Marginalization: A guiding concept
for valuing diversity in nursing
knowledge development

This article explicates marginalization as a guiding concept for the development of nursing knowledge that
values diversity. The seven key properties of marginalization as it applies to the domain of nursing are (1)
intermediacy, (2) differentiation, (3) power, (4) secrecy, (5) reflectiveness, (6) voice, and (7) liminality. Through
examination of each of these properties, the relationship between marginalization and vulnerability is clarified,
and by this means the relevance of marginalization for health is established. The implications for shaping future
nursing research, theory, and practice related to the health of diverse populations are discussed. Key words:
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HE FUTURE OF NURSING depends
on the ability of the discipline to reach
out to diverse communities and to meet the
health needs of those most vulnerable. This
article offers a conceptual direction for the
development of nursing knowledge that will
strengthen this ability. The authors draw
from their individual and collaborative pro-
grams of research and theory development
about vulnerable populations,'-' as well as
from the critical and feminist social sciences
literature, to introduce the concept of
marginalization; identify and describe its
key properties; propose its relationship to
the concept of vulnerability; and discuss its
implications for shaping future nursing re-
search, theory, and practice related to the
health and health care of diverse popula-
tions.

In the past decade, nursing has clearly
identified the health of vulnerable groups as
a priority.'®-!* There are, however, a number
of constraints to knowledge development
regarding vulnerable groups. These groups
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are often hidden, stigmatized, lacking ac-
cess to services, and mistrustful of the re-
search process. Previous research has
tended to ignore or pathologize many of
these groups, with the result that extant
health-related knowledge is most represen-
tative of the needs of Euro-American,
middle-class males. For instance, biomedi-
cal researchers have frequently excluded
women under the assumption that the men-
strual cycle and pregnancy are “deviant”
processes that confound results. Similarly,
in general population surveys, findings
from ethnic and racial groups other than
Euro-Americans have often been deleted
from the analysis, or arbitrarily grouped
within an “other” category, because their
numbers failed to meet statistical require-
ments.

With recent federal directives mandating
inclusion of women and members of
underrepresented ethnic and racial groups in
research, these patterns of sampling are
starting to change. But problems remain in
terms of how data from these samples are
analyzed. When findings from underrepre-
sented groups are included, the analysis
may not adequately capture the distinctive-
ness of their experiences if research ques-
tions have been posed from norm-based ref-
erence points that contain unexamined
gender and cultural biases.!>!¢ Including
members of vulnerable groups within tradi-
tional research designs does not in and of it-
self provide adequate information about
how health services need to be structured to
meet their needs, nor does it reliably reveal
health strengths and practices indigenous to
these groups.!” Access to care and culturally
competent nursing decisions for vulnerable
populations require conceptual frameworks
and research methods that recognize and in-

corporate gender, sexual orientational, ra-
cial, cultural, social, political, and economic
diversity.!819

Traditional approaches to knowledge de-
velopment that depend on assumptions of
homogeneity, normality, and statistical reli-
ability rather than accurate, coherent reflec-
tions of diverse human experience have
limitations in generating culturally compe-
tent models of care. Large-scale quantitative
studies tapping randomized national
samples provide aggregate-level data that
can inform nursing about general trends, but
such data are of limited value in developing
interventions for individuals, social net-
works, and diverse cultural communities.
As a practice discipline, nursing requires
means of inquiry that are durable and flex-
ible enough to be applied in circumstances
where statistical measures are unwieldy, too
sweeping in their generalizations, nonspe-
cific to the question at hand, or too eco-
nomically burdensome in their require-
ments. By incorporating the concept of
marginalization as basic to empirical and
theoretical activities, nurses can build un-
derstanding about the complex linkages be-
tween vulnerability and health. As a guiding
concept, marginalization promises knowl-
edge development that is well grounded, co-
gent, justifiable, relevant, and meaningful to
the diverse groups nurses serve.

CONCEPT DEFINITION AND
DISTINCTION

Marginalization is a concept emerging
from a focus on the characteristics, func-
tions, and meanings of margins—that is,
borders or edges. Margins are defined as the
peripheral, boundary-determining aspects
of persons, social networks, communities,



and environments. Margins are established
in several ways: in contrast to a central
point, according to the separations they
maintain between the internal and external,
or as distinctions between the self and oth-
ers. From this perspective, persons are
viewed as relatively different from the norm
or as cast out to varying degrees from the
societal “center” to its periphery. Margin-
alization is defined as the process through
which persons are peripheralized on the ba-
sis of their identities, associations, experi-
ences, and environments. Marginality is
therefore defined as the condition of being
peripheralized on these bases.
Marginalization is distinguishable from
other related processes. Marginalization
may involve gender, racial, political, cul-
tural, or economic oppression. Marginaliza-
tion and oppression are not equivalent
terms, however. Although marginalization
and oppression are frequently concurrent
processes, marginalization can be viewed as
inclusive of oppression, incorporating as-
pects of experience beyond power imbal-
ances. In another sense, it is more specific
than oppression, because it points to a par-
ticular set of dynamics through which op-
pression is concretized: those having to do
with boundary maintenance. Alienation of-
ten accompanies marginalization, but this
term is narrowly focused on the subjective
experience of not belonging and so is less
inclusive than the concept of marginaliza-
tion. Stigmatization refers to the marking of
“outsiders.” Stigmatization is an aspect of
marginalization, although it is not always
present in every instance. For example, one
may have a marginalizing experience, such
as a myocardial infarction, which is not nec-
essarily socially stigmatizing. Segregation
refers to the physical separation of social
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groups but does not emphasize the notion of
living at the edge that marginalization im-
plies. These related concepts illuminate as-
pects of marginalization without necessarily
replacing the unique perspective marginali-
zation offers as a lens through which to view
nursing phenomena.

