
ABSTRACT 

ROGERS, BRANDON RILEY. The Bisexual Health Threat: Materializing Bisexual Men 

through US Public Health. (Under the direction of Dr. Nicholas Taylor). 

 

In this dissertation, I investigate how bisexual men have materialized as public health 

problems in the US since the early 1980s through their entanglements with media apparatuses 

that define, count, measure, and analyze them. The title of this dissertation, The Bisexual Health 

Threat, describes two phenomena simultaneously: the factors that threaten the health and health 

equity of bisexual populations (i.e., the ‘bisexual health’ threat) and the threat that bisexual 

people—primarily bisexual men—pose to the rest of the American public (i.e., the bisexual 

‘health threat’). By reverse-engineering the apparatuses that make bisexual men into different or 

recurring public health problems, I highlight the biopolitical tension that emerges as bisexual 

men are problematized through their interactions with technology, biology, and statistics. 

Apparatuses of public health problematization can align with institutional tactics of governance; 

however, they also contour how public health problems enter policy debates, thereby providing 

an opportunity for the redefinition of such problems as well as a reconfiguration of who or what 

is held accountable for causing and addressing them. This dissertation therefore addresses 1) how 

media have aided in the problematization of bisexual men as public health concerns in the US 

since the AIDS epidemic began and 2) what’s at stake in materializing bisexual men as some 

kinds of public health problems and not others.  
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INTRODUCTION 

The Bisexual Health Threat 

On the 20th anniversary of Bi(sexual) Visibility Day (September 23, 2019), the National 

Institute of Health’s (NIH) recently formed Sexual and Gender Minority Research Office 

(SGMRO) hosted a workshop on bisexual health, a first in the organization’s 130-year-long 

history. This aptly named “Bisexual Health Workshop” brought together 23 academics, 20 NIH 

staff members, and a non-profit bisexual activist organization (BiNetUSA) in a heavily curtained 

conference room in Bethesda, Maryland, and nearly 300 other viewers attended via a live 

webcast (National Institutes of Health 2019). The event was designed to allow researchers 

working on bi+ health disparities an opportunity to collaborate with one another to identity 

research opportunities and future directions for bisexual health research.1 In their summary 

document, the SGMRO condensed the work done during this six-hour-long workshop into 

priorities for four key research areas, and one goal appeared across all four: a call for more 

research on how policy and structural factors impact bi+ health disparities.  

Such a call to action is nothing new for sociological and cultural scholars of sexuality 

who have long emphasized the connection between social structures and sexuality-based 

oppression (Epstein 1994; Gammon and Isgro 2006; Steinman 2011); however, this claim that 

public health officials should investigate how policies might negatively impact bisexual people’s 

health stands in stark contrast to much epidemiological research into bisexual people—especially 

 
1 Here, the NIH (2019) draws from bi activist Robyn Ochs’ definition of bisexual or bi to mean 

“a label used by those with the potential to be attracted, romantically and/or sexually, to people 

of more than one sex/gender, not necessarily at the same time, not necessarily in the same way, 

and not necessarily to the same degree” (1). Additionally, they use bisexual+ or bi+ as “an 

umbrella term to capture a range of non-monosexual identity terms, including but not limited to: 

bisexual, pansexual, queer, demisexual” (1). 
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bisexual men—for most of recent history. Prior to the AIDS epidemic, bisexual people didn’t 

matter much for public health in the United States; in fact, they were rarely mentioned in 

biomedical literature at all. According to Callis (2009), “the medicalization of ‘homosexual acts’ 

forbids the creation of a bisexual person [for much of the 20th century], because all individuals 

who were sexually active with others of the same sex were labeled as homosexual” (224-225). 

Medical inquiry into the “homosexual” helped separate homosexuality and heterosexuality by 

bestowing psychobiological properties to one or the other and aided in the stabilization of 

homosexuality as a social, biological, and real phenomena. The fact that different iterations of 

the ‘homosexual’ emerged (e.g., as a social problem, an illness, an identity, etc.) only added to 

the reality of homosexual men (Foucault 1990; Griffiths 2016). Foucault (1990) described this 

heterogenous ensemble of “a personage, a past, a case history, and a childhood…a type of life, a 

life form, and a morphology, with an indiscreet anatomy and possibly a mysterious physiology” 

as part and parcel of the making of the homosexual into a “species” (43); however, bisexuals 

were denied such a presence because any form of homosexual desire chained them to 

homosexual identities in the eyes of medical institutions and the state (Callis 2009; Eadie 1993; 

Gammon and Isgro 2006). As Callis (2009) notes, “Because ‘bisexual acts’ did not exist within 

medical discourse, there was no corresponding bisexual species” (225). 

The AIDS epidemic rapidly thrust bisexual men into such discourses as they rather 

suddenly became the new bête noir of this ‘gay plague’ (Grover 1987). When news began 

circulating that an infectious sexually transmitted disease was to blame for the deaths of a 

growing number of gay and bisexual men, these people who were at heightened risks for 
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contracting the disease became seen as a biosecurity threat to the ‘general population.’2 No threat 

was more dangerous though than the bisexual man. Bisexual men, people feared, would smuggle 

the disease from its supposed containment in certain groups (namely, homosexuals, 

hemophiliacs, Haitians, and heroin users) to the rest of the American public. This (statistically 

unsupported) idea that bisexual men served as a primary conduit for injecting straight 

populations with AIDS came to be known as the bisexual bridge theory, and this bridging 

potential of bisexual men operated as the primary if not sole reason to study this population 

within US public health for nearly 30 years. The predominant reason why bisexual men mattered 

for public health during this time was because they supposedly posed a unique and dangerous 

threat to the health of the (straight) American public that went beyond the epidemiological 

dangers allegedly presented by ‘homosexual’ men. 

These tales of bisexual people’s interaction with US public health—especially those 

involving bisexual men—highlight an oft-forgotten element of public health practice: public 

health aims to solve problems, but in doing so it also delimits what problems emerge and what 

these problems emerge as (Bacchi and Goodwin 2016; Hoeyer, Bauer, and Pickersgill 2019). 

Before the AIDS epidemic, bisexual men weren’t marked as problems because homosexual acts 

 
2 I place ‘general population’ in scare quotes here to emphasize that the concept is far from 

descriptive of a natural, value-neutral, or inherent category. As I explore more in Chapter 2, by 

discussing AIDS transmission from high-risk groups to the general population, the contemporary 

users of the term—namely media producers, public health officials, and politicians—delineated 

the boundaries of citizenship so that high-risk groups were configured as outside of or separate 

from those at lower risk. Grover (1987) positions this boundary work as a process for solidifying 

a causal relationship: “The asexuality, the vagueness of the term [‘general population’] stands in 

opposition to the descriptive terms applied to most PWAs [Person with AIDS]—homosexuals, 

gays, junkies, IV drug users. According to the term’s users… ‘the general population’ is 

virtuously going about its business, which is not pleasure-seeking (as drugs and gay life are 

uniformly imagined to be), so AIDS hits its members as an assault from diseased hedonists upon 

hard-working innocents” (23). 
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were deemed the problem to worry about; as AIDS seeped out of high-risk groups in the early 

1980s, bisexual men became “sexualized killers” of the American public (White 2001, 41); and 

when the SGMRO met for the first time in NIH history to discuss bisexual health, state policies 

and structures showed up as the problems that mattered for public health officials to address 

(National Institutes of Health 2019). In all these cases, public health produced bisexual men as 

some kinds of public health problems and not others. 

Public health is therefore implicated in creating, producing, and obscuring problems that 

matter for its interventions and investigations, but what these problems are or what they entail is 

not completely determined by intentionality or even strictly controlled by people or federal 

health agencies. Instead, these problems arise in part through their interactions with various 

biopolitical discourses, cultural understandings of infection and the role of public health in 

American society, and the media that render certain types of people and behaviors calculable, 

knowable, governable, and in need of intervention. Karen Barad (2007) broadly describes this 

entanglement of matter and discourse—of media instruments and other socio-cultural factors—as 

an apparatus, which acts as a multilateral series of boundary-making practices that “produce 

differences that matter” to the exclusion of possible alternatives (146). All sorts of material-

discursive phenomena make up a given apparatus: reporting documents, standards, protocols, 

biological samples, news stories, public fears, television shows, books, law, medicine, data, and 

the list goes on and on. Apparatuses then are always in flux and constantly take shape in relation 

to other apparatuses. In Barad’s (2007) words,  

Apparatuses are not preexisting or fixed entities, they are themselves constituted through 

particular practices that are perpetually open to rearrangements, rearticulations, and other 

reworkings…[A]ny particular apparatus is always in the process of intra-acting with 

other apparatuses, and the enfolding of phenomena…into subsequent iterations of 

particular situated practices constitutes important shifts in the particular apparatus in 
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question, and therefore in the nature of the intra-actions that result in the production of 

new phenomena, and so on” (203).   

By using the apparatus as an analytical tool, the apparatus of scholarly inquiry (i.e., one that 

delimits why an apparatus is an important concept for the study at hand) cuts up and defines the 

apparatus under investigation. The apparatuses that I bring together in this dissertation then are 

not fixed end states but rather temporary and contingent stabilizations that describe and produce 

some facets of bisexual men’s problematization within US public health. Multiple apparatuses 

and combinations of apparatuses make “bisexual men” into certain public health problems—and 

media play a central role in these processes. 

For Barad, apparatuses describe both systems of relations and instruments of observation. 

Media technologies then are more than texts and materials. They are part and parcel of 

apparatuses that make and solve problems systematically through “a myriad of material 

configurations and discursive formations” (Barad 2007, 204), which increasingly rely on the 

creation, distribution, and analysis of data (Packer 2013; Monea and Packer 2016). Due in no 

small part to the HIV/AIDS epidemic of the late 20th century, incorporation into public health 

surveillance methods and statistical analyses (as seen in the “Do Ask, Do Tell” campaign and 

recent advocacy for sexual orientation and gender identity questions in national health surveys, 

in particular) has become a foundational imperative of LGBT health activism in the United 

States. As Steven Epstein (2003; 2007) remarks though, such alignments to “state-centered 

LGBT health politics” come with both their risks and rewards. Bisexual men occupy a unique 

position in this amalgamation of activism and statistics because bisexual men’s identities have 

been simultaneously refuted and pathologized through these practices. Corey Flanders (2018) 

makes a similar observation when she pointedly suggests, “A paradox that arises between the 

evidence of negative attitudes toward bisexual men and the denial of the existence of bisexual 
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men, is that it is unclear how people can have negative attitudes and specific stereotypes about a 

population that is thought not to exist” (133). This double-edged sword of erasure and 

marginalization in the public sphere also percolates within the field of public health.  

During the height of the AIDS epidemic, ‘poz’ (HIV positive) bisexual activist David 

Lourea, for example, successfully petitioned the San Francisco Department of Public Health to 

include bisexual men in their official AIDS statistics (Raymond and Highleyman 1995). Over the 

next few months, several other health departments around the country would follow this model 

and begin to consider bisexual men, whereas they had previously only recognized gay men in 

their measurements. However, this turn towards validation through surveillance quickly 

transitioned from visibility and empowerment into stigmatization and epistemological erasure as 

such data was either compiled into homogenized accounts of sexual behaviors (see Chapter 2) or 

used to pathologize bisexual men as an “AIDS time bomb” for the spread of the disease into 

heterosexual communities (McCormick 1988); see Chapter 3). These practices of erasure have 

inspired a handful of studies to operationalize the historical connections between LGBT visibility 

politics, political inclusion, and social justice to advocate for more and better bisexual 

representations in sexual health research (Feinstein and Dodge 2020), legal documents (Marcus 

2018), health policy (Feinstein et al. 2019), and public health discourse (Young and Meyer 

2005). 

An underlying assumption about collecting and categorizing health data along lines of 

sexual orientation—especially in the 2010s—is that such data will provide evidence of health 

inequalities that will then be used to hold the state accountable for such disparities (Sell 2017). In 

reality though, data are much more unruly. They emerge through social, political, and material 

entanglements that can operate as much as practices of governance as they do of resistance, and 
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reconfiguring data collection apparatuses produces different problems and offers different 

solutions (Gitelman 2013; Krieger 2019; Bouk 2020; Bouk, Ackermann, and boyd 2022). 

Population data, like those requested by bisexual activists and federal health agencies alike, are 

not truth-finders or soothsayers; they are object-makers and world-builders. They simultaneously 

represent, criticize, and create often conflicting realities (Bruno, Didier, and Vitale 2014). 

Translate this understanding of data to the realm of public health research, and it becomes readily 

apparent that being counted is a much more complicated business than it first appears. As 

Hoeyer, Bauer, and Pickersgill (2019) make clear, “How public health law, policy, and practice 

operate is profoundly shaped by the social and material infrastructures through which data on 

health needs are generated and populations come into being as objects of knowledge” (462, 

emphasis added). 

In this dissertation, I investigate how bisexual men have materialized as public health 

problems in the US since the early 1980s through their entanglements with media apparatuses 

that define, count, measure, and analyze them. By reverse-engineering the apparatuses that make 

bisexual men into different or recurring public health problems, I highlight the biopolitical 

tension that emerges as bisexual men are problematized through their interactions with 

technology, biology, and statistics. The title of this dissertation, The Bisexual Health Threat, 

points to this “slippage between knowledge, activism and political intervention [that] signals the 

enduring presence of the classic biopolitical tension between power and knowledge characteristic 

of the wider field of public health” (Hoeyer, Bauer, and Pickersgill 2019, 461). It does so by 

describing two phenomena simultaneously: the factors that threaten the health and health equity 

of bisexual populations (i.e., the ‘bisexual health’ threat) and the threat that bisexual people—

primarily bisexual men—pose to the rest of the American public (i.e., the bisexual ‘health 
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threat’). Apparatuses of public health problematization, which take center stage in this project, 

and I cover in more depth in the next chapter, can align with institutional tactics of governance; 

however, they also contour how public health problems enter policy debates, thereby providing 

an opportunity for the redefinition of such problems as well as a reconfiguration of who or what 

is held accountable for causing and addressing them. This dissertation therefore addresses 1) how 

media have aided in the problematization of bisexual men as public health concerns in the US 

since the AIDS epidemic began and 2) what’s at stake in materializing bisexual men as some 

kinds of public health problems and not others.  

Several critical scholars have become wary of activists’ prioritization of increased public 

health surveillance as a means for achieving health equity or as a goal in-and-of itself (Epstein 

2007; Molldrem 2019). According to such critics, LGBT inclusion and incorporation into health 

statistics can operate as part of a biopolitical paradigm in which data acts as a “free-floating 

legitimator” for oftentimes constrained definitions of sexuality and health that closely align with 

institutional tactics of governance (Dean 2015; Epstein 2003; Race 2017; Packer 2013). The very 

act of categorizing and counting is one of social control. By focusing on “bisexual men” in this 

dissertation, I am not directly questioning its forwarding of the natural a priori categories of both 

“bisexual” and “man.” Although it is important to recognize the constraints that such categories 

produce, my focus is on how—and exactly how—bisexual men show up within public health, 

and in many cases, these categories do show up as ahistorical, natural, and otherwise rather 

obvious ways to cut the world apart.  

My use of “bisexual men” here—and throughout this dissertation—then takes on a much 

different meaning than how the term might be used in everyday language. In fact, it might not 

even be recognizable by the people who use the term as a self-identity. I deploy “bisexual men” 
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in this project to describe a specific material-discursive production that emerges through US 

public health and congeals as activist organizations, media outlets, and governmental health 

agencies draw upon, fight against, and co-emerge alongside biometric and statistical practices in 

the fields of sexology and public health. I use the phrase “material-discursive” here to emphasize 

that this iteration of bisexual men is an object of knowledge produced through specific 

sociohistorical discourses and material arrangements that render it seeable, sayable, knowable, 

measurable, and calculable within the field of public health (in some ways and not others). This 

“bisexual man” then is far less a descriptor for a type of person than it is an object of scientific 

inquiry. The “bisexual men” of this dissertation describes a category of empirical investigation 

and intervention that has emerged through and been forwarded by US public health researchers 

and agencies over the last 40 years. In short, it describes a population.  

Populations within public health research are rarely and loosely defined. As Krieger 

(2012) notes, “although the idea of ‘population’ is core to the population sciences [like public 

health], it is rarely defined, especially in sciences dealing with people, except in abstract 

statistical terms” (635). For the most part, a population in the field of public health is described 

as an element of statistical sampling, and it acts as a categorical schema for defining a “group of 

people with a common characteristic” (Aschengrau and Seage 2013, 53). However, as Foucault 

(2007) notes, a population is not a natural taxonomy to be discovered, ordered, counted, and 

made visible; instead, a population is produced through data collection and statistical analyses, 

which themselves are “embedded and integrated within a social system whose logics, rules, and 

explicit functioning work to determine the new conditions of possibilities” (Cheney-Lippold 

2011, 167). Populations—like the population of bisexual men around which my dissertation 

revolves—are products and producers of historically situated data practices that identify, 



   

10 

 

separate, reduce, and enact differences that matter (Moreira and Palladino 2011). To study 

bisexual men as a population then is to take seriously how these entanglements circumscribe how 

bisexual men come matter for public health—as groups in need of attention, assistance, and/or 

government control. 

In describing this project to others (especially those outside of traditional academic 

institutions), I’ve often summarized its overarching argument without any reference to bisexual 

men at all. Instead, I’ve tried to hook listeners by telling them that I’m studying how populations 

of concern within public health come into being through the interactions of documents, research, 

medical tools, and news coverage to different ends. I remind them that public health generally 

collects people in certain ways, does some kind of research, and then uses its findings to 

showcase how these groups face or pose unique public health problems, which can bestow them 

with blame, targeted interventions, or even assistive programs.3 This project can therefore be 

seen as a dissertation about bisexual health that is not immediately concerned with the 

perspectives, behaviors, and situated practices of actual bisexual men; instead, it’s invested in 

understanding how the bendy boundaries of “bisexual men” take on meaning and materiality 

within a public health system and logic that are increasingly implicated in allocating rights, 

responsibilities, and resources. Although I focus my attention on bisexual men as an object of 

knowledge within public health and not on the lived experiences of bisexual men, I write this 

work on populations and material-discursive productions with a deep investment in bisexual 

politics and the strategies by which bisexual people—especially bisexual men—make themselves 

known.  

 
3 During the age of COVID-19, orienting this conversation around the example of the “vaccine 

hesitant” population has proven especially attention-grabbing.  
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For the last 40 years, advocates of bisexual men’s health equity have sought validation 

and recognition through public health statistics, but they have had a complicated relationship 

with this form of statistical visibility as it either builds them as bridges, buries them within 

aggregated data categories, or—on rare occasions—blames state policies for their health 

disparities. The US has seen numerous improvements in health outcomes across race, class, 

gender, and sexuality since the mid-20th century, and I by no means intend to neglect or 

undermine these achievements. Following Epstein (2003), I acknowledge that state and federal 

recognition in health policy has emancipatory potential and “very real, practical benefits” for 

LGBT+ people, but by extrapolating the material-discursive production of bisexual men within 

public health, I also draw attention to how these hopes, desires, assumptions, interpretations, and 

consequences nestled within public health data are part and parcel of a biopolitical paradigm of 

compulsory disclosure, which valorizes openness to public health surveillance as a primary tenet 

of citizenship.4 Biomedicine and population (health) sciences have increasingly gained 

epistemological and political power since the mid-1980s, and statistical visibility has become 

conflated with political enfranchisement: “to be seen, known, and acknowledged is to be 

counted” (Hoeyer, Bauer, and Pickersgill 2019, 486). While it’s true that in some cases LGBT+ 

activists and the state have both benefited from these forms of heightened visibility/surveillance, 

 
4 I elaborate on the concept of “compulsory disclosure” in the next chapter (Chapter 1). In short, 

Decena (2008) argues that non-disclosure about sexual history and preference has become 

pathologized–and I would add moralized–in the 21st century. To not be counted is a dangerous 

game in regards to public health and political activism since population knowledge/data has 

gained so much power/traction in policy argumentation. All of the apparatuses that render 

bisexual men knowable and countable rely first and foremost on their being out to data 

collection. This is most strongly shown in Chapter 4 with men on the down-low, but it also runs 

through many of the chapters in this dissertation (albeit more implicitly). 
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these biopolitical processes have historically manifested as double-edged swords, especially in 

regards to epidemiological research on bisexual men (Elbe 2005). 

Methodology 

One of my major aims in this project is to follow bisexual scholars’ suggestions to 

identify specific material mechanisms of bisexual erasure and production (Steinman 2011; 

Monro 2015).5 To meet this objective and the other goals of this project, I use a combination of 

media genealogy (particularly media problematization) and feminist technoscience (with an 

emphasis on materialization). This combination of approaches recognizes the crucial but 

nowhere-near-neutral capabilities of media (from measurement tools to reports) to create, 

reinforce, capture, orient, connect, differentiate, stigmatize, govern, and legitimize populations as 

objects of knowledge—and as certain kinds of problems. In short, media problematization asks 

how media have historically aided in the creation and resolution of problems and problematic 

populations (Monea and Packer 2016), and a focus on materialization supplements these 

questions by emphasizing the process by which phenomena come to matter and by highlighting 

the stratification of benefits bestowed through a given media apparatus (M. Murphy 2006; Barad 

2007).  

To understand media genealogy, we must first tackle a similar but distinct approach that 

informs this method: media archaeology. Media archaeology as a method is deeply connected to 

Foucault’s conceptualization of the episteme and his archaeological methodology (Huhtamo and 

 
5 In reviewing scholarship on bisexuality studies published in the Journal of Bisexuality from 

2001-2010, Steinman (2011) acknowledges the value of representational critiques, but he also 

suggests that bisexuality studies needs to make a material turn in order to better understand these 

mechanisms of marginality. This call for a material turn in bisexuality studies arises alongside 

material turns in other fields like critical/cultural and media studies, which similarly 

acknowledge that media and culture influence the world in ways that cannot be fully explained 

through analyses of meaning and representation alone (Bollmer 2019). 
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Parikka 2011). Foucault’s earlier works addressed a specific type of apparatus that was primarily 

discursive: the episteme. To study this epistemological structure that was organized and 

stabilized through discourse, Foucault used what he would later outline as an archaeological 

method. The goal of this archaeology was to describe structural order, structural difference, and 

structural discontinuities that separated the past from the present. Here, Foucault’s focus was on 

epistemological strata, wherein each stratum referred to a different cross-section or snapshot of 

time. Once time was frozen (so to speak), Foucault would then begin to investigate the surfaces 

from which an object emerged (surfaces of emergence), who had the authority to circumscribe its 

meaning (authorities of delimitation), and how that meaning was categorized across different 

institutions (grids of specification).  

According to Jussi Parikka (2012), an archaeological approach to media studies situates 

technologies as focal points for cogitating about media environments and epistemologies. 

Drawing from Thomas Elsaesser’s (2008) discussion about digital cinema, Parikka (2012) 

stresses how material changes in the operations of technologies can also function as 

“epistemological ruptures” that alter our relationships to media and impact our perceived 

experiences of the world. Derived from scholarship such as that of Foucault, Kittler, and 

Benjamin, this “way to investigate the new media cultures through insights from past media” has 

proven extremely insightful in explorations of technological mediation (Parikka 2012, 2).6 

However, as Monea and Packer (2016) note, many research projects that use media archaeology 

as a method end up gesturing towards movement or trends across time—a methodological 

approach that more closely aligns with what Foucault describes as genealogy. 

 
6 Some scholars have even used this approach to discuss biomedicine’s relationship with 

perceptual diagnostic technologies like the stethoscope (Sterne 2001) and the sphygmograph 

(O’Neill 2017). 
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When looking back on his method in The Archaeology of Knowledge, Foucault (2002) 

was not quite pleased with what an archaeological method allowed him to see. He believed that 

comparing two epistemes to one another showed nothing of movement—it simply showed two 

discontinuous epistemological structures, like looking at two photographs taken at different 

times. With the development of the dispositif (as opposed to the episteme), Foucault recognized 

that his archaeological method didn’t take power and emergence into strong enough 

considerations. To supplement the archaeological method, Foucault then proposed genealogy, 

which is oftentimes referred to as the ‘history of the present’ because its starting point differs 

from that of archaeology. Whereas archaeology asked what separated the past from the present, 

genealogy sought to investigate how the past gave rise to the present. Genealogy starts from 

identifying a problematic or invisible phenomenon (or in this case, a population) in the present 

and then searching for the historical movements/stabilizations of power on which it still relies. 

Hence genealogy is focused on emergence: the processes by which power in the past inscribes 

the present.  

Media archaeology emphasizes the specific affordances and constraints of structural-

technical formations, but media genealogy assumes that such technical specificity runs the risk of 

overlooking how media operate within and support larger apparatuses. Therefore, a genealogical 

approach advocates for more attention to processes of subjectification and governance. For 

example, combining insights from Foucault, Kittler, the Stanford School of the philosophy of 

science, and cultural studies work in governmentality, Packer (2013) articulates a method for 

media history that asks how discourse and media arise, produce subjects, and aid in projects of 

governance. In later work, he describes this method as an iteration of media genealogy that aims 

to investigate media problematization, or “how media allowed certain problems to come to light, 
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be investigated, and chosen for elimination and how media aided in the various solutions that 

have been enacted” (Monea and Packer 2016, 3154-3155). This method usefully directs focus to 

how entanglements between media, institutions, discourses, and materials aid in the 

creation/maintenance of problems and problematic populations—such as bisexual men within 

public health.  

While this media genealogical method offers directions for how to crystallize and 

examine media apparatuses, it lacks a detailed engagement with the (feminist) politics of such 

genealogies. In naming and criticizing this lack of politics, Skågeby and Rahm (2018) propose 

that media archaeology (and by extension media genealogy) could benefit from engaging with 

methods in feminist technoscience as a means for considering how power, bodies, ideologies, 

and emotions entangle with the material workings of media. Such a combination of methods and 

concepts, they suggest, would consider “not only media specificity, but also other flows of 

facticity (and construction) and how these jointly (re-)produce power asymmetries” (Skågeby 

and Rahm 2018, 6).7 To take feminist politics seriously, these authors contend that media 

archaeology and genealogy should ask more questions about the relationship between 

oppression, governance, and structural-technical determinations.8 Therefore, a feminist media 

archaeology takes feminist critiques of power differentials as a starting point and then analyzes 

how media apparatuses aid in the materializations of these asymmetries.9  

 
7 Packer (2013) does in fact call our attention to resistance, stratification, and bottom-up 

knowledge production, but he does so to ask a single question: What biopolitical strategies won 

out and why? 
8 Such questions for them include, “who is winning and who is losing?”, “who made the rules to 

this game?”, and crucially “what is the story that we tell the losers to get them to want to 

continue playing?” 
9 For an example of scholarship that follows a similar approach through the language of 

historical ontology, assemblages, and regimes of (im)perceptibility see Murphy’s (2006) Sick 
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Materialization here refers to the processes by which matter comes to matter—or perhaps 

less tautologically as the “ontological politics through which phenomena are given specific form 

as material, real entities or relations with particular boundaries, qualities, and durations and, 

more-over, as phenomena understood as outside of history, as primal, or prior to historical 

constitution” (M. Murphy 2012, 87). This concept of materialization draws attention to the 

politics and practices of ontology—an element that is taken for granted in Monea and Packer’s 

(2016) media genealogy. Positioned as a methodological tool, materialization emphasizes that 

“bisexual men” come to matter through a process that 1) relies on the congealing of material 

instruments, statistical and cultural representations, and various discourses, and 2) differentially 

grants and denies them access to certain rights, resources, and responsibilities in the name of 

public health. 

Chapter Overview 

As I’ve mentioned previously, this project is not meant to illustrate how bisexual men 

understand their identities, how and why people identify as bisexual, or the lived health 

experiences of bisexual people. Rather, it is a critically informed investigation of how the 

material-discursive entity known as “bisexual men” materialized in US public health through 

various connections and contestations from the 1980s to today. To that end, media apparatuses 

(which I’ve touched on briefly in this chapter but elaborate more fully upon in Chapter 1) operate 

as my artifacts of study. These chapters touch upon the entanglements between health policy 

recommendations, publications in health disparities research, sexological measurement tools, 

high-profile news articles, notes from meetings of bisexual and federal organizations, public 

 

Building Syndrome and the Problem of Uncertainty: Environmental Politics, Technoscience, and 

Women Workers. 
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health studies of bisexual men, technical HIV/AIDS reporting documents, federal health 

websites (such as those of the NIH and CDC), emails from activist, data tables, legal proceedings 

of equal rights law, and so on and so forth. Since my focus in each chapter is on the production 

of bisexual men as a certain kind of problem, multiple types of media and media institutions 

percolate throughout the project and individual chapters. The following chapters in this 

dissertation then extrapolate how media apparatuses have materialized bisexual men as public 

health problems—problems that still, to some extent, inspire research into bisexual men to this 

day. 

Chapter 1, “Making Bisexual Statistics Visible: The (Bio)Politics of Counting Populations in 

US Public Health,” expounds upon the theoretical framework for this dissertation by defining 

“population” as an apparatus of problematization within public health that contours the 

boundaries of (biosexual) citizenship and accountability. Here, I briefly define public health as a 

problem-solving and problem-making practice and connect it to Barad’s conceptualization of the 

apparatus. I then describe how apparatuses of public health have undergone tremendous changes 

since the mid-1980s through the technoscientization of biomedicine, the datafication of public 

health, and the incorporation of difference into the protocols of US epidemiological research. As 

a partial result of these emergent trends, I argue that populations become increasingly 

“biometric” and inclusion into vulnerable or at-risk populations within public health becomes a 

powerful biopolitical tool of governance and resistance—especially in delimiting rights and 

responsibilities of people included within such populations.  

In Chapter 2, “Building Bisexual Bridges and Burying Bisexual Patients,” I focus on how the 

CDC’s AIDS surveillance protocols and its accompanying technical documents made (and 

continue to make) bisexual men both imperceptible as a distinct type of case patient and 
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excessively perceptible as a vector or bridge for spreading AIDS (and later HIV) to low-risk 

heterosexual women. This chapter provides a genealogy of bisexual men as they appear in the 

CDC’s official case report forms (CRF), Morbidity and Mortality Weekly Reports (MMWR), 

and annual HIV Surveillance Reports (HSRs) during the 1980s and early 1990s. By doing so, I 

argue that the statistical stratification of AIDS case patients in these documents structures a 

regime of perceptibility that simultaneously builds the bisexual bridge and buries bisexual 

patients inside aggregated data categories. The ways that bisexual men were counted, collated, 

parsed apart, and assigned value within these documents helped materialize them for health 

policies and research as 1) basically the same as homosexual men and 2) as a distinct threat to 

the general population.  

Chapter 3, “The Biomediatization of Bisexual Men,” describes how health and media 

professionals co-produced bisexual men as a public health threat during and in the wake of the 

Great Bisexual Panic of 2003, a time when “men on the down low” were constructed as 

dangerous vectors for HIV/AIDS. If the last chapter was about how bisexual men emerged as a 

population through the CDC’s technical documentation for AIDS surveillance, then this chapter 

looks at how news coverage of the bisexual bridge and the CDC’s research into this transmission 

pathway entangled with one another to reconfigure the boundaries of “bisexual men,” produce 

new populations of interest for public health inquiry, and redefine why each of these populations 

mattered for public health interventions. This chapter offers a genealogy of bisexual men’s 

“biomediatization”—or their co-production by health research and health news—to argue that 

the shift to categorize populations by sexual behaviors produced bisexual men as practitioners of 

risky sexual acts whose self-identity mattered little to epidemiology. At the same time, the Great 

Bisexual Panic inspired public health researchers to question the intersections of identity and 
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behavior more heavily, shaping the conditions of possibility for federal health agencies to later 

study bisexual men as a ‘health disparity population’ rather than (or in addition to) a 

transmission pathway for HIV/AIDS.  

The scope of Chapter 4, “The Scientific Quest to Prove Bisexual Men Exists,” differs 

somewhat from the previous two chapters. Rather than tracing the production of bisexual men as 

a population of inquiry through the efforts and entanglements of the CDC, this chapter 

investigates how an activist organization (the American Institute of Bisexuality) contested and 

transfigured the boundaries of bisexual men to leverage certain (bio)political claims. In 

opposition to the New York Times’ coverage of a groundbreaking study that insinuated that 

bisexual men were either “straight, gay, or lying” (Carey 2005), the American Institute of 

Bisexuality (AIB) tried to prove that bisexual men had a unique biology from gay and straight 

men. In this chapter, I argue that the AIB’s decision to prove that bisexual men exist entangled 

bisexual men with apparatuses of bioscience to make their (biological) differences matter for 

scientific and state recognition. An apparatus of statistical categories, inclusion criteria, 

plethysmography, and pornography denied the biological existence of bisexual men in 2005 and 

situated (some) bisexual men as uniquely biological in 2011. The media apparatus that emerged 

in 2011 not only provided evidence against the Times’ original claim, but it also materialized a 

subset of bisexual men as biological entities whose existence could be proven through 

technoscience. This scientific quest allowed bisexual men to emerge through a bioscientific 

apparatus as possessing unique biological differences. Although providing biological evidence 

for bisexual men’s unique intrinsic characteristics didn’t stick well in larger socio-cultural 

contexts, the studies covered in the Times about the scientific quest to prove that bisexual men 

exist later proved useful for justifying why public health agencies and officials needed to study 
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bisexual men as a unique population deserving of distinct recognition, research, and 

interventions. 

Chapter 5, “Bisexual Biology,” builds from the previous chapters to extrapolate how 

bisexual health has come to matter for federally sponsored public health investigations and 

initiatives by bringing together various connected arenas such as equal rights law, public health 

policy, and research into embodiments of discrimination. Here, I propose that LGBT health—

and the health of bisexual men, in particular—becomes a matter of concern for federal health 

agencies during the late 2000s and 2010s partially because such groups do materialize as 

biologically distinct. However, they materialize as distinct not because they possess specific 

intrinsic biological characteristics—as the American Institute of Bisexuality tried to prove—but 

because emergent apparatuses materialized them as uniquely embodying the biological harms of 

inequality. By providing a genealogical account of biological difference in (social) 

epidemiology, I argue that epidemiological approaches aimed at understanding how 

discrimination impacts health outcomes have altered the very meaning and matter of biological 

difference. These transformations have likewise reconfigured who can be held accountable for 

bisexual men’s health problems. 
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CHAPTER 1 

Making Bisexual Statistics Visible: The (Bio)Politics of Populations in Public Health 

The 1990 National Bisexual Conference gives all people the occasion to finally end the silence 

about the numbers of bisexual persons who have died of AIDS, and to recognize the tremendous 

leadership contributions of bisexual activists in the fight against the killer disease… 

 

-San Francisco Board of Supervisors, June 18, 1990 

 

Data are the lifeblood of decision-making and the raw material for accountability…Never again 

should it be possible to say, “we didn’t know.” No one should be invisible. This is the world we 

want – a world that counts. 

 

-United Nations (2014), A World That Counts 

 

A longstanding tale in the history of what some have called the “bisexual health 

movement in the United States” revolves around the figure of Dr. David Lourea and the role that 

he played in introducing bisexual men to public health data collection efforts during the early 

days of the AIDS epidemic (Ka’ahumanu n.d.). The story goes something like this: Starting in 

1982, San Francsico-based bisexual activist, AIDS educator, and sexologist, Dr. David Lourea 

petitioned the San Francisco Department of Public Health (SFDPH) to recognize bisexual men in 

their statistics on local AIDS cases and deaths, and he eventually succeeded in convincing the 

necessary officials to include bisexual men into the city’s weekly AIDS statistics report 

sometime during 1984. San Francisco’s addition of this identity marker supposedly informed 

similar data collection practices around the country and concretized bisexual men as a 

demographic category within government-driven HIV surveillance practices (Cheltenham 2015).  

This narrative appears across several venues including Wikipedia pages and websites for 

activist organizations like GLAAD (Rosenblum 2017) and BiNetUSA (n.d.) as well more formal 

documents on HIV/STI prevention practices for bisexual men (M Miller et al. 2007). In each 

case, the language around the event mimics that of a timeline originally outlined by Lani 
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Ka’ahumanu and Loraine Hutchins (1991) in their now seminal text on the history of the US 

bisexual movement: Bi Any Other Name: Bisexual People Speak Out. Here, the authors declare 

that Lourea demanded that “bisexual statistics be made visible” and that his persistent petitioning 

of the SFDPH inspired the use of “gay and bisexual men” in contemporary news stories about 

the AIDS crisis—even if bisexual men were dropped from the conversation after the title or first 

sentence of these reports (Ka’ahumanu and Hutchins 1991, 363). It wasn’t until a revised 

timeline appeared on BiNetUSA’s website around 2006 and its official publication in a 

document co-sponsored by the National Gay and Lesbian Task Force, the Fenway Institute, and 

BiNet USA in 2007 that an emphasis on statistical inclusion became a prominent part of this tale. 

