that
might come from doing so.

Faculty members’ routine, unremarkable public comments
about their identities—or lack of public comments—contrib-
uted to the visibility of heterosexuality and the invisibility of
other sexual identities. During lectures, heterosexual faculty
members regularly and casually referred to their other-sex
spouses and their heteronormative family arrangements, effec-
tively identifying themselves as heterosexual. Never did I hear
a lecturer make similar sorts of off-hand references to a same-
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sex partner or spouse. During the lectures I observed, the only
faculty member who publically and unambiguously identified
as non-heterosexual was Dr. Olsen. When introducing a panel
of transgender guest speakers, Dr. Olsen identified herself as
Ba lesbian physician.^ When she co-facilitated small-group
discussions, she did the same when she introduced herself to
the students at the start of each quarter, hoping that she might
encourage non-heterosexual students to also come out. They
never did publicly, but sometimes students approached her at
the end of a quarter to tell her that they were gay but didn’t
want anyone else to know.

Sexual Minority Students’ Experiences at Buena Vista

Faculty members’ invisibility contributed to spiral of silence-
like dynamics among the queer medical students. Perhaps
unsurprisingly, the non-heterosexual students who I
interviewed did not perceive much, if any, sexual diversity
among Buena Vista faculty. Some hoped to find an BLGBT
mentor,^ and referred to the difficulty of doing so. The student
named Norman told me that he had not found a mentoring
relationship with an LGBT faculty member at Buena Vista
because he did not know which faculty members were out.
Norman had heard rumors that certain attending physicians
were gay, but he never asked these physicians about their
sexual orientation himself. Interestingly, Norman put the bur-
den of discovery upon himself—rather than on faculty or fel-
low students or on Buena Vista as an institution—in his quest
to identify a mentor. BI think the opportunities are there [to
find an LGBT mentor],^ Norman told me, BI heard this one
attending was gay, from some of the residents, but I didn’t get
enough time to sit down with him myself. I think he would
have felt comfortable talking with me, but I didn’t find the
time. It was a busy clinic.^

At the Annual Conference of the Gay and Lesbian Medical
Association (GLMA) in Atlanta, Georgia, in 2011 I learned
that these concerns were not unique to students at Buena Vista.
At the conference I met other queer students from around the
country who told me similar stories of hoping to find a queer
mentor but not knowing how to go about doing so. One stu-
dent, an aspiring surgeon, told me that his primary motivation
for attending the GLMA conference was to find a gay surgeon
who could serve as some sort of a mentor for him, or at the
very least confirm that gay surgeons existed at all. That stu-
dents felt the onus was on them to seek out queer faculty
members who could serve as mentors, or simply as examples
of the sheer possibility of queer physicianhood, suggests the
broad invisibility of queer medical school faculty members,
and a lack of policies to support queer students and faculty.

The difficulty in finding a queer mentor, or at least, finding
proof that queer physicians were members of the medical
profession, was only one of the challenges queer students at
Buena Vista experienced. Some of them described

experiences of medical education and negotiating the disclo-
sure of their sexual orientation as being every bit as stressful as
previous literature has described. Norman, for example, was
fairly sure that being out as a medical student was risky:

I’m constantly having to think about who can I be my-
self around. It’s pretty hard, because I’mnever quite sure
of the repercussions it might have in terms of when I
apply to residencies, or if I’m getting evaluated for a
clerkship… I’m always wondering if my performance
assessment will be colored by what someone thinks of
my sexual orientation. I’m always sort of guarded,
which is pretty straining on a day-to-day basis. It’s al-
most like code-switching—acting differently, watching
my mannerisms, things like that.

Norman maintained a tightly knit group of friends within
the medical student pool with whom he freely shared his iden-
tity, but outside of this circle, he managed the disclosure of his
sexuality very closely. His overall experience of being an
BLGBT person in medicine^ had taken a lot out of him, he
told me, and at the time of our interview he was concerned
about how to negotiate the disclosure of his sexual identity
within residency applications.