PROPERTIES OF
MARGINALIZATION

The seven key properties of the concept of
marginalization as it applies to the domain
of nursing are (1) intermediacy, (2) differ-
entiation, (3) power, (4) secrecy, (5) reflec-
tiveness, (6) voice, and (7) liminality.
Through examination of each of these prop-
erties, the relationship between marginali-
zation and vulnerability will be clarified,
and by this means the relevance of margin-
alization for health will be established.

Intermediacy

The first property, intermediacy, is the es-
sence of marginalization. Intermediacy is
defined as the tendency of human bound-
aries to act both as barriers and as connec-
tions. Intermediacy refers to the quality of
“betweenness.” This property can be illus-
trated by considering the human body as an
organism with a center and an outermost
boundary, the skin, which is also its most
extensive sensory system. The skin is the
periphery that acts as a barrier against the
environment by protecting the center and as
a connection to the environment by inform-
ing the center of conditions affecting sur-
vival. The human immunodeficiency virus
(HIV) crisis has underscored the implica-
tions for maintaining the integrity of physi-
ologic boundaries and reinforcing them via
artificial barriers.
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At the interpersonal level, margins medi-
ate the physical and emotional safety of in-
dividuals as they interact with others. Psy-
chic and emotional boundaries maintain
integrity, uniqueness, autonomy, and value
of the self in relation to others as well as of-
fer opportunities for social connection.?02!
Integral to the process of shaping these per-
sonal boundaries are individual perceptions,
intellectual abilities, and cultural influ-
ences, including gender role expectations,
religious beliefs, and ethnic values. For ex-
ample, investigation of US women’s self-
definitions suggest that they maintain more
open boundaries than do men, viewing
themselves as more contiguous with, and re-
sponsible for, significant others.?

These observations indicate that margins
are indeed intermediate, protecting and con-
taining in some circumstances, connecting
and extending in others. A logical nursing
approach to health promotion is to view per-
sons as having interrelated immunologic,
physical, and social boundaries, any or all of
which might be sites for intervention. View-
ing persons and health from the standpoint
of margins highlights the person—environ-
ment interface, which is consistent with
nursing’s perspective and germane to holis-
tic and culturally grounded aspects of well-
ness, illness, and healing.

Differentiation

Differentiation, the second property of
marginalization, is defined as the establish-
ment and maintenance of distinct identities
through boundary maintenance. “Main-
stream” society is depicted as at the center
of a community, and those relatively ex-
cluded from power and resources are at the
periphery.?3-2¢ Diversity of identities in-
creases with physical and social distance

“Mainstream” society is depicted as
at the center of a community, and
those excluded from power and
resources are at the periphery.
Diyversity increases with physical
and social distance from the center.

from the center. Experiences at the center
are hypothetically homogeneous, norma-
tive, and predictable. Distinctions in iden-
tity and experiences of oppression “repel”
individuals outward from the center. The
edge is thus an experiential place in which
peripheralized persons are distinct and iso-
lated not only from the center, but also from
one another. Their diversity is more pal-
pable and more consequential.
Differentiation has two aspects, the diver-
sity of identity that is found at the periphery
and the potential for stigmatization of those
identities that differ from the center. In
Western societies, the center of a commu-
nity is the seat of hierarchical power and the
conceptual location of the homogeneous
“majority.” People who differ from those at
the center, or from the projected image of
those at the center, are forced outward. It is
through pressing those viewed as “outsid-
ers” toward the periphery that the majority
defines itself.?” The marking or stigmatiza-
tion of outsiders thereby provides the center
with its identity.?®? By assigning negative
values to marginalized persons and groups,
those at the center reinforce their sense of
belonging and belief in a singular, moral
“reality.” The dynamics of scapegoating has
a long history in which selected “victims”
who symbolically embody the sins of the
majority are driven out of the societal cen-
ter.’0 The scapegoats in centuries past—her-



etics, witches, and madmen—were ostra-
cized, tortured, and sometimes executed to
complete the ritual. Modern-day scapegoats
include persons of color, gay men, lesbians,
addicts, illegal immigrants, and persons in-
fected with HIV.

Differentiation is a property of marginali-
zation that takes into account not only the
diversification of identity occurring among
racial, social, and cultural groups, but also
the varying degrees and types of peripheral-
ization that occur within these groups.
There is significant variability in accultura-
tion and accommodation within immigrant
groups, for example.3! In another instance,
persons of mixed race may be stigmatized
by the groups their heritages represent. Con-
versely, lighter skinned persons of color
may be more highly favored because they
have access to opportunities proffered by
the dominant Euro-American group.3? Stig-
matization is thus seen as a fluid, complex
process; identities are given meaning and
value according to their proximity to the
centers and margins of relevant reference
groups. The property of differentiation con-
veys that marginalization creates distinc-
tions within distinctions, a multiplicity of
identities that shift with varying political,
economic, and social circumstances.