The relevant entry on this timeline states that in 1984, “David Lourea convinces SF Dep’t of 

Public Health to include bisexual men in weekly ‘New AIDS cases and mortality statistics’ 

report. This model is then used by other department of public health offices around the country” 

(M Miller et al. 2007, 19).10  

There is a surprising juxtaposition between this tale and reports published by the CDC 

around the same time. In 1982—2 years before Lourea’s acclaimed success—the CDC’s first 

HIV Surveillance Report did count and name bisexual men and allocated them to a unique 

category under “Sexual Orientation” alongside other groups like “heterosexual males” and 

 
10 While this story has become a canonical tale in the history of the bisexual movement, there is 

no trace of a report by this name (i.e., “New AIDS cases and mortality statistics”) in the archives 

of the SFDPH or in the Online Archives of California. The most similar document on record to 

this weekly report is the SFDPH’s monthly report on AIDS statistics, which does in fact 

showcase a change in data categorization during the summer of 1984. Bisexual men had been 

mentioned as a risk group in this report since at least June of that year, but the inclusion of 

statistics by risk group only became a common practice from the July report onward (AIDS 

Activity Office 1984; Central Office 1984). Importantly, bisexual men were not counted as a 

distinct group in these statistics; instead, they were aggregated with gay men in a category called 

“homosexual or bisexual.”  
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“bisexual females” (Centers for Disease Control and Prevention 1982a). The next year though, in 

1983, the language of ‘patient characteristics’ would replace ‘sexual orientation,’ and the CDC 

would start lumping ‘homosexual or bisexual’ men into one aggregated category but not abandon 

the mention of bisexual men altogether (Centers for Disease Control and Prevention 1983b). The 

timeline then proposed by bisexual activists in the early 1990s and again in the 2000s doesn’t 

quite align with the history of epidemiological AIDS data collection on a national level. If 

Lourea’s petitioning did in fact impact the addition of bisexual men to San Francisco’s AIDS 

reporting, it did so years after bisexual men had already become of (fleeting) statistical relevance 

to the CDC.  

Although these two historiographies seem incommensurate, their entanglements highlight 

an important alignment between contemporary state surveillance objectives and activists’ goals 

during the AIDS epidemic and beyond. The state (through the CDC) wanted to count how many 

gay and bisexual men contracted AIDS in order to better control or govern these populations, and 

gay and bisexual men wanted to be counted and seen through public health statistics as a means 

to offer unquestionable evidence about their suffering. The tale of David Lourea and the SFDPH 

exemplifies this activist agenda. For him and his colleagues, achieving visibility in and through 

public health statistics was paramount to both bisexual politics and the health of bisexual men 

during the AIDS crisis.  

By the time Lourea interfaced with the SFDPH in the early 1980s, visibility had already 

solidified as a staple strategy for LGBT activism in the United States. The language and political 

action of ‘coming out,’ for instance, sat at the heart of gay rights advocacy after the Stonewall 

Riots in 1969 and throughout the 1970s as activist demonstrations became larger and more 

public, moving from small ‘sip-ins’ in bars to gay liberation rallies in the streets of major cities 
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with thousands of attendees. When Harvey Milk (2013), a San Francisco activist and the first 

openly gay person elected to US government office, called on his “gay brothers and sisters” in 

1978 to “come out” to their friends, relatives, and neighbors as a political action to “destroy the 

lies and distortions” that buttressed contemporary social and political exclusions, he 

demonstrated a central tenet of LGBT activism that linked sociocultural visibility to inclusion 

and liberation (n.p.). For many (including Lourea), being seen and made visible constituted a 

necessary step in the acquisition of political power—and rightfully so.  

Logics of visibility have long structured subject formation in the West as people coalesce 

and categorize themselves around identities that materialize through performances, discourses, 

and displays that make them visibly recognizable to one another and a more general public 

(Schlossberg 2001; Edenborg 2020). According to Edenborg (2020), “[I]n the West, visibility 

enjoys a privileged epistemological status. That something can be seen is taken as evidence that 

it exists, and conversely, what is invisible is often interpreted as not-existing” (350). An 

important question then emerges about how something can be seen. In Milk’s call-to-arms, he 

sees visibility as something that occurs through increased social recognition: By being ‘out’ in a 

predominantly heterosexual population, ‘gay brothers and sisters’ could curve stereotypes and 

fears through their everyday interactions with family, friends, and acquaintances. Lourea’s 

petition, on the other hand, offers a much different approach to visibility. Rather than (or in 

addition to) advocating for presence and recognition in the cultural sphere, Lourea demanded 

that bisexual men gain statistical visibility within federal health agencies. In other words, he 

thought that counting bisexual men would make them matter for public health interventions. This 

focus on statistical visibility in public health research from both activist organizations and the 

state has only intensified over the last 40 years as population health data has become a stronger 
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and stronger legitimizer of truths and problems that matter for federal agencies, policies, and 

initiatives both within and beyond public health. 

This call for increased statistical visibility, in some ways, is also a call to be recognized 

and counted as a population deserving of public health investigation, intervention, and aid; 

however, inclusion into public health populations doesn’t always materialize problems in the 

ways that activists intend them to. In this chapter, I define the concept/tool/object of the 

“population” as an apparatus of problematization within public health that contours the 

boundaries of (biosexual) citizenship and accountability. While it might seem commonsensical in 

2022 to research health disparities across different groups of people, the notions of special 

populations and even health disparities themselves are relatively recent phenomena in the history 

of US public health (S. A. James 2009). By defining a population as an apparatus of public 

health problematization (and accountability), this chapter describes some of the elements that 

have come together to make a “bisexual health threat” (in its dual meanings) both a possible and 

necessary object of public health investigation.11 This materialization of populations, I suggest, 

also induces biopolitical tensions that emerge as 1) biology, statistics, and technologies congeal 

into populations and 2) population health science becomes increasingly implicated in the 

production of accountability, especially when health is supposedly the exigence and target of “all 

policies” in the United States (Centers for Disease Control and Prevention 2016).  

Expanding the theoretical framework outlined in the introduction, this chapter brings 

together research in critical public health, feminist technoscience, and media studies to show 

how insights from each can inform a richer understanding of populations—how they emerge, 

 
11 Following Barad (2007), this chapter aims to unravel some of the “the material conditions of 

possibility and impossibility of mattering” (148). 
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gain traction, and stratify accountability across groups. In doing so, I also recognize that such 

populations—or ways of knowing that privilege population data—are not natural, objective, or 

ahistorical. I begin by briefly defining public health as a problem-solving and problem-making 

practice and connect it to Barad’s (2007) conceptualization of the apparatus. I then describe how 

apparatuses of public health problematization have undergone tremendous changes since the 

mid-1980s through the technoscientization of biomedicine, the datafication of public health, and 

the incorporation of difference into the protocols of US epidemiological research. As a partial 

result of these emergent trends, I argue that populations have become increasingly “biometric” 

and inclusion into (vulnerable or at-risk) populations within public health have grown into 

powerful biopolitical tools of governance and resistance—especially in delimiting the rights and 

responsibilities of people included within such populations and in shaping who is held 

accountable for threatening and protecting the health of the American public. 

Defining Apparatuses of Public Health Problematization 

Public health can be a difficult term (and field) to define because the term has been used 

in three similar but distinct ways. First, public health can refer to the state of a population’s 

health. In other words, public health can quite literally mean “the health of the public” or “the 

public’s health” wherein health is predominantly a descriptor of disease occurrence and risk (or 

the lack thereof). Second, public health can be used to describe a field of scientific study or 

inquiry. This scientific field is “aimed at ascertaining that state [of the public’s health], 

identifying its determinants, and understanding the implications of attempts to modify it” 

(Hoeyer, Bauer, and Pickersgill 2019, 461). Public health under this definition looks for larger 

determinants of health than those typically found within clinical or laboratory sciences and 

focuses on such issues as sanitation, climate change, housing security, and other social, 
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economic, or political issues that can influence health more broadly. Third, public health can be 

used to describe the infrastructures and political programs intended to improve the health of a 

given population. This definition of public health, for example, might describe federal 

vaccination campaigns or health policies meant to lower the number of sexually transmitted 

infections (STIs) among a certain group of people. Scholars and practitioners of public health 

frequently slide across these different meanings, but in all these cases (i.e., public health as a 

state of being, a field of study, and an infrastructure), public health attempts to solve a problem.12  

Approaches to ‘doing’ public health are reminiscent in some ways to ‘doing’ policy 

work. As Bacchi and Goodwin (CDC Foundation 2022)(2016) remind us, policy—even health 

policy—is primarily directed towards solving problems. Like policy more generally, public 

health aims to better understand problems to develop interventions—a claim that’s strongly 

supported by the prevalence of action-oriented definitions of public health as demonstrated here: 

● “Public health is the science of protecting and improving the health of people and 

their communities” (CDC Foundation 2022). 

● “Public health promotes and protects the health of people and the communities where 

they live, learn, work and play” (American Public Health Association 2021). 

● “Public health is what we, as a society, do collectively to assure the conditions in 

which people can be healthy” (Institute of Medicine’s Committee for the Study of the 

Future of Public Health 1988, 1). 

The goal of public health might be to understand and solve problems, but this isn’t the 

only thing that public health does. It also defines and delimits the problems that it attempts to 

 
12 I don’t bring these different definitions up to argue that one is better than the other but rather 

to highlight how public health touches on, moves through, and reinforces multiple meanings and 

doings. 
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solve. Bacchi (2016) describes this phenomenon within health policy by stating, “‘problems’ do 

not sit outside policy processes waiting to be solved. Instead, they are produced as problems of 

particular kinds within policies and policy proposals. That is, every policy proposal contains 

within it an implicit representation of what the problem is represented to be” (1). She then 

proposes a “Foucault-influenced poststructural approach to policy analysis,” which she names 

the “What’s the Problem Represented to be?” (WPR) approach (1). The WPR approach to policy 

analysis critically addresses the ways that problems are produced and defined within health 

policy. It asks,  

what meanings (presuppositions, assumptions, “unexamined ways of thinking,” 

knowledges/discourses) need to be in place in order for the categories [such as] “drug 

problems,” “alcohol problems,” “gambling,” or “obesity” to be intelligible, and directs 

attention to the practices that install those meanings… In this way, rather than looking for 

explanations (or rationalizations) for problems that are presumed to exist, genealogies of 

practices demonstrate how the categories of analysis (e.g., “alcohol problems”, “drug 

problems”) were made under specific circumstances, and hence, can be unmade. (Bacchi 

and Goodwin 2016, 62-63). 

 

Bacchi and Goodwin (2016) argue that this focus on the processes by which problems emerge 

within (public) health policy assists in “the analytic task of making politics visible” (13).  

This framework—though lacking an engagement with media technologies—marks an 

important point of departure for this dissertation: the shift from analyzing public health problems 

as “presumed problematic conditions” to “problematizations” (Bacchi 2016, 2). Foucault coined 

the term “problematization” to “exemplify the process by which something comes to be thought 

of in terms of a problem to be solved through analysis and which is caught up within contested 

claims of truth and falsity,” and this concept is foundational to Foucault’s methodological 

approach(es) (Packer 2013, 18; Koopman 2013). The term has a double meaning for him, 

operating as both a verb and a noun. As a verb, problematization refers to a mode of inquiry or 

analytic activity that destabilizes the naturality of a given phenomenon. It takes something that 
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we might take for granted as being normal or natural or ahistorical and reconfigures it into a 

problem. This is an activity that the critic performs. As a noun, problematization can be thought 

of as the object for this kind of inquiry or “that bundle of problematic material that we find 

problematic, about which we feel anxious, and over which we tend to obsess, both as individuals 

and at the more general level of society and culture” (Koopman 2014, 400). In short, these dual 

meanings describe a methodological approach that investigates why and how problems have 

become recognizable as certain kinds of problems (and not others).13  

Media technologies play a tremendous role in creating, defining, and otherwise 

materializing these problems, especially within biomedicine (Packer 2013; Sterne 2001; O’Neill 

2017). As I alluded to in the introduction, “media technologies are more than the materiality of 

their machinic embodiments; rather, they are a method of systematically and repeatedly 

addressing a problem” (Monea and Packer 2016, 3146). This media problematization—or how 

media take part in making and solving problems—is readily apparent in our everyday lives. For 

example, diagnostic technologies such as the body mass index (BMI) have helped materialize the 

obesity epidemic—its problems, their causes, and who’s accountable for addressing them—

because it acts as the “current criterion by which to distinguish ‘healthy’ from ‘unhealthy’ 

weight—not only in scientific literature but in popular discourse and media as well” (Gutin 2018, 

257). The concept of the apparatus, touched on briefly in the introduction, is a useful tool for 

thinking about how media entangle with seemingly disparate spheres—like culture, 

 
13 My focus on “the bisexual health threat” in this dissertation usefully combines these two 

connected definitions: Bisexual men have been described as a public health threat in different 

ways, eliciting different concerns from different actors (problematization as a noun), and I 

investigate how these threats are not natural but are instead constantly being (re)produced by the 

interactions of specific institutions, practices, and techniques (problematization as a verb). 
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epidemiology, and policy—to materialize problems and problematic populations within public 

health. 

An apparatus is not a thing, but a doing. This notion can be easily exemplified through 

how the term has been mobilized in both critical theory and everyday scientific practice. For 

Foucault, the apparatus (or ‘dispositif’) refers to a system of relations between a heterogenous 

ensemble of discursive and nondiscursive elements that perform a strategic function and are both 

part of and productive of forms of knowledge and thereby power. Here, Foucault (1980) makes 

clear that the dispositif does not describe a mass conglomerate of various elements, but rather the 

relations and flows of power/knowledge that connect them. This version of the apparatus 

therefore names vital and volatile processes that simultaneously control populations and are 

themselves out of control. In science (and technology) studies, we can recognize a similar notion 

of an apparatus as a doing, but in this case, the apparatus in question is not (just) a social 

machine but a scientific machine. In scientific laboratories, the term laboratory apparatus refers 

to an entanglement between products and practices. As Daston and Lunbeck (2011) remind us, 

looking through a microscope is as much about knowing how to see and what to look for as it is 

about negotiating with the instrument to obtain the desired result. The apparatus as dispositif and 

the apparatus as media instrument both highlight how apparatuses are not stable structures—they 

are doings that locally, historically, and temporally stabilize phenomena.  

Whereas Foucault described the apparatus as a system of relations and some science 

studies scholars described the apparatus as an instrument, others posit that the apparatus is 

simultaneously both. In his extension of Foucault’s dispositif, Agamben (2009) alters the 

definition of the apparatus in a way that attempts to recognize how both media technologies and 

a dispositif contribute to processes of subjectification and governance. He defines the apparatus 
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as “anything that has in some way the capacity to capture, orient, determine, intercept, model, 

control, or secure the gestures, behaviors, opinions, or discourses of living beings” (14). Here, 

we can easily recognize his attention to media’s ability to capture, store, process, and transmit 

data—but we can also see the capacity for this definition to also encompass pieces of the 

dispositif such as institutions or laws that constrain or control action. For Agamben then, the 

apparatus refers to both a scientific machine and a larger socio-cultural machine (Parisi 2018).  

When connected to feminist technoscience, the apparatus takes on a slightly different 

form to describe the ethical and political implications of knowledge production for determining 

how, who, and what matters through “a posthumanist understanding of discursive practices” 

(Barad 2007, 148). The apparatus here refers to a process of becoming-with. In her work on 

companion species, Haraway (2013) suggests that becoming is always a process of becoming-

with: our subjectivities, citizenship statuses, identities, fantasies, and a plethora of other creations 

arise in and through our interactions with animals, technologies, socio-cultural formations, the 

environment, etc. Likewise, Barad (2007) argues that bodies and boundaries (with no a priori 

distinction between human and nonhuman) constantly emerge in response to one another. Her 

deployment of concepts like material-discursive and intra-action underscore such a relationship. 

The first of these bridges Haraway’s material-semiotic actor with Butler’s theory of 

performativity to stress that discourse arises through material practices just as matter emerges 

through discursive techniques (Barad 2007; Booher and Jung 2018).14 In a similar move, Barad 

replaces interaction with intra-action to recognize that bodies, matter, discourse, etc. don’t exist 

 
14 As Barad (2007) writes, “The relationship between the material and the discursive is one of 

mutual entailment. Neither is articulated/articulable in the absence of the other; matter and 

meaning are mutually articulated. Neither discursive practices nor material phenomena are 

ontologically or epistemologically prior. Neither can be explained in terms of the other. Neither 

has privileged status in determining the other” (822). 
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as a priori states but only temporarily stabilize interdependently with other phenomena. As she 

writes, intra-action “signifies the mutual constitution of entangled agencies” (Barad 2007, 33).15 

Barad’s apparatus consequently describes a multi-scalar, temporary, and contingent stabilization 

of ideologies, objects, and objectives that operate as boundary-making practices. Building from 

both this notion of the apparatus and Foucault’s emphasis on problematization, I therefore define 

the apparatuses of public health problematization analyzed in this project as the material-

discursive boundary-making practices through which objects (and subjects) come to matter for 

public health investigation and intervention in some ways and not others. 

This apparatus bestows objects of public health investigation—such as bisexual men—

with certain qualities while also recognizing that the boundaries of such objects are “the result of 

particular historically and culturally specific intra-actions of material-discursive apparatuses” 

(Barad 2007, 217). There is no singular public health apparatus; every apparatus is shot through 

with and constitutive of other apparatuses (Barad 2007). The power of these apparatuses then 

does not emerge solely or even predominantly through their monolithic silencing of other 

apparatuses but rather through their entanglements that sediment matters of public health 

concern. Apparatuses—like problematizations—are historical phenomena that are both products 

and productive of practices that make differences matter. And, since the mid-1980s, these 

apparatuses of public health problematization have undergone dramatic changes through the 

technoscientization of biomedicine, the datafication of public health, and the incorporation of 

 
15 While I find the concept of intra-action helpful for examining the co-constitution of 

heterogenous elements in that it recognizes that materializations could’ve been and can still be 

otherwise, the consequences of taking up this terminology results in a (at best) a repetitive and 

obfuscatory writing style and (at worst) a seemingly flat ontology that overlooks Barad’s ethical 

and political project (Hollin et al. 2017). I therefore prefer to use the word ‘entanglement’ (as 

referenced in this definition) to nod towards Barad’s theorization of interdependent ontology. 
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difference into the protocols of US epidemiological research. These three changes help set the 

conditions of possibility (and impossibility) through which bisexual men could emerge as a 

population for public health inquiry during the last 40 years. 

Materializing “Biometric” Populations in the Biomedicalization Era 

Clarke et al. (2003) suggest that a distinctive techno-medical culture emerged in the 

United States towards the end of the 20th century, which was marked by “the increasingly 

complex, multi-sited, multidirectional processes of medicalization that...[have been] extended 

and reconstituted through the emergent social forms and practices of a highly and increasingly 

technoscientific biomedicine” (162). They suggest that this “biomedicalization era” began 

around 1985 and made a recognizable separation from the “medicalization era” of previous 

decades; however, Peter Conrad (2007) states that biomedicalization is not distinct from 

medicalization but a specific process that can also be summarized under the medicalization 

umbrella term. He describes these processes of change as shifting engines of medicalization. 

Whereas the medicalization era took off at the beginning of the Cold War and favored passive 

patients, great doctors, and diagnostic identities through pathological labeling, biomedicalization 

blossomed during the mid- to late 1980s as digital technologies begin to flood the market. 

Apparatuses of problematization during the biomedicalization era build from their predecessors 

but also mobilize recognizable shifts: passive patients become active and responsible consumers, 

‘great’ doctors are replaced by big data and technoscientific innovations, diagnosis transforms 

into personal management and responsibility, and the locus of medical attention shifts from 

preventing disease to maintaining health (A. E. Clarke et al. 2003; Riska 2010). Clarke et al. 

(2003) therefore ascribe the biomedicialization era with five fundamental elements, all of which 

are structured by the technoscientization of biomedicine. 
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Science and technology have intertwined with medical practices and epistemologies 

throughout much of the 20th century. Towards the close of the century though, this 

“technoscientification” of medicine exploded, rapidly expanding and entangling science, 

biology, medicine, and technology with one another and with other domains historically thought 

of as existing beyond the scope of medical study.16 Clarke et al. (2003) argue that “these changes 

are part [and parcel] of major shifts in the social organization of biomedicine itself, the objects of 

biomedical knowledge production, the ways in which biomedicine intervenes, and the objectives 

with which it does so” (65).17 Since the mid-1980s, the critical collapse between science, 

biology, medicine, and technology has transformed and been transformed by emergent 

apparatuses of problematization. Clarke et al. (2003) do not use the language of apparatuses to 

describe problematization through biomedicalization, but they do highlight how technologies and 

sociocultural factors operate together to produce biomedical problems. They write, “Moreover, 

innovations [during the biomedicalization era] are increasingly likely to be hybrid ones that are 

generated simultaneously through sciences and technologies and new social forms—most often 

computer and information technologies and the organizational structures developed to articulate 

them into the flows of biomedical and related work” (65). This claim resonates with Packer’s 

(2013) media problematization of “smokers,” wherein he suggests that a (biomedical) apparatus 

is “both a means of capturing one’s time, resources, and desires as well as a biopolitical attempt 

 
16 Clarke et al. (2003) define technoscience in their footnotes: “Following Latour (1987), we use 

the term ‘technoscience’ to indicate an explicit move past scholarly traditions that separated 

science and technology conceptually and analytically. We argue that these two domains should 

be regarded as co-constitutive; we thus challenge the notion that there are ‘pure forms’ of 

scientific or technological research totally distinguishable from their practical applications” (85). 
17 Clarke et al. (2003) define “biomedicine” in reference to clinical medicine, not public health. 

Within the scope of this dissertation, I consider biology, medicine, public health, science, and 

technology as deeply entangled with one another, and consequently the technoscientization of 

biomedicine also describes transformations within public health. 
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to objectify the smoker, turn them into data, in order to know them, reform them, and make them 

‘unsmoke’” (20). The “smoker” described here can more generally be seen as a certain kind of 

population, and it’s this apparatus–the population–that percolates many of the chapters in this 

dissertation. 

Population is one of those words that we use in everyday vernacular to mean a wide 

variety of things. One of the most common iterations of this word appears on city limits signs. 

Here, population follows its Latin root, referring to people living in (i.e., populating) a specific 

place. In statistics, however, a population is a bit more technical, and refers to “a (real or 

hypothetical) totality of objects or individuals under consideration, of which the statistical 

attributes may be estimated by the study of a sample or samples drawn from it” (OED).  A 

population can also be used to describe groups of general likeness (such as in physics or 

astronomy) or even groups capable of interbreeding such as is the case in genetics and biology 

more broadly (Krieger 2012).  

Populations are integral to the study of public health. They are the base unit of 

epidemiological inquiry, and it’s through population-level analysis that much knowledge about 

the state of public health is made legible during the biomedicalization era. The “population” is 

such a foundational component to public health practice that some aspects of public health—like 

epidemiology—are increasingly being defined as population health sciences. With so many 

possible definitions of populations available, one might assume that a “population” has a cut-

and-dry meaning within population health sciences; however, this is not the case (Krieger 2012). 

It can be difficult (and perhaps not altogether that productive) to ascribe populations in public 

health with one definitive meaning, and this is due in part to their operations as and 

entanglements with apparatuses. As I explained in the introduction, populations are products and 
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producers of historically situated data practices that identify, separate, reduce, and enact 

differences that matter. 

Some research into the history of statistics and the onto-epistemological production of 

populations has followed Foucault’s lead, exploring how various institutions, techniques, and 

practices with an interest in population knowledge have materialized the ‘objects’ that they 

intend to count (Desrosières 1998; 2011; Hacking 1990; Plant 1998; Porter 1995). Such work has 

shown that producing an object of investigation—such as a certain kind of population—is as 

much a political project as it as an epistemological one (Moreira 2019). In a throwback to the 

story of David Lourea mentioned at the onset of this chapter, these investigations highlight how 

“making bisexual statistics visible” and “making politics visible” are deeply entangled 

phenomenon. These works have rigorously outlined how the concept and measurement of 

population(s) took root in previous centuries as a biopolitical tool of governance; however, we’d 

be remiss to assume that the meaning and matter of a population solidifies for long.  

The technoscientization and biomedicalization of populations since the 1980s have 

(re)configured populations within public health (and beyond) into increasingly “biometric” 

phenomena. My use of “biometric” here serves two functions: it describes the quantification of 

biology (within population health sciences) and the transmutation of biological differences into a 

form of identification. In the first case, biometric takes its meaning from definitions of biometry 

posed in the early 20th century to describe “the active pursuit of biological knowledge by 

quantitative methods” (Fisher 1948, 218). Those invested in the monitoring and evaluations of 

populations have long considered data about mortality to be of upmost concern to projects of 

governance (Foucault 2007). Foucault (2007) notes that before the 18th century, the 

term/concept of “population” simply meant the opposite of depopulation: it referred to an 
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increase in the number of inhabitants within a state’s territory (i.e., depopulation lost inhabitants 

and population gained them); however, in the late 18th century, populations became more 

entangled with biological forms such as birth rates and mortality rates.18 During the 

biomedicalization era, public health has shifted its focus from metrics about life and death (i.e., 

mortality) to also include those about quality of live and the relative burden of disease (i.e., 

morbidity) (Moreira 2019; Wahlberg and Rose 2015). This transition is part and parcel of 

growing processes of datafication within public health that incredibly entangle biology (and 

biological differences) with data collection and interpretation. Consequently, biology becomes 

even further datafied.  

Public health officials during the late 20th century (and today) still track mortality rates, 

but they also reconfigure habits, hobbies, risks, and disease occurrences into public health data. 

Populations within public health during the biomedicalization era quantify and necessitate more 

biological data than ever before, and, in doing so, “biology” entangles ever more with 

“information,” “data,” and “statistics.” This claim is as much ontological as epistemological: 

populations (of public health investigation) are defined by statistics about biological bodies, 

threats, and processes, even when the “statistical” and the “biological” co-constitute one another, 

with no a priori distinction between the two. Simply put, the population that has emerged in 

public health since the mid-1980s further quantifies biology and, in doing so, entangles 

biological and statistical differences so much so that they are nearly inseparable: a claim about 

 
18 This biologization of populations cannot be seen as separate from contemporary 

epistemological transformations within the life sciences: “Just as living beings became 

manifestations of measurable physiological processes in the late eighteenth century, population 

became a temporally unfolding epistemic object whose rhythms and fluctuations were amenable 

to statistical analysis. Like organisms, populations were seen to have their own kind of natural 

life” (McWhorter 2014, 372). 
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statistical differences in public health becomes a claim about biological differences. If a 

population experiences a heightened rate of disease occurrence (something we’d consider a 

statistical construct), they materialize as possessing a unique—or uniquely threatened—biology. 

The informational and biological critically collapse into one another. To paraphrase Thacker 

(2004), the biological and the statistical domains are no longer rendered ontologically distinct, 

but instead are seen to inhere in each other; the biological “informs” the statistical, just as the 

statistical “corporealizes” the biological (54).19 This entanglement means that “biometric” 

populations within public health are not just defined by their calculable risks but also by 

biological markers—and these biological markers (which are themselves materialized through 

measurement) also identify populations.     

Biometric can refer to the study of biology through quantitative methods, but it can also 

be defined as “the field of technology devoted to the identification of individuals using biological 

traits, such as those based on retinal or iris scanning, fingerprints, or face recognition” 

(International Biometric Society 2022, n.p.). This definition admittedly doesn’t apply well to 

populations or population science. Biometric technologies according to this definition are 

designed around recognizing a specific person, but in population science, the object of 

investigation is a pattern or a rule rather than an individual (Armstrong 2017).20 My use of 

biometric to describe technologies of identification then is metaphorical. I’m not implying here 

 
19 Thacker (2004) uses a similar phrase to discuss biomedia, which he defines as “an instance in 

which biological components and processes are informatically recontextualized for purposes that 

may be either biological or nonbiological” (52); however, he uses “digital” instead of 

“statistical.”  
20 This criticism is only of the IBM definition. Biometric can define a much larger array of 

phenomenon than biological features that identify specific individuals (such as thumbprints or 

facial recognition software on Apple iPhones). Biometric facial recognition in particular has 

been used (and continues to be used) to define types of people for increased scrutiny, 

surveillance, and policing (Browne 2015; Introna and Wood 2004; Stevens and Keyes 2021). 
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that a retina scan grants inclusion into a population (although I suppose it could be true in some 

cases); instead, I use this definition to emphasize that populations during the era of 

biomedicalization have become increasingly identified and identifiable by measurable, 

quantifiable biological differences.  

Biological difference has been a primary element in the definition of populations since at 

least the 19th century. In her genealogy of “populations” within public health, Krieger (2012) 

notes that the application of laws of probability and quantitative methods to the study of people, 

which took off in Europe during the early 1800s, had a significant impact on the meaning and 

purpose of population science. By the turn of the 20th century, Quetelet’s (1835) metaphor of the 

average man (l’homme moyen) and Darwin’s (2020) theorization of evolutionary variations 

shaped two lasting elements of the definition of populations. As Krieger (2012) writes, “the 

enduring result was to (1) collapse the distinctions between populations as substantive beings 

versus statistical objects and (2) imply that population characteristics reflect and are determined 

by the intrinsic essence of their component parts” (644). The second result here is a nod towards 

Darwin’s work in The Origin of Species and the use of “population” in the biological sciences. 

Although Darwin’s work proposed a massive conceptual shift from “errors” to “variations,” the 

idea that stuck was that populations were defined by their intrinsic characteristics: “Nevertheless, 

even though the essence of biological populations was now impermanent, what substantively 

defined ‘populations’ remained framed as fundamentally endogenous” (Krieger 2012, 644). The 

eugenics movement of the early twentieth century highlights how this logic of ‘biological 

difference’ took root as a way to identify and hierarchize populations. 

Broadly speaking, eugenics refers to the study of increasing the occurrence of heritable 

characteristics deemed socially, culturally, and/or biologically ‘desirable’ within the human 
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population (i.e., totality of all humans) by proclaiming some individuals as ‘unfit’ to reproduce 

and limiting their reproductive capacities through social exclusion, segregation, involuntary 

sterilization, and sometimes genocide (National Human Genome Research Institute 2022). This 

eugenic thinking was “espoused by leading scientists and statisticians [of the 20th century], 

especially the newly named ‘biometricians,’ who held that individuals and populations were 

determined and defined by their heredity” (Krieger 2012, 644). By the 1920s, eugenics had 

gained traction around the world as a fairly common public health practice to safeguard the 

(future) health of the public (National Human Genome Research Institute 2022). Beyond its 

extremely immoral usage and erroneous premises, eugenics also highlights how biological 

differences have come to fuel inclusion and exclusion into populations of public health inquiry 

and intervention. Thompson and King (2015) make a similar claim when they state, “[in the case 

of eugenics] epidemiology and statistics are deployed to make visible populations with distinct 

sets of bodily and behavioral traits that are linked to potential illness or potential threats to 

national and economic security” (150). Although the 20th century investment in eugenics did not 

start the biologization of difference, it did intensively entangle statistics with biology in such a 

way that types of people became inextricably embedded with and defined by biological 

characteristics. This transformation of social difference into biological difference (and problems) 

is central to the process of medicalization, and biomedicalization takes it a step further by turning 

‘types of people’ into ‘special’ and ‘vulnerable’ populations.   

The production of “distinctive populations” is a key feature of biomedicalization (Clarke 

et al. 2003, 54). It’s tempting to imagine that federal public health agencies in the United States 

have always focused on the unequal distribution of health and disease across different groups of 

people; however, this attention on populations (plural) and the differences across them is a very 
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recent sociohistorical practice within public health (Epstein 2007). For much of the 20th century, 

US public health structured itself around the “still reigning idea of ‘the average man’ [proposed 

by Quetelet]” and dedicated much energy to the study of population averages (Krieger 2012, 

648). The goal of public health under this conceptualization was to protect the average health of 

a population, wherein the population was thought to be defined by intrinsic qualities and usually 

studied solely in geographic terms. The mean was the target of intervention, and the goal of 

public health was to maintain or improve this mean. Put another way, public health aimed to 

protect and promote health within the middle of a population’s (i.e., a totality’s) bell curve; it 

sought to defend the normal majority from the abnormal minorities.21 The era of 

biomedicalization is part and parcel of a conceptual addition to this model: “Where 

medicalization practices seemed driven by desires for normalization and rationalization through 

homogeneity, techniques of stratified biomedicalization additionally accomplish desired tailor-

made differences” (A. E. Clarke et al. 2010, 78). 

Prior to the 1980s, federally funded biomedical and epidemiological research in the 

United States followed a one-size-fits-all model that generalized findings from scientific studies 

of middle-aged white men to all populations. Referencing the same timespan that Clarke et al. 

(2003) describe as the era of biomedicalization, Epstein (2007) claims that a healthcare reform 

movement in the US between the mid-1980s and early 2000s, which sought to incorporate 

underrepresented groups into such research, brought about a new biopolitical paradigm that he 

 
21 Geoffrey Rose’s (1993) influential reframing of individual risk in terms of populations sets the 

“normal majority” (i.e., a greater number of people at moderate risk of a disease) in juxtaposition 

to the “deviant minority” (i.e., smaller number of people at higher risk). Rose’s uses of these 

concepts and the work that they do fulfill specific purposes within his argument. I deploy the 

“normal majority” here as a more general descriptor for the materialization of normality through 

statistics, which nods towards his work but doesn’t fully encapsulate the meaning that he 

proposed. I’ve therefore chosen to omit quotation marks in this instance.  
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names “the inclusion-and-difference paradigm.” He titles this transformative shift as such 

because it revolved around making commonsensical 1) the inclusion of various groups into 

medical research and 2) the comparative measurement of differences across these groups. Only 

certain social categories gained such recognition by the mid-2000s though: women, children, the 

elderly, and racial and ethnic minorities. Epstein (2007) attributes their recognition to—among 

other things—their ability to “convincingly deploy frames that link[ed] justice arguments to 

biological difference claims” (259). 

Many racial and ethnic minorities, women’s groups, and LGBT activists in the United 

States have long fought against this kind of biologization and the consequential hierarchization 

of social categories reminiscent of eugenics movements; however, reformers engaging with 

federal health research institutions during the formative years of the inclusion-and-difference 

paradigm seemed unperturbed by the risks involved with a biologically essentialist argument. As 

Epstein (2007) notes, “In past centuries, to be called medically ‘other’ was to be considered a 

lesser sort of human being: but by the late 1980s, reports of biological differences seemed 

strategically advantageous to those who sought better health care for socially disadvantaged 

groups” (72-73). This “biological-differences frame” leveraged the argument that certain social 

categories had innate biological differences, which in turn meant that they required specific and 

comparative investigations to ensure scientific accuracy. These “special populations” defined 

themselves through and became identifiable by their unique biological differences; they therefore 

emerged as biometric populations in the second sense of the word (See Chapter 5).22 

 
22 As I elaborate in more detail in Chapter 5, biological difference is itself a sociohistorical 

apparatus. During the 2000s and 2010s, developments in social epidemiology redrew the 

boundaries of biology to include ‘social determinants,’ which allowed public health populations 

to be identified by their unique embodiments of biological harm. This population is still 
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Populations of public health problematization have transformed during the era of 

biomedicalization into increasingly biometric phenomena that entangle biology with statistics to 

embed certain groups with and make them identifiably by biological differences. Just as 

biomedicalization describes unfolding processes of medicalization, these changes in populations 

are noteworthy not because they are wholly new or unprecedented but rather because they 

(re)configure who or what matters for public health. And they do so “through the remaking of 

the technical, informational, organizational, and hence the institutional infrastructures of the life 

sciences and biomedicine [and public health] via the incorporation of computer and information 

technologies” (Clarke et al. 2003, 48). Describing populations as biometric phenomena 

underscores their entangled sociohistorical ontology and recognizes that media technologies have 

co-produced populations that can be ‘discovered’ and subsequently made to matter for public 

health. But this is not solely or purely a definitional claim—it’s also an assertion about evolving 

(bio)politics of counting and the shifting apparatuses of accountability that materialize alongside 

and through them.  

The Biopolitics of Counting Biometric Populations 

In the introduction of this dissertation, I emphasized that, despite lacking an agreed upon 

definition, populations do a certain kind of work within public health and beyond: they make 

(some types of) people matter (in some ways and not others) for investigation and intervention. 