Norman’s sense that it was not entirely safe, or profession-
ally wise, to be an openly gay medical student was shared by
other queer students that I interviewed. Some reported that
they heard homophobic comments expressed by their peers
and supervisors often enough to feel uncomfortable about di-
vulging their own sexuality. William and Don, two male stu-
dents who identified as gay, told me about a discussion
concerning same-sex marriage3 that took place within the
medical students’ online forum. The exchange of views be-
came heated, and opponents of same-sex marriage expressed
not only their opposition to same-sex marriage but also to
homosexuality in general. Reading their peers’ remarks on
these topics impacted William’s and Don’s sense of safety
and belonging within the medical school community. After
reading the comments in the online forum, Don felt so upset
that he couldn’t study for a test he had the next day. William
felt that some of the comments were an indication that he was
not fully welcome within the medical school environment:

It was not pleasant…it was kinda divisive, and it even
mademe not want to talk to certain people anymore, just
based on their comments. There are certain people that
we just avoid now. Because we know their stance, and
knowing what they think of people like me, I’d rather
avoid them.

3 As noted in the field site and methods section, these data were collected in
2009–2010, prior to the US Supreme Court decision on Obergefell v. Hodges,
which held that same-sex couples have a Constitutional right to marry.
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William and Don felt that the opponents of same-sex mar-
riage had the right to express their views, but they were
alarmed by the lack of response to the anti-same-sex marriage
rhetoric within the online forum. They knew that there were
supporters of same-sex marriage in their midst in addition to
the vocal opponents, but both William and Don felt that these
supporters’ responses to the anti-same sex marriage commen-
tary did not directly address the anti-homosexuality contin-
gent’s assertions. Instead of arguing for the inherent validity
of same-sex marriage or same-sex desire, the supporters of
marriage equality responded to the opponents’ remarks with
anodyne comments such as, BLet’s not be closed-minded.^
William and Don were deeply disappointed by this, and took
it as another indication that being completely out was not a
good idea.

Other queer students occupied a more equivocal position.
The student named Charlie told me that he was Bpretty out^
and that his classmates were extremely accepting of him as a
gay person. He had posted a picture of himself with his boy-
friend on Facebook, and several fellow students had made
approving comments about the photo. Charlie knew other
gay students who felt that they couldn’t be out, and he under-
stood why they might feel this way given, as he put it, that
Bmedicine in general is a pretty conservative field.^ But he
didn’t think of himself as being as constrained by medicine’s
conservatism as his classmates were. However, it seemed that
Charlie also tended to hedge his bets, as this story revealed:

At one of the very first events during orientation week
we had to do this ‘getting to know your classmates bet-
ter’ exercise, and they asked the whole group of us ques-
tions and people had to stand up when their answer was
‘yes.’ One of the questions was, ‘stand up if you are in a
long-term committed relationship,’ so I stood up for that,
and for months afterward people would come up to me
and ask me about my girlfriend. I’d say, ‘I don’t have a
girlfriend,’ and they’d say, ‘oh I remember you standing
up for that thing…’ and I’d say, ‘well I did but I don’t
have a girlfriend,’ and they would get a confused look
on their face and then just walk away rather than ask.

So while Charlie felt that he was Bpretty out,^ he stopped short
of saying BNo, I have a boyfriend^ or making some other,
more direct reference to the gender of his partner when class-
mates presumed he had a girlfriend.

On the other end of the spectrum was Mark. Mark identi-
fied as queer, had a history of political activism and described
himself as a militant for the queer cause, meaning, in his
words, Bif I see something that I think is wrong I’m just going
to say it.^ Mark had lived in several major cities both in the
USA and abroad, and although he found the social climate in
the geographic area surrounding Buena Vista incredibly
heteronormative in comparison to other places he had lived,

he never entertained for a moment the possibility of not being
out. Some of the other queer students I interviewed mentioned
Mark with admiration and a touch of awe, and Mark’s assess-
ment of his non-heterosexual peers was that they were very
concerned with fulfilling positive stereotypes—Btrying to be
gay in all the right ways^—and not particularly concerned
with speaking out against marginalization. On this last point,
however, Mark’s impressions were not entirely accurate.