From a postmodern theoretical perspec-
tive, it can be argued that the societal center
is empty, because no individual actually fits
the projected image completely.?s This per-
spective has been useful in countering
hegemonic theories. Nevertheless, post-
modernism is still predominantly the prod-
uct of male European theorists; its rhetoric
does not nullify the real existence of a pow-
erful group at the center that continues to
enforce policies from a central cultural and
political position. The impact of these poli-
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cies remains clearly visible in the daily lives
of those at the periphery of the society.?® In
other words, it is indisputable that some
people continue to be differentiated and
peripheralized on the basis of visible marks,
such as race, gender, appearance, and pres-
ence of disability; practices, such as reli-
gion, occupation, and sexual behavior; cul-
tural identities, such as sexual orientation
and ethnicity; associations, such as political
affiliation and national origin; stigmatized
illnesses and addictions; and social and eco-
nomic statuses.

Power

The property of power is defined as influ-
ence exerted by those at the center of a com-
munity over the periphery and vice versa.
Authority and control that flow from the
center outward are demonstrations of hier-
archical power. Innovation and resistance
originating from those at the margins to af-
fect the center are demonstrations of hori-
zontal power. Cultural change is an oscillat-
ing movement from center to periphery and
back again.** Innovations in political action,
music, visual arts, fashion, humor, and lan-
guage illustrate how those at the societal
center frequently must look to the periphery
for creative, original approaches. In a profit-
based economy, those at the periphery de-
pend on technologic and economic suste-
nance from the center. The center, in turn,
depends on the periphery for labor, con-
sumption of its products, and new ideas.

Inquiry and intervention often consider
only the movement of power and knowledge
from center to periphery, reducing marginal-
ized persons to entities in need of “develop-
ment”—that is, “welfare,” education, and
technical assistance. Some marginalized in-
dividuals are able to garner a measure of hi-
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erarchical power, usually only to the degree
that they compensate for or conceal their dif-
ferences from the dominant cultural images
and refrain from appearing powerful in their
own right. Inequities in political, economic,
and social resources are the basis for hierar-
chical power that sustains rulers, entrepre-
neurs, and bureaucracies at the expense of
least-ranking groups, including residents of
inner-city neighborhoods, Native Ameri-
cans, unskilled laborers, low-income single
mothers, children, and the homeless.

The power of the center depends on a rela-
tively uncontested authority; visibility of
marginalized populations presents a signifi-
cant challenge.?® The current debate about
lifting the ban on sexual minorities in the
military is a case in point. On one hand it
seems a moot point, since gays and lesbians
have always been in the military but have
remained hidden as such. On the other hand,
the integration of publicly acknowledged
gays and lesbians into the military becomes
a linchpin issue as it allows new counterim-
ages to invade traditional hierarchical defi-
nitions of power as exclusively male and
heterosexually identified. These counterim-
ages are a source of horizontal power.

Horizontal power is that which is exerted
by the marginalized in resistance to the he-
gemony of the center. It is often best ex-
pressed in solidarity among marginalized
persons, coalitions of diverse subgroups
who challenge underestimations of their in-
fluence and prerogatives. Rather than reject-
ing, ignoring, or trying to destroy differ-
ence, these efforts at valuing diversity
enrich movements for social change. Relat-
ing across human differences as equals cre-
ates power.%

A great deal of knowledge is situated at
the margins. Subordinated groups create

knowledge that enables them to resist op-
pression.!” Of necessity, they know a great
deal about their oppressors’ ways of think-
ing; the converse is seldom true. For ex-
ample, domestic workers are intimately fa-
miliar with their employers’ needs and
habits, while their employers may not even
know the names of the workers’ children or
where they live.36 Heterosexual people are
often shocked to learn details of gay and les-
bian subculture that has thrived in their cit-
ies for decades unknown to them. Gay men
and lesbians have no such lack of knowl-
edge about straight culture. Survival de-
pends on the ability of the marginalized to at
least emulate or mouth the values of the
dominant culture. Beyond survival, knowl-
edge about the dynamics and details of
those at the hierarchical center can be a
source of horizontal, liberating power for
the marginalized. Thus, marginalization not
only results in deprivation and power-
lessness, but also can provide a locus of re-
sistance and empowerment as well as the
possibility for overturning oppressive, hier-
archical power dynamics.?

Secrecy

A fourth property of marginalization is
secrecy. Secrecy is defined as confining in-
formation to establish interpersonal bonds,
maintain trust, and avoid betrayal. Secrecy
both creates and characterizes marginalized
social groups and environments.>” Secrecy
can be a means to coalition and protection
for the marginalized as well as a process
contributing to their marginalized status.
While marginalized groups often have more
knowledge about their oppressors’ ways of
thinking and being than is conversely true,
the exclusion of those marked as outsiders
by the center is often accomplished by with-



holding specific information from them that
could increase their access to resources.?
Those at the edges are often stymied by bu-
reaucratic red tape because they do not
know the “secrets” or shortcuts that insiders
are privy to. Also, if members of marginal-
ized groups do not have some modicum of
influence over schools, media, and other
cultural institutions, they cannot make their
perspectives known outside their groups.!”