They act as powerful tools of governance and—increasingly during the biomedicalization era—

tools of resistance. Counting matters for defining people, populations, problems, and citizenship. 

In the words of Sætnan, Lomell, and Hammer (2010), “the act of counting its [the State’s] 

 

biometric in that it is defined by biological differences, but the biological differences that hold 

such populations together transition from intrinsic to embodied characteristics. 
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citizens, territories, resources, problems, and so on, is one of the acts by which the State 

participates in creating both itself, its citizens, and the policies, rights, expectations, services, and 

so on, that bind them together” (2). Not only does counting act as a boundary-making practice 

(i.e., what is counted and what counts) but counting and technologies of counting also inform 

who or what is held accountable for causing and fixing—in this case—public health problems 

(Hoeyer, Bauer, and Pickersgill 2019). The bisexual health threat (in both interpretations of the 

phrase) then is as much a product and producer of population data practices and technologies as 

it is of accountability apparatuses.23 

Accountability emerges as a vital component to population health science as a matter of 

producing social relations that shape, delimit, and police the boundaries of obligation and blame. 

Accountability is a deeply biopolitical materialization. It is “a matter of knowing, doing, and 

becoming… [which defines] who needs to know—and do—what, and for and to whom” 

(Hoeyer, Bauer, and Pickersgill 2019, 463). Media and technology play a central role in 

circumscribing how accountability is measured and performed as well as in defining who (or 

what) is held accountable and how. In this way, accountability 

ties together group and individual through a circular movement from the individual to the 

population and back. This movement depends on technologies of documentation and 

computation…Depending on differing ideas about who should be held responsible for 

what—and by whom—different accountability assemblages emerge along with very 

different data infrastructures. (Hoeyer, Bauer, and Pickersgill 2019, 470) 

 

 
23 Throughout this section, I heavily reference the work of Hoeyer, Bauer, and Pickersgill (2019) 

as they discuss “datafication and accountability in public health” in an introduction for a special 

issue of Social Studies of Science. I do, however, deviate from some of their terminology. They 

prefer to use the term “assemblages of accountability” to describe the “arrangements of practices, 

technologies, and theories that configure action in a sociotechnical space” (460). The train of 

references associated with their definition connect it to the Deleuzian assemblage, but they 

mobilize “assemblages of accountability” throughout the article in ways that (perhaps more) 

closely resemble an apparatus. For conceptual clarity and cohesiveness, I define these 

entanglements as “apparatuses of accountability” or “accountability apparatuses.”  
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Furthermore, accountability apparatuses assign rights and responsibilities across populations, and 

in doing so become implicated in projects of citizenship. The ontological shiftiness of citizenship 

makes it difficult to define; however, some have articulated it as personal or organizational 

inclusion into a political community (broadly speaking) that partially bestows rights and 

responsibilities to those who adhere to its parameters (Hall and Held 1990; Epstein 2018).24 

Biology and medical institutions have been deeply entangled with the creation and maintenance 

of citizenship’s boundaries since at least the mid-nineteenth century, and the concept of 

“biocitizenship” (alongside its many variations) marks an attempt to investigate this boundary 

work (N. Rose and Novas 2005; Heinemann 2015; N. Rose 2007b).25 To date, invocations of 

biocitizenship describe a number of scenarios that range from disease advocacy organizations 

questioning biomedical knowledge distribution and lobbying to influence political decisions (N. 

Rose and Novas 2005; N. Rose 2007a) to the application of biometric technologies in policing 

legal citizenship  (Ajana 2012). Across many of these uses, biocitizenship is typically deployed 

to describe one of (or some combination of) three things: a mode of biopolitical governance, a 

technique of collective health advocacy, and/or a normative prescription for something we ought 

to become (Happe, Johnson, and Levina 2018). 

Like biocitizenship, sexual citizenship is also an amorphous term that has offered 

provocative insights while at the same time lacking an agreed upon definition. Epstein (2018), 

for instance, defines sexual citizenship in his work as “the claim to rights and assumptions of 

responsibilities associated with the multiple dimensions of exclusion or incorporation that stem 

 
24 However, Epstein (2018) also notes that some scholarship, especially that on cultural 

citizenship, tends to equate citizenship with any form of social acceptance, bonding, or affinity. 
25 Importantly, citizenship is not only imposed from above (i.e. through government institutions, 

federal laws, etc.), it is also proposed and enacted from below (i.e. through activist and counter-

cultural work). 
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from sexual practices, identities, norms, and attributions” (23). He notes that despite the long 

history of controlling and defining sexuality through medicine, scholarship on sexual citizenship 

has rarely engaged with biomedical institutions and practices. Hence, he offers biosexual 

citizenship to account for this gap and defines this concept as “differentiated modes of 

incorporation of individuals or groups fully or partially into a polity through the articulation of 

rights and responsibilities [i.e., citizenship], in cases where biological and health-related 

processes are brought into some relation with sexual meanings or identities [i.e., biosexual]” 

(23). Biosexual citizenship draws attention to the boundaries and distribution of membership 

status, the rights attached to this status, and the emergence of collective political identities by 

investigating how the risks and pleasures of sexuality are translated into biomedical phenomena 

and how biomedicine and public health orient definitions of sexual rights and sexual health.  

These connections between sexuality, biomedicine, citizenship, governance, and 

resistance emphasize that accountability apparatuses operate as double-edged swords: “In some 

instances, new data infrastructures can create visibility, and in others they involve forms of 

decontextualization of information in ways that facilitate deliberate or unintended unknowing or 

ignorance”—and, in many cases, they do both simultaneously (Hoeyer, Bauer, and Pickersgill 

2019, 467). Statistical visibility increasingly has the capacity to materialize people and 

populations as being or experiencing certain problems that deserve public health attention and 

intervention. The proliferation of numbers, statistics, and data since the late 20th century has 

inspired new forms of activism that arrange themselves in reference to population indicators. 

These mobilizations of “statactivism”—a portmanteau of statistics and activism—both resist 

“evaluative criteria that they [lay persons, experts, NGOs, etc.] perceive as discriminating against 

them” and “quantif[y] original data to make an issue visible and relevant” (Bruno, Didier, and 
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Vitale 2014, 200). Lourea’s engagement with the SFDPH in the early 1980s exemplifies how 

(bisexual) activists have sought datafication as a way of becoming more visible and powerful by 

materializing through the language of the (biometric) State: statistics. As Sætnan, Lomell, and 

Hammer (2010) argue,  

Forms of government, concepts of citizenship, and statistical practices closely interact 

like chips of colored glass in a kaleidoscope, constantly nudging one another and creating 

new colors where they meet… Statistics play this key role in the kaleidoscope because to 

count something or someone is to make it/them count in the policy sphere, and by 

corollary, only that/those which already count tend to get counted. (2, emphasis in 

original) 

 

Population data practices and infrastructures during the biomedicalization era “provide 

the basis for knowledge claims about needs, causes, and effects relating to health and illness,” 

and, in some cases, recognition by these apparatuses “serve to hold powerful actors responsible 

for their use and prioritizations of resources” (Hoeyer, Bauer, and Pickersgill 2019, 460). 

Materialization as a biometric population allows collectives (both intrinsically and extrinsically 

manifested and held together) to access some political forums where accountability concretizes 

in and through policy, and these forums increasingly value the epistemologies of big (population) 

data, which shed light on (health) differences across groups. The hope here in being counted is 

that these metrics will “make human suffering visible” and hold state-actors and policies 

accountable for such suffering (Hoeyer, Bauer, and Pickersgill 2019, 460). As seen in the “Do 

Ask, Do Tell” campaign to include sexual orientation and gender identity (SO/GI) questions in 

clinical settings and recent advocacy to include SO/GI in national health surveys and the US 

Census, statistical visibility has become a foundational imperative of LGBT+ health activism in 

the United States in recent decades. 

The collection of data by federal health agencies does not always or immediately equate 

to political enfranchisement—such surveillance practices also contribute to disenfranchisement, 
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marginalization, responsibilization (i.e., making individuals responsible for protecting/promoting 

their health and the health of the public), and the (bio)medicalization of populations. Chapters 2 

and 3, for instance, highlight how bisexual men’s inclusion into biometric populations 

materialized them as threats to the public’s health (i.e., the bisexual “health threat”). This 

relationship between bisexual men and their public health (im)perceptibility highlights the 

limitations and dangers of representational criticism and statistical visibility politics for bisexual 

activism: the goal for activism under these regimes becomes one of proving and stabilizing 

existence through (more or less) accurate representations of bisexual lifestyles, however, this 

emphasis on presence and absence oftentimes obfuscates or naturalizes the mechanisms that 

prescribe and restrict the potentials, qualities, rights, and responsibilities of the populations that 

they count, develop, and pursue.  

Furthermore, both facets of statactivism—resisting discriminatory categorization and 

demanding statistical visibility—require and perpetuate a biopolitical paradigm of compulsory 

disclosure, wherein openness to public health surveillance operates as a primary tenet of 

(biosexual) citizenship. Writing about the representations of African American men who have 

sex with men but don’t identity as LGBT+ in CDC reports, Decena (2008) proposes that during 

the end of the 20th century a notable shift occurred between federal health agencies and men 

who have same-sex interactions—one that marked a transition “from a landscape in which 

homosexuality was pathologized to a regime in which not revealing same-sex relations is 

pathological” (406). He names this new landscape a “regime of compulsory disclosure” and 

describes it as one in which “subjects who avoid coming out become a threat to mainstream US 

society because they refuse regulation” (405). Notably, Decena’s (2008) argument implies that 

coming out is predominantly a practice done on an interpersonal level—in his analysis, with 
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(potential) sexual partners. Yet, as David Lourea’s engagement with the SFDPH suggests, 

coming out during the AIDS crisis also meant disclosing sexual identities and behaviors to the 

data collection efforts of government health agencies.  

Following Epstein (2007), this regime might better be described as a biopolitical 

paradigm of compulsory disclosure: frameworks of ideas, standards, technologies, and 

unarticulated understandings that specify how concerns about biometric differences are made the 

simultaneous focus of biomedicine, public health, and the state through a reliance on and 

mandated openness to data collection and interpretation. The rise of statactivism in the late 20th 

century underscores how being counted and making oneself countable (in some ways and not 

others) doesn’t necessarily refute regulation but rather co-opts apparatuses of problematization. 

Avoiding numerical capture under this paradigm becomes ethically undesirable by both activists 

and the state because such accountability apparatuses serve to establish responsibilities and hold 

specific individuals, entities, policies, or practices accountable for human suffering (Hoeyer, 

Bauer, and Pickersgill 2019). 

Conclusion 

Apparatuses of accountability within public health “diversify, expand, and stratify 

responsibility in new ways” through their entanglements with media, technology, statistics, and 

biology (Hoeyer, Bauer, and Pickersgill 2019, 470). The biometric population of the 

biomedicalization era serves as a case and point. Differential biological outcomes across groups 

have become increasingly datafied, and this data justifies not only the boundaries of a population 

but also instills it with qualities, rights, responsibilities, and threats. However, as I’ve stated 

previously, (population) data are unruly: they simultaneously represent, criticize, and create often 

conflicting realities (Bruno, Didier, & Vitale 2014). Datafication processes in apparatuses of 
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public health problematization and accountability are not singular or monolithic; instead, they 

operate as different sociohistorical ways of cutting the world together-apart that materialize 

“different objects of concern through different ways of counting and by holding different actors 

accountable” (Hoeyer, Bauer, and Pickersgill 2019, 470).26 

The following chapters delve into different materializations of bisexual men as biometric 

populations (with certain rights and responsibilities—mostly responsibilities) and public health 

problems. Each chapter delineates an apparatus that aided in a particular materialization and 

gestures towards who/what is made accountable for causing and solving the public health threats 

that emerge. Some chapters (like Chapter 5) do this more explicitly than others (like Chapter 4). 

In the next two chapters (Chapter 2 and Chapter 3), I turn to the construction of the bisexual 

bridge in the CDC’s technical documents and national news coverage, respectively, to show how 

these biometric populations emerge, take on matter and meaning, and curtail who should be held 

accountable for the bisexual health threat.  

  

 
26 Barad (2007) uses the phrase “cutting together-apart” to emphasize that every cut—every 

demarcation of separation or difference—is an act of inclusion (e.g., being cut into something) 

and exclusion (e.g., being cut out of something).  
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CHAPTER 2 

Building Bisexual Bridges and Burying Bisexual Patients 

One view commonly held by therapists and gay activists is that bisexuals are merely self-

deceived homosexuals, ‘fence sitters’ unwilling to face up to their same-sex preference. 

Heterosexuals tend to think of ‘bi's’ as the ultimate libertines, the ones most determined to ‘have 

it all.’ As one bisexual once put it, ‘Why should we be restricted from sleeping with half the 

human race?’ There is now a very short answer to that question, a four-letter word that explains 

why bisexuals are becoming the ultimate pariahs of the '80s. That word is AIDS.  

 

-David Gelman, Newsweek, July 13, 1987 

 

Popular faith in the balkanization of sexual desire being what it is, how can we explain the 

"spread" of HIV infection into "the general population”? Enter the epidemic's new bête noire, 

the bisexual. Only he (in AIDS discussions, bisexuals are always male) can account for and 

absolve the heterosexual majority of any taint of unlawful desire. 

 

(Grover 1987, 21) 

 

The AIDS epidemic in the United States marks both a disastrous and transformative time 

in the history of sexual minority men’s health and their relationships with national politics, 

federal agencies, and major media outlets. In the early days of the outbreak, both the government 

and the general public largely ignored the increasing number of “homosexually active” young 

men who somehow contracted and died from rare diseases that were typically resolved by a 

healthy immune system (Centers for Disease Control and Prevention 1982d, 306). With 

monikers like “the gay plague” and “gay-related immune deficiency (GRID),” the growing 

morbidity and mortality of sexual minority men who displayed such symptoms struggled to 

warrant classification as a national public health problem due in no small part to the presupposed 

sequestration of the disease within these specific groups (Miller 2001; Curran and Jaffe 2011). 

However, by 1982, an increasing amount of research and government reports unveiled that the 

distribution of this disease flooded the banks so to speak of gay communities.  
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Starting in the late summer months of 1982, the CDC’s Morbidity and Mortality Weekly 

Report (MMWR), a publicly-accessible weekly digest that publishes findings from state health 

departments and is frequently referred to as “the voice of the CDC” (Centers for Disease Control 

and Prevention 2022c), began highlighting more and more similar cases outside of gay 

populations in other groups including people of Haitian descent (Centers for Disease Control and 

Prevention 1982e), people diagnosed with hemophilia (Centers for Disease Control and 

Prevention 1982f), infants (Centers for Disease Control and Prevention 1982j), and people who 

intravenously injected drugs. The nomenclature of GRID was then short-lived as recognition of 

the disease’s boundary transgressions resulted in the term’s disposal and the uptake of auto-

immune deficiency syndrome (AIDS) in its stead. On September 24, 1982, the CDC used the 

terminology “AIDS” for the first time and identified four major risk factors contributing to its 

contraction: male homosexuality, intravenous drug abuse, Haitian origin, and hemophilia 

(Centers for Disease Control and Prevention 1982g). This “4-H model”—an abbreviation for 

homosexuals, heroin users, Haitians, and hemophiliacs—expanded the list of people who could 

contract AIDS beyond gay men, but it also reinforced the idea that these ‘minoritized’ groups 

were well-contained communities whose infections manifested through poor personal and 

cultural practices (Marc et al. 2010). 27 Therefore, people outside of these four groups were, for 

the most part, considered to be safe from AIDS. 

During the first week of 1983, this fallacy of containment destabilized when the CDC 

reported that some women outside of high-risk populations had somehow contracted AIDS 

through heterosexual activity with men from 4-H risk groups (Centers for Disease Control and 

 
27 The CDC didn’t formally use the 4-H model until March 4, 1983, but they listed all of these 

groups as at-risk in their September 1984 update.  
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Prevention 1983a). Less than a year after the initial reports of immunodeficient women debuted 

in the MMWR, the CDC (1984) added “heterosexual contacts of persons at increased risk for 

acquiring AIDS” as an “other or unknown risk factor” in the contraction of the disease, and two 

years later, the language of “heterosexual contact” grew to include “bisexual men” specifically as 

a risk factor (Centers for Disease Control and Prevention 1986a, 664). Outside of the CDC, 

health researchers quoted in national news outlets encouraged women not to have sex with 

bisexual men (Altman 1985), and, by the end of the decade, bisexual men were hailed as the 

“bogyman” of the HIV/AIDS epidemic who were depicted as secretive, deceptive, and 

dangerous vectors for smuggling AIDS across heterosexual lines (Nordheimer 1987). The sexual 

transmission of AIDS from bisexual men to straight women would later be deemed the “bisexual 

bridge,” and a focus on this bridging potential would set the precedent and rationale for public 

health inquiries into bisexual men for at least the next 25 years. 

Having discussed the dynamics of constructing “populations” in the last chapter, this 

chapter (and to some extent the next) takes the bisexual bridge as its starting point and attempts 

to address what on the surface seems to be a fairly straightforward question: How did the 

bisexual bridge emerge as the most prolific reason to study bisexual men from an 

epidemiological perspective in the United States? Policymakers and public health researchers 

alike have frequently used the bisexual bridge as an exigence for further study (Chow, Wilson, 

and Zhang 2011; Kahn et al. 1997; Malebranche et al. 2010; Mercer et al. 2009; Zule et al. 2009) 

or written it off as a gross stereotype of bisexual men (Bryant 2005; Jeffries 2014; Flanders 

2018; Sarno et al. 2020), but in both cases, the bisexual bridge is discussed as a rather flat 

concept: as either a possible transmission pathway for the human immunodeficiency virus (HIV) 

or another politicized mode of medicalization that stigmatizes bisexual men. Neither of these 
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assumptions are necessarily inaccurate, but I find the bisexual bridge to be much a more complex 

materialization than these two viewpoints suggest. This bridge is an apparatus of and for public 

health problematization; it is simultaneously a result and causal agent of techniques to create and 

resolve problems related to the health of the public. The bisexual bridge theory and its 

ramifications within health policy can then be seen as co-emergent with apparatuses of public 

health perceptibility: sociohistorical arrangements of technologies and practices that make 

populations (in this case, populations of bisexual men) matter for policy and research by making 

them seeable, countable, and knowable in certain ways and not others. 

Writing about the materialization of low-level chemical exposures in mid-century office 

buildings, Michelle Murphy (2006) describes similar arrangements as part and parcel of 

“regimes of perceptibility”—or “the regular and sedimented contours of perception and 

imperception produced within a disciplinary or epistemological tradition”—through which 

objects of knowledge become known or unknown (24). These regimes, she proposes, are about 

much more than visual representations or erasures; they are directly implicated in making 

problems and populations matter. In her words, “Produced by assemblages that are anchored in 

material culture, regimes of perceptibility enable what phenomena become perceptible, and thus 

what phenomena come into being for us, giving objects boundaries and imbuing them with 

qualities” (Murphy 2006, 24).  

The AIDS ‘case patient,’ ‘risk factor,’ and ‘vector’ all materialized in part through the 

collection, distribution, and analysis of information and matter. To borrow a phrase from Andrew 

Barry (2005), these entities within the CDC’s AIDS surveillance documents manifested as 

“informed materials”: indiscrete objects of knowledge constituted through their relationships to 

informational and material environments. Barry (2005) originally used this term to describe how 
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the co-emergence of molecular and informational arrangements materialized molecules in 

chemical research and development; however, his insights also prove productive to thinking 

about how data and technical documentation circumscribe the perceptibility of populations 

within public health research by emphasizing the constitutive dynamics of information, matter, 

and meaning.28 Like Barry’s molecules, bisexual men within AIDS surveillance congealed 

alongside entanglements of data, documents, and biological samples, which reinforced and 

produced the CDC’s regime of perceptibility. Their materialization was indebted to the flow of 

blood, antibodies, papers, electrons, and ink as they moved across and evolved through different 

venues. How the CDC counted bisexual men and how bisexual men came to matter for AIDS 

surveillance and health policies in the 1980s and beyond was therefore predicated upon how 

information about this population became known to physicians, health departments, and 

eventually the CDC itself.  

In this chapter, I focus specifically on how the CDC’s AIDS surveillance protocols and 

its accompanying technical documents made (and continue to make) bisexual men both 

imperceptible as a distinct type of case patient and excessively perceptible as a vector or bridge 

for spreading AIDS (and later HIV) to low-risk heterosexual women. I argue that the statistical 

stratification of AIDS case patients in the CDC’s official case report forms (CRF), MMWR 

publications, and annual HIV Surveillance Reports (HSRs) structures a regime of perceptibility 

that simultaneously builds the bisexual bridge and buries bisexual patients inside aggregated data 

categories. As I mentioned in Chapter 1, counting matters. The ways that bisexual men were 

 
28 Rosengarten (2010), for instance, uses Barry’s (2005) discussion on “informed materials” to 

criticize biomedicalized HIV intervention strategies. She writes, “Although work on molecules 

may seem altogether too tangential [to HIV prevention in gay men], the notion of ‘informed 

matter’ provides a novel way for rethinking biomedicalized or newly technolo- gized prevention” 

(Rosengarten 2009, 62). 
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counted, collated, parsed apart, and assigned value within these documents helped materialize 

them for health policies and research as 1) basically the same as homosexual men and 2) as a 

distinct threat to the general population.29 

To support these arguments, I provide a genealogy of bisexual men as they appear in the 

CRFs, MMWR, and the HSRs during the 1980s and early 1990s. Rather than offering a 

comprehensive content analysis of all the reports published in this timeframe, I instead focus on 

moments of change or disruption in how ‘bisexual men’ takes on meaning and statistical 

significance within these documents. In particular, I focus on the categorical labeling and 

statistical segmentation of groups that these reports name and count as part of their HIV risk 

hierarchies.30 My attention consequently falls heavily upon the construction of data tables as they 

represent, resist, and perpetuate regimes of perceptibility.  

I begin this discussion with a technical overview of the processes by which AIDS cases 

were reported to the CDC during the 1980s to emphasize the importance of certain reports and 

documents in the materialization of case patients and, by extension, bisexual men. In particular, I 

address how the MMWR, the CRF, the HSR, and the CDC’s case definitions of AIDS 

interconnect with one another to create and update the agency’s protocols for case reporting. I 

then turn to extrapolate how these materials structure a regime of perceptibility that 

simultaneously makes bisexual men imperceptible as a distinct population from homosexual men 

 
29 The ‘general population’ is also an apparatus of public health problematization in that it sets 

the statistical, biological, and definitional standards for delimiting normalcy, national identity, 

and public health threats. Like other biometric populations, the general population is held 

together by sociohistorical material-disursive formations.  
30 This hierarchy can be defined as “a list of the most likely routes of HIV[/AIDS] transmission, 

ordered from highest to lowest probability of transmission,” but it also acts as “a kind of 

standard, ideal type, data collection instrument, and regulated taxonomy” (Molldrem 2019, 57–

58). 
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and perceptible as a unique and dangerous vector for transmitting HIV/AIDS to the general 

population. Although these events take place concurrently, I devote a separate section to each for 

the sake of clarity. While these technical documents might only capture a small sliver of the 

events that aided in the production of the bisexual bridge, they prove exceptionally significant 

for its materialization because they forwarded, for the first time, categorical and statistical 

standards that directly addressed bisexual men as a unique population for epidemiological 

inquiry in the United States. 

A Technical Overview of AIDS Case Reporting  

Until the 1950s, the term ‘surveillance’ in US public health practice primarily revolved 

around watching contacts of patients diagnosed with serious communicable diseases, like 

smallpox, for the purpose of issuing expedient isolation orders when needed (Langmuir 1963; S. 

B. Thacker and Berkelman 1988). This focus on individuals later expanded to tracking 

population-level trends through the creation of the CDC in 1946 (then called the Communicable 

Disease Center) and the works of epidemiologists like Alexander Langmuir, who would, in 1949, 

become the CDC’s first chief epidemiologist. Writing in the 1960s, Langmuir (1963) described 

this emergent form of surveillance as “the continued watchfulness over the distribution and 

trends of incidence through the systematic collection, consolidation and evaluation of morbidity 

and mortality reports and other relevant data” (182). Given this history, it should come as no 

surprise that by the time that reports of Kaposi sarcoma (KS) and pneumocystis carinii 

pneumonia (PCP) in homosexual young men entered the MMWR in 1981, a “concerted effort at 

[the] CDC focused on the practice of surveillance” (S. B. Thacker, Qualters, and Lee 2012, 4). 31  

 
31 KS is a type of cancer that causes abnormal tissue growth “under the skin, in the lining of the 

mouth, nose, and throat, in lymph nodes, or in other organs” (National Cancer Institute 2018, 

n.p.). PCP is a form of pneumonia caused by a fungal agent (although at the time it was thought 
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During the early years of the epidemic, the CDC’s surveillance of what would later be 

recognized as AIDS primarily revolved around contraction, or who had been infected with KS, 

PCP, and opportunistic infections (OI) related to immunosuppression. In the summer of 1981, 

the CDC created the Task Force on Kaposi Sarcoma and Opportunistic Infections to begin 

surveillance and epidemiological inquiry into these strange infections (Curran and Jaffe 2011), 

and their first objective was to develop a case definition or “a set of uniform criteria used to 

define a disease for public health surveillance” (Centers for Disease Control and Prevention 

2021b, n.p.). The initial definition included two criteria: “1) biopsy-proven KS among persons 

under 60 years of age or biopsy- or culture-proven life-threatening or fatal opportunistic 

infections and 2) no known underlying illness (e.g., cancer or immune deficiency disease) or 

history of immunosuppressive therapy” (Curran and Jaffe 2011, 64). In other words, patients 

under 60 met this case definition if they had lab-verified KS or OI, and if, on top of that, they 

had no history or reason for a highly reduced immune response.  

Most information about the prevalence and morbidity of AIDS case patients during the 

early 1980s came from physician’s reports.32 In July 1981, the MMWR urged physicians to be 

“alert” for KS, PCP, and OI in homosexual men (Centers for Disease Control and Prevention 

1981b), and in August, the CDC issued a formal request to all 50 state health departments to 

 

to be protozoan) that is typically resisted by a working immune system but is a common serious 

infection for those with immunodeficiency. Both diseases are now officially categorized as 

defining opportunistic infections for AIDS/Stage-3 HIV infection (Centers for Disease Control 

and Prevention 2022a).  
32 The Task Force on Kaposi Sarcoma and Opportunistic Infections also collected statistics about 

case patients who met these criteria through cancer registries. Investigators used cancer registries 

to retroactively search for PCP patients without underlying conditions because this infection was 

rare and the medication used to treat it (pentamidine) was unlicensed in the United States, used 

almost exclusively for cancer patients, and only available through the CDC. If a patient had 

received pentamidine for PCP and possessed no underlying conditions, then they could be 

counted retroactively as a case patient for the developing outbreak (Haverkos and Curran 1982). 
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notify the CDC of illnesses that met the contemporary case definition (Centers for Disease 

Control Task Force on Kaposi Sarcoma and Opportunistic Infections 1982). At the time, the only 

way that health departments could obtain this information was via reports made by physicians. 

The process of reporting looked something like this. A patient would come into the doctor’s 

office, and the doctor would diagnose their ailments. If the attending physician thought that the 

patient had KS, PCP, or OI related to immunosuppression with no underlying conditions, then 

they would order a biopsy or culture. If the lab results came back positive, then the physician (or 

nurse or administrative assistant) would contact the local health department via phone call or 

mail and provide them with the patient’s demographic data (e.g., name, age, race, marital status, 

sexual preference, and residence) and clinical information (e.g., illnesses, dates and methods of 

diagnoses, presence and dates of onset of signs and symptoms, and history of predisposing 

conditions). The local health department would then report the same information to the state 

health department, and the state health department would report to the CDC, where it would later 

be added to national surveillance statistics.  

During the early months of the CDC’s reporting on what would later become 

recognizable as the AIDS epidemic, local and state health departments were sending the agency 

a myriad of unstandardized details—especially in regard to sexual orientation—about PCP and 

KS patients. The MMWR operated through and broadcasted findings that were reported by 

public health departments around the country and many of these had their own idiosyncrasies 

when it came to case reporting. Furthermore, the information that the public health departments 

received came directly from physicians who wrote down demographic information about their 

patients so sometimes ‘homosexual’ or ‘bisexual’ referred to a self-identity and other times a 

diagnosis determined by past sexual experiences. Without a standardized reporting system for 
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epidemiological data collection on sexual orientation, the meaning of such demographics or even 

their presence within such reports varied across jurisdictions.33 Consequently, bisexual men 

materialized somewhat sporadically throughout the CDC’s reports in 1981 and 1982. In some 

analyses, they would register as a statistically distinct population from homosexual men (Centers 

for Disease Control and Prevention 1982b); in others, they would be configured as a lumped sum 

(Centers for Disease Control and Prevention 1982h) or quite literally as a parenthetical group 

(Centers for Disease Control and Prevention 1982c). However, in 1983, the terms “bisexual” and 

“homosexual” took on different meanings in relation to one another. Rather than being used as a 

demographic description in regard to sexual orientation, they became synonymous with “patient 

characteristics” of at-risk populations (Molldrem 2019). 

Medical and technological developments in the early- to mid-1980s intensified the 

datafication of AIDS surveillance as new laboratory tests became available and the CDC started 

to incorporate more computers and statistical software packages into their surveillance practices. 

Since the mid-1970s, health departments primarily reported notifiable diseases to the CDC 

 
33 Some physicians refused to report to the CDC for fear of privacy breaches. In several states at 

the time (such as Tennessee), homosexuality was still punishable by imprisonment and several 

physicians were concerned that case reports to public health departments in those jurisdictions 

could harm their patients and usurp patient/physician confidentiality. Their concerns were well-

warranted. From 1981-1983, identifying information such as name and address was not removed 

from health department reports to the CDC, which resulted in several catastrophic breaches of 

privacy. Statements made to the House of Representatives in 1983 outline the dangers of this 

format: “Until recently, the information that has been collected on persons diagnosed with AIDS, 

together with the information identifying those persons, has been turned over by most local 

health departments to the CDC. The CDC, in turn, on at least three separate occasions, has 

released a list of names identifying those individuals diagnosed as having AIDS to the New York 

Blood Center, a private institution regulated by the Office of Biologics of the Department of 

Health and Human Services, to certain individuals involved in the so-called Los Angeles cluster 

study and, most recently, the CDC has released its national list of people with AIDS by mistake 

to the New York City Department of Health” (United States Congress House Committee on 

Government Operations Intergovernmental Relations and Human Resources Subcommittee 

1983, 207). 
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weekly via telephone, but in 1984, the CDC and six states began the Epidemiological 

Surveillance Project, which resulted in the creation of the National Electronic 

Telecommunications System for Surveillance (NETSS). This “system for transmitting individual 

case records to CDC over commercial telecommunications systems” allowed various external 

health agencies to send information in a standardized format via computer even when they used 

different pieces of hardware and software (Centers for Disease Control and Prevention 1991, 

502). As AIDS reporting became increasingly imbricated in emergent digital infrastructures, 

etiological research also connected AIDS to a viral agent and shortly thereafter produced clinical 

tests for HIV. By the 1990s, alerts about new AIDS case patients could enter the CDC through a 

variety of sources including physician reports, lab reports, in-clinic information systems, paper 

forms, telephone calls, fax machines, emails, diskettes, and direct modem lines. 

This intensified “technoscientization” of AIDS surveillance entangled the ontology of 

case patients and high-risk groups with the circulation of biomedia and its corresponding 

documentation (Clarke et al. 2003, 179). As biological samples circulated from bodies to baggies 

to laboratories, documents about patient demographics and clinical information hopped across 

telephone lines and highways from individual doctor’s offices to the punch cards of the CDC. 34 

The case report form (CRF) served as the lifeblood of this informational network. After a patient 

was diagnosed and their biopsy or culture analyzed, a healthcare provider or administrative 

assistant would input the patient’s clinical and demographic information into a fill-in-the-blank 

form that the clinic would then send to the health department to be forwarded to the CDC. 

Originally written on carbon paper and then submitted through the mail, these forms acted as a 

 
34 By 1975, telephone reporting of notifiable diseases largely replaced telegraphic reports even 

though postcard reporting (i.e., reporting cases via mail) remained popular well into the 1980s 

(Centers for Disease Control and Prevention 2011). 
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materialization of the CDC’s data collection protocols for AIDS surveillance. The CRF takes its 

name from clinical research where a “case report form” is defined as “a printed, optical, or 

electronic document designed to record all protocol-required information to be reported to the 

sponsor on each trial subject” (Bellary, Krishnankutty, and Latha 2014, 159). In AIDS 

surveillance, the CRF similarly ensured that all expectations for disease reporting were met 

through a standardized list of questions and responses. Since the information requested in the 

official CRF fed the statistics used by the MMWR and the annual HSR (especially after its 

integration into NETSS in 1984), this technical document significantly delimited what 

information became perceptible to actors and agencies at the CDC and beyond. 

Yet the CRF was not an isolated or static document. Far from it, the CRF frequently 

shifted and contingently solidified alongside contemporary technological and epidemiological 

developments. It was connected to at least three other interrelated documents/materials published 

by the CDC, all of which have already been introduced: the case definition of AIDS (and later 

HIV), the MMWR, and the HSR. The case definition ultimately determined what questions, 

categories, and responses wound up in the CRF, but the case definition itself was extremely 

malleable and evolved through a myriad of factors that included but were not limited to new 

etiological insights, advocates’ contestations against certain terms or surveillance practices, and 

epidemiological information published in the MMWR. The HSR itself unofficially set the 

standards for best practice in how AIDS cases should be reported in the MMWR, but the HSR 

was modeled after the CRF, which was frequently modified by proposals in the MMWR, case 

definitions, and deliberations by CDC committees. In short, all of these documents informed the 

others—sometimes causally, sometimes deterministically, sometimes reciprocally, and 
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sometimes barely at all—and it is through their interactions that bisexual men coalesced and took 

shape within the CDC’s AIDS surveillance efforts.   

 

“Homosexual or Bisexual”: Imperceptibility through Data Aggregation 

The first mention of bisexual men in the CDC’s MMWR came in August 1981, just two 

months after the organization released their first incident report on PCP in homosexually active 

young men (Centers for Disease Control and Prevention 1981c; 1981a). The brief entry—a mere 

six paragraphs—summarizes demographic information about 108 cases of PCP and KS that had 

been reported to the CDC between January 1976 and July 1981. Here, the authors deploy the 

term “bisexual” twice, and, in both cases, it appears alongside homosexual via the phrase 

“homosexual or bisexual” to describe the known sexual preferences of case patients. When the 

phrase “homosexual or bisexual” appears in the accompanying table as a field for data collection 

and interpretation, homosexual and bisexual case patients become one in the same population 

since the numbers of each are combined into one statistic (Figure 1). Far from being erased in 

this categorical schema, bisexual men materialize as a population that is defined by its 

inconsequential differences from an already-established “homosexual” population. The 

concretization of the ‘homosexual or bisexual’ population within the CDC’s reports by 1983 

materialize bisexual men as basically the same (for research purposes) as homosexual men and 

unsurprisingly perpetuate a longer trend in the medico-legal conflation of these groups (Callis 

2009).  
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Figure 1. Breakdown of KS and PCP cases reported to CDC between January 1976 and January 

1981. Table retrieved from Centers for Disease Control. Morbidity and Mortality Weekly Report, 

Vol. 30, no. 33, August 28, 1981, p. 409. 

 

The 4-H model of AIDS risk groups also started to gain traction within the CDC’s reports 

around this time. In November 1982, the CDC first strung together the list of subjectivities that 

would later set the groundwork for the model’s emergent regime of perceptibility: “homosexual 

males, intravenous drug abusers, Haitian entrants, [and] hemophiliacs” (Centers for Disease 

Control and Prevention 1982i, 577). Bisexual men, despite their naming in such reports since the 

beginning of the epidemic and their inclusion in the CRFs, became imperceptible under the 4-H 

model because they collapsed into the ‘homosexual males’ category. While bisexual and 

homosexual men had been statistically conflated by CDC analyses in the past, the turn towards 

patient characteristics and the 4-H model signaled the concretization of “homosexual or 

bisexual” as a singular population within the CDC’s surveillance strategies. For instance, every 

MMWR report that mentioned “bisexual” in 1983 did so only in reference to this materializing 

population of “homosexual or bisexual men”—sometimes without regard to gender, but never in 

relation to any other genders. By the release of the 1983 AIDS Weekly Surveillance Report in 

December, this population had emerged as the statistical standard for counting, seeing, and 

investigating AIDS cases in sexual minority men within the CDC, and it would remain as such 

for nearly a decade. 