Having to BFly the Flag^ or BCreate the Perfect Educational
Moment^: Queer Students’ Experiences of BRepresenting
the Cause^

Regardless of their position within the spectrum of outness in
the medical school context, the queer students at Buena Vista
shared the stress of feeling like they had to continuously rep-
resent sexual minorities as a group in the face of homophobia
or inaccurate information. They did not want to sit silently
when opportunities arose for them to say something construc-
tive about sexual diversity or LGBT persons, but they also felt
that that they were solely responsible for speaking up on be-
half of these issues, and they found this frustrating and unjust.
During the aforementioned online debate about same-sexmar-
riage, Don felt obligated to turn the situation into the Bperfect
educational moment:^

That situation could have been the perfect educational
moment I suppose, if our school had a forum for the
discussion of LGBT rights. But we don’t have that,
and I admit I did not want to go post things like ‘Hi
everyone, as the local gay man, let me educate you on
everything related to LGBT issues and being gay.’ I
could have done that, though… I could have done a lot
of things, geared towards providing information for [oth-
er students] who were thinking—who have logical
minds but weren’t thinking logically per se at that mo-
ment. Some people don’t understand that sexual orien-
tation is not a choice, believe it or not—some people in
my class just don’t understand that, I’ve actually had
those conversations with them…and they need more in-
formation. But the listserv debacle did not provide that.

As a sexual minority, Don felt like he needed to be an ambas-
sador for LGBT issues because if he did not speak up, no one
else would, and he did not want that to happen:

There’s this sense that, because there are so few of us,
we have like this extra burden of carrying, of vehe-
mently carrying that flag. You know, being sort of the
spokesperson for EVERYTHING queer, for every-
thing gay, LGBT. If it comes up, WE have to be the
one that says, like, ‘THAT’S not gonna fly. That
comment’s not gonna fly.’
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Don’s sense that queer students had to be advocates for
Beverything queer, everything gay, everything LGBT^ was
shared by Mark. Mark told me many stories about speaking
up—to individual classmates, to faculty members, to
groups—when he noticed heteronormativity or stereotypical
portrayals of sexual minorities. One such instance occurred
when a video was shown in class to provide instruction on
how to take a sexual history. The featured a portrayal of a
Bpromiscuous^ gay man who was Bat risk for AIDS.^ Mark
found it extremely problematic, and spoke up immediately
after viewing it:

And so I just threw a fit. I said—I was sitting there, and
[the faculty members present] called on me. They were
like, ‘Mark, what do you think of this video?’ And I
said, ‘I am just wondering if the entire clinical arm of
this medical school is based on negative stereotypes of
underrepresented minorities.’ And so in response to
that—well, it was really funny, because the next video
was about a drunk Irish person, and they just gave me
this look. But I went on to complain to quite a few
people about the video, starting right then and there with
my facilitators.

Mark never hesitated to speak up in this manner, nor wor-
ried that there might be professional or social ramifications for
doing so. But all the same, speaking up took time and a fair
amount of emotional energy on his part, and he didn’t want to
define his experience or his reputation at the medical school in
this one particular way. Despite the fact that Mark had a his-
tory of activism for queer rights and did not entertain the
question of whether or not to be out, he experienced Buena
Vista to be a particularly challenging place to be a sexual
minority. He felt like he had to continuously advocate for
the fair representation of non-heterosexual persons, and he felt
alone in these efforts. He neither enjoyed this role nor the
environment that pushed him into it.

Mark’s strategy for dealing with his distaste for the Buena
Vista medical school environment and the culture of its sur-
rounding city was to get out of town regularly, missing classes
as he did so. After his absences began to accumulate, Mark
eventually found himself in the position of having to explain
his situation to multiple deans, who were both sympathetic to
his frustrations and also completely perplexed by them. They
had every desire to keep him enrolled, and they wanted to do
whatever they could to help him. But they also had a hard time
understanding how he felt or why he could possibly feel the
way he did. They found a gay faculty member to serve as a
mentor forMark, but it turned out that the faculty member also
employed the coping technique of taking frequent trips away
from campus and its surrounding locale, so Mark had a hard
time hunting down the designated role model because he was
often out of town himself.