Because the marginalized are often sus-
pected of betraying the mainstream, they are
forced to use secrecy, to hide their identities
or activities, for survival. For instance, on
the basis of identity alone, gay men and les-
bians, Jews, and communists have all been
investigated and blacklisted as traitorous
groups in the United States.* Helping orga-
nizations such as social services, scientific
research institutions, and public health de-
partments reach out from the center to the
periphery to encourage marginalized people
to disclose their secrets,® to trust that their
interests will be served.#! But by design,
many of these organizations are then forced
to use the information they have gathered to
betray the marginalized, as in cases of “wel-
fare fraud,” medical studies that reinforce
racist assumptions, and health databases
used to discontinue insurance coverage of
individuals at risk.’? “Passing” is a common
form of secrecy used by immigrants, refu-
gees, gay and lesbian persons, Jewish per-
sons, and those espousing suspect political
ideas.”> They keep their identities secret by
imitating majority appearances or behaviors,
sometimes even including the fabrication of
false names and personal histories. Passing
should be understood not as an intention to
mislead or defraud others, but as a means of
protection and evasion of dangers associated
with being discovered as an outsider.
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Activities considered morally taboo at the
societal center occur in marginalized envi-
ronments under the cloak of secrecy.
Marginalized environments include loca-
tions characterized by economic destitution;
joblessness; physical dangers; social isola-
tion; increased illness; and lack of access to
health care, police protection, and other re-
sources. Examples are areas near the bor-
ders of countries, abandoned urban slums,
and streets where predatory adults locate
runaway youths for sexual exploitation. In
these borderlands, the potential for violence
and illegal activity is escalated because the
inhabitants have been betrayed and secreted
away by the center. Those at the societal
center who have power, property, and mo-
bility exercise their privilege to engage
marginalized people in exploitive ways
while escaping the dangers and limitations
of living in marginalized environments. The
pace of exchange in illicit goods and serv-
ices, such as narcotics, pornography, and
the labor of sex workers and undocumented
immigrants, is accelerated by the stark con-
ditions in these fringe areas.

In locales of extreme conflict, boundaries
are drawn more tightly and bonds are inten-
sified via secrecy and intense loyalty. Social
bonds are concretized in a worldview of “us
against the world.” Betrayal of one’s peers
in such groups is highly unacceptable. Inter-
personal bonds forged in prisons and com-
bat situations are examples of this intensi-
fied connection to peers. Perhaps a less
obvious example is that of an African
American, low-income lesbian couple who
survive ostracism from both the Euro-
American lesbian community and the gen-
eral African American community through
a fierce commitment to one another and a
narrowing of their social world. Conditions
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of secrecy can thus create intense relational
bonds among members of marginalized
groups and reinforce profound distrust of
others, contributing to subsequent social
isolation and privatization of individual ex-
perience.

Reflectiveness

As a consequence of stigmatized differen-
tiation, disempowerment, and secrecy, mar-
ginalized persons have subjective experi-
ences that distinguish them from more
centrally located community members. The
inner worlds of marginalized persons mirror
the contradictions and pressures external to
themselves and create the necessity for con-
tinual, purposeful introspection. Marginal-
ized persons live “examined lives” out of
necessity. The property of reflectiveness
connotes both of these qualities, mirroring
and introspection. Reflectiveness is defined
as the fragmenting and conflicting psychic
effects on marginalized persons of discrimi-
nation, privatization, isolation, invisibility,
and fragmentation and the interior work that
is required to understand and compensate
for these effects.

A case in point is the plight of children
who go through the marginalizing experi-
ence of being physically or sexually abused.
They may take flight interiorly, compart-
mentalizing or dissociating negative experi-
ences, sometimes to the extent that they de-

The inner worlds of marginalized
persons mirror the contradictions
and pressures external to
themselves and create the necessity
Jor continual, purposeful
introspection.

velop alternate personalities to cope with
the contradictions and pain they experi-
ence.®? Such abuse, so well privatized and
kept secret, can lead to a profound sense of
isolation and inner fragmentation that may
persist into adulthood. A substantial amount
of psychic energy is bound up in internal
processes that are needed to cope with and
eventually to heal from such trauma.

Persons marginalized on the basis of race
or sexual orientation, for instance, internal-
ize their own identities as well as the nega-
tive, stereotypic mainstream images of
members of their categories,*** which re-
sults in another kind of inner fragmentation,
a splitting of the self-image.6 This conflict
regarding self-worth requires conscious, in-
trospective effort to resolve, usually with
the help of supportive others and the em-
bracing of empowering, positive counter-
culture images. The experiences of internal-
ized sexism, racism, and homophobia and
their resolution are not often accounted for
in theories of human growth and develop-
ment, identity formation, and health promo-
tion. Nevertheless, these processes occupy
significant life space and time for members
of marginalized groups. Lorde provided an
eloquent example:

Women of color in America have grown up
within a symphony of anger, at being silenced, at
being unchosen, at knowing that when we sur-
vive, it is in spite of a world that . . , hates our
very existence outside its service. And I say
symphony rather than cacophony because we
have had to learn to orchestrate those furies so
that they do not tear us apart. We have had to
learn to move through them and use them for
strength and force and insight within our daily
lives. Those of us who did not learn this difficult
lesson did not survive. And part of my anger is
always libation for my fallen sisters,26¢119



Those with hidden stigmatizing features
and those who have limited mobility and
access to others like themselves may have
only stereotypes against which to compare
themselves. Paradoxically, even those with
visible attributes that make them different,
such as skin color, can still be invisible. In-
visibility, in this case, is the experience of
not being seen or of being seen as an ob-
ject.?® The media reflects central images.
The occasional Asian American, Latino,
gay, or lesbian character in a film is often
presented in a negative light, so that youths
from these subgroups internalize very lim-
ited views of these persons.*’-*? Marginal-
ized persons can feel like “the only one”
who has transited particular stigmatizing
experiences. If they do not come to develop
knowledge of the heterogeneity within their
category, they retain a sense of self-unique-
ness that compounds their sense of isola-
tion.20

Persons who embody several boundaries
by virtue of multiple stigmas, cultures, or
marginalizing experiences can feel even
more displaced, more in between than those
clearly in one group or another.®>-52 For ex-
ample, the Latina refugee who is addicted,
is HIV positive, and has a history of incest,
experiences the alienating effects of gender,
racial, social, and traumatic marginaliza-
tion. The net result of these processes is a
sense of profound delegitimization—that is,
the sense of being an outsider in almost any
group.?6 With the capacity to introspect can
come the understanding that this sense of
alienation is neither imagined nor a result of
personal failure.