This is a somewhat strange occurrence because, as I’ve mentioned before, the CRF fuels 

the annual report, and the CRF in 1983 included separate boxes for homosexual and bisexual 
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under the category of sexual preference. On March 16, 1983, the CDC released its first official 

CRF to all state epidemiologists to help standardize data collection across states.35 This 

standardized CRF requires providers to report data on case patient’s basic information (e.g., 

name, sex, date of birth, race/ethnicity, residence), identified diseases that indicated cellular 

immunodeficiency (and their methods of diagnoses), known causes of reduced resistance, and 

social and risk factors. It’s within the latter of these required details that the term “bisexual” 

appeared by name. The question about a patient’s sexual preference allows for 1 of 5 boxes to be 

checked: heterosexual, homosexual, bisexual, none, or unknown. The inconsistency between 

what was reported to the CDC and what the CDC publicly reported in the 1983 annual report 

suggests that somewhere during the data collation process statisticians or epidemiologists 

combined the results from both boxes. Although the CDC possessed disaggregated information 

about the prevalence of AIDS among bisexual men, the decision was made to report the number 

of bisexual and homosexual male case patients together as one demographic population.  

 
35 According to documents provided by the CDC to the US House of Representatives in 1983, 

the CDC had been using a provision case report form prior to 1983 but issued a standardized 

form to all 50 states in March of that year. The document states, “Before March 1983 a 

provisional AIDS Case Report Form had developed and was in use at CDC. This had undergone 

numerous revisions necessitated by our rapidly changing knowledge about the complex new 

disease. During this period, information about the form had not been disseminated widely to 

State health departments, although detailed information had been shared with public health 

personnel in New York City, San Francisco, Los Angeles, and selected other large cities or 

States that had reported more than a few cases of AIDS. Those cities that had implemented 

surveillance systems either had developed their own case report form that was very similar to 

CDC's Case Report Form or had obtained copies of the provisional CDC case report form and 

had reproduced it for their own use. Most reports about cases of AIDS occurring in areas outside 

of those with concentrated activity were telephoned to CDC and the data entered directly onto 

the CDC provisional case report form” (United States Congress House Committee on 

Government Operations Intergovernmental Relations and Human Resources Subcommittee 

1983, 576). 
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The CDC continued to pay little attention to the differences between homosexual and 

bisexual men through much of the early 1980s and relied instead on the singular “homosexual or 

bisexual” population that their statistical methods made perceptible. While the agency possessed 

the ability to separate homosexual cases from bisexual cases, the differences between the two 

groups were thought to be negligible. Amidst growing privacy concerns, some legal entities at 

the time like the Lambda Legal Defense and Education Fund whose “primary goal [was] to 

promote and protect the civil rights of lesbians and gay men through litigation” considered 

questions about sexual orientation in the CRFs to be “subjective” with “no hard basis for 

scientific study” and used the document’s separate boxes for homosexual and bisexual sexual 

preferences as fodder for their argument by sarcastically asking, “What is the difference between 

homosexuality and bisexuality” (United States Congress House Committee on Government 

Operations Intergovernmental Relations and Human Resources Subcommittee 1983, 210–12). 

Legally, scientifically, and statistically, bisexual men for all intents and purposes were counted 

as the same as homosexual men. But over the next few years, the arguments voiced by Lambda 

Legal about the removal of sexual orientation information from CDC reports and documents on 

AIDS would gain more traction in some circles, especially when new etiological evidence 

connected AIDS to a viral agent. 

In May 1983, the French virologist Luc Montagnier and his team at the Pasteur Institute 

reported to Science that they had isolated a retrovirus from an AIDS patient, which they named 

the lymphadenopathy associated virus (LAV). A year later, Robert Gallo, a virologist at the 

National Cancer Institute, and his team published four papers in Science about the same virus, 
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which they named human T-lymphotropic virus type III (HTLV-III).36 In January 1985, the CDC 

updated their case definition of AIDS to note that the auto-immune syndrome was caused by a 

viral agent (Centers for Disease Control and Prevention 1985, 373), and in 1986, the 

International Committee on Taxonomy of Viruses officially designated the virus as the human 

immunodeficiency virus (HIV).  

The appearance of HIV helped transition the focus of the CDC’s AIDS surveillance from 

high-risk groups to high-risk behaviors. By 1989, many advocates both inside and outside of the 

CDC argued that HIV/AIDS was spread through certain activities (like needle sharing and 

unprotected anal sex) rather than radiated from certain types of people (as proposed by the 4-H 

model). In some cases, the proposed transition to categorize AIDS surveillance data by behavior 

was seen as a rhetorical or politically correct move, whereas in others, perceiving types of people 

as the cause of disease distribution was described as purely bad science that resulted in poor 

interventions. Calls to divorce AIDS from social identities accelerated the deterioration of the 4-

H model, but this separation was far from rapid or clean. For several years, the CDC forwarded a 

strange hybrid term in their HSRs to describe male case patients who supposedly contracted HIV 

through sexual contact with other men: “male homosexual/bisexual contact.” 

The replacement of the population “homosexual or bisexual men” with “male 

homosexual/bisexual contact” in the 1988 HSR materialized as contemporary onto-

epistemological uncertainties about HIV vectors brushed up against the undulating boundaries of 

 
36 HIV and its later prevention methods were very much “informed materials” in that their 

biophysical structures were heavily imbricated with information, which included “data about 

potency, metabolism, and toxicity but, also, intellectual property law, patents, and other legal or 

economic information” (Rosengarten 2009, 63). The mutual identification of these viruses on 

different continents and the battle over credit for the virus’ discovery resulted in what some have 

called “a transatlantic research war” (Markel 2020).  
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perceptibility afforded by contemporary AIDS surveillance protocols. At first glance, this change 

in nomenclature might seem indicative of a paradigmatic shift wherein behaviors rather than 

identities materialize as a causal agent of HIV transmission. Molldrem (2019), for instance, 

forwards this view by proposing that “before 1988, the [CDC HIV risk] hierarchy was much less 

concerned with behaviors than it was with types of people, owing to the fact that the causes of 

HIV transmission remained relatively murky even in to the mid-1980s” (75, emphasis in 

original). In his genealogy of the HIV risk hierarchy, the 1988 surveillance report signposts an 

“essentially complete” transition from one matter of concern to the other—from identities to 

behaviors. This claim definitely holds water to some extent, but it oversimplifies the messy 

boundary (re)configurations at play in this new category of exposure.  

“Male homosexual/bisexual contact” operated as a primordial soup wherein various 

practices and populations splattered, melded, and sloughed off of one another. The debates 

during the late 1980s about who or what should be counted in AIDS surveillance fed the 

mercurial production of “male homosexual/bisexual contact,” which, rather than describing a 

population, attempted to capture, name, and circumscribe an unstable mesophase or intermediary 

state for shifting regimes of perceptibility. In other words, this exposure category acted like the 

box used to contain Schrodinger’s cat: it held onto-epistemological entanglements intact and 

melded uncertainty (in this case about identities and behaviors) into a category in and of itself. 

This boundary (re)configuration, in turn, diminished the necessity to disentangle the two 

meanings of “contact,” which could be used to describe exposure to an infectious source (i.e., 

mode of exposure) as well as the person exposed (i.e., a type of person).  

By the early 1990s, this tumultuous period in AIDS surveillance had mostly subsided, 

behavior won out as the necessary information to report to the CDC, and sexual identity 
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demographics had been removed from AIDS case reports. The scattered archive for the CDC’s 

CRFs makes it difficult to pinpoint exactly when, but sometime between March 1985 and 

September 1991, the questions about sexual preference or sexual orientation left the CRF 

altogether and were replaced with questions about sexual history. Rather than ask for information 

about sexual identity, these later forms required binary yes/no responses about previous sexual 

partners through phrases like “sex with male” or “sex with female” (Figure 2). Identity 

categories such as “homosexual” and “bisexual” were removed from the CRF, and consequently, 

disaggregated information about bisexual men was no longer collected by the CDC. When a 

physician or lab or administrative assistant entered data into the CRF, the only available option 

for reporting a bisexual case patient was to check the box for “male” and check “yes” in the 

boxes for “sex with male” and “sex with female” (if they’d had sex with either partner since 

1977). However, since the HSR and several of the CDC’s reporting systems hierarchized risk, 

this bisexual male case patient would be filed under “men who have sex with men” for the 

entirety of the 1990s. All data reported to the CDC via CRFs (or their electronic equivalents) 

from the late 1980s onward therefore combined every “male” who had “sex with a male” into a 

single, inseparable category.  
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Figure 2. Screenshot of the CDC’s (2019) patient demographics (a) and a portion of the patient 

history (b) sections of the Adult HIV Confidential Case Report Form.  

 

Conflating ‘homosexual’ and ‘bisexual’ into a single population circumscribed a “domain 

of imperceptibility” wherein CDC surveillance strategies and technologies rendered bisexual 

men “measurable, quantifiable, assessable, and knowable in some ways and not others” (Murphy 

2006, 9). This materialization of an aggregated population of “homosexual or bisexual men”--

and  later homosexual/bisexual contacts–can also be seen as a case of bisexual erasure wherein 

bisexual people are made imperceptible through statistical clumping. Although the term erasure 

implies the removal or deletion of something; Yoshino (2000) argues that bisexual erasure 

revolves around the ontological transformations of bisexuals—not their destruction. In other 

words, bisexual men were not so much ‘erased’ through their fusion with a homosexual 

population in these CDC documents as they were (re)configured into a unique material-

discursive formation, which positioned their differences from homosexuals as inconsequential 

for the research at hand.  

Murphy (2006) also hints at these onto-epistemological fluctuations at the boundaries of 

perceptibility by arguing that imperceptibility is not so much a state of nonexistence as it is of 
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unexpected or undesired materializations. She writes, “By using the concept of domains of 

imperceptibility I do not pretend to be able to capture the radical outside of knowledge. 

However, I do want to argue that if we identify something as outside, as imperceptible, as 

unknowable, that something is materialized to some degree and is thus not radically outside” 

(182). Even if the population of ‘homosexual or bisexual men’ made unique statistics for 

bisexual men imperceptible, it did materialize bisexual men to some degree. Ontological 

boundary transgressions such as the absorption of bisexual populations into ‘homosexual or 

bisexual’ populations does not result in the dissolution of these boundaries (i.e., the erasure of 

bisexual men) but rather contributes to the “ongoing reconfigurings” of such boundaries so that 

bisexual men take on new matters and meanings (Barad 2007, 245).  

By melding ‘homosexual’ and ‘bisexual’ characteristics together, these CDC reports did 

not necessarily erase bisexual men—the word “bisexual” was clearly printed in the reports; 

instead, they materialized bisexual men as ‘similar enough to’ or ‘not different enough from’ 

homosexual men to elicit unique surveillance protocols. This, in turn, rendered bisexual men 

imperceptible as unique kind of case patient. Such a feat was not necessarily accomplished 

through the intentions of physicians, public health departments, or even the CDC, but instead 

arose through a cluttered apparatus of case reporting protocols and statistical analyses that over 

time contingently and partially stabilized a standard methodology for counting, investigating, 

and perceiving bisexual men in government-sponsored AIDS research and responses. The 

boundaries of this population emerged through these statistical methods, but bisexual men also 

started to materialize into a distinct population of their own as the threat of heterosexual 

transmission garnered increased attention from public health officials.  
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The Bisexual Bridge: Becoming Perceptible as a Vector 

Between June 1981 and December 1982, the CDC (1983a) received 43 reports of healthy 

women who contracted opportunistic infections often affiliated with AIDS. About 70% of these 

women (n=30) came from Haiti and/or reported injected drug usage, thereby falling within the 

expected risk factors of the 4-H model. However, the remaining 13 cases, showcased a new facet 

of the disease’s etiology that threatened to burst the CDC’s bubble of risk groups wide open: 

transmission via heterosexual contact. On January 7, 1983, the New York City and New York 

State Departments of Health published a report in the MMWR to discuss two cases wherein 

women who personally possessed none of the affiliated risk factors for AIDS started displaying 

symptoms after sexual contact with men from high-risk groups (Centers for Disease Control and 

Prevention 1983a). One of these cases revolved around a 23-year-old Hispanic woman who 

displayed several concerning signs of immunosuppression, which included elevated antibody 

levels and a decreased number of T-helper cells (cells that help identify foreign antigens within 

the body). Although her personal history did not put her at a heightened risk for AIDS, that of 

her singular sexual partner did because he fell within one of the 4-H model’s risk groups—well, 

at least to some extent. Between the summer of 1981 and her onset of symptoms in February, the 

woman only had one sexual partner: “a bisexual male who denied IV drug use” (Centers for 

Disease Control and Prevention 1983a, 697).37 

This brief mention of a “bisexual male” as a possible pathway for AIDS transmission 

marks the first time in the 29-year history of the MMWR that any of its published pieces used the 

 
37 In June of 1981, he began to experience weight loss and fatigue, which were followed by skin 

lesions in December and oral candidiasis (a fungal infection of the mouth marked by white 

lesions on the tongue or cheek) and PCP in June. He was later diagnosed with AIDS and was still 

alive at the time of reporting 
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word ‘bisexual’ without explicitly connecting it to ‘homosexual.’38 As opposed to the earlier 

configuration of bisexual men as basically the same as homosexual men, the bisexual male in 

this report materialized as part of a distinct population worthy of targeted epidemiological 

scrutiny because he acted as a unique vector for spreading AIDS across seemingly separate 

populations. Despite this mention of a possible bisexual bridge in the MMWR, public health 

departments and CDC researchers at the time did not immediately identify bisexual men as a 

significant mode of heterosexual transmission. In fact, neither the HSRs nor the MMWR 

explicitly described bisexual men as a unique population from homosexual men at all for the 

next three years. By the mid-1980s though, the regime of perceptibility forwarded by the CDC’s 

statistical methods for AIDS surveillance began to make questions of disease transmission 

(who/what gives AIDS to whom) a more important matter of concern than those of disease 

contraction (who has AIDS). As a consequence, bisexual men started to materialize in federal 

reports as a unique vector for spreading AIDS to women, and, by extension, as a threat to the 

general population. 

Shortly after the publication of 1983 MMWR report, several news outlets released 

articles describing the dangers that bisexual men potentially posed to women’s health (see 

Chapter 3); however, the MMWR remained mostly silent about this bisexual threat between 

1983 and 1986. Their silence though was not so much a form of intentional neglect as it was a 

 
38 The MMWR can trace its heritage back to the Public Health Service’s Public Health Reports 

(PHR), which were published from 1896-1950. In 1950, the publication moved to the National 

Office of Vital Statistics where it was published as the Weekly Morbidity Report (WMR), and the 

name changed to the MMWR in 1952. While I won’t argue that the 1981 reference to a ‘bisexual 

male’ is the first time that bisexual men have ever been discussed without direct reference to 

homosexual men in the printed history of the PHR, WMR, and MMWR, I can (and do) definitely 

support the claim that this is the oldest mention of bisexual men as such recorded in the CDC’s 

digital archives of the MMWR, which span from 1952 to the present.  
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consequence of how public health departments and the CDC were collecting and reporting data 

about heterosexual transmission. For the better part of the decade, public health departments and 

CDC publications saw little to no need to differentiate between various types of heterosexual 

contact. The population “heterosexual contact” entered the HSR in December 1984, and 

individuals (particularly women) were admitted to this population when they contracted AIDS 

and revealed that at least one of their past sexual partners belonged to a 4-H model risk group. 

Under contemporary statistical protocols, women who had sexual contact with populations of 

“homosexual/bisexual men,” and case patients who had sexual contact with I.V. drug users, 

hemophiliacs, or (for a short time) Haitians and people from “Pattern -II” countries aggregated 

together under the umbrella of “heterosexual contacts” within CDC documents.  

Such standards, however, experienced a significant moment of disruption in October 

1986 when the CDC’s AIDS program published its findings in the MMWR about the 

disproportional distribution of AIDS among Black and Hispanic populations (Centers for 

Disease Control and Prevention 1986a). Here, the authors emphasized transmission pathways 

rather than patient characteristics as a primary site for AIDS research and intervention. The 

report, for instance, claimed that transmission pathways differentially impacted racial and ethnic 

groups, and therefore its goal was not so much to determine who currently had AIDS but rather 

how case patients contracted the disease. This focus on transmission pathways marks a 

significant moment of change (and slippage) in the CDC’s categorical schema that diverges from 

previous accounts. Since the inception of the 4-H model, risk groups had been labeled as “patient 

characteristics” or “patient groups,” but this document newly describes them as “transmission 

categories.” This labeling change did not simply rename at-risk populations but also curved their 

meanings and altered how information about them became known. In other words, renaming 
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these categories produced an onto-epistemological reconfiguration of the referenced populations 

by redirecting epidemiological inquiry from people who had the disease to people who spread 

the disease.  

The shift here is subtle. In fact, the transition might not even seem like a transition at all: 

a patient must have HIV in order to spread it in the first place. However, such an emphasis on 

transmission—especially differential transmissions across social groups—reorients research to 

issues of causality rather than (or in addition to) those of disease distribution. The leading 

question changes from “who has it” to “who [has] done it.”39 This isn’t to say that previous 

HIV/AIDS research avoided questions of causality but rather that labeling groups as 

“transmission categories” more heavily emphasized such populations’ roles in the causal chain of 

disease contraction. 

The population described as “heterosexual contact” manifested as a bit of an anomaly 

within this framework. Rather than positioning heterosexuals who fall outside of the 4-H risk 

groups as ‘spreaders’ themselves (except in the case of prenatal transmission), this category 

produced such populations as innocent victims while materializing their sexual partners as 

dangerous vectors.40 The 1986 MMWR report reflected this perceptibility through its categorical 

striations of heterosexual transmission. As opposed to previous accounts that collapsed all types 

of heterosexual contacts into one statistic, this article separated heterosexual transmission into 

 
39 My use of the word “who” here (as opposed to “what”) is intentional. By 1986, the CDC’s 

surveillance categories predominantly focused on types of individuals rather than types of 

behavior. Molldrem (2019) claims that “before 1988, the [CDC HIV risk] hierarchy was much 

less concerned with behaviors than it was with types of people, owing to the fact that the causes 

of HIV transmission remained relatively murky even in to the mid-1980s” (75, emphasis in 

original).  
40 The phrase “innocent victims” during the AIDS epidemic was not widely seen as a 

redundancy: there were victims who were to blame for their condition, and there were victims 

who supposedly held no responsibility or agency at all (Grover 1987). 
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two categories: “women whose sex partner was a bisexual man” and “heterosexual persons 

whose sex partner was an intravenous drug abuser” (Centers for Disease Control and Prevention 

1986a, 664). “Women” and “heterosexual persons” in these cases maintain their previous 

perceptibility as descriptors of people who have the disease, but their sexual partners 

materialized as types of people who spread the disease.  

The statistical production of “women whose sex partner was a bisexual man” also made 

perceptible two new types of unique populations: women who were infected by bisexual men, 

and, by extension, bisexual men who infected women. Although it’s not a flattering portrayal, 

this extrapolation of heterosexual transmission hallmarks the first time since the 1983 MMWR 

article about heterosexual transmission that the MMWR or the HSRs describe bisexual men as a 

distinct population from homosexual men.41 For the past three years, bisexual men had been 

referenced in CDC reports almost exclusively in conjunction with homosexual men as a singular 

population. This report, in contrast, produced them as a unique and separable population who 

were defined by their capabilities not only to contract AIDS but to spread it as well. Whereas the 

“homosexual or bisexual” population configured bisexual men and homosexual men as basically 

the same kind of case patient, the statistical categories of heterosexual transmission used in this 

report materialized bisexual men as unique vectors and causal agents in the spread of AIDS to 

heterosexual women.42 Bisexual men therefore emerged as epidemiologically separable from 

homosexual men here because they posed unique dangers to the general population. 

 
41 It could be argued that ‘bisexual man’ in this case refers to any male who has had sex with 

female and male partners, and the category could therefore be inclusive of both homosexual and 

bisexual populations; however, “women whose sex partner was a bisexual man” only makes 

bisexual men (not homosexual men) perceptible as the causal agent of AIDS transmission to 

women because homosexual men are not mentioned in this category at all.  
42 I should say ‘supposedly heterosexual’ because the 1986 HIV risk hierarchy made it almost 

impossible for women living with AIDS to become perceptible as anything but heterosexual. In 
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In November 1986, a month after the AIDS program report was published, another report 

landed in the MMWR that further entangled bisexual men with AIDS transmission pathways 

(Centers for Disease Control and Prevention 1986b). This report discussed two women from 

Minnesota who had contracted HIV and were known to frequent swinger clubs where members 

(primarily couples) gathered to make social and sexual contacts.43 Similarly to the case patients 

mentioned in the 1983 report, these two women denied intravenous drug use and other factors 

that put them at heightened risk for HIV. The only exception to their ‘safe’ practices involved 

their selection of sexual partners. Although these women attended separate swinger clubs, they 

had five sexual partners in common. Two of these men (whose sexualities were not mentioned in 

the coverage) were contacted by the public health department and tested negative for HIV. The 

article states that the department was unable to determine the serological status of the remaining 

three men, but two of these men “were reported to be bisexual men with whom both women had 

had repeated vaginal and anal intercourse” (Centers for Disease Control and Prevention 1986b, 

698). For the second time in two months then, bisexual men appeared within the MMWR as a 

population distinct from the “homosexual or bisexual” population, and in both cases, they 

materialized as infectious threats to people outside of high-risk groups. 

 

complete opposition to the protocols that categorized men who participated in a single instance 

of male-to-male sexual conduct to the “heterosexual/bisexual” population, women were listed as 

“heterosexual contact” if they had a single experience of male-to-female sexual conduct in their 

sexual history even if they predominantly had sexual relations with other women.  
43 While the report recognizes that “the designation ‘human immunodeficiency virus’ (HIV) has 

been accepted by a subcommittee of the International Committee for the Taxonomy of Viruses 

[in 1986] as the appropriate name for the retrovirus that has been implicated as the causative 

agent of AIDS,” the authors opt to use “human T-lymphotropic virus type III/lymphadenopathy-

associated virus” (HTLV-III/LAV) throughout the article (Centers for Disease Control and 

Prevention 1986b, 697). 
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If these reports in the MMWR represented an ephemeral manifestation that occurred only 

once or twice in the history of AIDS research and then dissipated into the white noise of other 

claims, then perhaps this materialization of bisexual men as vectors would have been just as 

fleeting—apparent in one report and then gone in the next. And, to some extent, this is exactly 

what happened. Bisexual men were not counted as a unique population in the HSRs or even 

mentioned as such in the MMWR for the next three years. They were only ever described in 

these documents as part of the “homosexual or bisexual” population.44 However, by the end of 

the 1980s, the unique role of men’s bisexuality in the spread of AIDS would re-emerge in CDC 

documentation. Yet, this time around, the bisexual bridge enhanced its legitimacy and longevity 

by embedding itself within the CRF and the HSR, which helped concretize this materialization of 

bisexual men in federal HIV/AIDS surveillance to such an extent that it remains a staple of these 

reports even to this day. 

For much of the 1980s, concerns about the bisexual bridge and the perceptibility of 

bisexual men as a distinct vector or population manifested within CDC materials solely through 

the MMWR. No other document from the federal agency between the fall of 1982 and the winter 

of 1988 even mentioned the word ‘bisexual’ without explicitly referencing ‘homosexual’ in the 

same proverbial breath (e.g., homosexual/bisexual, homosexual or bisexual, homosexual and 

bisexual, etc.). While the MMWR “[had] been influential in setting the terms of the discussion of 

AIDS,” a single publication in the series did not always guarantee the uptake or solidification of 

 
44 In the MMWR published on August 14, 1987, the “Public Health Service Guidelines for 

Counseling and Antibody Testing to Prevent HIV Infection and AIDS” mentioned that women 

were at risk for HIV infection if they “have had sexual partners who are infected or are at risk for 

infection because they are bisexual or are IV-drug abusers or hemophiliacs” (Centers for Disease 

Control and Prevention 1987, 512). The use of “bisexual” here most likely implies “bisexual 

men,” but this population isn’t named outright. 
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a particular regime of perceptibility (Decena 2008, 398). The percolation of bisexual men as 

‘separate from homosexual men’ about once every three years serves as an excellent case and 

point. Prior to the 1986 report by the CDC’s AIDS program, the CDC had never offered statistics 

about the number of women who contracted AIDS from bisexual men. After such statistics 

became available, the CDC still remained predominantly silent on this issue even when national 

media outlets increasingly described bisexual men as the “ultimate pariahs of the ‘80s” (Gelman 

1987) and as the “bogyman” of the AIDS epidemic (Nordheimer 1987). However, this sporadic 

materialization of bisexual men within the CDC reports significantly stabilized when the HSR 

began reporting heterosexual contact by partner type in 1988 and “sex with a bisexual male” 

became a standard reporting category.   

The CDC’s annual “HIV/AIDS Surveillance Report” for 1988 took on a new format from 

its predecessors when it was published in January 1989: it doubled in size, introduced nationwide 

maps of the distribution of AIDS cases across states, included a section for technical notes, and 

forwarded more formalized organizational and style guidelines (Centers for Disease Control and 

Prevention 1989). One of its most long-lasting changes, however, appeared within its tables for 

reporting AIDS cases (Figure 3). The 1989 HSR picked up where the 1986 AIDS Program report 

left off by breaking the category of “heterosexual contact” into seven subgroups all arranged 

hierarchically. “Sex with a bisexual male” took its place here as the second highest risk factor for 

heterosexual transmission. Like “women whose sex partner was a bisexual man,” this category 

materializes a bisexual male as something different from a ‘homosexual male’ and, through its 

affiliation with heterosexual contact, as a vector for spreading AIDS to women. But this 

appearance in the HSR also vastly differed from previous iterations in the MMWR. Whereas the 

latter only appeared once and then was buried beneath hundreds of other reports, this iteration of 
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“sex with a bisexual male” was imbricated into the CRFs and therefore concretized the 

materialization of bisexual men as vectors within federal HIV/AIDS surveillance protocols. 

 
Figure 3. The first table in an HIV/AIDS Surveillance Report (HSR) to separate heterosexual 

contact by partner type. This marks the first time that “sex with a bisexual male” entered this 

recurring document. Table retrieved from Centers for Disease Control. HIV/AIDS Surveillance 

Report, January 1989: 8. 

 

By 1991, “bisexual male” had become a recurring box to check in AIDS CRFs for cases 

involving heterosexual contact, and its presence in this section made it the last remaining 

reference to sexual orientation in the entire document (Figure 4). There were no more 

homosexual men; only males who had sex with males. There were no more heterosexual women 

who had sex with at-risk populations; only patients who had heterosexual relations with such 

groups. “Sex with a bisexual male” alone persisted. While other references to sexual orientation 

had been jettisoned and replaced with behaviors, the ‘bisexual male’ materialized here as a 

dangerous type of person and continues to materialize as such case after case and year after year. 

It is not the homosexual male who can transmit HIV/AIDS through heterosexual contact; it is the 

sole responsibility of the bisexual.  
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Figure 4. Screenshot of the CDC’s (2019) full patient history section of the Adult HIV 

Confidential Case Report Form. Retrieved from https://www.cdc.gov/hiv/pdf/guidelines/cdc-hiv-

exposure-adult-confidential-case-report-form.pdf.  

 

Conclusion 

This question of ‘why’ or ‘how’ bisexuality mattered for AIDS surveillance did not end 

with the 1988 report or even with its inclusion in the CRF. On the contrary, questions about what 

bisexual even meant in HSRs and CRFs ushered the explicit attention of the CDC towards the 

end of 1989. In October, nine months after the 1988 surveillance report was published, the CDC 

hosted its first workshop that mentioned bisexuality by name: the CDC Workshop on Bisexuality 

and AIDS. While the papers presented at this workshop have predominantly escaped 

documentation, second-hand accounts suggest that presenters dedicated much of their energy to 

either defining bisexuality or pointing out that the term carried dual meanings as both a personal 

identity and a behavioral pattern (Chu et al. 1992). The latter of these meanings—bisexual as a 
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form of behavior—would become the bisexual problem that mattered for health policy and 

interventions in the 1990s and the early 2000s.  

Despite their dual ontologies (or perhaps because of them), bisexual men materialized as 

dangerous vectors in AIDS surveillance. It was quite simply ‘how they showed up’ in technical 

documents and reports. The bisexual bridge or the ‘bisexual man as vector’ was not so much a 

consequence of blatant biphobia within public health departments (although this is definitely a 

part of the story) as it was a product and producer of a statistical apparatus that made bisexual 

men perceptible to such agencies in the first place. The “homosexual or bisexual” population 

made it so there could never be a ‘bisexual case patient’ because bisexual and homosexual men 

were considered basically the same type of person, and “women whose sex partner was a 

bisexual male” made transmission the only thing that counted for epidemiological investigations 

of bisexual men. In short, these categorical and statistical practices made bisexual men 

perceptible as a vector but imperceptible as a unique case patient. In the next chapter, I extend 

this analysis by investigating the role that health news coverage played in building this bisexual 

bridge theory and sparked what would later be referred to as, “The Great Bisexual Panic of 

2003.” 
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CHAPTER 3 

Of Bogymen, Bridges, and the Great Bisexual Panic: The Biomediatization of Bisexual Men 

 

While bisexuals who are exposed during sexual relations with other men are one bridge on 

which the AIDS virus can cross from the high-risk homosexual population to infect heterosexual 

women, the greatest threat comes from intravenous drug users…But numbers offer little 

consolation to the individual woman who fears that one miscalculation could be fatal, especially 

a middle-class woman who thinks the chance of contact with a drug addict using contaminated 

needles is remote. For this kind of woman, experts say, the figure of the male bisexual, cloaked 

in myth and his own secretiveness, has become the bogyman of the late 1980's, casting a chill on 

past sexual encounters and prospective ones. 

 

-Jon Nordheimer, New York Times, April 3, 1987 

 

Recent studies suggest that 30 percent of all black bisexual men may be infected with H.I.V., and 

up to 90 percent of those men do not know they are infected. Researchers for the Centers for 

Disease Control have referred to these men as a ''bridge'' to infection from gay men to 

heterosexual women. 

 

-Linda Villarosa, New York Times, April 5, 2004 

 

Around the same time that the CDC began counting bisexual men in AIDS surveillance 

protocols, the threat of the bisexual man became a more acutely public public health concern 

through intensified and somewhat sensationalized news coverage. More people began to hear 

about bisexual men and the possible dangers they posed to personal and public health through 

local and national news outlets between the mid-1980s and the late 2000s. The latter of these 

periods witnessed a watershed of national news coverage about men’s bisexuality—in particular, 

Black men’s bisexuality—and the dangers it posed to public health. The emergent population of 

‘men on the down low’ was at the center of these reports. While the ‘down low’ could mean a 

variety of things (as other scholars would later point out), the primary definition of the down low 

that proliferated throughout the US press in the early to mid-2000s basically boiled down to 

‘Black men who have sex with other men but don’t identify as gay or bisexual and hide their 

sexual history with men from their primary sex partners (who were assumed to be women)’ 
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(Davis 2005). An NPR segment in 2007 about Sex and Sexuality would retroactively name the 

media frenzy that followed the introduction of the down low to public health research “the Great 

Bisexual Panic of 2003” (Dauphin 2007).  

According to NPR’s description, the Great Bisexual Panic referred to a period from 2003 

to a “high-water mark” in 2005 when “most stories about people who love both genders could be 

summarized in an all-caps exclamation: ‘DOWN LOW MEN ARE GIVING OUR WOMEN 

AIDS!!!’” (Dauphin 2007). The blog post that describes this phenomenon attributes its 

emergence almost solely to alarmist media coverage of men on the down low such as that done 

by the New York Times in 2003 and by Oprah Winfrey’s talk show in 2004 (Denizet-Lewis 2003; 

Oprah.com 2004). News coverage did play a significant role in the production of the Great 

Bisexual Panic, but it didn’t do so alone. Many of the stories published in local and national 

news outlets referenced CDC research to buttress their claims about the prevalence and danger of 

the down low, and, at the same time, the CDC’s research questions and projects shifted with 

changes in news coverage about this phenomenon. The Great Bisexual Panic therefore provides a 

momentary glimpse into how populations of bisexual men, in their many materializations, 

emerge at the intersection of health research and health news. 45 

 
45 For the purposes of this chapter, ‘health news’ refers to more than journalistic writing on 

breaking medical developments in clinical research that often summarize research findings and 

ponder the implications for possible applicability in the future.  In addition to news about 

biomedical science and research, ‘health news’ includes a wide range of human-interest stories 

about a variety of health-related topics including but not limited to news coverage of public 

perception of diseases, individuals’ illness experiences, public health policy debates, general 

lifestyle concerns, risk reduction strategies, and stories that describe health-related practices as 

sociopolitical performances (such as those that described the social network and practices of men 

on the down low) (Briggs and Hallin 2016; Stroobant, Van den Bogaert, and Raeymaeckers 

2019).  
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The representation of bisexual men in health news throughout the years has been heavily 

criticized for its perpetuation of stereotypes and its contributions to scapegoating. This body of 

work suggests that news coverage of bisexual men and their perceived threat to public health 

inaccurately captures the complexity of bisexual experiences with disease and real-world 

epidemiological patterns (Marshall Miller 2001). One would be right to think of these 

discontinuities between who or what bisexual men ‘actually are’ and what they are reported to be 

in news outlets as a form of disinformation, misinformation, or even as a myopic 

oversimplification of vastly diverse experiences. Such a claim would, for the most part, be true. 

However, news coverage does much more than accurately or inaccurately portray information. 

While poignant in its ability to call out nonfactual information and highlight the mechanisms that 

perpetuate dangerous stereotypes, a focus on accurate reflections of bisexual men’s experiences 

in health news tends to neglect more complex processes of emergence in favor of ousting media 

sensationalism or alarmism. 

Briggs and Hallin (2016) stress that ‘the media’ and ‘biomedicine’ do not exist in 

separate ontological spheres but are instead “two complex, interconnected social fields” (10). 

Building from previous work on mediatization and biomedicalization, these authors introduce the 

neologism “biomediatization” to describe how medical phenomena are “co-produced by health 

and media professionals” (13). In their words, “Biomediatization is not just about the production 

of articles, broadcasts, websites, and tweets, this is, things that are contained with the sphere of 

the ‘the media’: basic notions of health, disease, citizenship, immigration, ethno-racial 

categories, and of ‘the state’ are also getting constructed in the process” (Briggs and Hallin 2016, 

13). Co-production, boundary-work, and biocommunicability are at the forefront of this process, 

and while Briggs and Hallin originally use this theorization to discuss the flow of medical 
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knowledge (i.e., who can produce, verify, and circulate medical information) in health news, 

their work on biomediatization can likewise help unravel the production of populations such as 

those surrounding the Great Bisexual Panic.  

In this chapter, I describe how health and media professionals co-produced bisexual men 

as a public health threat during and in the wake of the Great Bisexual Panic of 2003. If the last 

chapter was about how bisexual men emerged through the CDC’s technical documentation for 

AIDS surveillance, then this chapter looks at how news coverage of the bisexual bridge and the 

CDC’s research into this transmission pathway entangled with one another to reconfigure the 

boundaries of bisexual men, produce new populations of interest for public health inquiry, and 

redefine why each of these populations mattered for public health interventions. As these 

dominant media portrayals suggest, the building of the bisexual bridge was indebted as much to 

health news coverage as it was to the CDC’s technical documentation. Between the 1980s and 

2000s, CDC research into the bisexual bridge and health news about the same topic materialized 

bisexual men—and men on the down low—along recurring and emerging nexuses of identity 

and behavior that produced new and old populations of interest.46 Just as bisexual men and 

homosexual or bisexual men marked connected but divergent populations of interest in the 

CDC’s technical documentation for AIDS surveillance, the populations of bisexual men and men 

on the down low—as well as other associated populations like men who have sex with men 

(MSM) and later men who have sex with men and women (MSMW)—emerged through and 

leaked into one another. Each took on meaning and matter of its own, and each aided in the 

 
46 My intention here is not to say that men on the down low are actually closeted bisexual men, 

but rather to suggest that the biomediatization of men on the down low during the early 2000s 

drew heavily from the biomediatization of bisexual men during the 1980s and 1990s. 
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materialization and problematization of bisexual men within federal public health initiatives and 

research.  

The remainder of the chapter begins to unfurl how health news and public health research 

interacted to ‘biomediatize’ bisexual men and men on the down low as populations of interest. I 

start with a brief overview of Briggs and Hallins (2016) theorization of ‘biomediatization’ and 

tailor their approach to the creation of populations by putting it in play with Barad’s work on 

onto-epistemology. Next, I provide a genealogy of bisexual men’s biomediatization by 

describing the interplay of health news and research that helped set the conditions of possibility 

for the emergence of the Great Bisexual Panic of 2003 and the fallout that ensued. These 

biomediatization processes, I show, operate as part and parcel of continuing debates about why 

bisexual men mattered (or could matter) for public health. I then conclude this chapter with a 

brief summary of my findings and move to connect them to larger transformations in public 

health (a topic that will be discussed in more depth in Chapter 5).  