These students’ experiences provide nuanced insight into
the stresses that non-heterosexual students continue to face in
medical school. Despite the very real changes that have oc-
curred within the medical profession in terms of awareness
and acceptance of sexual diversity, queer professionals and
trainees may continue to experience marginalization. Their
responses to these challenges have consequences beyond
their individual experiences of the stressors: when queer fac-
ulty remain closeted, queer medical students have little proof
that it is safe for them to be out in the medical profession, and
this may create the stressful dynamic of feeling like they have
the responsibility to advocate for the equitable representation
of sexual minorities. They may experience the medical
school milieu as unpleasant at best, and hostile at worst.
The extent to which queer students respond to these chal-
lenges by choosing to remain invisible or by spending less
time on campus may impact what their heterosexual peers
learn about sexual diversity in the course of their medical
education.

Sexual Majority Students’ Understandings About Sexual
Diversity at Buena Vista

Some heterosexual students were not especially aware of the
presence of sexual diversity in their midst. About the sexual
diversity among her medical school classmates, the student
named Diana told me, BI think we’re all pretty much one
group.^ I asked her to elaborate, and she went on to say:

It’s mainly just a heterosexual group. And though I
know that there are people that would define themselves
as homosexuals, there aren’t very many of them, you
know, and I don’t think that anyone discriminates
against that. I just don’t think it’s as prevalent…we’re
a mainly heterosexual population.

By all indications, Diana was correct in her assessment that
the medical students were a predominately heterosexual
group. Buena Vista did not collect data on the sexual orienta-
tion of the students it admitted, but all sources I spoke with
suggested that there were fewer than ten students who openly
identified as something other than heterosexual in any of the
cohorts (which consisted of 125–134 students) at Buena Vista
at the time of my research. But while Diana’s perception of a
predominantly heterosexual cohort may have been statistically
accurate, her words also suggested that she didn’t see sexual
diversity as potentially being important.

Kim, another student who identified as heterosexual,
expressed a sentiment similar to Diana’s. She told me that at
Buena Vista, sexual orientation Bdidn’t matter,^ because the
general attitude on campus towards sexuality was, Bwhatever
floats your boat.^ But Kim also referred to a social outing that
some of the medical students had taken to a gay dance club
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one weekend as a Bspecial^ trip, taken as a Bfavor^ to accom-
modate a particular gay student’s request. The contradiction
between Kim’s remarks about the (ir)relevance of sexual ori-
entation and the Bspecial favor^ of choosing a gay destination
for a group outing suggested that sexuality might indeed mat-
ter if it was non-normative. Emily, another heterosexual stu-
dent, described the same social outing. When Emily arrived at
the gay club, she found several male classmates waiting out-
side. BDude, we’re not going in there by ourselves,^ they told
her.

While such expressions—of the Bspecialness^ of a trip to a
gay club, or male heterosexual students’ unwillingness to enter
it without female students there to accompany them and pre-
sumably certify their heterosexuality—may not have constitut-
ed hostility towards their queer classmates, they reflected and
reproduced a climate of heterosexual privilege. Heterosexual
students were unlikely to recognize this climate, or the burdens
it placed on their non-heterosexual peers. A heterosexual stu-
dent named Nicole told me that her lesbian medical student
friend worried about outing herself, but Nicole thought that
such concerns were unfounded:

[My friend] told me she feels like [she can’t be out]. Her
girlfriend moved here, and we were going to go on a
class trip, and she wanted to bring her girlfriend but she
didn’t really know how the class would respond, and she
couldn’t figure out what to do. But I feel like she’s more
concerned than she should be. I always tell her, ‘Who
cares! If people are going to be judgmental that’s just
embarrassing for them, not you!’ I think she worries
more than she needs to.

Although Nicole meant to encourage her friend, her remarks
indicated a lack of understanding of the possible reasons for
her friend’s concern and hesitation, and a dismissal of her
friend’s perception of the need to be wary. Nor did Nicole
suggest that there might be anything her friend could do in
response to classmates’ judgements, aside from not worrying
about them—or anything that Nicole herself could do to im-
pact the situation.