Marginalized persons not only have expe-
riences that are distinct from those at the
center, but also interpret reality differently.
That is, they have particular standpoints
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about the ways in which they are oppressed.
The capacity for reflecting on one’s margin-
ality is empowering in the sense that one can
strategize more effectively with increased
awareness of specific conditions of dis-
crimination, isolation, privatization, and op-
pression. Reflectiveness can be a double-
edged sword, however. The political
consciousness it engenders increases the
chances of survival and success. Yet those
who have the ability to be reflective, but
who lack sufficient social support and re-
sources for addressing the fragmentation
and isolation that they discover, may feel
their marginalization even more intensely.

Voice

Marginalized persons and groups have
ways of communicating that distinguish
them from those at the center. Hierarchical
power from the center, however, forces ma-
jority concepts to be expressed in the major-
ity language, resulting in the devaluing of
other voices. Marginalized persons and
groups are thus silenced within the domi-
nant stream of communication. Within this
silence, however, are other forms of expres-
sion created and used by the marginalized.
Voice, as a property of marginalization, is
defined as the languages and forms of ex-
pression characterizing marginalized sub-
cultures. Voice encompasses types of talk
and ways of telling. Three examples of
marginalized talk are “mixed talk,” “back
talk,” and “new talk.” A common way of
telling is narrative.

As central concepts and terms become
less applicable and meaningful, marginal-
ized persons and groups “mix talk” in their
attempts to understand their own experience
and exert their own power. Words from the
center are transformed and reframed by the
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marginalized, creating a powerful coun-
terlanguage, a “language of refusal” that
resists through preservation of collective
cultural memories.*¢ Biculturalism and bi-
lingualism facilitate exchange, which is the
currency of value in many marginalized en-
vironments. Hybrid words and creolized
or mixed languages, such as Pidgin, Tex-
Mex, and Chicano forms of Spanish, meet
the needs for cooperation and negotiation
that are essential for survival. Speakers of
mixed talk are in odd positions, however;
theirs is a border language not fully vali-
dated by the centers of any of the cultures it
mixes.>?

Those at the center exert power through
“misnaming.”® For example, the tension
between Euro-Americans and African
Americans is sometimes called the “race is-
sue,” as if color differences are inherently
problematic. From the standpoint of African
Americans, the appropriate term is “rac-
ism”; the problem is not skin pigmentation,
but domination of one group by another. To
counter misnaming and other forms of ex-
ploitation, people reclaim words previously
used to oppress, such as “queer” and
“black,” to reappropriate power and create
intellectual and cultural space. “Back talk
involves speaking to central, hierarchical
authority from the standpoint of equality,
questioning oppressive customs and cul-
tural expectations. The marginalized are not
expected to speak as equals to their “superi-
ors” at the societal center, giving this type of
talk the empowering element of surprise.

Marginalized experiences often lack pre-
cedents and do not correspond with frames
of reference proffered by mainstream me-
dia, so marginalized persons coin new
words to describe their experiences. “New
talk” is also needed to achieve palpably in-

tense expressions for painful qualities of
marginalized experiences, to create an es-
cape from them, or to compensate for hav-
ing to speak in a language that is not one’s
own.” Sometimes new terms and symbols
are incorporated into mainstream, central
language, but usually the depth of their
meanings remains enigmatic to those out-
side the particular subculture in which they
were created. Subcultural argot, as a type of
neologistic language development, thus
maintains boundaries and secrecy and helps
to preserve the safety of marginalized per-
sons.

When the languages of marginalized
groups have been barred from public and
written discourse, their members construct
and preserve experience in the form of sto-
ried knowledge: individual and collective
counternarratives.’ By relating actual epi-
sodes and mythic stories,”” storytellers pre-
serve the history of the group, provoke ex-
change of ideas, and meet political goals. A
narrative is not a passive account of reality,
but a form of mediation.’> Through telling
stories, narrators transact with an audience,
changing the power relationship.® In fact,
individual narratives take on collective sig-
nificance because the experiences of
marginalized persons occur in charged, nar-
rowed contexts, so that each event is magni-
fied and immediately politically signifi-
cant.”

If culture does indeed change through os-
cillation between center and periphery, the
narratives of those at the margins contain
valuable information. Experiences at the
margins represent aspects of the future and
the past that are usually repressed in ac-
counts emanating from the societal center.
The stories marginalized people tell can
thus illuminate histories that explain present



conditions of the larger society and suggest
a range of future possibilities for develop-
ment.