Biomediatization  

The concept of biomediatization lays the theoretical groundwork for this chapter because 

it directs critical attention to the co-production of medical subjects and objects through the 

interplay of media and medicine. Biomediatization is a portmanteau of two other words and 

concepts, once of which I’ve already discussed in depth in Chapter 1: biomedicalization and 

mediatization. As you’ll recall from the first chapter, biomedicalization refers to a techno-

medical culture that blossomed in the 1980s as digital technologies began to flood the market. 

Biomedicalization describes “the increasingly complex multi-sited, multidirectional processes of 

medicalization that today are being both extended and reconstituted through the emergent social 

forms and practices of a highly and increasingly technoscientific biomedicine” (Clarke et al. 
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2003, 162). In short, biomedicalization is a socio-techno-cultural phenomenon marked by the 

infiltration of biomedical logics, products, and authority into other domains of life traditionally 

thought to exist outside the purview of medical concern (such as relationships and recreation). If 

the process of biomedicalization describes how the field of biomedicine expands over other 

fields (including media), then mediatization refers to the expansion of media over other fields 

(including biomedicine).  

Emerging primarily through the field of political communication, mediatization describes 

how media became more and more important and involved in social life during the late 20th 

century. Briggs and Hallin (2016) summarize this process as one in which politics became 

closely tied to media coverage and marketing methods. In their words, “As political candidates 

were increasingly ‘marketed’ to publics, conceived of as aggregations of individual consumers, 

politics became personalized and individualized, and professionals trained in media-related skills 

were increasingly central to the practice of politics” (Briggs and Hallin 2016, 9). Though 

mediatization could be seen as a combative counterpart to biomedicalization, these authors 

suggest that a more interesting question would not ask about which domain (media or medicine) 

has more power but instead investigate how each interacts with the other or “how the complex 

interpenetration of media and medicine has reshaped each domain” (10). Briggs and Hallin 

(2016) bridge these two concepts under the neologism of biomediatization to undo the 

assumption that media and medicine are two independent phenomenon and propose that these 

intra-active processes co-produce medical subjects and objects. Simply stated, who and what 

counts as healthy, sick, or in need of (immediate) medical intervention emerges somewhere 

between the workings of medicine and media.  
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A practical example of biomediatization can be found in the funding pipelines for public 

health research. Publicizing research findings through media outlets before they’ve been peer 

reviewed can sometimes elicit funders’ interest, which in turn can shape future research 

questions and findings.47 The nuance of biomediatization though comes from its more abstract 

implications. Rather than assume that medicine and media operate in two separate ontological 

spheres (i.e., the ‘two cultures’ trope), biomediatization sees the two as co-emergent and reliant 

on boundary work to maintain their differences. According to Briggs and Hallin (2016), “the 

relationship between nature/science/medicine and language/communication is less a chasm than 

a border along which new biomedical objects and subjects—and the ways we come to know and 

talk about them—are co-produced” (13). Co-production and boundary work fuel 

biomediatization, and they are joined by a third concept, which is equally as important: 

biocommunicability.  

When describing the purpose of their book that introduces the concept of 

biomediatization, Briggs and Hallin (2016) state that overall, they’re trying to show how health 

news teaches us two things at once: 1) the information that it’s trying to share (i.e., what a new 

study has found) and 2) a cultural model about the proper production and flow of medical 

knowledge. The latter of these best aligns with biocommunicability. Biocommunicability 

describes how health news and research tells a certain story about who can make authoritative 

claims about health in certain contexts. This concept therefore builds on a long line of literature 

that addresses how the life sciences shape ways of being and knowing across multiple scales 

 
47 The interactions between The New York Times, J. Michael Bailey, and the American Institute 

of Bisexuality in the mid-2000s, which I cover in-depth in the next chapter, can be seen as an 

example of this form of biomediatization.  
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from the individual to the institution.48 For Briggs and Hallin (2007), introducing 

biocommunicability to the study of health news “draws attention to the ways in which the 

constitution of social subjects is embedded in ideologies about the ‘flow’ of information and of 

discourse, about who constitutes biomedical knowledge, who is authorized to evaluate it and to 

speak about it, and through what channels it is assumed to flow” (46). In short, the element of 

biocommunicability within biomediatization takes the production and distribution (i.e., flow) of 

medical knowledge as its key avenue for inquiry. 

Health news does help solidify certain cultural models (or “biocommunicable 

cartographies”) about authority and knowledge circulation, but it also performs onto-

epistemological work in the production of public health problems and populations of interest 

(Briggs and Hallin 2016, 43). While the bulk of Briggs and Hallin (2016) book-length projects 

experiments with categorizing health news stories into three archetypes, they occasionally hint 

towards the biomediatization of populations of interest—particularly regarding ethno-racial 

categories. One chapter of their book, for instance, investigates how health news helps construct 

racial difference. Here, they suggest,  

News stories that focus on race and ethnicity do not simply re-present biomedical 

research but form crucial dimensions of biomediatization processes that co-produce 

research, clinical trials, tests, drugs, and so forth. Biomediatization, given its role in 

rearticulating notions of race and health, forms a crucial part of what Michael Omi and 

Howard Winart (1986) term ‘racial projects,’ pointing to historically specific ways that 

racial identities are constructed and infused with social meaning. (Briggs and Hallin 

2016, 171) 

 

 Here, the authors are alluding to the idea that how we produce (biomedical) knowledge 

about race and the qualities that we imbue racialized bodies with are co-emergent with 

 
48 It rubs elbows with terms that similarly address the ability of the life sciences to reconfigure 

knowledge and power such as “biopolitics” (Foucault 2008), “biosociality” (Rabinow 1996), and 

“biomedicalization” itself (Clarke et. al 2003).  
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biomedical research and health news. In Barad’s (2007) terms, the entanglements of health news 

and research perform onto-epistemological work in the materialization of—in this case—racial 

and ethnic categories as they appear in both media coverage and medical research studies. How 

these categories of people take form, become known, and become inscribed with certain 

meanings are all intertwined phenomena. Populations of interest are not built within silos of 

clinical or public health research; instead, they are co-produced (to draw on Briggs and Hallin’s 

terminology) by a plethora of factors including epidemiological inquiry and news coverage. 

A similar insight can be applied to the production of bisexual men as populations of 

interest. Who falls within these categories and the risks that these ‘types of people’ pose to the 

public’s health come together, in part, through the intra-actions of health news and research? The 

CDC (and public health research in general) does not operate within a closed system. Public 

perception stoked by news stories directly informs contemporary research agendas, and, at the 

same time, public health research findings can fuel health news stories across the country. The 

production of bisexual men as various populations of interests over the decades acts as a case and 

point. Many of the health news stories that I will discuss in more depth below draw on CDC 

statistics (which are causally and non-deterministically connected to past entanglements of health 

news and research) to provide evidence for the reality and danger of the bisexual bridge. Though 

the statistics used in many of these stories were non-representative and at times distorted by 

news coverage, the dance between the CDC and health news reports made bisexual men matter 

in some ways and not others for both health and media professionals at the time. The production 

of bisexual men and men on the down low as dangerous vectors for HIV/AIDS was therefore 

biomediatized in several overlapping and diverging ways between the mid-1980s and the late 

2000s.  
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Biomediatizing the Bisexual Bogymen of the 1980s 

Despite NPR’s claim that the Great Bisexual Panic began with a New York Times expose 

in 2003 about Black men living on the down low, the biomediatization of bisexual men as a 

predominant transmission pathway for AIDS to enter the ‘general population’ took shape many 

years prior. As the AIDS epidemic spread across the country in the 1980s, news coverage of 

bisexual men took on a darker hue than it had it in the past decade. Lauded in the 1970s by 

Newsweek as a chic sexual fad (Garber 1996), news coverage of bisexual men shifted after the 

AIDS epidemic gained national media attention to paint a more malicious portrait in which “the 

figure of the bisexual male, cloaked in myth and his own secretiveness, has become the bogyman 

of the late 1980s” (Nordheimer 1987, 1). When read through the context of the last chapter, this 

transition might seem trite. The CDC barely recognized bisexual men in their AIDS statistics at 

this time, and when they did, bisexual men were mostly aggregated with homosexual men within 

the “homosexual or bisexual” population. In other words, there was no direct statistical evidence 

by the late 1980s that suggested bisexual men were a common transmission pathway for 

HIV/AIDS to the general public. Despite this lack of evidence, the fear or ‘panic’ about bisexual 

men proliferated within health news at the time—especially in relation to the risk they posed to 

heterosexual women, and, to some extent, heterosexual men. 

Even before the CDC took much interest in the risks that bisexual men posed to the 

public’s health, some lifestyle magazines and news outlets warned their readers about the risks of 

having sex with bisexual men.49 Less than a year after the MMWR first described transmission 

 
49 Throughout the 1980s, news references to bisexual men frequently appeared alongside those to 

gay (or homosexual) men. This health news co-produces the population of interest that I 

mentioned in the last chapter: “the homosexual/bisexual population,” which conflates the groups 

together as one monolithic category. While this population helps pave the way for men who have 
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of AIDS from bisexual men to heterosexual women, Cosmopolitan magazine ran an article to 

warn women about their risks for contracting the disease through their sexual encounters. In this 

piece, Ralph Gardner,  Jr. (1983) offers the story of a Manhattan woman who at one point was 

seeing both a heterosexual man and a bisexual man as an example of decisions that women must 

be prepared to make in order to protect themselves during the AIDS epidemic. In this case, the 

heterosexual man knew of the other man’s sexual activities and broke off his relationship with 

the woman he was sleeping with for fear that the bisexual man would give her AIDS and, 

consequently, give him AIDS through her. The woman ends the interview by debating whether 

or not she should also stop her relationship with the bisexual man for her own safety, which 

prods Gardner (1983) to remark in his conclusions, “Women, meanwhile, are rethinking their 

alliances with bisexual men” (156; see Figure 5).  

 

sex with men (MSM), for the time being, I’m focusing on news coverage that addresses bisexual 

men as a distinct population from homosexual/gay men.  
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Figure 5. An excerpt from Gardner’s (1983) “AIDS The Deadly New Epidemic: Are You in 

Danger of Contracting AIDS?” in Cosmopolitan.  

 

A year later, in 1984, The Washington Post published a story about Sonia Sherman who, 

like one of the case patients in the MMWR, contracted AIDS through sexual contact with a 

bisexual man (Boodman 1984). The Post’s coverage primarily revolves around Sherman’s 

experience with the disease and advocates that women too can contract AIDS, but it also paints a 

similar picture to the Cosmopolitan article about the role that bisexual men were assumed to play 

in the AIDS epidemic. Here, Sherman’s boyfriend is positioned as both polygamous and 

promiscuous. The article claims that Sherman ended things with him because “he refused to stop 

seeing men” and despite his best intentions was incapable of having a “normal, monogamous 
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relationship.” Whereas Cosmopolitan lauded the freedom of the “newest sex style” of bisexuality 

in the early 1970s, the number and gender of bisexual men’s sexual partners in the 1980s reeked 

of irresponsibility in the face of a deadly disease.  

The biomediatization of bisexual men in the 1980s often co-produced the population as a 

threat to heterosexuals. As Sedgwick (1990) notes, ‘‘AIDS discourse [shifted] with startling 

rapidity from its previous exclusive and complacent (minoritizing) focus on dangers to distinct 

‘risk groups’ to a much broader, less confident (universalizing) focus on dangers to ‘the general 

public’” (249). Bisexual men under this discursive shift materialized as a danger that women, in 

particular, were trying to navigate with risk reduction practices. A Cosmopolitan article at the 

end of the decade captures this emergent terrain: “Few women realize how many bisexual men 

there are and how risky it is to get involved with them” (Gerrard and Halpin 1989, 203). This 

connection between bisexual men and heterosexual risk is readily apparent in news titles that 

appeared around the same time. These include titles such as “With AIDS About, Heterosexuals 

are Rethinking Casual Sex” (Nordheimer 1986), “AIDS Specter for Women: The Bisexual Man” 

(Nordheimer 1987), “A Perilous Double Love Life” (Gelman et al. 1987), “AIDS and 

Heterosexuals: No Explosion Yet” (Ziegler 1987), and “The Risky Business of Bisexual Love” 

(Nordheimer 1986, n.p.)(Gerard and Halpin 1989; see Figure 6). Across many of these articles, 

reporters describe the supposed threat that bisexual men pose to women (and sometimes 

heterosexual men) and the precautions that these women were taking to select sexual partners at 

lowest risk for AIDS.50  

 
50 According to a New York Times article in 1986, “some men said in interviews that women who 

lived in a large city with the opportunity for sexual contact with an AIDS-infected bisexual 

frightened them” (Nordheimer 1986, n.p.).   
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Figure 6. Two-page spread of Gerard and Halpin’s (1989) “The Risky Business of Bisexual 

Love” in Cosmopolitan. The article describes bisexual men’s girlfriends as “unsuspecting” and 

claims that bisexual men place them in “mortal danger” from AIDS. It provides some “clues” for 

women to help them detect bisexual men so that they can avoid dangerous sexual encounters 

with them.  

 

From Newsweek to Cosmopolitan to The New York Times, bisexual men were, in the 

words of Boodman (1984), materializing as “an unwitting carrier” of HIV/AIDS into 

heterosexual populations (n.p.). From a medical standpoint, a carrier refers to “a person who 

harbors a specific pathogenic organism, has no discernible symptoms or signs of the disease, and 

is potentially capable of spreading the organism to others” (Venes 2013, 404). The bisexual 

carrier then is both pervasive and covert. This biomediatization of bisexual men makes the threat 

they pose to women (and by extension, heterosexual men) omnipresent and imperceptible in the 

sense that they are co-produced as carriers who are simultaneously everywhere and hidden from 

sight. Akin to the toxic chemicals in office buildings described by Murphy (2006), possible 



   

97 

 

bisexual AIDS carriers are perceived as lurking everywhere and “all the more severe because 

they are often invisible and unrecognized” (69, quoting Cassedy and Nussbaum 1983). Perhaps 

for this reason, several of the articles mentioned above discuss methods to help women 

determine if a man is bisexual or point out that such methods of detection are unreliable.51 

Bisexual men’s covertness combined with their sexual promiscuity make them the perfect 

infectious agents in this coverage, and they become dangerous within this biomediatization 

because their sexual encounters make them a carrier not only among high-risk groups but also 

across seemingly separate populations. Glover (1987) poses a similar observation when she 

states,  

In these scapegoating accounts, the bisexual [man] is characterized as demonically active, 

the carrier, the source of spread, the sexually insatiable. At the same time, sexual desire is 

parceled into two exclusive realms, the homosexual and heterosexual ‘communities,’ 

with the bisexual—understood as a homosexual posing as a heterosexual—acting as the 

secret conveyor of the diseases of the former to the healthy bodies of the latter. (Glover 

1987, 21, original emphasis) 

 

The production of bisexual men as a heterosexual threat or ‘bisexual bridge’ during the 

1980s is intriguing in part because the fear of AIDS transmission from bisexual men to 

heterosexual women was not predicated on CDC health statistics. Bisexual men appeared as 

“bogymen” and serious AIDS vectors to women in major news outlets several years before the 

CDC listed “sex with a bisexual male” as the second highest risk factor for the heterosexual 

transmission of AIDS (in the 1989 Health Surveillance Report). In fact, much of the health news 

 
51 For example, “The Risky Business of Bisexual Love” in Cosmopolitan provides its readers 

with several clues that might suggest a man is bisexual. The author quotes an interview with 

Pepper Schwartz, a sociology professor, who advises women to be on the lookout for these 

behaviors: “If a man’s eyes follow other men, be very cautious; Be suspicious if he seems 

intensely interested in how other men dress (occasionally, heterosexual men are really interested 

in this, but it is not common); If he looks into another man’s eyes for even a microsecond than it 

takes to make socially acceptable eye contact, beware (Heterosexual men do not do it)” (Gerard 

and Halpin 1989, 204). 
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about bisexual men and AIDS transmission noted this dearth of information. For example, one 

New York Times article states, “Some experts feel the threat [of bisexual transmission] is 

exaggerated and doubt that male bisexuals will be a vector of widespread infection among 

women… Still, the fear about bisexuals persists, and women are left to their own resources to 

ferret out a man's sexual history” (Nordheimer 1987). A Newsweek article several months later 

repeats this sentiment:  

So far, there has been no evidence that bisexuals are passing the disease from the gay to 

the straight community at anything like an overwhelming rate…But the fears about 

bisexuals are not unfounded. In theory, bisexual husbands and bachelors can spread the 

infection that ultimately afflicts their wives and children, or their straight girlfriends, who 

in turn may infect other boyfriends. (Gelman et al. 1987, 44, emphasis added).  

Bisexual men are being biomediatized here in a way that reverses conventional understandings 

of health news. Rather than reporting on public health findings, these news pieces cover and 

foster a fear of the dangerous bisexual—a fear that eventually becomes a concern for the CDC—

through theoretical projections and assumptions about bisexual men’s sexual practices. 

Bisexual men as a population of interest appeared similarly in health news during the 

1980s as they did in the CDC’s technical documents: as a hodgepodge of self-identity and sexual 

behavior. Like the CDC’s research, media professionals rarely defined who counted as a bisexual 

man. The term was entangled with behaviors and identities. Some health news evoked bisexual 

activists who advocated for the celebration of bisexual identities in the same breath that they 

used the terminology of ‘bisexual men’ to demonize (covert) sexual practices across multiple 

genders. As my colleagues and I have mentioned elsewhere (Winderman, Mejia, and Rogers 

2019), changes in medical knowledge do not immediately or completely supplant public 

perceptions of disease, infection, or risk. The recognition that AIDS was caused by a viral agent 

in 1985 and the official adoption of the term “human immunodeficiency virus (HIV)” in 1986 

didn’t break the entanglements that tethered AIDS to types of people; instead, it added to their 
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complexity. Types of people and types of behaviors overlapped as the causal agents of 

HIV/AIDs. The population of interest known as “bisexual men” in the 1980s therefore 

simultaneously and confusingly meant ‘men who identify as bisexual’ and ‘men who have sex 

with men and women.’ 

Expanding the Bisexual Bridge: From Bisexual Men to MSM 

Researchers at the CDC were not blind to this incongruity. In 1989, the CDC hosted a 

workshop on Bisexuality and AIDS to parse apart why bisexuality mattered for AIDS 

interventions. Though primary sources from the workshop prove difficult to track down, second-

hand reports suggest that differentiating bisexual behavior from bisexual identities was a major 

goal of the presenters as they tried to determine which proved to be a stronger risk factor for 

contracting and spreading HIV/AIDS (Chu et al. 1992). No official consensus came from this 

meeting; however, subsequent publications based on conference proceedings hinted towards the 

importance of moving beyond identity to consider bisexual behavioral patterns as a matter of 

public health concern. For example, Lever et al. (1992) claimed that “a definition of bisexuality 

based exclusively on identity would fail to capture most men with adult bisexual experiences” 

and, by extension, miss many of those at risk of contracting HIV/AIDS (141). Chu, Peterman, 

Doll, Buehler, and Curran (1992) similarly prioritize bisexual behavior and categorize bisexual 

men by their sexual histories to argue that these men take unique risks and pose unique threats to 

the women they have sex with. These two studies are by no means exhaustive of all the views 

raised at the CDC’s Bisexuality and AIDS workshop; however, they do hint towards an emergent 

trajectory in HIV/AIDS research based on bisexual behavior rather than (or in addition to) 

bisexual identity.  
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This pull towards bisexual behaviors over bisexual identities lays some of the 

groundwork for the Great Bisexual Panic of 2003 because it reconfigures how groups of people 

are counted, categorized, and, as the last chapter showed, made to matter for public health 

interventions. In the 1990s, some public health researchers forwarded a new population of 

interest to focus on these behavioral patterns: men who have sex with men (MSM). MSM can be 

seen, in a sense, as a response to the condemnatory framing of sexual identities by health and 

media professionals that equated ‘gay (and bisexual)’ people with vectors of disease. Whereas 

some research and reporting situated the AIDS epidemic as a consequence of types of people, 

others more aligned with contemporary gay activists claimed that sexual identity had nothing to 

do with the spread of HIV/AIDS. In other words, AIDS wasn’t a gay disease; it was a medical 

condition caused by a virus that spread through certain practices such as some sexual activities.  

MSM was indebted to several other related factors as well. Gay activists’ politicization of 

HIV/AIDS and their linking of it to broader issues of discrimination embedded a certain 

sociopolitical valence to the relationship between “gay” and AIDS (Boellstorff 2011). In part due 

to this politicization, public health officials sought to talk about ‘hard science’ epidemiology 

rather than inflammatory or contentious cultural phenomena and therefore aimed to use a less 

politically charged term to describe this population at heightened risk of contracting HIV/AIDS 

(Young and Meyer 2005). This goal proved even more necessary when discussing HIV/AIDS on 

a global platform (Boellstorf 2011). The population of MSM was then partially proposed by 

researchers to move the contemporary conversation away from identities (and the associated 

scapegoating) to sexual behaviors by sidestepping the topic of identity altogether. 

While the development of MSM was tied to several different influences and first began 

circulating in sporadic presentations and reports in the late 1980s, it gained traction during the 
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1990s primarily as a descriptor for racial and ethnic minority men who had sex with other men 

but didn’t identify as gay or straight. The 1990s saw a dramatic change in the epidemiological 

profile of the HIV/AIDS epidemic. In 1986, a special MMWR on “AIDS Among Blacks and 

Hispanics” found that Black populations had three times as high of a contraction rate for AIDS 

compared to white populations, and Black women accounted for a majority of all AIDS cases 

among women (Centers for Disease Control and Prevention 1986a). During the late 1980s, the 

total number of new AIDS infections in Black populations for the first time exceeded the number 

of new infections in whites, and, in November 1993, HIV was recorded as the leading cause of 

death for Black men between the ages of 25 and 44, as well as the second-leading cause of death 

for Black women in the same age range (Centers for Disease Control and Prevention, n.d.). 

Though not necessarily intended to specifically study racial and ethnic minority men, 

MSM helped materialize these groups within CDC health statistics. The term “gay” could be 

exclusionary—and even in the early days of the epidemic, “gay” had emerged in a strong sense 

as synonymous with “white” or “Western.” Categorizing populations by ‘gay and bisexual’ 

identities ran the risk of excluding men who had sex with men but didn’t identify as either. 

Despite intentions to circumvent identity altogether, in practice, MSM somewhat separated 

populations by race with “gay” being used to describe white populations and MSM being used to 

reference racial and ethnic minority men. Boellstorff (2011) goes as far as to situate MSM as a 

categorical schema that hierarchizes and bifurcates groups based on colonial genealogies to 

produce “the figure of the non-Western, working-class, nonwhite man ‘having sex with men’ 

against the figure of the Western, elite, white gay-identified man” (293). On a conceptual level, 

MSM reifies these binaries, but it also materializes new problems and new qualities for these 

groups through rearranged statistical aggregations. MSM allowed non-gay-identifying and 
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bisexually active men who have sex with men to be counted/created for public health 

surveillance and research. While MSM wasn’t a very popular turn of phrase in HIV/AIDS news 

coverage in the 1990s, the category materialized new epidemiological patters and populations, 

which would help spark the Great Bisexual Panic in the early 2000s. 

The Great Bisexual Panic and the Biomediatization of Men on the Down Low  

Reporting of public health data and anecdotal evidence by major media outlets like 

Newsweek and Cosmopolitan played a major role in the production of bisexual men as a bisexual 

bridge to the general population even in the 1980s, but the media storm surrounding men’s 

bisexuality—especially Black men’s bisexuality—in the early 2000s was a different level of 

magnitude altogether. In essence, the snowball of this media frenzy picked up size and speed 

when an MMWR report in January 2000 mentioned unpublished findings from a CDC-sponsored 

study in 1999 (Centers for Disease Control and Prevention 2000). This study supposedly used 

the MSM category to investigate how many racial/ethnic minority MSM with HIV infection 

(n=8780) identified as heterosexual—a move that seems to brush up against the implicit 

assumption that MSM refers to men who have sex with other men but don’t identify as gay or 

bisexual. Their findings suggested that nearly a quarter (24%) of non-Hispanic HIV-positive 

Black MSM identified as heterosexual, compared to 6% of non-Hispanic white MSM. 

Somewhere between the CDC’s publication of reports about the prevalence of HIV/AIDS in 

Black populations and the circulation of stories about straight-identifying Black men having sex 

with other men, a new population of interest emerged for both health and media professionals: 

Black men on the down low.  

While being on the down low can mean different things for different people, the Great 

Bisexual Panic spoke to only one definition: Black men who have sex with other men and don’t 
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identify as gay or bisexual and don’t tell their primary sex partners (usually configured as 

women) about their sexual history with men (Boykin 2005; Boellstorff 2011). The phenomenon 

of the down low wasn’t new per se, but aligning circumstances fanned this long burning ember 

of concern into a white-hot fervor during the early 2000s. In an interview, for instance, Keith 

Boykin emphasizes the role that news coverage played in building this bisexual bridge and 

attributes the media frenzy to three factors: 1) the 20th anniversary of the AIDS epidemic, 2) 

AIDS fatigue “in which people get tired of covering the same story over and over” so the down 

low added some nuance and urgency to HIV/AIDS prevention, and 3) the personal ability of 

James L. King—the poster boy for the Great Bisexual Panic—to push a story into public 

consciousness despite having no statistical evidence to back him up (Davis 2005).  

In February 2001, King, a Black publishing executive, stood before a room of public 

health officials at the National Conference on African Americans and AIDS and made a 

straightforward claim: he wasn’t listening to their AIDS interventions and neither were others 

like him. In his words, “'I sleep with men, but I am not bisexual, and I am certainly not gay. I am 

not going to your clinics, I am not going to read your brochures, I am not going to get tested. I 

assure you that none of the brothers on the down low like me are paying the least bit of attention 

to anything you have to say” (King quoted in Villarosa 2001). On February 6, 2001, the Los 

Angeles Times released a story about the prevalence of the down low, which was followed by 

similar coverage in numerous other outlets later that year (Maugh 2001).52 A cover story in JET 

 
52 According to C. Riley Snorton (2014), other news stories on the down low ran in 2001 and 

include articles by “the New York Times  (February 11, April 3), USA Today (March 15), the 

Columbus Dispatch (March 19), the St. Louis Post-Dispatch (April 1), the Chicago Sun-Times 

(April 22), the Atlanta Journal-Constitution (June 3), the San Francisco Chronicle (June 4), the 

Village Voice (June 6), VIBE magazine (July), Jet magazine (September 8), Essence magazine 

(October), the San Diego Union- Tribune (December 2), and again in the Los Angeles Times 

(December 7)” (6).  
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magazine several years later would go as far as to describe King as “the first DL man to publicly 

make his identity known” and claim that “he has been credited by the Centers for Disease 

Control and Prevention (CDC) for exposing this lifestyle” (Christian 2004, 32). Admittedly, both 

of these claims seem a little far-fetched given the genealogy I’ve outlined so far, but regardless 

of the exact details, King’s statement and the ensuing media coverage did significantly help 

bring the topic of the down low into national awareness, both as a media sensation and a public 

health problem.  

By the time King (2004) released his book entitled On the Down Low: A Journey Into the 

Lives of Straight Black Men Who Sleep with Men, the Great Bisexual Panic had been in swing for 

several years—and the boundaries between “bisexual men” and “men on the down low” had 

started to leaked heavily into one another, especially as the CDC became more directly involved 

in researching men on the down low. In the most straightforward sense, King’s version of the 

down low carved onto-epistemological space by detaching itself from gay and bisexual 

identities. The down low emerged in part through practices and politics of “paranaming” or “the 

naming alongside, through, and by all kinds of other names to make… proper identities stick” 

(du Plessis 1996, 39). The definition of men on the down low as ‘men who had sex with other 

men but didn’t identify as gay or bisexual’ required the mention of bisexual men to distinguish 

itself from this population.  

Despite (or perhaps because of) this paranaming, news coverage had a difficult time 

keeping the two populations separate. For example, a Baltimore Sun article from 2004 describes 

the topic of King’s new book as “Bisexual African-American men who have sex on the sly with 

other men…may be infecting their wives or girlfriends with HIV/AIDS” (Dorsey 2004). 

Contextually, ‘bisexual men’ in much of this coverage referred to a behavioral pattern rather than 
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an identity. Sometimes this distinction was made quite clearly, as was the case with the cover 

story in Jet magazine: “Men having sex with men and women is nothing new. The ‘down low’ 

title may be new-fangled, but the behavior is known as bisexuality” (Christian 2004, 32). In other 

situations, though, ‘bisexual men’ emerged as shorthand for ‘men with bisexual behavioral 

patterns’ or even ‘men on the down low.’ In the same New York Times article that quotes King as 

saying, “I’m not bisexual,” the author describes the culture of men on the down low as “the 

world of underground bisexuals” (Villarosa 2001). These mixed meanings all fed into the 

biomediatization of bisexual men as different from, congruent with, and an equal public health 

threat as men on the down low.  

Since the early days of the Great Bisexual Panic, men on the down low were being 

biomediatized through health news and CDC research in ways that showed similarities to the 

biomediatization of bisexual men in the 1980s. Time and time again, these articles introduced the 

definition of men on the down low and mentioned King or his comments, and then they turned to 

CDC findings about the prevalence of HIV in Black populations (especially in women) and cited 

the unpublished CDC data (mentioned earlier) about racial/ethnic minority MSM self-identifying 

as heterosexual. Despite their recurring appearances in several news stories, the two referenced 

CDC statistics (about the shifting epidemiological profile of HIV/AIDS and Black MSM 

identifying as heterosexual) didn’t directly connect to one another. Neither study said that one 

condition caused the other. In fact, the unpublished study from 1999 didn’t mentioned 

heterosexual transmission at all. The link that bound Black MSM’s non-disclosure to rising cases 

of HIV/AIDS in Black women was therefore biomediatized. Men on the down low—like 

bisexual men of the 1980s—materialized without direct evidence of the dangers they posed to 
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the general population; a cascade of conditional statements and statistical syllogisms was enough 

to materialize this population as a matter of concern for public health. 

Even though news coverage frequently referenced public health experts’ concerns about 

this iteration of the bisexual bridge (Sternberg 2001; Villarosa 2001; Denizet-Lewis 2003), the 

CDC’s response to the Great Bisexual Panic was somewhat languid. According to the CDC’s 

archives, the proceedings of the 2003 National HIV Prevention Conference marked the first time 

that a CDC publication mentioned the “down low” by name, and it wasn’t until 2004 that the 

CDC began to directly engage with the press about this topic. One contributing factor to the 

agency’s sluggishness and relative silence revolved around the CDC’s entanglement with the 

whims and policies of the contemporary presidential administration. Men on the down low and 

the ensuing Great Bisexual Panic proliferated in health news during the George W. Bush 

administration—a time when “conservative Christian leadership was ascendant in Washington” 

(T. Murphy 2016, n.p.). Looking back on his experiences doing research about men on the down 

low with the CDC, Greg Millett, a behavioral scientist in the Division of HIV/AIDS Prevention, 

suggests that, as an organization, the CDC’s hesitation with funding research into men on the 

down low throughout much of the 2000s could be attributed in large part to the agency’s fears 

about public perception. When Millett was invited to Oprah’s talk show to do an interview 

alongside King in 2004 and offer a counternarrative to the author’s claims, CDC leadership 

forbid him from participating because they “did not want to promote the idea that it [the CDC] 

was going to bat for Black men who slept with men” (Murphy 2016).53 Regardless of the CDC’s 

 
53 The transition from the Bush administration to the Obama administration in 2009 somewhat 

reconfigured this relationship between the CDC and the White House as a national strategy for 

combatting HIV/AIDs in the US Black population garnered more federal attention (Bryson 2010; 

T. Murphy 2016). 
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contemporary position, Millett and some of his colleagues continued to investigate the actual risk 

that men on the down low posed to women.  

In February 2004, Millett described his concerns to other public health experts during a 

presentation at the 11th Conference on Retroviruses and Opportunistic Infections entitled, “‘Men 

on the Down Low’: More Questions Than Answers.” Here, he urged his colleagues to “first 

determine where heterosexually identified MSM fit on the spectrum of HIV risk and then 

develop appropriate interventions for the population” (Millett 2004, 42). In other words, he 

called for public health experts to statistically interrogate the gaps that prior news coverage had 

bridged with conditional statements. Millett’s presentation later earned him an interview with 

AIDS Alert, which would mark one of the earliest press conversations with a CDC official about 

men on the down low. In his interview (published in April), Millett answered questions about the 

CDC’s current work regarding men on the down low—or as he frequently described the 

population, “nongay-identified MSM” (Millett 2004). He notes that while the CDC had 

conducted some research on this population to date, the federal agency did “not have specific 

data to show the impact of bisexual behavior on HIV rates in women”; instead, they had some 

“studies that touch on the risk [of HIV transmission], but none that specifically link the two [the 

prevalence of men on the down low and the rising number of HIV cases in women] (n.p.),”54  

 
54 Between Millet’s conference presentation and his interview with AIDS Alert, the National 

Center for STD, HIV, and TB Prevention at CDC (of which the Division of HIV/AIDS 

Prevention was a part) began conducting interviews with non-gay identified men who have sex 

with men (NGI MSM) to gather information about this population and parse apart new health 

communication strategies to better reach this group (National Center for HIV, STD, and TB 

Prevention 2005). Though the published 2005 report surprisingly omits any reference to King, 

his book, or any of the media coverage about the down low that had been circulating across news 

outlets for the better part of four years, the study’s recruitment materials and its actual report 

mobilized the same language and definition of men on the down low as had been perpetuated by 

health news stories in recent years. For example, the report defines NGI MSM as “men who 
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Shortly before the summer of 2005, the CDC made a more organizational decision to get 

involved with the Great Bisexual Panic by investing more funds into research that attempted to 

better understand the phenomenon of the down low. A story in May by the San Francisco 

Chronicle summarized this initiative: 

At a time when black women are being diagnosed with HIV at a rate 20 times that of 

white women, five CDC studies will be among the first to try to learn how many white, 

black, Asian and Latino men fit the down-low profile; identify how, if at all, being on the 

down low differs from being ‘in the closet,’ and determine whether down-low men have 

a role in infecting women with HIV. (Johnson 2005, n.p.) 

 

Unfortunately, the CDC did not archive this announcement, which makes it difficult—if not 

impossible—to ascertain exactly which publications emerged as a result of the agency’s 

investment. However, what does become apparent, is that CDC research into men on the down 

low (or the CDC’s favored terminology of NGI MSM) emerged piecemeal after 2005 and the 

five studies seemed to conclude by the end of 2009. 

The NPR article that deems this saga the “Great Bisexual Panic” claims that the media 

surge hit its high-water mark in 2005; however, two years after NPR published this article, the 

down low began making headlines again. In 2009, the National Newspaper Publishing 

Association (NNPA) News Service released an interview with Kevin Fenton, the contemporary 

director of the National Center for HIV/AIDS, Viral Hepatitis, STD and TB Prevention at the 

CDC. Here, Fenton describes the results of some unnamed (and uncited) CDC reports, which I 

suppose emerged from the 2005 initiative. In his words,  

We know that a lot of the infections [in Black women] are actually coming from male 

partners who have high-risk behavior…In fact, we have looked to see what proportion of 

infections is coming from male partners who are bisexual and found there are actually 

relatively few. More are male partners who are having female partners and are injecting 

 

engage in sexual activity with other men and with women, but who do not self-identify as gay or 

bisexual” (National Center for STD, HIV, and TB Prevention 2005, i). 
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drugs or using drugs or have some other risks that may put those female partners at risk 

of acquiring HIV. (rtmadminnpc 2009, n.p.) 

 

These comments inspired a flurry of news headlines that biomediatized men on the down 

low differently than they had before with such titles as “‘Down Low’ Men Not Responsible for 

High HIV Rates Among Black Women” (rtmadminmc 2009), “MYTH: HIV/AIDS Rate Among 

Black Women Traced To 'Down Low' Black Men” (NPR 2009), and “Black Men on the Down 

Low Spread HIV/AIDS at Same Rate as Non-Down Low Men” (Arehart 2009). Gay activist 

magazines likewise applauded the findings with headlines that read “A new study debunks the 

myth that men on the DL are responsible for the rising HIV rates among black women” (Straube 

2009) and “Nope, the Down Low Didn’t Do It” (HIV Plus Editors 2009). With these remarks by 

the CDC and the circulation of their findings through national news outlets, men on the down 

low, it then seemed, had been freed from their biomediatization as a bisexual bridge and the 

Great Bisexual Panic of 2003 had finally run its course.  