In other instances, heterosexual medical students observed
their classmates’ unambiguously negative reactions to sexual
diversity, but did little to challenge them. A student named
Elizabeth recounted her friend’s discomfort upon witnessing
a same-sex couple’s interactions at a party:

Elizabeth: [When I was in college] people experimented
a lot and you’d heard about someone having a three-
some and the collective mindset was something along
the lines of, ‘same-sex hooking up, oh, why not try it?’
So that was my experience and frame of reference prior
to coming here. But here…I’ve noticed that some peo-
ple are weirded out by that kind of stuff.

Interviewer: Can you give me an example of somebody
being weirded out?
Elizabeth: I was at a pumpkin carving party, and one
[female] student from the neuro program brought her
girlfriend and they were being kind of touchy-feely, like
any couple might act with each other, and then a girl that
I was with said, ‘oh my gosh, they’re all over each
other!’ Her comment made me feel really awkward. I
felt like she might not have said that if it had been a boy
and a girl, instead of two girls.

Although Elizabeth found it upsetting that her friend was put
off by the women’s public display of affection, she kept this to
herself and said nothing about the matter to the friend. Her
reluctance might be considered a desire to avoid a Bcourtesy
stigma^ (Goffman, 1963), or as a desire to avoid the isolation
associated with expressing an unpopular opinion (Bowen &
Blackmon, 2003). For Elizabeth to feel supportive of same-
sex relationships herself but to hesitate to speak up on behalf
of them illustrates that it was not only non-heterosexual stu-
dents who believed that it was risky to talk about sexual di-
versity or associate oneself with it.

For other heterosexual students, the informal curriculum
was a space in which the existence of sexual diversity became
visible and knowable for the first time. For these students, the
interactions that medical school engendered—or forced upon
them—created the circumstances for sexual diversity to be-
come visible. One student named Priscilla told me that gay
people and people who engaged in sexual activity before mar-
riage were not part of her social circles prior tomedical school,
so being in the midst of any sexual diversity was eye-opening
for her. Priscilla had become good friends with one of the gay
students within her cohort, an experience she found very
educational:

I guess when you talk about diversity you always talk
about just race and ethnicity. Sexuality is probably one
of the last things you talk about, but lately I’ve met
people with different sexual identities, and I never really
would have known about this stuff if I hadn’t met these
particular students. I think a lot of education has to come
from your classmates because your classmates are so
diverse so if you have friends that are gay, and you
know, engaging in different sexual practices, by dealing
with them and by becoming friends with them and
spending time with them, that’s how you learn how to
interact with patients that are like that. So I feel like…
the real education [about sexuality] comes from
interacting with your classmates.

Priscilla described herself as introverted and not necessarily
inclined to make friends outside of her comfort zone, but the
structured demands of medical school compelled her to have
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routine contact with, become familiar, and then finally, friend-
ly with students—and types of persons—that she might not
have otherwise gotten to know.

Priscilla’s experiences were unique in some respects but
not in others. Several students mentioned that they had never
Bknown a gay person^ prior to coming to medical school, and
many students described life experiences focused nearly ex-
clusively on formal education and academic achievement,
crowned by the achievement of getting into medical school.
This is not an unusual path for medical students to follow
(Smith & Kleinman, 1989; Wagoner, 2000), and depending
on their social circumstances, this intensive focus may pre-
clude other sorts of experiences—such as varied social en-
gagements that might bring them into contact with a broader
spectrum of human diversity, and a greater range of situations
in which the potential meanings and significance of various
forms of diversity are made manifest. But even students who
did not reflexively consider themselves to have had a particu-
larly limited set of life experiences prior to medical school
reported learning about sexual diversity from their peers—
and not from their formal classes:

Interviewer: What have been your sources of informa-
tion about sexuality since coming to medical school?
Lucy: Mostly the people around me, I would say. Pretty
much from one particular friend who is gay and posts
about events that are going on. I would say him, and
from my brother [a fellow medical student at Buena
Vista, who was gay] too.
Interviewer: Can you tell me how your attitudes about
sexuality or your understandings of the relevance of
sexual diversity have changed since you’ve been in
med school?
Lucy: I feel like I am more exposed to different dimen-
sions of sexuality because I’ve learned from other peo-
ple…just what is out there besides heterosexuality.
About sexual identity and the challenges that people of
a different sexual orientation have to go through in so-
ciety. It’s like, wow, I didn’t know that or I had no idea
that this existed or I didn’t know that people had to go
through this, so I feel like my perspective is still grow-
ing. I’ve been learning more and more about sexual
diversity since med school started, but not because of
the classes (emphasis mine).