Liminality

As a property of marginalization, lim-
inality captures the sense of living and per-
ceiving at the edge.’*% Liminality is defined
as altered and intensified perceptions of
time, worldview, and self-image that char-
acterize and result from marginalizing expe-
riences. Marginalization has a liminal qual-
ity in that it carries crucial consequences for
human development, maintenance of self-
esteem, and health promotion and restora-
tion. The extremity of marginalizing situa-
tions clarifies the stakes involved. The loss
of comforting, stabilizing identities during
serious illness is a case in point. In such a
transitional period, when individuals face
life-and-death contingencies or irreversible
changes in their lifecourse, they are likely to
feel isolated from the societal center, if only
for a limited period of time. But time is per-
ceived in relation to the meanings attached
to pressing concerns. Perceptions of the
world and one’s place in it may shift radi-
cally during illness, along with previously
well-established priorities. Healers such as
nurses are often present during these kinds
of marginal, transitional experiences.5! As
witnesses to and facilitators of transitions,
nurses are intermediaries between persons
and their experiences, having both access to
and influence on the perceptions and mean-
ings attached to them.

Transitional experiences are often related
and always have health implications.®? They
create openings, ruptures in the daily fabric
of existence, in which new awareness can be
gained and new strategies incorporated.%>64
Health transitions may also be openings for
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further marginalization, with negative out-
comes. For example, individuals who test
positive for HIV may experience rejection
by family and friends, loss of health insur-
ance, depression, and ultimately a sense of
hopelessness and depersonalization if their
support needs are not met.

MARGINALIZATION,
VULNERABILITY, AND HEALTH

Marginalization has health implications
that can best be understood by explicating
its relationship to the concept of vulnerabil-
ity. Exploring the properties of marginal-
ization exposes the linkages between vul-
nerability and health for those living at the
edges of society and suggests that the health
consequences of marginalizing experiences
result not only from the perceptions of mar-
ginalized persons, but also from the contin-
gencies of their environments.

Vulnerability is defined as the condition
of being exposed to or unprotected from
health-damaging environments.!® One can
be physically, psychologically, socially, and
economically vulnerable to sources of ill-
ness. Vulnerability has negative and posi-
tive implications, as expressed in its two
major aspects of risk and resilience. Risk is
the increased potential for developing ill-
ness as a result of disproportionate exposure
to damaging environmental factors. Resil-
ience incorporates the capacities gained
from person-environment interactions that
foster survival.®>¢ Resilience includes not
only genetic predispositions and learned
abilities of persons, but also factors in their
surroundings that enhance well-being.
Many persons and groups who face adver-
sity due to marginalization develop durable
individual and collective survival strategies
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There is significant variability in
resilience among marginalized
persons. Strategies, supports, and
skills that are effective in one
environment are not always
effective in other circumstances.

in relation to their environments that differ
from tactics used by those at the societal
center.?? They may also have personal or so-
cial characteristics that enhance their
chances for successful development, health
maintenance, and recovery, despite con-
straints. There is significant variability,
however, in resilience among marginalized
persons across adverse circumstances.
Strategies, supports, and skills that are ef-
fective in one environment, at one stage of
development, in response to one type of
marginalization are not always effective in
other circumstances.

Each of the properties of marginalization
carries elements of risk and resilience that
have health consequences. Intermediacy
suggests that interpersonal barriers may be
obstacles as well as sources of protection.
Differentiation implies that diversity can be
stigmatized by the central “majority” while
honored and celebrated by members of
one’s group. Power refers to the negative
impact of domination as well as the creative
forces of coalition and solidarity. Secrecy
involves fear of betrayal and exclusion via
tight interpersonal bonding, yet also pre-
serves trust and a sense of belonging. Re-
flectiveness reveals how social processes
engender internal fragmentation, an aware-
ness that can be demoralizing or empower-
ing, depending on whether there is adequate
support from others. Voice carries implica-

tions of being silenced and misunderstood
as well as the possibility for positive, pow-
erful expression. Liminality characterizes
experiences that are often fraught with dan-
ger and yet may be invaluable opportunities
for change and insight.

Although nurses often focus on risk in
dealing with vulnerable populations, resil-
ience is an important aspect of marginal-
ization, because it fosters understanding of
how individuals and groups creatively ma-
neuver and use resources at hand to avoid
illness and to maximize their chances for
survival.®’ The health of those who are mar-
ginalized is relevant to that of the whole
community, because marginalized persons
comprise a community’s most at risk, but
perhaps most resilient, members. Without
knowing the health-related responses of the
marginalized, community health assess-
ments will be sorely inadequate in estimat-
ing communicable and toxic disease threats
and in suggesting solutions to problems
stemming from social alienation, economic
deprivation, and political repression. Ac-
cess to health resources is only part of the
struggle for marginalized persons. They
must also have the political and economic
resources to ensure their basic needs and the
social legitimation and respect necessary to
make decisions affecting their health.

IMPLICATIONS FOR NURSING
RESEARCH, THEORY, AND
PRACTICE

As a nursing concept, marginalization im-
plies a deliberate focus on functions of
boundaries; peripheralized persons; envi-
ronments at the borders; and liminal, transi-
tional human experiences, especially as
each of these relates to health and illness.



This focus creates a unique lens through
which to view nursing phenomena. By ex-
amining the margins, nurses can gain
knowledge about the whole that has previ-
ously been unavailable to us. With mar-
ginalization as a guiding concept, inquiry
can more accurately explicate the health and
health care of diverse populations, because
it helps us to avoid universalizing empirical
and clinical approaches and impresses on us
the need to approach members of marginal-
ized groups with an ear to their experiences
and an eye to their struggles.