While it’s true that men on the down low became a less talked about topic in health news 

after 2009, the Great Bisexual Panic had lasting ramifications on the biomediatization of bisexual 

men as a whole. At some level, it further displaced “bisexual men” as a population of interest for 

public health inquiry while at the same time drawing bisexual behavior into critical focus. 

Bisexual men, as a category, rarely came up in conversations about the down low in either health 

news or CDC research except through the down low’s paranaming. Yes, at times, health news 

coverage conflated bisexual men with men on the down low, but ‘bisexual’ as a descriptor of 

men in those cases often implicitly described behavioral practices rather than identity. In the 

CDC’s words, the threat of the down low came not from bisexual men but from “heterosexually 

identified bisexually active Black men who do not disclose their same-sex behavior to their 

female partners” (Millett 2004, n.p.).  
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Equally important to note here is the omission of bisexual men from much of the early 

research about men on the down low. For example, the 2005 report by the National Center for 

STD, HIV, and TB Prevention that I referenced above dedicates a mere forty words of its 131 

pages to describe NGI MSM interviewees’ thoughts about “bisexual” as an identity. Even the 

population of “nongay-identifying men who have sex with men”—a major population of interest 

for the CDC’s investigation of the down low—removes bisexual men from these conversations. 

NGI MSM doesn’t capture bisexually identified men, but this also doesn’t seem to be too large 

of an issue for this report and those like it. The question about men on the down low was rarely 

about whether they identified as bisexual or not. The matter of concern was much more 

connected to their separation from a gay identity and their bisexual behaviors. 

This public health interest in risky bisexual behaviors also helped gestate another 

population of interest, which remains in common use to this day: men who have sex with men 

and women (MSMW). One consequence of the Great Bisexual Panic (and its entanglements with 

other phenomena like the shifting risk categories in the HSRs) was that public health research 

within the CDC and beyond returned in force to questions about sexual behavior over sexual 

identity. The Great Bisexual Panic of 2003, in a sense, helped show the value of the MSM 

population. Men could choose not to identify as gay or bisexual and still participate in risky 

sexual behaviors with other men. Researchers who forwarded MSMW as a population hoped to 

build off this lineage to investigate a subset of MSM who also had sex with women.55 The 

category of MSMW encompassed all bisexually active populations regardless of identity, and in 

doing so, emphasized bisexual behavior as a risk factor. The emergence of MSMW therefore 

 
55 From its inception though, MSMW fell into the same racial and colonialist patterns as its 

predecessor. In fact, almost all the reports that used MSMW between 2001 and 2009 focused 

specifically on Black MSMW. 
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seemingly redirected research towards those men who were bisexually active rather than 

bisexually identified.   

At the same time though, the biomediatization of men on the down low did something 

completely contradictory to this point: it materialized identity as a matter of concern for public 

health officials. Early critics of the MSM category believed that it encoded an assumption “that 

such men [who do not identify as gay or bisexual] have no sexual identity whatsoever” (Watney 

2000, 76). The biomediatization of men on the down low though did something different. One of 

the primary reasons that these men were thought to be a danger to heterosexual women was that 

they distanced themselves from a gay or bisexual identity. This self-naming practice 

differentiated them as a population, and health news writers and later public health officials used 

this distinction to postulate that the lack of a gay/bisexual identity produced a unique pattern of 

practice and risk within this community. For instance, one of the studies published by Bond 

(2009) and his CDC colleagues (one of whom was Millett) went as far as to describe the down 

low as “the down-low identity” and investigated “the relationship between down-low 

identification and sexual risk outcomes” (Bond et al. 2009, S92). This attention to the impact that 

chosen identities have on health risks and outcomes takes a very different approach to 

epidemiological study than the prioritization of behavior as a risk factor. In upcoming years, the 

focus on identity, inspired in part by the events of the Great Bisexual Panic, would also 

reconfigure the dynamics of bisexual men’s health risk and allow them to materialize as ‘at risk’ 

for various health outcomes more than as “a risk” for heterosexual women.    

Conclusion 

Bisexual men and men on the down low took on overlapping and conflicting meanings 

through emergent biomediatization processes in the 2000s that brought them to public attention 
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in some ways and not others. The interplay (or intra-play) of health news and public health 

research materialized both populations as a ‘bisexual bridge’ over which the HIV/AIDS 

epidemic could move into the general population. The cultural phenomenon described as the 

Great Bisexual Panic of 2003 emerged as men on the down low biomediatized into a public 

health risk. This biomediatization drew on the co-production of bisexual men in the 1980s as 

secretive and dangerous vectors for the spread of HIV/AIDS and likewise relied upon public 

health statistics and the shifting boundaries of certain populations of interest. Both bisexual men 

and men on the down low became a matter of public health concern without direct statistical 

evidence to solidify such a claim. Instead, the “fear” or “panic” about these groups emerged 

through entanglements between health news and public health research.  

The Great Bisexual Panic poignantly shows how research into public health problems 

emerges at a similar intersection and emphasizes the role that health news plays in 

problematizing populations of bisexual men and men on the down low. One can easily recognize 

how health research impacts health news—medical research developments are covered by news 

outlets, news stories cite statistics from research findings, reporters interview public health 

experts, etc.—however, it can be harder to conceptualize the flip side when health news informs 

health research. The biomediatization of men on the down low during the Great Bisexual Panic 

brings this into clearer focus. Even though no epidemiological data connected men on the down 

low to the increasing number of new HIV/AIDS cases in Black women, epidemiologists began 

doing research based on this presumption that was originally proposed by health news coverage 

(Harding 2007). Even the CDC openly admitted that their research initiative to study men on the 

down low after 2005, which they used to quell the Great Bisexual Panic in 2009, was directly 

inspired by news coverage of the phenomenon (NPR 2009).  



   

113 

 

The biomediatization of men on the down low also had lasting repercussions on how 

bisexual men materialized as a population of interest. The down low reinvigorated interest in 

some corners of public health research to sidestep identity altogether and focus more specifically 

on risky sexual practices regardless of participants’ chosen sexual identities. The emergence of 

MSMW during the mid-2000s and its continuation today exemplifies this trajectory that the 

Great Bisexual Panic influenced. On the other hand, the biomediatization of men on the down 

low also drew some experts in public health back to questions of identity and its connections 

with risk. This framework built from the notion that men on the down low were distinct from 

other populations due to their relationship with a gay (or bisexual) identity. By identifying as 

something other than gay or bisexual, men on the down low—somewhat contradictorily—

brought identity back into focus. This trajectory of research recognized sex with men and women 

as a useful criterium for categorization and implicitly understood that identity (straight) didn’t 

necessarily correlate with behaviors but that unique combinations of these two aspects could 

result in distinct patterns of practice. The shift to categorize populations by sexual behaviors 

biomediatized ‘bisexual men’ as practitioners of risky sexual acts whose self-identity mattered 

little to epidemiology, and, at the same time, the Great Bisexual Panic inspired public health 

researchers to question the intersections of identity and behavior more heavily, shaping the 

conditions of possibility for federal health agencies to later study bisexual men as a ‘health 

disparity population’ rather than (or in addition to) a transmission pathway for HIV/AIDS. 

The last two chapters have shown how bisexual men materialized as threats to the 

American public’s health through technical documentation forwarded by the CDC and news 

covereage about the possibility of bisexual men spreading HIV/AIDS to heterosexual women. 

The bisexual bridge operated as the primary reason to study bisexual men from a public health 
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standpoint between the mid-1980s and mid-2000s, and this theory inextricaply entangled 

bisexual men with abjection by materializing them as a secretive, promiscuous, disloyal, and 

ultimately dangerous population. This chapter therefore primarily expanded upon the bisexual 

vector introduced in Chapter 2, but, in the next chapter, I return to the erasure of bisexual men as 

a unique type of population (a concept also introduced in Chapter 2). As you may recall from the 

previous chapter, a double-edged sword of marginalization and erasure in the 1980s 

simultaneously bestowed bisexual men with negative attributes and denied their unique existence 

by conflating them with homosexual men. In the midst of the Great Bisexual Panic though, this 

question of bisexual men’s existence stole the national spotlight as activists and scientists 

confronted biological evidence that allegedly proved that bisexual men were either straight, gay, 

or lying about their sexual orientations.  
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CHAPTER 4 

Getting Hard Evidence: The Scientific Quest to Prove that Bisexual Men Exist 

 

Although it's obvious to those of us who identify as bisexual men that we exist and that our 

sexual attractions are valid, this research has righted a tremendous wrong…It's like an ancient 

myth has just disappeared and in its place we have discovered the bisexual individual. 

 

-Ron Suresha, The Bay Area Reporter, September 14, 2011 

 

Of course there are bisexual men. You just haven’t found them yet. 

 

-John Sylla, The New York Times Magazine, March 20, 2014 

 

By the mid-2000s, the population known as “bisexual men” had become publicly 

dispersed across different sexual practices and identities. A bisexual population could entail, for 

example, people who identified as bisexual or people who fell within a certain range on a given 

sexual orientation measurement scale (like the Kinsey scale) or people who did not identify as 

bisexual but engaged in bisexual behavioral patterns (such as men on the down low). As I 

explained in the previous chapter, the latter of these populations—the behaviorally bisexual—

became the most concerning population of bisexual men for public health officials during the 

Great Bisexual Panic. This increased attention on behaviorally bisexual men led to greater 

surveillance and policing of Black men’s sexuality by federal health agencies (Saleh and 

Operario 2009), and it also helped destabilize the parameters and utility of a uniquely bisexual 

population for public health inquiry. While the biomediatization of men on the down low helped 

transfigure the boundaries of a bisexual population, it was not alone in the effort. Another 

boundary at the time was also being contested. Around the same time that the CDC launched its 

studies to investigate the dangers of men on the down low, national news coverage of a certain 
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scientific study on bisexual men fueled a slightly different bisexual panic—one that put the very 

existence of bisexual men at stake. 

In July 2005, science journalist Benedict Carey published an article in the New York 

Times to summarize a “new study [that] cast[ed] doubt on whether true bisexuality exists, at least 

in men” (Carey 2005). The study, conducted by the famed (and controversial) sexologist, J. 

Michael Bailey, and led by his graduate student Gerulf Rieger, investigated the sexual arousal 

patterns of bisexual men (Rieger, Chivers, and Bailey 2005).56 The goal of this “concordance 

study” was to determine if bisexual men’s self-reported sexual attraction aligned with their 

genital response patterns. In other words, this study sought to understand if bisexual men’s 

bodies responded differently to erotic stimuli than the bodies of homosexual or heterosexual 

men. To answer this question, the researchers measured changes in participants’ penile 

circumference as they watched two types of pornographic videos: one that depicted two women 

engaging in sexual activities with one another and one that depicted two men engaging in sexual 

activities with one another. The researchers found that the participants they identified as 

“bisexual” did not exhibit different patterns of circumferential change from those they 

categorized as “heterosexual” or “homosexual.” Rieger, Chivers, and Bailey (2005) therefore 

concluded, “men who reported bisexual feelings did not show any evidence of a distinctly 

bisexual pattern of genital arousal” (582). In his interview with the Times, Carey quotes Bailey 

 
56 In 2003, Bailey published a book titled, The Man Who Would Be Queen: The Science of 

Gender Bending and Transsexualism, wherein he reviewed research on hereditary male 

homosexuality and posited that there were two types of “transsexualism”: one that was akin to an 

extreme form of homosexuality and one that was more closely related to paraphelia. A firestorm 

ensued. Critics accused Bailey of scientific and sexual misconduct, which sparked an official 

investigation into his studies at Northwestern University. No evidence proved that he was guilty 

of these accusations (American Institute of Bisexuality 2011). For a more detailed account of this 

controversy, read Dreger (2008).  
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as saying, “I'm not denying that bisexual behavior exists, but I am saying that in men there's no 

hint that true bisexual arousal exists, and that for men arousal is orientation.” Given this equation 

between sexual arousal and sexual orientation, the Times positioned Rieger, Chivers, and 

Bailey’s (2005) study as questioning the existence and legitimacy of bisexual-identifying men 

through the title, “Straight, Gay, or Lying: Bisexuality Revisited” (Carey 2005).  

The resulting response to the article from LGBT organizations across the United States 

would later be recognized as a historic moment of solidarity for the protection of bisexual-

identifying people (Hutchins 2005a). Although some activists claimed that biological science 

couldn’t accurately measure something as sociohistorical as sexuality (a position frequently held 

by social constructionists), the American Institute of Bisexuality (AIB)—a wealthy bisexual 

activist, research, and educational institute—took a different approach.57 The AIB argued that 

Rieger, Chivers, and Bailey’s (2005) study said nothing about bisexuality because of its 

methodological problems rather than its etiological understanding of sexuality. The organization 

therefore decided to collaborate with Bailey and offered him funding to re-run the experiment 

with their “non-binding input” in making the study design (Bailey 2019, 1008). In their view, 

bisexual men could and probably did have unique biological responses to erotic stimuli, but the 

design of the original study made it impossible (or at least unlikely) to find such results. As John 

 
57 Founded in 1998 by Fritz Klein, a renowned sex researcher, psychiatrist, and bisexual activist, 

the AIB (also known as the Bi Foundation) is a California non-profit charity that advocates for 

and funds “scientifically-sound” research and education projects about bisexuality (Bi.org 2022). 

While the institution carried quite a bit of weight in the early 2000s for setting the bisexual 

research agenda through its grants, it grew to become the largest (and almost sole) funder of 

bisexual research in the United States by the mid-2010s. When its allocations weren’t submitted 

for the annual LGBTQ Funder’s report in 2016, for instance, domestic grant dollars designated 

specifically for studying bisexual populations across a variety of fields from homelessness to 

HIV research decreased from $483,415 nationally to a meager $300 (Wallace, Maulbeck, and 

Kan 2018).  
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Sylla, the contemporary President of the AIB, stated, “What I said to him [Bailey] early on was: 

‘Of course there are bisexual men. You just haven’t found them yet’” (Denizet-Lewis 2014).  

In 2011, this joint effort resulted in another spotlight in the Times, this time with the title, 

“No Surprise for Bisexual Men: Report Indicates They Exist” (Tuller 2011). This new version of 

the study conducted by Rosenthal, Sylva, Safron, and Bailey (2011) was met with mixed 

responses: some people were excited by the findings and others found the premises of both the 

2005 and 2011 studies inconsequential. Regardless of its somewhat lukewarm reception, the 

AIB’s collaboration with Bailey, which the Times later described as “the scientific quest to prove 

that bisexuality exists” (Denizet-Lewis 2014), firmly alluded to what the organization thought 

was a necessary and powerful area of study for the recognition and legitimation of bisexual men: 

providing “objective scientific evidence for bisexual arousal patterns in human males” 

(American Institute of Bisexuality 2011). The AIB saw an opportunity to use the spotlight that 

“Straight, Gay, or Lying” had attracted and hoped to overturn the results. If a single study of 22 

bisexual men’s genital arousal patterns could gain cultural traction as a means to disprove 

bisexuality, then a similar scientific apparatus had the potential to not only deny those findings 

but also reverse them by ‘proving’ that bisexual men (and their unique arousal patterns) did, in 

fact, exist. 

Years later, Bailey (2019) would vehemently argue that his sexological research (even his 

collaboration with the AIB) does not “advocate for marginalized groups” but instead uses “good 

research practices [that] tend to lead to discovery and verification of true ideas” (1007-1009). As 

poignant as it may be in popular vernacular, scientific discovery is never a practice of simply 

uncovering or revealing some hidden piece of external reality—as Bailey claims; rather, it is a 

process of making differences matter through entanglements of researchers, specimens, histories, 
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cultures, politics, economics, instruments, methodologies, and myriad other ways of thinking and 

doing. Many scholars in science and technology studies who complicate traditional realist 

approaches see discovery as a contingent and engaged process that involves an arrangement of 

bodies that transform discovery into “invention” (Lenoir 2010, xiii), “intervention” (Rheinberger 

2005, 410), “mutual and usually unequal structuring” (Haraway 1988, 298), or “creating” 

(Hacking 1983, 230). Bisexual men and their arousal patterns under these theorizations cannot be 

scientifically ‘discovered’ per se because the material-discursive production of ‘bisexual men’ is 

contingent upon the apparatuses that partially and temporarily stabilize them as an 

identity/population/sample. Rather than finding bisexual men with bisexual orientations, the 

2005 and 2011 studies distinctively bounded and arranged bisexual bodies with technology and 

scientific methodologies to “cut up the world in particular ways that necessarily and inevitably 

[and, I would argue, strategically] exclude possible alternatives” (Hollin et al. 2017, 936). 

In this chapter, I unravel how bisexual men materialized as entities defined by biological 

difference across these two studies and describe the biosocial stakes embedded in this inquiry. I 

argue that the AIB’s decision to prove that bisexual men exist entangled bisexual men with 

apparatuses of bioscience to make their (biological) differences matter for scientific and state 

recognition. An apparatus of statistical categories, inclusion criteria, plethysmography, and 

pornography denied the biological existence of bisexual men in 2005 and situated (some) 

bisexual men as uniquely biological in 2011. The media apparatus that emerged in 2011 not only 

provided evidence against the Times’ original claim that bisexual men were “straight, gay, or 

lying,” but it also materialized a subset of bisexual men as biological entities whose existence 

could be proven through technoscience. The ‘biological’ has often functioned as a meaningful 

ground for bestowing or revoking citizenship and circumscribing the boundaries of political 
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inclusion and exclusion (Petryna 2002; N. Rose and Novas 2005; Fishman, Mamo, and Grzanka 

2016; Epstein 2018); therefore, the 2011 claim that bisexual men possessed a unique physiology 

worked to provide evidence for both a unique biological and socio-political existence. 

As should already be apparent, the scope of this chapter differs somewhat from the 

previous two. Rather than tracing the production of bisexual men as a population of inquiry 

through the efforts and entanglements of the CDC (top-down), this chapter takes a more 

grassroots approach and investigates how an activist organization (the AIB) contested and 

transfigured the boundaries of bisexual men to leverage certain (bio)political claims. This 

chapter also deviates from others in that its connection to public health is somewhat more 

tenuous. Sexological studies sometimes inspire or support public health and safety policies—

especially in the case of sexual health promotion—but neither Rieger, Chivers, and Bailey’s 

(2005) study nor Rosenthal, Sylva, Safron, and Bailey’s (2011) study make such claims about 

personal or public health. Both studies address bisexual men as a population of scientific inquiry 

rather than one of public health inquiry: they ask if bisexual arousal patterns exist in men and, if 

so, which men possess them. The health of the public—bisexual or general—is never in 

question. However, as I argue in the conclusion of this chapter, we’d be remiss to exclude this 

saga from a genealogy of bisexual men as a population of public health inquiry. This scientific 

quest allowed bisexual men to emerge through a bioscientific apparatus as possessing unique 

biological differences, which later proved useful for justifying the need for public health 

agencies and officials to study bisexual men as a unique population deserving of distinct 

recognition, research, and interventions. 

 

 



   

121 

 

The Stakes of the Scientific Quest to Prove Bisexuality Exists 

 The “scientific quest to prove bisexuality exists” gained public attention in the 

summer of 2005 when a rare article on the topic of bisexuality wound its way through the New 

York Times editorial process. Unlike the few previous articles written on the subject in the Times, 

this write-up appeared outside of Lifestyle and Opinion sections and instead was filed under the 

newspaper’s highly read and lauded “Science Times” section with the now infamous title, 

“Straight, Gay, or Lying: Bisexuality Revisited.” Here, health reporter Benedict Carey discussed 

the results of a yet-to-be-published sexological study by sex researcher J. Michael Bailey and his 

graduate student Gerulf Rieger. According to Carey (2005) and his interviews with Bailey, the 

two main takeaways from the project were that 1) “true bisexuality” doesn’t exist in men and 2) 

“for men arousal is orientation.” While neither the published document in Psychological Science 

(Rieger, Chivers, and Bailey 2005) nor the Times article explicitly disavowed bisexual identities 

for men (although the Times article came much closer to doing so), these two claims more than 

implicitly guided readers to the conclusion that no bisexual arousal patterns in men meant that 

bisexual-identifying men didn’t exist and therefore must be lying about their true sexual 

orientation (Morse 2015).  

The release of this article into the public sphere was swiftly met with critical responses 

from a variety of activist organizations. Within hours of its publication, the Times experienced an 

explosion of emails from (academic) LGBT researchers and activists who claimed that the article 

purposely obfuscated Bailey’s questionable history of doing sexual minority research with 

transgender folks (A. James 2005), failed to uphold “the Times’ standard of journalistic 

integrity” (Austin 2005), and sidestepped communication with the bisexual community (Suresha 

2005), among many other violations and acts of social negligence. These email correspondences 
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found the article’s provocative title and the claim that bisexual men were either “straight, gay, or 

lying” extremely derogatory and dangerous for bisexual men and bisexual communities. As one 

protester stated in a published letter to the editor: “The headline is not only disrespectful but also 

unprofessional in its insinuation. No, those of us living outside the boxes of gay and straight are 

not ‘lying,’ thank you very much! Many of us have struggled to stay open to ourselves in an 

increasingly, and oppressively, black-and-white, reductionistic world” (Burr 2005).  

Two days later, on July 7, 2005, the Gay and Lesbian Alliance Against Defamation 

(GLAAD) posted a response to the Times article as part of their daily online activism program 

“Write Now.” Similarly to some of those emailing the Times, GLAAD questioned the study’s 

methodological validity, disapproved of its “derogatory headline,” and expressed concern about 

its “hasty generalizations” and “dubious claims” that rendered bisexual men as deceptive closet 

cases who lied about their sexual orientations and who, in reality, actually possessed a 

homosexual orientation (Creager 2005). When the organization requested that the Times change 

the headline to “no longer insinuate that self-identified bisexuals are lying about their sexual 

orientation,” the newspaper declined and defended their headline by connecting it to popular 

biphobic slurs in the gay community. The phrase “gay, straight or lying,” they argued, “[is] a 

commonly used phrase among many gay people” (Creager 2005)—as if "gay people" are 1) a 

homogenous entity or 2) incapable of bigotry. With a simple hand wave towards contemporary 

gay rhetoric, the Times brushed aside GLAAD’s complaint.  

On July 8, only three days after the article’s initial release and one day after GLAAD’s 

response, the online buzz across listservs such as the Bisexual Activist’s Discussion List 

culminated in what Loraine Hutchins, a bisexual activist and educator who played an integral 

part in the creation of BiNet USA (the oldest national bisexuality organization in the United 
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States) called “a historic occasion” (Hutchins 2005b). Matt Foreman, the director of the National 

Gay and Lesbian Task Force (previously known as the National Gay Task Force and, as of 2014, 

the National LGBTQ Task Force) requested a joint conference call between bisexual activists 

from BiNet USA, the Bisexual Resource Center, the National Gay and Lesbian Task Force 

(subsequently referred to here as simply “the Task Force”), and GLAAD “to strategize about 

how best to coordinate responses to the offensive July 5th NYTimes piece, ‘Gay, Straight, or 

Lying (sp.)’” (Hutchins 2005b).58  

The Task Force released its critique of the article and an accompanying fact sheet on 

Monday, July 11, 2005. Echoing the concerns of bisexual activist groups and GLAAD, Foreman 

offered a similar if not more vehement response to the article in his formal statement:  

We [at the Task Force] remain stunned that the New York Times Science section would carry 

such a shoddy, sensationalistic and downright insulting story. It — and the profoundly 

flawed 'study' it purports to cover — are laced with biased premises, misstatements and 

inaccuracies. It equates sexual orientation with sexual arousal, as supposedly measured by a 

crude device — considered highly suspect by researchers — in the hands of an individual 

with a long history of controversial research. It defames the truth in the lives and loves of 

millions of bisexual men. The Times should be ashamed. (Foreman 2005)  

As can be seen here, the phrase “sexual orientation” played a central role in these debates as 

many protesters attacked Bailey’s suggestion that arousal equated to sexual orientation in men. 

Some activists such as Loraine Hutchins (2005a), Paul Varnell (2005), and even the media 

watchdog group FAIR (2005) believed that such a claim reeked of antiquated and oppressive 

 
58 For some bisexual activists, this collaborative effort marked one of the strongest moments of 

LGBTQ solidarity in recent years. Hutchins, for example, quotes her friend, Bi Any Other Name 

co-editor, and founding member of BiPol (America’s first and oldest bisexual political 

organization) Lani Ka’ahumanu as she expresses her post-meeting excitement by stating, “This 

is REALLY the LGBT community working together, something we’ve been working for for 

years and years!!!”(Hutchins 2005b). 
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research that oversimplified the burgeoning psychological and sociological understanding of 

sexuality as a spectrum into a pure dichotomy of gay and straight.  

Bailey’s statement— “for men, arousal is orientation”—garnered the ire of many readers 

upon its release in part because it entangled the study’s findings with contemporary biosocial 

arguments in LGB activism. In the vernacular of the time, the term sexual orientation operated 

almost synonymously with sexual identity or self-reported identities such as gay, bisexual, and 

straight. LGB activists therefore found the study’s conclusions problematic for several reasons. 

To begin with, the study oversimplified sexual identity (which activists described as “sexual 

orientation”) by defining it solely through changes in penile circumference. Sexual identity, these 

critics claimed, was more complex than “whether one’s genitals respond[ed] a certain way to 

pornography” (National Gay and Lesbian Task Force 2005, 1).  

Activists like those at the Task Force saw sexual orientation as a complex field, a moving 

target, and a categorization scheme with unknown and amorphous parameters; however, Rieger, 

Chivers, and Bailey (2005) mobilized the term as a fixed concept, which operated as a 

methodological shorthand for “the degree of sexual attraction, fantasy, and arousal that one 

experiences for members of the opposite sex, the same sex, or both” (597). In later works, Bailey 

(2009) describes sexual orientation like a compass that guides people’s sexual desire, arousal, 

fantasy, and attraction. Such a definition more closely aligns with the term’s usage in biological 

sciences throughout much the 20th century as a descriptor for sexual responses to stimuli, 

wherein sexual orientation refers to more of an embodied inclination or urge to pursue certain 

sexual partners than an identity in and of itself. Rieger, Chivers, and Bailey (2005) temporarily 

stabilized this amorphous term as a biometric category for the purpose of their study. 
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Consequently, the study also connected bisexual men to biology and claimed that bisexual men 

did not possess a unique physiological response pattern from gay or straight men.  

This claim that bisexual men had no biological evidence for their distinct existence was a 

dangerous accusation to make on two grounds. First, it implicitly suggested that being bisexual 

was a choice and not a matter of biology. While it’s true that the etiology of sexuality had (and 

has) not been completely attributed to inborn biological characteristics and such a deterministic 

viewpoint carries its own significant dangers to bisexual men and their political projects (see 

Brookey, 2002), the claim that bisexual men had no biological difference from gay or straight 

men in the mid-2000s set them outside of some contemporary LGB activist strategies. Following 

the publication of scientific studies in the 1990s that suggested sexuality was an inborn trait, 

LGB activists frequently evoked biological essentialism to make equal rights claims and combat 

prejudice (Epstein 2007; Waidzunas 2015). They would argue that sexual orientation operated 

beyond the scope of subjective decision-making and instead emerged from inborn physiological 

traits. In other words, their sexuality was produced by chance, not choice. This tactic proved 

particularly poignant in challenging conservative Christian beliefs because it posited that if 

sexuality was an inborn trait, then possessing a non-straight sexuality was part of God’s will and 

therefore not a sinful lifestyle choice (Brookey 2002). Given that conservative Christians 

possessed significant political power in the federal government during the Bush administration 

(2001-2009), this tactic saw usage in both local interpersonal conflicts and national policy 

debates.  

The claim that bisexual men might not have any notable biological differences from gay 

and straight men risked barring them from this strategy. If they didn’t display a unique biology, 

then they must be choosing to be bisexual. Rieger, Chivers, and Bailey (2005) insinuate as much 
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in their conclusions. The final line in the published report reads, “Thus, future research should 

also explore nonsexual reasons why some men might prefer a bisexual identity to a homosexual 

or heterosexual identity” (582-583, emphasis added). In and of itself, this claim is scientifically 

accurate—people might latch onto a bisexual identity for reasons other than sexual attraction—

but it is also threatened to undermine bisexual men’s ability to leverage this larger (bio)political 

strategy. 

Second, this lack of biological evidence perpetuated the idea that bisexual men do not 

exist as a unique population. They are, as the Times claimed, “straight, gay, or lying.” Although 

non-straight populations have all been pricked, prodded, and probed in medico-legal 

investigations of sexuality, sexological methods—especially those in forensic sexology—have 

historically resulted in the materialization of homosexuality and the erasure of bisexuality. 

According to Callis (2009), “the medicalization of ‘homosexual acts’ forbids the creation of a 

bisexual person, because all individuals who were sexually active with others of the same sex 

were labeled as homosexual” (224-225). When evidence of homosexual activity was found 

through various apparatuses, the identity of ‘homosexual’ was materially-discursively branded 

onto the body. Such apparatuses enacted socially and historically situated ‘agential cuts’ that 

simultaneously 1) helped separate homosexuality and heterosexuality by bestowing 

psychobiological properties to one or the other and 2) aided in the stabilization of homosexuality 

as a social, biological, and real phenomena. The relationship between medical institutions and 

homosexuality dangerously stigmatized gay men, but it also aided in the formation of gay 

communities towards the latter half of the 20th century (Brown and Knopp 2014). For decades, 

the homosexual had been discussed as a sexual deviant, a biological abnormality, and a 

psychosocial developmental problem; however, such categorical naming also galvanized the 
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creation of the homosexual as an identity and political collective that could “speak on its own 

behalf, to demand that its legitimacy or ‘naturality’ be acknowledged, often in the same 

vocabulary, using the same categories by which it was medically disqualified” (Foucault 1990, 

101).  

The same cannot be said for bisexual men. Bisexuals were denied such a “naturality” 

because any form of homosexual desire chained them to homosexual identities in the eyes of 

medical institutions and the state (Eadie 1993; Gammon and Isgro 2006; Callis 2009). Going 

back to Foucault (1990), the bisexual man of the mid-2000s was more akin to the ‘sodomite’ 

than the ‘homosexual’: he was a “temporal aberration” rather than a “species.” Since they did not 

enter mainstream medical discourse as a type of person for much of the 19th and early- to mid-

20th century, bisexual men were not offered the same kind of legitimacy in discussions about 

sexuality.  As Callis’ (2009) notes, “Because the bisexual was not placed into a ‘species’ or 

written about as such by the medical community...there was also no ‘truth’ in bisexuality” (225).  

When “Straight, Gay, or Lying” released in 2005, it proposed a newfound ‘truth’ about 

bisexuality—namely that it didn’t exist in men. If bisexual men did not have a unique 

physiology, then according to this logic they were not biologically distinct from gay men: they 

were less verifiable, less real, and “not different enough” from gay men to matter. This obviously 

wasn’t the news that many bisexual people and organizations believed or wanted to hear, and it 

was therefore quickly met with extreme backlash when the Times debuted the article in 2005. 

However, the article and the study it covered also proposed another—perhaps more implicit—

truth: evidence of bisexual difference could be found within the bisexual body. This biological 

determinism received heavy criticism for painting a reductionist portrait of bisexual men when it 

hit the presses, but the AIB’s reliance on such a framework says much about the onto-
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epistemological strategies they put forth in hopes of proving the existence of bisexual men by 

materializing them as a verifiable biometric category.  

Making Bisexual Men Biometric  

The 2005 study and its coverage in the Times entangled bisexual identities with 

biological differences, and the concepts of sexual orientation and bisexual orientation played a 

major role in these entanglements. Rieger, Chivers, and Bailey (2005) primarily described 

bisexual orientation as a biometric category defined by statistically distinct arousal patterns. In 

other words, a bisexual orientation referred to unique statistical phenomenon wherein bisexual 

men (i.e., those who reported attraction patterns on the Kinsey scale in the bisexual range) met 

three criteria: they were 1) measurably aroused by both sexes, 2) more aroused by men than 

heterosexual men were, and 3) more aroused by women than homosexual men were. Both the 

2005 and the 2011 studies sought to uncover the existence of a “bisexual orientation”; however, 

this term took on different meanings as it moved from research studies to the pages of the Times 

and back again. These competing definitions of “bisexual orientation” produced a strange, 

dangerous, and, according to the AIB, a somewhat useful syllogism: If identity is orientation (as 

activists assumed) and orientation is arousal (as Bailey proposed), then identity can be verified or 

disproven by the presence or absence of arousal patterns. 

Bailey’s version of sexual orientation—and by extension, bisexual orientation—can be 

defined as a biometric category because its parameters are defined by (significantly) statistical 

differences and biological arousal data. Bisexual orientation doesn’t so much describe a type of 

person as much as it outlines the parameters of significant difference. The concept of bisexual 

orientation seemingly produces at least two onto-epistemological phenomena at once: it provides 

a statistical margin in which a distinctly bisexual biological response can emerge through data 
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analysis, and it embeds some truth about bisexual men within bisexual men’s bodies by 

measuring their physiological responses. In other words, bisexual orientation not only connects 

bisexual men to measurable bodily evidence, but it also proposes a verifiable separation between 

bisexual, homosexual, and heterosexual men. 

On the “metric” side of this biometric category (as if “bio” and “metric” could be cleanly 

separated), bisexual orientation functions as a form of statistical paranaming: it is defined by its 

separation from homosexual and heterosexual orientation through p-values. In both the 2005 and 

2011 studies, a “bisexual orientation” describes an arousal pattern wherein bisexual men display 

significant (but not necessarily equal) genital arousal to both sexes, more arousal to pornographic 

videos of women having sex with each other than homosexual men do, and more arousal to 

pornographic videos of men having sex with each other than heterosexual men do (Figure 7). As 

I explained in Chapter 2, bisexual men have often been conflated with homosexual men and 

materialize as not different enough from them to matter as a unique population (for public health 

inquiry). A bisexual orientation refutes this conflation because it’s premised on statistically 

significant difference, so it consequently carves onto-epistemological space for the emergence of 

a uniquely bisexual biological difference that is different enough to matter.  
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Figure 7. Genital arousal patterns as a function of self-reported attraction. In each panel, the line 

marked as “1” shows the predicted arousal response for the more arousing sex, and the curve 

labeled as “2” shows the predicted arousal response for the less arousing sex. The graph in (a) 

shows the expected outcome of a bisexual orientation: men who report bisexual attraction 

(Kinsey scores above 1 and below 5) should show more arousal to their less arousing sex than 

heterosexual (Kinsey scores between 0 and 1) or homosexual (Kinsey scores between 5 and 6) 

men. The graph in (b) presents a pattern that would not validate a bisexual orientation: all men 

regardless of self-reported attraction (i.e., Kinsey scores) would show about the same amount of 

arousal to their less arousing sex. These charts have been adapted from Rieger, Chivers, and 

Bailey (2005) and Rosenthal et al. (2011). 

 

Bisexual orientation positions bisexuality within the body through the same mechanism 

that received so much flak from activists in 2005: Bailey’s claim that arousal equates to 

orientation. Bailey’s work—and that of his graduate student—operated under the conceptual 

assumption that men’s sexual orientation could be best measured through sexual arousal (Rieger, 

Chivers, & Bailey 2005; Bailey 2009). Measured is the operative word here. While other 

elements of sexual orientation (such as attraction, fantasy, and desire) had to be analyzed through 

self-reporting, Bailey and Chivers theorized that arousal was the singular factor of orientation 

that could be measured objectively without subjective interference (Bailey 2009; Morse 2015). 

The claim that arousal is orientation consequently emerged from recurring correlations between 

different measurements.  

For men (but not women), genital arousal patterns had been shown to align closely with 

self-reports of one’s sexual orientation (Bailey 2009). Men who report homosexual orientation 

tend to show homosexual arousal patterns, and men who report a heterosexual orientation often 
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show heterosexual arousal patterns. This alignment between arousal and orientation forms what 

Chivers et. al (2004) and Bailey (2009) describe as “category specificity.” Because cis-men who 

identify as homosexual and heterosexual tend to exhibit category specificity (i.e., their genital 

responses correlate with their self-reported orientation), Bailey configures male genital arousal as 

equivalent to sexual orientation and argues that sexual arousal is the “best contender for the 

meaning of sexual orientation” (Bailey 2009, 48).59 He summarizes his argument like this:   

To see that a man’s sexual arousal pattern is the best contender for the meaning of sexual 

orientation, consider the following hypothetical, not unrealistic, person. A heterosexually 

married man insists that he is attracted only to women and tells people he is heterosexual. 