The learning experiences that Priscilla and Lucy described
were dependent upon queer medical students’ willingness to
come out to classmates they interacted with, which the climate
at Buena Vista did not guarantee. As mentioned earlier, queer
students reported that it was not uncommon to hear homopho-
bic jokes made by peers or faculty members, and—under-
standably—this often made the queer students very uncom-
fortable, and they often felt powerless to respond. But

sometimes students did feel empowered to respond directly
to such joking. Charlie told me a story of a hearing a male
classmate wonder aloud during anatomy lab, BDoes it make
me gay if I know what outfit I’m going to wear a couple of
days in advance?^ BNo,^ Charlie told him in response, BIt
makes you kind of offensive.^ It turned out that Charlie’s
classmate had never known a gay person before. He ended
up befriending Charlie and asking him all sorts of questions
about what it was like to be gay, and what sorts of things he
should avoid saying, as a straight person, to avoid causing
offense in the future. Whatever critical analysis this scenario
might warrant, Charlie professed to be amused by the ques-
tions and glad that his classmate was able to learn and gain
some exposure and new perspectives.

This sort exchange illustrates the unique educational power
of informal curricular processes. When queer students speak
up to challenge a derogatory remark, or have the courage to
Bfly the flag^ for all things non-heterosexual, it can create a
powerful learning experience. Yet however useful that learn-
ing experience may be, it may require the queer student(s)
involved to be willing to bear the responsibility for tolerating
discomfort—or fear of ostracism, harassment, or worse—that
heterosexual students do not have to contend with. Mark’s
experience of being dragged into an exchange about gay mar-
riage illustrates the potential for heterosexual and non-
heterosexual students’ experiences to be wildly disproportion-
ate when the interaction constitutes the curriculum:

I went to the politics elective and I was sitting the second
row and a guy in the row in front of me started talking to
me about gay marriage. And somehow this got him
telling me that he was against gay marriage and I didn’t
really want to have a conversation with him about that,
especially in the first week and in the front row of the
politics class which was taught by a republican. But he
just kept pushing me to talk with him, and I said, ‘Well I
don’t agree with you and I don’t want to talk about this.’
And he said, ‘Oh but the only way the world’s ever
going to get better is if people who disagree come to a
consensus and try to convince each other.’ And I said
‘Well, I personally feel hugely outnumbered. I’m the
only gay person in this room and I don’t really feel like
having to explain to you why I deserve the same rights
as you. I’ve talked to people like you before and I know
that this is not the way that you convince people that you
have your own point of view. I’m not going to argue
with you just to make you feel better, like you’ve lis-
tened to the other side.’ And he kept pushing me and
pushing me, and finally I got him to shut up because he
said to me, ‘Well, I just think it’s disrespectful. I mean I
value your opinion. Why don’t you value my opinion? I
think we’re both smart. We can have a reasonable dis-
cussion.’ So I said to him, ‘I don’t know what it is that
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I’ve said that indicates to you that I think you’re as smart
as me,’ and that shut him up. Ever since then he’s gone
out of his way to be extremely nice to me.

This exchange can be interpreted from multiple perspec-
tives. Mark made it clear that he found the exchange stressful
and frustrating, in great part because he found it so necessary in
this situation to explain not only why gay people might deserve
the same rights as others, but also to explain to his interlocutor
why he found the dynamics of their conversation unfair. We
might imagine that his classmate—and perhaps those within
earshot—derived some educational value from this conversa-
tion, and while this demonstrates the potential of the informal
curriculum to be a space where teaching and learning about
sexual diversity is especially possible or especially fruitful, it
also came at the expense of a student’s well-being.