Questions from the margins

The source and focus of questions for in-
quiry are uniquely shaped if one takes the
perspective of the marginalized. Who are
the people at the margins, and what risks do
they face? What questions are relevant to
those who have had little voice in shaping
health sciences research? How might prob-
lems be renamed and reconceptualized ac-
cording to the experiences of those who ex-
ist far from the societal center? What
problems do specific marginalized indi-
viduals and groups identify regarding their
own health? How do borders and bound-
aries function in relation to illness? Does
life at the edge protect or expose? What
interiorized perceptions and environmental
contingencies guide marginalized persons
as they make decisions about health behav-
iors? What strategies are most durable, and
what environmental resources are most ef-
fective for marginalized persons in terms of
health promotion, avoidance of illness, and
recovery? How do hierarchical power dy-
namics affect the health of stigmatized
groups? How does betrayal by the center
become manifest in the daily experiences of
marginalized youths? What factors contrib-
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ute to survival and resilience in marginal-
ized environments?

Marginalized persons are seldom directly
consulted about their opinions and experi-
ences, largely because most research mod-
els depend on hierarchical power dynamics
in which predetermined information is elic-
ited from representative *‘subjects” under
conditions that are designed to “control for”
variables considered extraneous or con-
founding. Such processes constrain partici-
pants and mold the findings to fit the con-
ceptual framework of the researcher.
Members of marginalized groups often
avoid participation in research because they
find the atmosphere and conduct of research
to be adversarial, lack an investment in the
research questions, or mistrust researchers’
motives.!” Questions about the genetic pat-
terns of sickle cell disease, for example, are
not equally valued by scientists and those
affected by the disease. The latter are prob-
ably more concerned about access to serv-
ices, pain relief, and improvements in daily
functioning. These client-oriented questions
seem very much within the realm of nursing
inquiry.

While many marginalized communities
are asking for research that is “traditional”
enough to be persuasive to policymakers
and program funders, they want more-inclu-
sive, participatory methodologies. One key
to success in knowledge development with
diverse populations is to invite marginalized
people to talk at length about the health
problems they face, the obstacles that block
their access to health care and other re-
sources, and what they believe is needed to
remedy their situations. While this seems
almost too simple to be efficacious, the truth
is that it is rarely done in research or practice
in any discipline.
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Relevant design

Designs for inquiry also change when one
is guided by the concept of marginalization.
Knowledge development is no longer re-
stricted to traditional research, but includes
individual therapeutic alliances, group fo-
rums, storytelling, participatory research,
political action, and any other means by
which understanding is expanded and
theory is developed by engaging marginal-
ized persons and groups in the process. Re-
search is a communal endeavor, and the
knowledge it yields is public property. This
means that professional researchers and cli-
nicians should synchronize their efforts
with the needs and prerogatives of margin-
alized persons and refrain from unilaterally
imposing preselected projects and solu-
tions.58

As Collins said, “One cannot use the same
techniques to study the knowledge of the
dominated as one uses to study the knowl-
edge of the powerful.”'7®75h She suggested
that it requires more ingenuity to examine
the standpoint of marginalized persons, who
have had to create independent ways of
knowing and doing to survive outside the
center. Traditional research methods often
force members of marginalized groups to
objectify themselves, displace their own
motivations, and confront researchers who
have more social, economic, and profes-
sional power than they. Studies of incidence
and prevalence of various diseases, for in-
stance, target marginalized groups, but of-
ten only as reservoirs of infection and dan-
ger, stigmatizing them in the process. One
example is research about violence that em-
phasizes the high rates of homicide among
young men of color without a thorough un-
derstanding of the contexts and conditions

of these young men’s lives. Stigmatizing
stereotypes about marginalized groups can
persist in spite of empirical results, as in
studies of female sex workers and the HIV
epidemic in the United States. An increased
prevalence of the virus has not been sup-
ported in the data, yet the nearly indestruc-
tible stereotype that these women are dan-
gerous disease carriers has persisted.®?

It is the authors’ contention that micro-
scopic descriptions of experiences at the
margins hold the promise of capturing the
specificity, scope, and variability of health-
related phenomena in ways that measures of
central tendency simply cannot. Seldom are
those at the margins studied in their own
habitats, from their own perspectives, as ex-
perts on their own lives. Research that aims
to describe marginalized persons uncovers
not only needs but also strengths and inno-
vative strategies for survival that such per-
sons and their social networks create. For
example, studies demonstrating how indi-
viduals thrive despite stigmatizing illness
yield important information about basic
health-maintenance strategies. Because of
the harsh conditions at the periphery, work-
able health-promoting strategies developed
there are likely to be stable and also poten-
tially effective for those existing nearer the
center.

Language is of critical importance in the
design of inquiry. Language about the pro-
cesses of research and theory as well as lan-
guage expressing the content of findings
should be meaningful and understandable to
both researchers and consumers. Using
rigid methods of data collection, such as
forced-choice questionnaires or highly
structured interview formats, may be a way
of silencing marginalized people. This is es-
pecially true when the terminology used re-



flects researchers’ preconceived notions
about what is relevant. For example, re-
searchers might draw blank stares if they
ask low-income women what their concept
of “wellness” is. On the other hand, such
persons may have a lexicon of their own
terms that are relevant to the concept of
wellness, such as “surviving,” “getting
through,” and “listening to your gut feel-
ings.” Theory development should use lan-
guage that functions as a bridge between the
substantive knowledgebase of the discipline
and actual contexts of health-related phe-
nomena, achieving a necessary level of ab-
straction without losing the diversity, inten-
sity, and particularity of marginalized
experiences.