But in the laboratory he gets erections to male sexual stimuli, and he does not get 

erections to female sexual stimuli. What is his sexual orientation? No matter what he 

truly believes (i.e., no matter what his private sexual identity), no matter whom he prefers 

to have sex with (i.e., regardless of sexual preference), and no matter whom he chooses 

as his sex partners, I contend that his sexual orientation is homosexual. A man who 

experiences sexual arousal for men but not for women cannot plausibly be considered 

sexually oriented to women… I do not mean to suggest that sexual arousal is the only 

motivational factor that attracts heterosexual men to women, or homosexual men to each 

other…I continue to insist, however, that one’s sexual arousal pattern has the best claim 

on the meaning of sexual orientation. A sexual arousal pattern is both sexual and 

orienting. (Bailey 2009, 48) 

 

For Bailey, then, the definition of sexual orientation (in men) is directly related to genital 

responses. This definition therefore stands in direct opposition to the one forwarded by critics of 

“Straight, Gay, or Lying” who understood sexual orientation/identity as a more sociocultural 

phenomenon. Despite the researchers’ care to distinguish sexual orientation from sexual identity 

 
59 It should be noted however that this category specificity had only held true for heterosexual 

cis-men, homosexual cis-men, trans women, and cis-women who identified as lesbian (Chivers 

et al. 2004). Heterosexual-identifying women did not show categorical specificity because they 

displayed significant genital arousal to both male and female stimuli. This non-concordance for 

heterosexual women did not challenge their professed monosexual orientations; however, when 

bisexual men showed non-concordance (i.e., their genital arousal patterns were classified as 

homosexual or heterosexual) in 2005, the immediate assumption was that they were “lying” 

about their sexual orientation. As Morse (2015) aptly notes, these different interpretations of data 

mirror “the cultural scripts that deny the validity of bisexual identities for both men and women 

that bisexual activists have documented and challenged” (318). 
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in the published report, Bailey’s conflation of arousal and orientation in the Times article further 

entangled these two terms.60 They intra-acted with one another to such an extreme degree that a 

lack of a bisexual arousal patterns in Rieger, Chivers, and Bailey’s (2005) study was “interpreted 

as casting into question the existence of bisexual identities among cis-men” (Morse 2015, 317).  

The syllogism that connected sexual orientation, arousal, and identity under “bisexual 

orientation” biologized bisexual men by making sexual orientation a measurable biological 

phenomenon. In doing so, it privileged the objectivity of biology to prove the existence of 

bisexual men. Furthermore, this apparatus of biological bisexual difference “locate[d] truth in the 

automatic (the body), opposing this seemingly objective truth to the realm of consciousness (the 

brain), where subjectivity endangers scientific truth” (Morse 2015, 316). In short, it pitted 

scientific knowledge against self-knowledge and held the former as more reliable and 

authoritative than the latter. Bisexual men could lie about their sexual orientation/identity, but 

their bodies could not. If their bodies showed that they were in fact bisexual, then they could not 

possibly be lying about their sexual orientation.  

Getting Hard Evidence to Prove Bisexual Men Exist 

The concept of bisexual orientation proposed that a uniquely bisexual physiological 

response could exist, but it was the plethysmograph that provided objective evidence for or 

against the existence of a bisexual orientation—and by extension, bisexual men. Penile 

plethysmography or “phallometry” is a means for measuring blood flow to the penis by 

recording changes in its circumference, which in both the 2005 and 2011 study are seen as 

 
60 Bailey’s claim that “for men arousal is orientation” was not discussed in the final article. In 

fact, the closest the article in Psychological Science gets to mentioning this connection is in a 

figure with the caption “sexual arousal as a function of sexual orientation” (Rieger, Chivers, and 

Bailey 2005, 258).  
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proxies for sexual arousal. The greater the circumferential change, the greater the arousal. 

Despite criticism from many activists at the time, this “crude device”—as Director Matt Foreman 

(2005) called it—played an important role in reconfiguring bisexual men as a verifiable and 

distinct population. The plethysmograph circumvented subjective markers of sexual orientation 

(i.e., who or what people reported being sexually attracted to) and embedded (bi)sexuality in the 

body by measuring embodied responses to erotic stimuli instead. This privileging of biological 

evidence argued that the bisexual body could reveal some hidden truth about bisexuality that 

‘bisexual men’ might keep secret. 

Both the 2005 and the 2011 studies relied on penile strain gauges (a type of 

plethysmograph) to visualize and capture physiological arousal data, and therefore these pieces 

of laboratory equipment aided in the attempt to produce bisexual men as unique biological 

entities. The 2005 study used a ‘penile mercury-in-rubber gauge’ and the 2011 study used an 

‘indium-gallium strain gauge,’ both of which consisted of a rubber tube filled with a liquid metal 

(mercury and indium-gallium, respectively) and sealed on both ends with platinum electrodes. 

Once placed on the middle of the penis shaft, the length of the rubber tube compressed or 

stretched based on changes in penile circumference. These changes in shape make the interior of 

the tube thinner or thicker and therefore alter the cross-sectional area of the liquid metal within. 

Since this cross-sectional area is directly related to the metal’s resistance (or how it reduces the 

electrical current that runs through it), then changes in current could be calculated as changes in 

penile circumference. Bisexual orientation was therefore technically not rendered calculable and 

verifiable by changes in penile growth but instead by the passage of electrons first to electrodes 

and then to a computer or polygraph where they could be translated (Figure 8).  
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Figure 8. An artist sketch of an experiment using penile plethysmography. This rendering of a 

diurnal penile plethysmography (two gauges) doesn’t mimic the experimental set up of the 2005 

or 2011 study, but it usefully highlights many of the component parts including penile strain 

gauges, a polygraph, and a television. Image taken from Opsomer, Wese, and Van Cangh (1990). 

 

The plethysmograph operates similarly to a polygraph in both construction and 

epistemology: both use wires and electron transfer to detect lies and validate truths theorized to 

hide within the body (Balmer and Sandland 2012). We can see this rhetorical connection in the 

title of the 2005 Times article: “Straight, Gay, or Lying.” Like the polygraph, the plethysmograph 

had the ability to cut through the ‘static’ of subjectivity by listening to bodily evidence rather 

than oral confession. The plethysmograph can therefore be seen as a type of biologizing 

confessional technology. According to Foucault (1990), confession acts as a “technology of the 

self” wherein individuals (in the modern West) verbally reveal secret sexual information about 

themselves, and phallometry takes this act of confession a step further. Rather than relying on an 

individual’s verbal confession, the plethysmograph locates truth in the interworking of the body. 

In this sense, the plethysmograph also operates as a truthing technology or “truth machine” that 

configures phallometric data as more truthful than self-report (Lynch et al. 2011; Waidzunas and 

Epstein 2015). The bisexual body in the 2005 and 2011 studies provided the “ultimate evidence” 



   

135 

 

for or against bisexual men’s distinct biological existence (Fassin and D’Halluin 2005, 597). As 

Waidzunas and Epstein (2015) state, “In partial contrast [to Foucault’s confession], the 

phallometric test can be understood as a kind of confessional technology that bypasses self-

understandings and the subject's volition by forcing the body to ‘speak’ the truth of the subject’s 

sexual nature” (191).  

The apparatus used to materialize bisexual orientation inscribed bisexuality onto the body 

via the translation of electrons to make bisexual men biologically distinct from gay and straight 

men—a tactic that had proven useful for making homosexual men more ‘real’ in the public eye 

(even if they often emerged in hauntingly dangerous and less-than-desirable ways). Inter-war 

military screenings of “homosexual men” serve as an excellent example of this forced bodily 

confession. After the passage of the Selective Training and Service Act of 1940 but before the 

American Psychological Association declared homosexuality a mental disorder in 1952, the US 

Selective Service sought to weed out homosexuals from military enrollment; however, they also 

wanted to ensure that non-homosexual men could not falsely claim homosexuality to avoid the 

draft (Bérubé 1990). In short, they needed a way to separate out the ‘real’ homosexuals from 

‘draft dodgers.’ Under wartime pressure to streamline such diagnostic processes, some of these 

psychiatrists turned to the homosexual body as a bearer of sexual truth. In a couple of the more 

extreme cases, investigators used tongue depressors to initiate a gag reflex under the assumption 

that men who frequently gave blow jobs would not gag at the instrument’s insertion due to “the 

repeated control of the reflex during the act of fellatio” (Gioscia 1950, 380), or they forced men 

to strip naked as they searched for a “patulous [expanded] rectum” that would prove that the man 

had engaged in anally receptive sex (Bérubé 1990). These clinical investigations into the biology 

of homosexuality were “not premised on inherent divisions between the social and the scientific, 



   

136 

 

the human and the nonhuman, nature and culture” but instead operate as “[boundary-drawing] 

practices through which these division are constituted” (Barad 2007, 169). In short, these 

apparatuses—understood as co-emergent entanglements of laboratory instruments and social 

machines—aided in the production of homosexuals’ biological differences from heterosexuals 

and therefore the re(con)figuration of homosexuals as a unique species. 

The AIB’s intervention attempted, in a sense, to make the bisexual body of the early 21st 

century ‘speak’ like the homosexual body of the mid-20th century through penile 

plethysmography. The biologization of difference required by this strategy had an oppressive and 

dangerous history; however, it also gave some ‘truth’ to the populations in question. For 

example, the fact that different apparatuses produced different iterations of the ‘homosexual’ 

(e.g., as a social problem, an illness, an identity, etc.) only added to the reality of homosexual 

men (Foucault 1990; Griffiths 2016). The plethysmograph then—like the polygraph—could 

verify if bisexual men were straight, gay, lying, or even telling the truth about their sexuality by 

analyzing their physiological responses to stimuli. If a distinctly bisexual response existed, the 

AIB believed that it could provide evidence towards the existence of bisexual men as a 

population—a connection that Sylla stressed years after the release of the 2011 report (Denizet-

Lewis 2014).  

The plethysmograph could materialize bisexual difference in the body, but it could only 

do so by measuring participants’ reactions to erotic stimuli. Pornography then also played a 

major role in the scientific quest to prove bisexuality exists. The study design of both the 2005 

and 2011 experiments exposed participants to six films while ‘plugged in’ to a plethysmograph: 

four sexual films that showed two people engaging in sexual acts with one another and two 

neutral films of soothing music and landscapes. Researchers used the sexual films to induce 
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genital arousal and the neutral films to gather baseline information prior to the study and reset 

participants’ arousal after exposure to sexual content. Participants’ arousal patterns (i.e., 

orientation) were then measured according to their changes in penile circumference as they 

viewed these videos. 

The men who displayed more genital arousal to two men engaging in sexual acts (fellatio 

and anal penetration) and less arousal to two women were marked as having a homosexual 

orientation. On the other hand, men who showed a larger change in penile circumference when 

exposed to two women engaging in sex acts with one another (cunnilingus, vaginal penetration 

with fingers, and vaginal penetration with a dildo) were marked as having a heterosexual 

orientation. A heterosexual orientation in these studies deviates from what one might associate 

with a straight identity or sexual preference. Rather than showing scenes of sex between a cis-

man and a cis-woman (as would be expected), the studies use sex between two women to gauge 

heterosexual orientation. In a separate and more in-depth article than the one quoted in the 

Times, Rosenthal, Sylva, Safron, and Bailey (2012) elaborate on this decision: the problem with 

using actors of different sexes in phallometry studies, they argue, is that researchers can’t tell 

who is arousing the participant in the scene—the man or the woman. Since heterosexually 

identifying men are more aroused by pornographic activities between two women than they are 

by that of two men, heterosexual orientation is measured by men’s genital arousal to same-sex 

sex scenes between women.  While the researchers coded these stimuli as “male” and “female,” 

they could just as easily be described as “gay” and “lesbian” (Morse 2015). To prove the 

existence of a bisexual orientation and bisexual men then, participants in the 2011 study had to 

be substantially aroused by gay and lesbian porn.  
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Arousal emerges from a very complex field of stimuli even when sequestered in a 

laboratory setting, so the type and quality of pornography was crucial for eliciting sexual arousal 

that responded to the variables in question (i.e., attraction to a certain sex rather than arousal due 

to an erotic situation such as power play, public sex, bondage, etc.). However, the published 

studies in Psychological Science (Rieger, Chivers, and Bailey 2005), Biological Psychology 

(Rosenthal et al. 2011), or even the extended version in Archives of Sexual Behavior (Rosenthal 

et al. 2012) do very little to describe the pornography used.61 Tyler (2011; 2016) suggests that 

this lack of detail is customary for many sexological studies. Citing her earlier work (Tyler 

2011), she states, “Pornography use in certain types of sexological research is so normalized that 

analyzing the actual content of that pornography, let alone contesting its use, is generally seen as 

irrelevant” (Tyler 2016, 4).  

Rieger, Chivers, and Bailey (2005) seemed to fall into this uncritical comfortability with 

pornography during their 2005 study, because the AIB was dissatisfied with—if not appalled 

by—the pornography that the researchers chose to use. As stated by the Times article that 

retroactively covered the scientific quest, 

Some of the group’s board members, for example, had previously expressed concern to 

Bailey and other researchers about the quality of the pornography they were using to test 

bisexual arousal. “They used videos where the women looked cracked out, had long 

press-on nails and seemed miserable,” Lawrence [an AIB board member] told me. “The 

idea that you could accurately judge someone’s bisexuality by showing them that kind of 

porn was really astonishing to me. If you do love and respect women, that kind of 

porn should repel you.” (Denizet-Lewis 2014, n.p.).  

 
61 Rieger, Chivers, and Bailey (2005) used the same pornographic library of male-male and 

female-female erotic audio-visual stimuli as Chivers et al. (2004). While the published studies 

did not identify the porn used, Morse (2015) retrieved these details through personal 

correspondence with Chivers in 2014: “the female–female clips come from Nan Kinney’s and 

Debi Sundahl’s lesbian porn film Hungry Hearts (1989), the male–male clips from a gay male 

porn film titled Chapters (n.d.), and the female–male clips (which weren’t used in the study on 

bisexual men) from Candida Royalle’s Eyes of Desire (1998)” (317). 
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Here, the connection between bisexual arousal and pornography is made explicit. If 

participants didn’t like the porn shown, they were less likely to experience positive changes in 

penile circumference. If they did not show strong positive changes, then they would be 

categorized according to this lack of arousal. In these sexological studies then, “pornography is 

simply equated with sexual excitement and arousal” (Tyler 2016, 4).  

Pornography, perhaps more than arousal and identity, defined the categorical and 

biological boundaries of homosexual, heterosexual, and bisexual orientation in the 2005 and 

2011 studies and consequentially set the parameters of a verifiably bisexual man. These 

orientations were defined through their relationship to gay and lesbian porn: an individual whose 

penile circumference increased more to gay porn was classified as having a homosexual 

orientation whereas an individual who responded more to lesbian porn was described as having a 

heterosexual orientation. As Morse (2015) states in her analysis of pornographic stimuli in 

Bailey and Chiver’s sexological studies, “the researchers’ use of pornography constructs the 

categories they seek to understand in their search for objective data about identity and desire” 

(315). The sexological use of porn in these cases created the categories of difference that they 

aimed to study. Bisexual men in both 2005 and 2011 were defined through their responses to gay 

and lesbian pornography. This definition suppressed other aspects of arousal and pornographic 

pictures such as “narrative, aesthetics, power, and the other factors that produce pornography’s 

affective charge” to render bisexuality (and bisexual men) as biologically measurable, verifiable, 

and distinct (Morse 2015, 315). 

These entanglements between arousal and pornography add to the equation mentioned at 

the onset of this chapter. Now, pornography equals arousal, arousal equals orientation, and 

orientation equals identity. Of course, this formula doesn’t reflect the complexity of sexuality, 
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but it does reveal the conceptual and methodological tools used in these studies to materialize a 

distinctive bisexual orientation/identity rooted in biological difference. Pornography induced 

arousal, a plethysmography measured arousal, and the subsequent arousal patterns provided 

evidence for or against the existence of a bisexual orientation/identity. Connecting bisexual men 

to gay and lesbian pornography and measuring their physiological responses provided objective 

(if situational) evidence for a uniquely bisexual orientation.  

This apparatus of pornography, plethysmography, and arousal was present in both the 

2005 and 2011 studies; however, it produced different conclusions about bisexual orientation. In 

2005, Rieger, Chivers, and Bailey’s study claimed that a bisexual orientation did not exist in 

bisexual-coded men. As they claim, “Indeed, with respect to sexual arousal and attraction, it 

remains to be shown that male bisexuality exists” (582). The 2011 study, on the other hand, 

claimed quite the opposite. Here, Rosenthal et al. (2011) concluded that “bisexual-identified men 

with bisexual arousal patterns do indeed exist” (115). If the apparatuses remained the same 

across both studies, what allowed these different conclusions to emerge? While there were 

significant similarities between the 2005 and 2011 studies, a couple of key components within 

the study design changed—namely, the research questions they asked and the definitional 

boundaries of the “bisexual men” they recruited. These two alterations allowed the apparatus in 

2011 to materialize a biologically distinct bisexual man when the 2005 study could not. 

Rieger, Chivers, and Bailey’s (2005) study questioned the existence of a bisexual 

orientation and conducted their experiment to determine if bisexual men possessed a unique 

arousal pattern from gay and straight men. The question of the matter could be boiled down to 

this: “Do bisexual men possess a distinctly bisexual orientation—or is their orientation more in 

line with that of gay/straight men?” The 2011, on the other hand, study launched along a slightly 
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different trajectory. Rather than inquire into the existence of a bisexual orientation, Rosenthal et 

al. (2011) wanted to see if they could find bisexual men who possessed a uniquely bisexual 

orientation. In this iteration of the study, researchers started from the assumption that a bisexual 

orientation did, in fact, exist ‘in the wild’, but the trouble came from finding men who possessed 

it. As they write, “The purpose of the present study was to examine arousal patterns among 

bisexual men who were recruited using stringent criteria…in order to increase the likelihood of 

finding a bisexual arousal pattern” (Rosenthal et al. 2011, 112, emphasis added). This subtle but 

significant change proposed a new phenomenon (bisexual orientation) first and then attempted to 

gather evidence to prove its existence—a rather unconventional move, which runs counter to 

most scientific inquiry that develops new theories in response to evidence (and rarely the other 

way around). By focusing on providing evidence instead of questioning the phenomenon itself, 

the 2011 study became oriented towards producing a sub-population that could verify the 

existence of a bisexual orientation and consequently bisexual men.  

At AIB’s suggestion, the researchers changed the definition and recruitment of bisexual 

men in 2011 to increase their chances of finding men whose “dicks twitch when…confronted 

with [lesbian and gay] porn” (Highleyman 2011). Unlike the 2005 report which only defined 

bisexual men by their self-reported Kinsey attraction scores, the 2011 study used much more 

stringent criteria for participation. Rosenthal et al. (2011) defined bisexual men in their sample as 

those who “had at least two sexual partners of each sex and a romantic relationship of at least 

three months’ duration with at least one person of each sex” (113). In addition to these new 

criteria, the studies also looked to different venues to recruit participants. The 2005 study 

advertised in “gay-oriented magazines and an alternative newspaper in Chicago,” but the 2011 

study once again narrowed this focus to up their odds of finding men with a bisexual orientation 
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by recruiting participants from “a list of advertisements where men sought to have sex with both 

members of heterosexual couples” (Rosenthal et al. 2011, 113). Combining these criteria, the 

2011 study configured a bisexual man as ‘a man who seeks group sex with a man and a woman 

and who has recently engaged in sexual activities and moderate-length romantic relationships 

with both sexes.’ These bisexual men were thought to have the highest change of exhibiting 

significant genital arousal to both lesbian and gay porn (though the official study doesn’t 

elaborate on why this assumption was made).  

These tight inclusion criteria didn’t intend to capture or report on a representative sample 

of bisexual men as much as they aimed to produce a sub-population of bisexual men who could 

materialize through the apparatus of biological difference mobilized by the study. They drew 

boundaries around bisexual men as a population to make them scientifically verifiable and 

therefore more ‘real’ or ‘truthful’ by “fit[ting] bi attraction into a little box” (Tuller 2011). This 

proved to be an incredibly limited definition of bisexual men, but it ultimately served its purpose 

for the 2011 study and the AIB. When this sub-population engaged with this apparatus, they 

watched lesbian and gay porn, a plethysmograph measured changes in the circumferences of 

their penises, and a comparative statistical analysis determined that they possessed significantly 

different responses from gay and straight men. In short, they materialized as a unique population 

defined by evidence of biological difference. Together, these procedures and insights suggested 

that “true bisexuality” did in fact exist in men. This finding, in turn, brought the New York Times 

to claim that the study proved the existence of bisexual men and, according to the AIB, showed 

that scientific research “completely validates that bisexual people exist” (Denizet-Lewis 2014).   
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Conclusion 

The AIB’s effort to “prove bisexuality exists” can be seen as an attempt to give 

bisexuality (but mostly bisexual men) an element of bioscientific truth. According to the AIB, 

bisexual men needed to be made technoscientifically legible and verifiable so that current and 

future research could undoubtedly verify their existence. As a long history of bi-erasure and 

invisibility in medical literature, policy briefs, and gay and lesbian movements attests, it wasn’t 

enough to simply say that bisexual men existed. The claim for bisexual legitimacy had to be 

materially and discursively reconfigured as a problem that could be asked and answered through 

engagements with technoscience to properly (if only temporarily) stabilize bisexual men as a 

recognizable population with a distinct biology. Only then could bisexual men gain access to 

biological difference claims being leveraged by contemporary LGB activists to advocate for their 

equal rights. 

Responses to this “scientific about-face” in 2011 were mixed. Some scholars and activists 

valued the research and expressed gratitude that bisexuality was no longer being framed as 

biologically and socially illegitimate. Ron Suresha (the editor of several anthologies about 

bisexual men), for example, celebrated the studies’ findings: “Although it's obvious to those of 

us who identify as bisexual men that we exist and that our sexual attractions are valid, this 

research has righted a tremendous wrong…It's like an ancient myth has just disappeared and in 

its place we have discovered the bisexual individual.” (Highleyman 2011, n.p.)62 

Others were more hesitant about the findings’ repercussions. Ellyn Ruthstrom (the 

contemporary president of the Bisexual Resource Center in Boston) and Thomas Leavitt (a 

 
62 Suresha served as an editor for Bi Men: Coming Out Every Which Way (2005) and Bi Guys 

(2006). 
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longtime bisexual activist in San Francisco), for instance, offered similar criticisms about the 

2011 article as others made about the original 2005 study: they questioned the ability of 

biological science to pose and answer productive questions about sexual orientation and sexual 

identity (Tuller 2011; Highleyman 2011). In his interview with The Bay Area Reporter, Leavitt 

states, “I regard the entire basis of this [2011] study, and the original [2005] one, to be 

pernicious. It is an insult to reduce bi male identity and sexuality to the question of whether or 

not our dicks twitch when we are confronted with porn." Others such as Jim Larsen, a chairman 

of the Minnesota-based Bisexual Organizing Project, questioned the necessity of such studies. 

The Times quotes him as saying, “They’re [Rosenthal et al.] proving what we in the community 

already know. It’s insulting” (Tuller 2011). 

As these mixed reviews can attest, the Times’ claim that Rosenthal, Sylva, Safron, and 

Bailey’s (2011) study indicated that bisexual men existed did not put the nail in the coffin of the 

decades-old question about bisexual men’s existence. The same question re-emerged nine years 

later in 2020 as both a cultural and biological concern. In February 2020, for instance, the 

hashtag #BisexualMenExist trended on Twitter after a post from Vaneet Mehta, a software 

engineer and LGBTQ+ rights advocate, went viral for condemning biphobia on the platform 

(Wong 2020). He found a poll on the social media site that asked women if they would ever date 

a bisexual man, and he was aggravated by the number of responses he saw that answered with a 

hard “no” and claimed that bisexual men were “basically gay and just lying to themselves” 

(Wong 2020). As he noted, these Twitter conversations “highlight how many people [in 2020] 

still believe that bisexuality doesn’t really exist” (Wong 2020).   

Five months later, in July—almost 15 years to the day since “Straight, Gay, or Lying” 

released—another swarm of news stories came out declaring that bioscience had once again 
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proven that bisexual men exist (Milton 2020; Mozes 2020; Thomasy 2020; University of Essex 

2020). These headlines came after the publication of a study that provided “robust evidence” for 

the existence of bisexual men (Jabbour et al. 2020). The study (which contained some familiar 

names among its authors including Sylva, Rosenthal, Safron, Bailey, Rieger, and even John Sylla 

of the AIB) pooled together “nearly all available data [on bisexual orientation]…to form a 

dataset of more than 500 men…[and found] compelling evidence that bisexual-identified men 

tend to show bisexual genital and subjective arousal patterns” (Jabbour et al. 2020, 18369). 

Ultimately, the study declared that a bisexual orientation—and bisexual men—did undoubtedly 

exist. Like the 2011 study, the one in 2020 was met with positive and critical responses. Some 

thought that research validating the biological existence of a bisexual orientation “could be 

helpful in paving the way towards broader acceptance of bisexuality as a whole and bisexual 

men in particular” (Mozes 2020); others described the research as “condescending — and 

unnecessary” (Thomasy 2020). By and large though, bisexual activists primarily responded to 

the 2020 study with a heavy sigh. As Zachary Zane (2020), a bisexual activist and writer at 

Men’s Health wrote of Jabbour et al.’s (2020) study, “I have to admit, it’s a little disheartening 

that in 2020, we [bisexual men] still feel compelled to prove our existence.”  

The recurrence of these attempts to prove that bisexual men exist—either through 

hashtags or phallometry—make it abundantly clear that the Rosenthal et al. (2011) study did not, 

once and for all, make bisexual men exist as a unique population. And this should be expected. 

No single study can make or break a population. Although the AIB did manage to find bisexual 

men with a bisexual orientation, the study ultimately proposed a type of biological difference 

that had lost its luster as a strategy for political inclusion by 2011. This evidence didn’t stick too 

well when it released in part because activists’ biosocial strategy of using innate biological 
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difference to advocate for equal rights had begun to wane. This wasn’t the type of biological 

difference that mattered as much anymore for advocates of LGB(T) equality. 

While the “scientific quest” didn’t initially interact with public health investigations into 

bisexual men, these studies and their coverage in the Times became more entangled with the 

practice of public health throughout the 2010s. This series of studies revealed that bisexual men 

were different from gay and straight men, but the differences that stuck for public health officials 

in the 2010s weren’t the ones forwarded by the 2011 study (i.e., that bisexual men possessed 

innate physiological distinctions from gay and straight men). Instead, the “scientific quest” 

showed that bisexual men experienced different types of discrimination and stigma than gay 

men: neither scientists nor the lay public believed in their existence. In the years following the 

publication of “Straight, Gay, or Lying,” public health researchers have used this highly visible 

bioscientific denouncement of bisexual men’s existence as evidence to show that this unique 

discrimination—biphobia (prejudice against bisexual people) and bisexual erasure (denial of 

bisexual existence or legitimacy)—persists in American culture and biomedical research (Savin-

Williams and Cohen 2018; Bostwick and Dodge 2019). When the Times returned to cover the 

“scientific quest to prove bisexuality exists” in 2014, these sexological studies and their news 

coverage were even reconfigured as part and parcel of contemporary public health problems. As 

Brian Dodge notes in his interview for the article, the discrimination and stigma that these 

reports and articles emerged from and produced might be to blame for bisexuals’ “higher rates of 

depression, anxiety, substance use, victimization by violence, suicidal ideation, and sexual health 

concerns” (Denizet-Lewis 2014).  

Here, the biological differences that matter come from disparate health outcomes rather 

than innate physiological responses, and it’s the form of biological difference that amassed 
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political power in the 2010s and continues to carry significant power today. The “scientific quest 

to prove bisexuality exists” isn’t important to the genealogy of bisexual men in public health 

because it closed the book on bisexual biological difference, but rather because it allowed 

bisexual men to materialize as a uniquely biological population through a bioscientific apparatus. 

Unfortunately, the innate biological differences that it materialized didn’t matter as much for 

equal rights claims or public health investigations in the 2010s as they had in the 2000s. Instead, 

unique biological harm had emerged as the biological differences that mattered within these 

realms. This harm, however, also needed to be produced and recorded through a technoscientific 

apparatus. And it’s to this emergent apparatus and form of biological difference that I turn in the 

next chapter.  
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CHAPTER 5 

 Bisexual Biology: (Re)Configuring Biological Differences and Bisexual Health 

Bi people face unique struggles. Outside of the stereotypes that come with being bi, there’s also 

a lot of emotional pain that comes from not feeling welcomed in gay or straight spaces. Often, 

this is referred to as double discrimination, and it’s by far, the worst part of being bi. You feel 

isolated and like you can’t talk to anyone about your struggles because they won’t understand. 

Or they’ll say something insensitive. (Just date women if you’re bisexual!) Or they’ll somehow 

diminish your identity. This is why bisexual people have higher rates of depression, anxiety, 

suicidal thoughts, drug abuse, and physical pain than gay people (which is already much higher 

than straight people). 

 

-Zachary Zane, Men’s Health, September 16, 2020 

 

Biology is relentlessly historical all the way down. There is no border where evolution ends and 

history begins, where genes stop and environment takes up, where culture rules and nature 

submits, or vice versa. 

 

(Haraway 2004, 2) 

 

Over the course of the last two decades, LGBT health—and by extension, bisexual 

health—has become increasingly materialized in US federal health agencies and government-

sponsored research initiatives (Epstein 2003; 2007). In 2000, for example, the decennial national 

blueprint for public health called Healthy People, which acts as an “obligatory passage point” for 

much of the nation’s public health directives, included sexual orientation in several of its 

objectives for eliminating health disparities (Epstein 2003). A decade later, the Healthy People 

document devoted an entire topic area to LGBT health, and, at the request of the NIH around the 

same time, the Institute of Medicine (IOM; currently the National Academy of Medicine) 

gathered information about the contemporary state of knowledge on LGBT health issues. They 

published their results a year later in their groundbreaking report, “The Health of Lesbian, Gay, 

Bisexual, and Transgender People: Building a Foundation for Better Understanding” (Institute of 

Medicine Committee on Lesbian, Gay, Bisexual, and Transgender Health Issues and Research 

Gaps and Opportunities 2011). The NIH then formed the NIH LGBT Research Coordinating 



   

149 

 

Committee (RCC) in May of 2011 (currently called the Sexual and Gender Minority Research 

Coordinating Committee) and tasked it with “developing and coordinating possible research and 

training opportunities to be undertaken at NIH as a result of recommendations from the IOM 

report on LGBT health issues” (NIH LGBT Research Coordinating Committee 2013, 4).  

The RCC released an initial report of their findings in 2013 and then developed a 

strategic plan for sexual and gender minority (SGM) health research at the NIH in 2015 (NIH 

LGBT Research Coordinating Committee 2013; 2015). In the latter of these, the committee 

asked the NIH to establish an office “to coordinate and integrate SGM research activities across 

NIH, collaborate with other Federal agencies, and develop and implement a comprehensive 

outreach plan to engage SGM health researchers, experts, advocates, and the general public.” 

(NIH LGBT Research Coordinating Committee 2015, 10). The NIH responded to this request by 

creating the Sexual and Gender Minority Research Office (SGMRO) within the Division of 

Program Coordination, Planning, and Strategic Initiatives (DPCPSI) in the fall of 2015. One year 

later, on October 16, 2016, the National Institute for Minority Health and Health Disparities 

(NIMHD) formally designated SGM as a health disparity population for research purposes at the 

NIH—a designation that had previously only been bestowed upon racial and ethnic minorities, 

socioeconomically disadvantaged populations, and underserved rural populations (Pérez-Stable 

2016; National Institute of Minority Health and Health Disparities 2021). Then, in September of 

2019, the SGMRO hosted their inaugural Bisexual Health Workshop—the first official 

investigation into the specific health problems and barriers of bi/bi+ people hosted by a federal 

health institution in the country’s history. Somehow, in little under two decades, what Epstein 

(2003) describes as “the partial and limited institutionalization of LGBT health concerns within 

the programs, policies, interests, and rhetoric of the DHHS” have undergone significant 
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transformations to become further—if not also contingently and precariously—institutionalized 

in US federal health agencies (155). 

The question that I want to address in this chapter is how. How did LGBT health get a 

foothold in the NIH by the late 2010s? How did the NIH conclude that a workshop on bisexual 

health was possible, noteworthy, and necessary by 2019? In short, how did bisexual health come 

to matter for federally supported health research? Now, of course, these questions of how 

connect to a plethora of co-emergent phenomena: Lawrence v. Texas, the IOM (1999) report on 

Lesbian Health, the materialization of gayborhoods, Obergefell v. Hodges, Lady Gaga, “gay 

genes,” Grindr, the Great Recession of 2008, and the list goes on and on. For the purposes of this 

chapter, I address the question of how by returning to Epstein’s (2007) original criteria for 

inclusion into US federal health research agendas—particularly, its biological difference 

criterion. 

Referencing the same timespan that Clarke et al. (2003) describe as the era of 

biomedicalization, Epstein (2007) claims that a healthcare reform movement in the US between 

the mid-1980s and early 2000s, which sought to incorporate underrepresented groups into 

biomedical research, brought about a new biopolitical paradigm that he names ‘the inclusion-

and-difference paradigm.’63 He titles this transformative shift as such because it revolved around 

making commonsensical: 1) the inclusion of various groups into medical research; and 2) the 

comparative measurement of differences across these groups. Furthermore, he argues that only 

certain social categories gained attention from and institutionalization within federal biomedical 

 
63 Epstein (2007) defines a biopolitical paradigm as a strategic and not always intentional 

alignment of ideas, regulations, procedures, instrumentation, and unsaid assumptions that make 

“concerns about health, medicine, and the body…the simultaneous focus of biomedicine and 

state police” (17). 
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research agencies and policies by the mid-2000s: particularly women, children, the elderly, and 

racial and ethnic minorities. While these groups didn’t garner recognition simultaneously or 

through the exact same methods, Epstein suggests that they all met a few criteria along the way 

that helped them to secure a place as a necessary (if not mandatory) population for biomedical 

study. These categories came to matter for health research policy under the inclusion-and-

difference paradigm because they were 1) “already socially salient,” 2) “highly mobilized,” 3) 

claimed “a form of difference that [was] already authorized by state classifications,” and 4) were 

“able to convincingly deploy frames that link[ed] justice arguments to biological difference 

claims” (Epstein 2007, 259). When they met these conditions, the groups were able to do a form 

of boundary work to position social identities (i.e., those mobilized in social movements like 

Black, woman, etc.), bureaucratic labels (such as those found in government documents and the 

census), and biomedical research populations as part of the same system of classification—a 

process Epstein (2007) describes as “categorical alignment.”   

At the time of writing, Epstein (2007) argued that sexual orientation didn’t fit well as a 

recognizable social category within this biopolitical paradigm in part because LGBT proponents 

failed to fulfill the latter of these criteria: connecting justice arguments to biological differences. 

One of their largest hurdles emerged from a contemporary torrent of conflicting information 

about the origins of sexuality. Since biological difference claims worked best in the inclusion-

and-difference paradigm when such differences were already taken for granted and widely 

assumed to exist between social categories, the lack of a consensus about the relationship 

between sexuality and biology made LGBT-inclusion arguments grounded in biological 

difference difficult to swallow by the mid-2000s (Epstein 2003). In short, LGBT populations 

didn’t possess obvious biological differences that mattered for health research. 
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If Epstein is correct (which I believe he is) and biological difference is a key criterion for 

recognition in the inclusion-and-difference paradigm, how then has LGBT health research 

become further and further embedded in the formal structures of the NIH even when sexuality’s 

biological etiology remains questionable? In this chapter, I propose that LGBT health—and the 

health of bisexual men, in particular—becomes a matter of concern for federal health agencies 

during the late 2000s and 2010s partially because such groups do materialize as biologically 

distinct. However, and this is important, they materialize as distinct not because they possess 

specific intrinsic biological characteristics but because they uniquely embody the biological 

harms of inequality. In short, I suggest that the boundaries of what counts as biology and 

biological differences have changed in recent years. This topological shift doesn’t necessarily 

usurp other (perhaps stronger) definitions of biological difference rooted in decades of 

misogynistic, racist, classist, homophobic, xenophobic, and colonialist science, but it has proven 

extremely useful for the institutionalization of LGBT health within the United States. This 

(re)configuration is neither natural nor immanent and, as I will attest, instead emerges (at least in 

part) through transformations of onto-epistemological practices in the field of social 

epidemiology. I argue that epidemiological approaches aimed at understanding how 

discrimination impacts health outcomes (particularly the social determinants framework 

popularized by the WHO in 2008 which attempts to understand how chronic stress alters the 

physiology of LGBT populations through the concept of allostasis) have altered the very 

meaning and matter of biological difference.  