Discussion

This article contributes to a more nuanced understanding of the
nature of the marginalization that sexual minority participants
inmedical educationmay experience. Being told BOkay you’re
gay, but why make an issue of it?^ may not seem like harass-
ment or an expression of overtly negative regard—particularly
to the heterosexual faculty member who posed the question.
But being on the receiving end of that sort of comment may be
more stressful and enervating than experiencing a more overt
form of discrimination or antipathy, by virtue of the fact that it
may not seem to meet the criteria for behavior that is obviously
inappropriate, and thus grounds for recourse. Having to be the
lone representatives for sexual minorities or sexual diversity
contributed to feelings of isolation and frustration for medical
students. Even if these experiences did not lead them to worry
that theymight be expelled from the programon the grounds of
their sexual orientation, they were still unpleasant and stressful
and led medical students to feel unwelcome in the medical
school environment. Buena Vista students’ and faculty mem-
bers’ experiences contribute to our understanding of how com-
plicated Bprogress^ towards inclusion or equality of sexual
minorities may be—even in professional fields that have a
service orientation, and are populated by highly educated par-
ticipants who ostensibly want to help others.

Beyond adding to our understanding of how marginaliza-
tion of sexual minorities occurs within the informal cultural
milieu of medical education, this research also demonstrates
that the informal curriculum is a site where much learning
about sexual diversity is possible. Queer medical students
learned, through the absence of visible sexual minority faculty
members, that it might be risky for them to be out. (The ab-
sence of openly queer faculty also functions as curriculum for
heterosexual students.) Yet their willingness to be visible
served as a powerful source of education about sexual

diversity for their heterosexual peers—some of whom had
little, if any, prior awareness of sexual diversity in the abstract,
or previous interactions with sexually diverse persons. This
presents an opportunity for medical schools that wish to take
an integrated approach to creating a more equitable environ-
ment for their sexual minority participants, and to preparing
all student-physicians to work with sexually diverse patients.
How medical schools might best influence the negotiation of
sexual diversity in the informal curriculum is a question that
will require additional empirical research to answer. It seems
likely that some policy interventions, such as robust, well-
publicized and consistently enforced anti-harassment and
anti-discrimination policies, might have universal utility.
Deliberate efforts to recruit sexually diverse faculty and stu-
dents could also be helpful across the board. It seems possible
that the ways in which sexual diversity is (and is not) depicted
in the formal curriculum (e.g., required classes) could set the
tone for informal curricular processes. And it is also likely that
some interventions may need to be highly context-specific.

Of course, we need an understanding of how informal cur-
ricular processes may produce messages about sexual diversi-
ty at a broad range of medical schools. There may be similar-
ities between Buena Vista and other cases, but research on
sexual diversity in the informal curriculum in other medical
schools might take the following limitations of this study into
account. In addition to being a single case study, the queer
Buena Vista students who were interviewed were all Asian
or White cisgender men. Only two non-heterosexual faculty
members were interviewed. Had my sample been bigger and
included a broader representation of queer participants, addi-
tional themes might have been uncovered. It may be the case
that participants with different identities have very different
experiences of medical education than my respondents did,
and encounter different responses from faculty and classmates
and different forms of marginalization or exclusion. It is also
possible that heterosexual students who matriculate at other
medical schools bring with them more or less experience with
sexual diversity and familiarity with sexual minority persons,
whichmay shape the informal interactions of a medical school
in important ways. Although this article emphasized the expe-
riences of non-heterosexual students, it indicates that hetero-
sexual medical students’ and faculty members’ experiences
with and understandings about sexual diversity are worthy of
further study in their own right.

Finally, this article contributes to the conversation about
how and what and where medical students learn about sexu-
ality, broadly speaking. Knowing that the informal curriculum
is a potential source of knowledge about sexual diversity in
medical schools demonstrates the value in looking beyond the
formal curriculum—both for researchers interested in the pro-
duction of medical knowledge about sexuality and sexual di-
versity, and medical educators interested in making changes to
their curricula.
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