Sampling to enhance diversity

The casting of probability-based statisti-
cal nets over communities may fail to recog-
nize heterogeneity at the boundaries and the
increasing differentiation of experiences
from center to periphery. Statistical meth-
ods assume that persons are analogous to
identical “cells” in a grid that can be accu-
rately accessed through randomization, a
process ensuring that each cell has an equal
chance of being tapped. Communities are
less like grids and more like unique organ-
isms, exhibiting diverse characteristics and
processes in each of their parts. Communi-

The casting of probability-based
statistical nets over communities
may fail to recognize heterogeneity
at the boundaries and the
increasing differentiation of
experiences from center to
periphery.
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ties are not oceans of identical fish to be
snared in random sampling nets. Communi-
ties are made up of many interacting subcul-
tural groups, which in turn comprise unique
individuals situated in particular contexts.

The care taken in choosing where to
sample the tissue for a biopsy is analogous
to planning research that respects persons
and communities in their organicity and
complexity.” Microscopic margins of
biopsied tissue samples provide compre-
hensive information about the whole
body—that is, the nature of illness, its ex-
tent, and even its outcome. In another anal-
ogy, even small changes in peripheral struc-
tures of the body, such as size, shape, color,
texture, and movement of extremities, can
reveal central functions. Likewise, sam-
pling at the margins can be informative
about the health of the whole community.
But special efforts need to be made to repre-
sent the diversity at the margins, which is
greater than at the center. This may require
overrecruitment of various marginal sub-
groups using a theoretically sound scheme
to adequately explore “bites” of the hetero-
geneous edges versus the homogeneous
center.

Innovative approaches including time and
resources for building trust, collaborating
with community members, and power shar-
ing are needed for research and knowledge
development with groups who have had to
construct layers of secrecy to protect themn-
selves and with those who participate in
highly stigmatized activities. Conventional
approaches to preserving the safety and con-
fidentiality of research participants may not
be adequate for specific marginalized
groups. In these cases, protective strategies
must be carefully designed and incorporated
at each phase of the research process.
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Reflexive involvement

Reflexive involvement refers to establish-
ing and maintaining solidarity with the
marginalized throughout the knowledge de-
velopment process. Research, theory, and
practice with marginalized persons and
groups can be obstructed by a lack of trust,
understandable in the light of secrecy, stig-
matization, and other dynamics associated
with marginalization. Investigators can feel
betrayed when marginalized persons con-
ceal information or fail to comply with their
instructions. Marginalized persons can feel
betrayed when research findings are not dis-
seminated and used to improve their daily
lives, but are instead used to justify repres-
sive policies. They can also feel betrayed
when health services are inaccessible, cul-
turally incongruent, or abruptly withdrawn
after the research project is ended. Margin-
alized persons resent the “rip and run” prac-
tice of extracting data to support the theo-
retical interests and career advancement
needs of researchers without a reciprocal
process. Reflexive involvement makes
nurses accountable for providing partici-
pants with the opportunity to speak freely in
their own words, the power to affect the de-
sign of investigations and interventions, and
compensation for individual and commu-
nity involvement.”0-72

The properties of marginalization ought to
be viewed not as obstacles to the research
process, but rather as elements of a frame-
work for assessing the safety, sensitivity, rel-
evance, and empowering capacity of a given
approach to inquiry. Establishing trust is not
merely an interpersonal issue. It involves
changing the images of research and institu-
tional health care practice that are etched in
the minds of marginalized groups through a

long history of exploitation, exclusion, and
misrepresentation. In fact, these images can-
not really be changed until the structures that
perpetuate them are changed.”

The fragmenting and isolating effects of
stigma, secrecy, and mistrust require
nurses’ compassionate, partisan commit-
ment to the interests of marginalized
groups.® To develop knowledge with mar-
ginalized persons and groups who have
been so frequently silenced within the domi-
nant stream of communication, nurses need
to identify and investigate other forms of
expression that they have created and used.
Knowledge may be gained through emo-
tions rather than words, verbal performance
rather than text, political action rather than
cognitive appraisal, or behaviors of a daily
life of work and caring rather than answers
to standardized questions.

Marginalized people often tell through
stories, theorize through narratives.™ Elicit-
ing and analyzing narratives, therefore, pro-
vide a channel of communication between
the marginalized and the community as a
whole. Such inquiry not only constitutes re-
search, but also functions as mediation.
Telling one’s story without the language
constraints inherent in questionnaires and
structured interviews is empowering for
marginalized persons, because it overcomes
the invisibility and silencing they are so fa-
miliar with. Most narratives not only relate
actual experiences, but also convey inter-
pretive reflections on those experiences.
Narratives therefore represent processes of
self-inquiry that allow for the sharing of
power in research and practice.”

Knowledge development includes all of
the processes that generate theory to guide



nursing practice. Theory should not be a
collection of static concepts generated from
within the discipline, accounting only for
majority-based, norm-referenced observa-
tions. Theory should have currency as vivid,
substantive reflections of the full spectrum
of human experience from margin to cen-
ter.”s Marginalization as a guiding concept
provides direction for scholarship that em-
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