In what follows, I offer a genealogical account of how onto-epistemological practices of 

biological difference in social epidemiology materialize LGBT health and ‘bisexual biology’ as a 

matter of concern for US health disparities research during the era of biomedicalization. My 
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invocation of such a dangerous concept as ‘bisexual biology’ here is bound to raise some red 

flags, and perhaps a few pitchforks and torches as well. The biologization of social differences—

or the discriminatory and divergent bestowment of medicolegal characteristics onto social 

categories—has, in both the past and present, hierarchized such differences and operated as an 

instrument of oppression (Birke 1999; Gannett 2001; Epstein 2007). If I were to follow this trail 

of theorization, then the pitchforks and torches are indeed well-warranted. However, this project 

doesn’t take biology or biological difference as static concepts always already ‘out there’ 

awaiting discovery, inscription, and categorization by the intrepid scientific explorer. Instead, it 

follows a thread of feminist science studies that conceptualizes biology as a “political discourse” 

(Haraway 1997, 127) that is “relentlessly historical, all the way down” (Haraway 2004, 2). By 

investigating the question of how “the biological and the historical are ‘bound together’” in the 

production of biological differences that matter, I aim to answer Barad’s (2007) call to “take 

account of how the body’s materiality (including, for example, its anatomy and physiology) and 

other material forces as well (including nonhuman ones) actively matter to the processes of 

materialization” (65). My use of the phrase ‘bisexual biology’ then, rather than insinuating a 

biological defect, emphasizes how these entangled concepts materialize through one another: the 

material-discursive production of bisexuals and biological difference are co-emergent.  

Admittedly, this chapter is less directed towards the unique mechanisms through which 

bisexual men become public health problems in the US than it is towards an apparatus that 

allows sexual minority populations writ large to gain institutional footing in US federal health 

agencies and government-sponsored health research. However, media apparatuses not 

specifically designed for bisexual men still strongly contribute to their materialization as I’ve 

already made apparent in chapters 2 and 4. The planes of possibility from which the NIH could 
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attempt to study the “social determinants of bisexual health” in their Bisexual Health Workshop 

(National Institutes of Health 2019, 5)  and federally funded research could claim “physiological 

dysregulation is more common in bisexual males compared to all other men” (Mays et al. 2018, 

551) are part and parcel of transformations in what biological differences matter for US public 

health research in the late 2010s and how bisexual men materialize as a health disparity 

population through their entanglements with such material-discursive phenomena.  

Biological Difference as Exigence 

The declaration that bisexual men might uniquely embody sociopolitical harm sprouts 

from and is scaffolded by political and legal infrastructures that concretized during the formative 

years of the inclusion-and-difference paradigm, which made researching differences across 

social categories an obvious biomedical necessity (Epstein 2003; 2007). Strangely enough, these 

same policy legacies also made it difficult for sexual orientation to register as a biomedical 

difference that mattered during the same time period. However, the materialization of what we 

now call sexual and gender minority (SGM) health emerges through both its categorical 

alignments and its misalignments, its failures and its victories as it congeals within federal 

agencies. LGBT populations in the late 20th century struggled to be recognized by this emergent 

biopolitical paradigm for at least two reasons: they failed to (re)configure themselves as 

biologically distinct enough and the biological difference frame itself had started to destabilize 

by the late 1990s. These ‘failures’ are not linear events, dead ends, or moralistic shortcomings, 

but instead they represent ‘queer’ misalignments with normative frameworks, which are 

themselves constantly shifting and acting as the moving goalposts of success (Halberstam 2011; 

Skågeby and Rahm 2018).  
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Prior to the 1980s, federally funded biomedical research in the United States followed a 

one-size-fits-all model that generalized findings from scientific studies of middle-aged white 

men to all populations. When a number of reformers from both inside and outside of government 

health agencies sought to dethrone this model in the early- to mid-1980s, they did so by engaging 

directly with federal institutions like the Department of Health and Human Services (DHHS), the 

National Institutes of Health (NIH), and the Food and Drug Administration (FDA). These “state-

centered health politics” witnessed a major success in the early 1990s when Congress passed the 

NIH Revitalization Act of 1993, which can now be recognized as a watershed moment for the 

concretization of the inclusion-and-difference paradigm (Epstein 2003; 2007). In short, the Act 

“required women and ‘members of minority groups’ to be included as research subjects in NIH-

funded studies beginning in 1995,” created the Office of Women’s Health and the Office of 

Research on Minority Health within the NIH, and formally mandated that most studies offer a 

comparative analysis of minority vs. majority health outcomes (Epstein 2007, 82).  

The latter of these directives imposed methodological considerations that analyzed and 

took for granted biophysiological differences across sex/gender, race, and ethnicity, and 

therefore adhered closely to a biologically essentialist argument that health reformers had been 

mobilizing for the past few years. This “biological-differences frame” leveraged the argument 

that certain social categories had innate biological differences, which in turn meant that they 

required specific and comparative investigations to ensure scientific accuracy. For example, 

questions about how children’s bodies, women’s bodies, and African American bodies 

metabolized pharmaceuticals compared to the bodies of middle-aged white men exemplify the 

inclusion-and-difference paradigm’s concerns with biological differences. Many racial and 

ethnic minorities, women’s groups, and LGBT activists in the United States have long fought 
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against this kind of biologization and the consequential hierarchization of social categories 

reminiscent of the eugenics movements; however, reformers engaging with federal health 

research institutions during the formative years of the inclusion-and-difference paradigm seemed 

unperturbed by the risks involved with a biologically essentialist argument. As Epstein (2007) 

notes,“In past centuries, to be called medically “other” was to be considered a lesser sort of 

human being: but by the late 1980s, reports of biological differences seemed strategically 

advantageous to those who sought better health care for socially disadvantaged groups” (72-73). 

By the mid-1990s, the reliance on this biological-differences frame started to destabilize 

due in no small part to the problems and debates of race-based medicine that re-emerged after the 

passage of the Revitalization Act. For example, Otis Brawley, an African American physician 

and the director of the National Cancer Institute’s Office of Special Populations Research in the 

early 1990s, approached the Revitalization Act’s requirements with caution and criticism. 

Brawley, who was deeply invested in the health of racial and ethnic minorities, worried that the 

NIH’s investment in racial differences “foster[ed] the racism that its creators want[ed] to 

abrogate by establishing government-sponsored research on the basis of the belief that there are 

significant biological differences among the races” (Brawley 1995, 293). Furthermore, he feared 

that focusing so closely on biology further obfuscated more ‘upstream’ determinants of health 

such as social and environmental factors. In his words,  

Race is often a marker for social conditions that may have the negative effects of causing 

disease and hampering access to effective treatment. The emphasis on distinguishing 

differences encourages scientists to waste time and resources looking for minute, 

insignificant biological differences and to ignore social and environmental influences. 

(Brawley 1995, 293) 

 

Brawley’s criticism here echoes and exemplifies larger arguments in the humanities and 

social sciences at the time, wherein scholars challenged the notion that race was a biological 
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category and instead posited that it was a primarily social categorical scheme.  Within the world 

of medical research, social epidemiologists and medical sociologists likewise questioned 

uncritical and biologically essentialist notions of race in both public health studies and clinical 

practice (Epstein 2007). Many such arguments gained traction and public circulation throughout 

the 1990s and only became more heated/polarized in the wake of the Revitalization Act (Osborne 

and Feit 1992; Freeman 1998; Fullilove 1998; Epstein 2007). 

At the same time as these debates about the connections between race and biological 

differences raged on in biomedical research, a growing number of LGBT activists and 

organizations proposed an argument that forwarded an opposite ontological assumption: they 

suggested that social categories based on sexual orientation were, in fact, defined by innate and 

unchangeable biogenetic phenomena. This biological-differences claim partially and 

occasionally manifested within the inclusion-and-difference paradigm (See (Institute of 

Medicine Committee on Lesbian Health Research Priorities 1999); however, it was more visibly 

and frequently forwarded in legal cases about discriminatory laws and equal rights doctrine. 

Although Epstein (2007) only considers these immutability debates in passing, their correlation 

with health research reform strategies speaks to a larger apparatus of biological difference that 

underpinned LGBT activists’ engagements with the federal government on multiple fronts 

during the 1990s and early 2000s.  

While some have claimed that research into biological difference has had little impact on 

Court decisions (Diamond and Rosky 2016), others including some of the scientists studying the 

biological origins of sexuality in the 1990s felt that such work was key to acquiring gay rights. 

As an example of the latter, attorney and psychiatrist Robert Green (1991) made the following 

statement in an interview with Nightline:  
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In American constitutional law, groups that are prejudiced against or stigmatized are 

given special protection by the courts if the feature for which they are discriminated is 

what's called immutable or innate or essentially unchangeable…So if we can find—the 

scientists can find—that a specific part of the brain is primarily responsible for sexual 

orientation, then the stigmatization and the legal discrimination against gays and lesbians 

in this country should fall. (quoted in (Halley 1994, 504) 

 

These ‘groups’ that Greene discusses are referred to as “suspect classes” in US equal 

rights law and the ‘special protection’ he mentions is more formally defined as “strict scrutiny.” 

If a group of people are recognized as a ‘suspect class,’ then the law that supposedly 

discriminates against them is taken to be unconstitutional unless proven otherwise. This level of 

scrutiny differs significantly from cases involving non-suspect classes, which only requires the 

Court to show that the law rationally serves a purpose of the state for it to be deemed 

constitutional (i.e., rational basis review). The importance of this distinction cannot be 

understated. For example, the Supreme Court upheld over one hundred laws under rational basis 

review between 1973 and 2010 and invalidated a little more than ten in the same time period 

(Strauss 2011). For this reason, rational basis review has been described as “minimal scrutiny in 

theory and virtually none in fact” whereas strict scrutiny appears as “strict in theory and fatal in 

fact” (Gunther 1972, 8).  

Since the original 1938 claim that “a more searching judicial inquiry” is warranted when 

prejudice against “discrete and insular minorities” undercuts political processes, the Court has 

attempted to more thoroughly solidify the requirements for who counts as a suspect class 

although no consensus has been reached (United States v. Carolene Products Co. 1938; Strauss 

2011). Through a string of interrelated Supreme Court cases in the 1970s, the basic and 

extraordinarily vague criteria for suspect class materialized by the early 1980s. In order to be 

considered a suspect class, “the group must have [1] suffered a history of purposeful 

discrimination, [2] they must be the objected of deep-seated prejudice that is based on inaccurate 
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stereotypes, [3] they must be classified by an immutable trait and [4] the group must be a 

politically powerless minority” (Balog 2005, 548).64 Here, three of the four criteria for suspect 

classification stem from social and political discrimination, prejudice, and oppression. The other 

criterion—the one on immutability—resides in some liminal space between social, legal, and 

biological assumptions. In its most prominent explication, immutability is defined as an 

“accident of birth” or an innate characteristic over which the person in question has no control or 

choice (Frontiero v. Richardson 1973; J. Clarke 2015). While immutability hasn’t always 

possessed an explicitly biological dimension (Braman 1999), biologically essentialist claims of 

difference during the 1970s and 1980s—similar to those forwarded by health reformers soon 

after—reconfigured immutability into a commonsensical and scientifically verifiable marker of 

biological difference that required special acknowledgement by the federal government.  

LGBT activists in the late 20th century strove to obtain recognition as a suspect class in 

order to increase their chances of changing discriminatory state and federal legislation, 

particularly marriage and sodomy laws. However, they struggled to gain this status not only 

because homosexual activity was federally illegal at the time (Diamond and Rosky 2016) but 

also because they couldn’t convince the courts that they met the criteria for suspect 

 
64 However, in many ways, this claim perpetuates a straw man fallacy about the complexity of 

these criteria. Some courts rely more heavily on specific criteria than others and many debate if 

all of the criteria must be met in order to register as a suspect classification. These criteria have 

frequently been used by the Court to determine suspect classification, but nowhere has it been 

stated that the group must meet all these criteria to earn such a status. As Strauss (2011) writes, 

“No readily definable test distinguishes between nonsuspect or suspect classification. Suspect 

classification presumably meets more of the elements, but it is unclear whether all, most, or 

merely some must be satisfied before a court will determine the class is suspect” (140). While 

the Court does not have a standardized practice for defining and delimiting suspect 

classifications and it hasn’t recognized a new suspect class in almost fifty years, the ability to 

tick more of these ‘boxes’ supposedly increases a group’s chances of being recognized as suspect 

(Goldberg 2004; Ross 2017; Strauss 2011).  
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classification. For instance, in the late 1980s and early 1990s, several Courts denied suspect 

classification to gays and lesbians on the grounds that they were too politically powerful (See 

Hutchinson 2013).65 The support for these claims was weak at best so when scientific evidence 

began to suggest that sexual orientation was a biogenetic property (see Bailey and Pillard 1991; 

LeVay 1991; Hamer et al. 1993) and such stories gained national media attention, a new activist 

strategy arose around the immutability criterion that leveraged such (strategic) biogenetic 

essentialism as a means to argue for civil rights (Russell 1994; Brookey 2002; Mucciaroni and 

Killian 2004).  

The immutability argument unsurprisingly had its own obstacles and pitfalls; the largest 

of which emerged from ontological questions about sexual orientation. What was 

homosexuality? Was it a developmental problem? A sex addiction? A type of person? An ethnic 

minority? A biogenetic anomaly? By the early 2000s, it was all of these and more. And, as I’ve 

mentioned previously, this jumbled ontology didn’t integrate well with the biological-differences 

frame because the unquestioned recognition that such identities were determined by biogenetic 

chance acted as a prerequisite for its alignment. Additionally, the idea that unique and innate 

biological characteristics were the primary markers of distinct social categories had begun to 

destabilize by the turn of the century, which further disrupted the usefulness of an immutability 

 
65 Examples of such arguments appear in but are not limited to Ben-Shalom v. Marsh (1989), 

High Tech Gays v. Defense Industrial Security Clearance Office (1990), and Dean v. District of 

Colombia (1995). The District of Columbia Superior Court explicitly described their rationale 

for denying ‘homosexuals’ suspect or quasi-suspect classification in Dean v. District of 

Colombia (1995): “Of perhaps equal significance to this Court in reaching a similar finding of no 

‘suspect class’ or quasi-suspect class’ [sic] is the reality that homosexuals today are not so 

lacking in political power as to warrant enhanced constitutional protection. Witness, for instance, 

the recent passage by the City Council and signing by the Mayor of the Domestic Partnership 

Bill. Gays and lesbians are, in the 1990’s, a political force that any elective officeholder may 

ignore only at his or her peril” (350). 
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argument (Diamond and Rosky 2016).  Debates about race-based medicine and (re)invigorated 

discussions about racial profiling in the aftermath of the 2001 terrorist attacks began to 

undermine the essentialist strategies of the late 1980s and worked to further separate innate 

biological differences from social identities (Gates 2006; Browne 2010; Pugliese 2008; Epstein 

2007).  

Another factor for this misalignment could be the multiplicity of ways that biological 

difference has been used by, for, and against LGBT rights claims in the past. In the 19th century, 

gay (friendly) researchers leveraged biological variance to divorce homosexual acts from 

criminal deviancy and the subsequent state policing granted through sodomy laws (Group for the 

Advancement of Psychiartry 2012). In the early 20th century, Rado’s theory of homosexuality 

transmogrified biological variance into biological abnormality. In the mid-20th century, 

psychiatry materialized homosexuality as arrested psychosocial development (Drescher 2015). In 

the 1970s, gay activists protested psycho-medical control of sexuality through appeals to both 

biological variance (Gilreath 2011; Bronski 2018) and non-biological ontology (Wright and 

Schuhmann 2007). During the 1980s, homosexuality once again became linked with pathology 

through media and medical responses to the HIV/AIDS epidemic, and gay activists fought the 

popular assumption that their bodies were somehow predisposed to this disease (Epstein 2003; 

2007). And, in the early 1990s, researchers such as J. Michael Bailey (1991) and gay geneticist 

Dean Hamer (1993) separately proposed that men’s sexual orientation had genetic components, 

and these biological connections to sexuality contributed to a strong “born this way” rhetoric 

within activist groups (Fernbach 1998; Griffiths 2016). Time and time again biological 

difference is implemented as an argumentative strategy, but each iteration mobilizes it somewhat 

differently to the benefit or detriment of LGBT populations. The biological-differences frame 
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therefore didn’t fit well in the case of sexual orientation by the mid-2000s; however, changes in 

national (and international) public health practices, the explosion of the field of social 

epidemiology, and the popularization of research that connected social stress to health outcomes 

in the following years would emphasize the role of “social determinants” in health disparities 

research and help materialize a new form of biological difference to which sexual minorities 

could stake a stronger claim. 

From Biological Differences to Social Determinants—And Back Again 

Debates in the US about the worth of biological differences as a guiding exigence for 

biomedical and public health research (such as those that challenged race-based medicine and 

racial profiling) operated as part and parcel of larger transformations in the field of epidemiology 

and health disparities research, both at a national and international level. By problematizing the 

role of “upstream” or “distal” social factors in the distribution of diseases, some researchers 

since at least the late 1990s (especially those in the burgeoning field of social epidemiology) 

have positioned biological differences and sociopolitical influences as deeply entangled 

phenomena (Krieger 1994; McMichael 1995; Susser and Susser 1996a). This idea that social 

factors influence health and the distribution of disease percolates throughout the history of 

Western medicine, but the specific vocabulary of ‘social determinants of health’ only 

popularized in the US during the early 2000s and didn’t become institutionalized in federal 

agencies until later that decade (Braveman, Egerter, and Williams 2011). While a full analysis of 

this concept and its uptake in US public health policy is beyond the scope of this chapter, the 

intra-actions amongst social epidemiology, social determinants, US health promotion strategies, 

and the inclusion-and-difference paradigm require elaboration here because they remarkably 

(re)configure the ‘biological-differences frame’ propelled by health reformers in the 80s and 90s. 
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These emergent entanglements materialize biological difference into an interplay of ‘natural’ and 

‘cultural’ forces and, in turn, redefine such biological differences as an effect of social processes 

rather than a causal agent in the uneven distribution of disease.  

Social epidemiology developed as a separate field of epidemiological study during the 

1960s and 1970s as some epidemiologists started to implement sociological perspectives into 

their research agendas (Krieger 2011). If epidemiology is “the study of the distribution and 

determinants of health-related states and events in specified populations” and “the application of 

this study to the control of health problems” (Centers for Disease Control and Prevention 2014, 

8), then social epidemiology “is that branch of epidemiology concerned with the way that social 

structures, institutions, and relationships influence health” (Berkman, Kawachi, and Glymour 

2014, 1–2). Some prominent researchers who began to rally behind this banner in the mid-1970s 

used the branch’s social emphasis as a platform to reform the field of epidemiology as a whole 

towards the end of the 1990s. Mervyn and Ezra Susser (1996b), for example, argued that 

contemporary epidemiology had to move beyond individual risk factors and instead analyze 

disease mechanisms as a “multilievel ecoepidemiology” that considered molecules, individuals, 

and populations simultaneously. While many epidemiologists agreed that such work was indeed 

necessary to root out what Rose (1993) described as the “causes of the causes,” they also argued 

that investigating macro-level problems and politics through epidemiological approaches posed 

difficult methodological issues (Mackenbach 1998). Epidemiologists were well suited to answer 

questions about individual disease mechanisms and risk factors, but they struggled to transform 

sociopolitical contexts into measurable variables.  

During the late 1990s, the World Health Organization took an interest in this emerging 

field. In 1998, representatives from the WHO Regional Office for Europe approached Sir 
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Michael Marmot, a leading voice in social epidemiology and Director of the International Centre 

for Health and Society in London, to request that the center compile their research findings in 

such a way as to be readily understood by policymakers. Marmot (1999) succinctly describes the 

events that followed: “After a brainstorming session our research team came up with our top 10 

messages. We packaged them in a short form for WHO in a booklet called The Solid Facts, and 

then we worked them up into a book entitled Social Determinants of Health with a chapter that 

gives the scientific evidence supporting each of these 10 messages” (133). These messages 

described how issues typically recognized as social problems such as socioeconomic gradients 

and exclusionary practices in day-to-day interactions impacted health disparities within and 

across groups. The Regional Office requested an updated version of their findings in 2003, which 

the WHO then used as a springboard for a project on international health disparities in the years 

to come.   

In March of 2005, Dr. J.W. Lee, the contemporary Director General of the World Health 

Organization, brought together an international team of academics, activists, and politicians for 

the goal of reducing health inequalities within and across countries.66 This Commission on the 

Social Determinants of Health (CSDH) led by none other than Sir Michael Marmot spent the 

next three years collecting and comparing data from around the world about the “social 

determinants of health,” which they defined as, “the circumstances in which people grow, live, 

work, and age, and the systems put in place to deal with illness…[that are all] shaped by 

political, social, and economic forces” (World Health Organization 2008, n.p.). Although the 

 
66 Counted among its members was David Satcher, the previous US Surgeon General who 1) 

strongly voiced his commitment to eliminating racial health disparities in the United States and 

2) appointed a “Steering Committee on Health Disparities Related to Sexual Orientation” in 

2000 (Epstein 2007). 
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CSDH didn’t invent the social determinants framework of health, their final report in 2008 did 

legitimate and act as a watershed moment for decades of research across disciplines that had long 

emphasized the connections between sociopolitical/economic structures and health outcomes 

(Baum 2008; Birn 2009; M. G. Marmot and Bell 2009; Braveman, Egerter, and Williams 2011; 

Friel and Marmot 2011).  

This report entitled “Closing the Gap in a Generation: Health Equity through Action on 

the Social Determinants of Health” made many important and controversial moves for public 

health research and health policy (Commission on the Social Determinants of Health 2008). To 

name a few, it explicitly connected public health research with social justice work, highlighted 

the need for health promotion to function alongside and through both private and government 

sectors, mandated more data collection and analysis of disparities across groups, and bolstered 

the argument that health care systems should invest in population health (Baum 2008; Birn 

2009). This document also departed slightly from Marmot and his team’s earlier findings by 

placing much more emphasis on “social inequity as the principal driver of differential health 

outcomes” (McIntyre et al. 2013, 2). For example, it called all member countries to take 

responsibility for and action against the “unequal distribution of health-damaging experiences 

[that] is not in any sense a ‘natural’ phenomenon but is the result of a toxic combination of poor 

social policies and programmes, unfair economic arrangements, and bad politics” (Commission 

on the Social Determinants of Health 2008, 1).  

The United States, however, approached this model of public health based on social and 

structural determinants with much trepidation during the 1990s and early 2000s due in part to its 

public health strategies from previous decades. Historians of (global) public health often note an 

epistemological rupture that occurred within the field when the focus of public health changed 
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from primary health care (i.e. increasing access to care) to health promotion through the signing 

of the Ottawa Charter in 1986 (Awofeso 2004; Kananen, Bergenheim, and Wessel 2018). 

Although this new era of health promotion emerged from a splintered movement, it primarily 

followed two mechanisms for determining what problems became matters of concern for public 

health researchers and what interventions they could consequently propose: “On the one hand it 

[was] concerned with individuals and their behaviours and, on the other hand it [drew] on social 

reform movements that focus[ed] on societies, and on policies that shape the experiences of 

individuals” (Baum 2008, 457). The United States has been very slow to take up the latter of 

these charges.  

By the late 1980s and early 1990s, US federal health policy had begun a strict campaign 

to encourage individuals to personally address their ‘unhealthy lifestyles’ through self-

optimization and technological consumption—an era in US public health that Wallerstein et al. 

(2011) describes as the “individual behavior change revolution” (228). This lopsided focus on 

behavior change is readily apparent in the contemporary objectives for Healthy People, the 

nation’s roadmap for improving health outcomes for the upcoming decade. In 1990, four years 

after the signing of the Ottawa Charter, the Public Health Service released a draft of Healthy 

People 2000 that named 22 priority areas, none of which drew attention to policy and only one 

that mentioned health disparities—“race/ethnicity-specific infant mortality” (Institute of 

Medicine 1990). When the Department of Health and Human Services launched Healthy People 

2010 in January of 2000, the document explicitly mentioned eliminating health disparities as an 

“overarching goal” (US Department of Health and Human Services 2000, 2). This commitment, 

we can see, emerges in part through the state-centered health politics of the 1980s and 1990s that 

Epstein (2007) describes as constitutive of the inclusion-and-difference paradigm.  
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The WHO’s 2008 report and mounting research findings about health disparities across 

social categories in the United States (made possible by the inclusion-and-difference paradigm 

and the passage of the NIH Revitalization Act) supported the addition of two important topic 

areas in Healthy People 2020 when it was published in 2010: the ‘social determinants of health’ 

and ‘lesbian, gay, bisexual, and transgender health’ (Office of Disease Prevention and Health 

Promotion 2022a).67 These additions mark an important milestone for the (at least partial) 

institutionalization of LGBT health into federal policies, but we would be remiss to assume that 

their appearance alongside one another was in any sense a mere coincidence. Far from it, the 

biological boundary work of the social determinants’ framework supported the categorical 

alignment of LGBT health by linking discrimination to biological differences that mattered. The 

opening lines of the document’s overview on LGBT health illuminates these entanglements: 

LGBT individuals encompass all races and ethnicities, religions, and social classes. 

Sexual orientation and gender identity questions are not asked on most national or State 

surveys, making it difficult to estimate the number of LGBT individuals and their health 

needs. Research suggests that LGBT individuals face health disparities linked to societal 

stigma, discrimination, and denial of their civil and human rights. Discrimination against 

LGBT persons has been associated with high rates of psychiatric disorders, substance 

abuse, and suicide. (Office of Disease Prevention and Health Promotion 2022b, n.p.) 

 

Within this document, LGBT health is framed as an important issue for future health 

research because 1) LGBT people are known to be stigmatized against and 2) discrimination is 

linked to poor health outcomes. Note here that the exigence for studying LGBT health at a 

 
67 Questions about sexual orientation and LGBT health issues first entered Healthy People 

policies in 2000 with the publication of Healthy People 2010; however, these additions served a 

primarily representational rather than pragmatic function. As Epstein (2003) notes, “In Healthy 

People [2010], for all 29 data templates that include sexual orientation, the cells in the data tables 

contain the letters ‘DNC’: ‘data not collected’. As one activist characterized the situation: ‘It’s 

like somebody inviting you to a wedding but there’s no seat, no table and no food for you’” (149, 

citing Allen 2001). I focus on Healthy People 2020 here because it dedicates separate sections 

called “topic areas” to both the social determinants and LGBT health and more explicitly calls 

for LGBT-specific research.   
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national level is not based on biological claims about what sexual orientation is, but rather on 

differences that are already assumed to exist across sexual orientations—namely that non-

normative sexual identities are distinctively discriminated against. An apparatus informed by the 

social determinants framework then manifests LGBT biological differences through a syllogism: 

If LGBT people experience discrimination and discrimination leads to poor health outcomes, 

then LGBT people experience poor health outcomes.  

This biological-differences frame differs significantly from that of the 80s and 90s and 

marks a notable strategic shift in the fight for the institutionalization of LGBT health research 

into federal health agencies. Rather than suggest that LGBT people should be recognized as a 

unique research population because they possessed distinct inborn physiological characteristics 

(the biological-differences frame the Epstein describes), the social determinants apparatus 

(re)configures biological difference as a descriptor of disparate health outcomes caused by social 

structures and in doing so links discrimination to biological differences that matter. A new 

apparatus of biological difference therefore congeals in the inclusion-and-difference paradigm 

towards the end of the 2000s as the social determinants framework implicates social structures 

and government policies (or the lack thereof) as causal agents in the production of health 

disparities. LGBT health manifests in Healthy People 2020 as a matter of concern because 

LGBT individuals embody differences in health outcomes rather than differences in biochemical 

processes.  Inborn biological differences are removed as a causal agent of disease distribution 

that leads to health disparities, and instead health disparities themselves materialize as biological 

differences that matter. 

The agential cuts of biological difference that arise alongside the social determinants 

framework proved extremely useful for directing government funds and attention to LGBT 
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health research over the next few years, a claim made readily apparent by the institutionalization 

of such research into the formal structures of the NIH during the 2010s. The biological-

differences frame forwarded here does not describe innate characteristics but instead claims that 

sexual orientation matters for public health research because LGBT populations experience 

differential health outcomes as a consequence of discriminatory social, economic, and political 

practices (i.e., biological differences become the product of discriminatory regimes, rather than 

the foundation). Biological difference and discrimination materialize as onto-epistemologically 

intertwined. Since the social determinants framework (re)configures biological difference as a 

descriptor of disparate health outcomes caused by social structures, LGBT people’s health 

disparities materialize through this apparatus as commonsensical biological differences that 

matter for health research.  

Bisexual Biology and More Biological Matters 

In Healthy People 2020, discrimination acts as a conceptual bridge to connect social 

harm with health outcomes; however, this bridge was rickety at best when it was first introduced 

because so little information about LGBT health (particularly physical health) had ever been 

collected in the US, especially on a large nationally representative scale. Federal health agencies 

in the early 2010s therefore attempted to formally address this dearth of information by calling 

for comprehensive reports on LGBT health. At the request of the NIH in 2010, the IOM 

compiled findings about the contemporary state of knowledge on LGBT health issues “to 

identify research gaps and formulate a research agenda that could guide NIH in enhancing and 

focusing its research in this area” (Institute of Medicine Committee on Lesbian, Gay, Bisexual, 

and Transgender Health Issues and Research Gaps and Opportunities 2011, ix). After the IOM 

published their report in 2011, the document became a cornerstone for much research on LGBT 



   

170 

 

health at the NIH and informed many of the federal agency’s subsequent initiatives to include 

LGBT populations into health disparities research.  

The publication of this report also serves as an important (re)configuration in the shifting 

topology of the LGBT biological-differences frame because it popularizes (in a highly visible 

and widely circulated federally sanctioned document) connections between LGBT health and 

stress. Stress research has long provided in-depth investigations into how social factors alter 

biochemistry and connect to larger patterns of disease accumulations. Entangling this work with 

LGBT health research, I argue, produces another apparatus that materializes biological 

difference as a unique physiological embodiment of inequality. In other words, biochemical 

differences materialize once again as biological differences that matter; however, this 

materialization of difference is still remarkably distinct from the biological differences frame 

used to include women, children, the elderly, and racial and ethnic minorities in federal health 

research during the 80s and 90s. Rather than argue that some biophysiological responses are 

intrinsic to certain social identities, this apparatus of biological difference uses ‘minority stress 

theory’ and the concept of ‘allostasis’ to position unique biomarkers and regulatory patterns as 

material-discursive productions that “attest to the objectivity of social inequalities…[and] 

become the signs to which one must pay attention in a project of emancipation or empowerment” 

(Arminjon 2016, 420). 

The IOM (2011) report on LGBT health uses minority stress theory as one of its four 

conceptual frameworks to describe health disparities related to sexual orientation. Originally 

introduced by Virgina Brooks (1981) in her discussion of lesbian health and further developed by 

Ilan Meyer who applied it first to gay men (1995) and then expanded it to include gay men, 

lesbian women, and “bisexuals” (2003), the minority stress model holds that “sexual minorities, 
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like other minority groups, experience chronic stress arising from their stigmatization” and this 

chronic stress has a negative impact on their health outcomes (Institute of Medicine Committee 

on Lesbian, Gay, Bisexual, and Transgender Health Issues and Research Gaps and Opportunities 

2011, 20). When it entered the IOM report, minority stress theory took a notable stance towards 

biology and physiology because it conceptualized stress as a primarily psychological 

manifestation that increased risk factors for behavioral problems and mental health diagnoses. As 

Meyer (2003) mentions in his fullest explication of the concept, “Applied to lesbians, gay men, 

and bisexuals, a minority stress model posits that sexual prejudice is stressful and may lead to 

adverse mental health outcomes” (676).  

Materially-discursively producing stress as a psychosocial phenomenon that encourages 

poor behaviors of LGBT people such as smoking, alcohol consumption, and substance (ab)use 

fails (perhaps purposely) to explicitly connect social stigma to biophysiological differences. In 

fact, biology seems to be an extremely taboo topic in the IOM report on LGBT health. The 

words ‘biology’ or ‘biological’ only appear 16 times within the 366-page document and even 

then, they’re only used as descriptors of ‘biological sex’ or of familial relations such as a 

biological father, sibling, or child. Similarly, ‘physiology’ only appears 7 times and likewise 

describes sexual characteristics that connect to ‘biological sex’ like the presence of breasts, 

testes, voice changes, etc.68 Consider this report in relation to the IOM’s report on racial and 

ethnic disparities that was published in 2003. The latter of these devoted an entire section to 

 
68 The closest that the IOM (2011) report gets to discussing physiology is in its articulation of 

LGBT physical health disparities; however, even here the physical dimensions of LGBT health 

are flattened into disparities that directly or rhetorically connect to sexual activity. Here, physical 

health differences that matter for LGBT health include sexual health concerns (like teen 

pregnancy, sexually transmitted diseases, and ‘risky’ sexual practices), sexualized cancers 

(breast cancer for lesbian and bisexual women and anal cancer for men who have sex with men), 

substance (ab)use, and obesity.  
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“biological differences that may justify differences in receipt of care” wherein the Committee 

discussed how innate “biologically based racial differences” could alter therapeutic treatments 

(Institute of Medicine Committee on Understanding and Eliminating Racial and Ethnic 

Disparities in Health Care 2003, 138; 7). No such language appears in the report on LGBT health 

seven years later, and the rationale behind such decisions could be reminiscent of what I’ve 

mentioned previously: the complications that LGBT people faced in aligning themselves with the 

biological-differences frame of the 1980s and early 1990s and the destabilization of that very 

frame by the early 2000s. What’s important to note here is that innate biological differences in 

the IOM’s report on LGBT health are deemed as such unnecessary criteria that they are 

abandoned from the text altogether—a strategic move that is made possible in part through the 

document’s reliance on minority stress theory, which allows the question of biology to be 

circumvented or made invisible because it connects discrimination and stigma to a higher 

prevalence of mental health diagnoses without relying on biological changes, innate 

characteristics, or biochemical pathways. In short, LGBT individuals constituted a specific study 

population through the IOM report and minority stress theory because they experienced an 

“excess of mental disorders” caused by their unique discrimination (Meyer 2003, 690).  

This tactical reliance on a disproportionate number of mental health diagnoses within 

LGBT populations aided in the institutionalization of LGBT health within the NIH, but it also 

sidestepped important questions about physical health disparities. Following the publication of 

the IOM’s (2011) report, a new strain of research began to emerge that sought to address such 

questions by offering a more physiological account of LGBT health disparities, and one powerful 

method gained traction by combining minority stress theory with the biophysiological effects of 

chronic stress. In “the first comprehensive overview of various pathways by which social factors 
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may hinder LGB physical health,” Lick, Durso, and Johnson (2013) propose that LGB 

populations face “physical health disparities that are not directly related to sexual activities,” 

which include but are not limited to such experiences as physical assault, stigma, and chronic 

stress (541; 522). These authors take much inspiration from the social determinants framework 

and argue that sociocultural stressors such as homophobia negatively alter not only the behaviors 

of but also the very physiological functioning of LGBT bodies. They therefore propose that 

allostasis and the allostatic load could be a useful mechanism for illuminating how interpersonal, 

structural, and institutional stressors “get under the skin” of LGBT populations. 69 

Allostasis was first proposed by Sterling and Eyer, two self-identified 

“biologist/activists,” in 1988 as a replacement for homeostasis in an attempt to 1) better describe 

the functions of the body and 2) move public health interventions further ‘upstream’ to the 

realms of urban development, healthcare access, and socioeconomic inequality (Sterling 2004, 

3). As opposed to Cannon’s (1932) description of homeostasis which holds that open systems 

(like human bodies) strive to maintain a steady state of internal conditions within pre-set limits 

(i.e. “stability through constancy”), allostasis conceptualizes the regulation of internal systems as 

“maintaining stability through change” (Sterling 2004, 3). In forwarding this model of bodily 

regulation, Sterling and Eyer (1988) argue that the body sets its baseline or ‘pre-set limits’ for 

neuroendocrinal responses in anticipation for frequently experienced levels of stressors, and 

therefore they propose that the homeostatic model overlooks two crucial phenomena: 1) the 

variation of bodily parameters and 2) the recognition that these variations anticipate future 

 
69 Lick, Durso, and Johnson (2013) review some occasions where researchers measured LGBT 

biochemical responses to stress; however, the review itself is the first article (at least to my 

knowledge) to explicitly connect minority stress theory and methodologies that measure 

allostatic loads.  
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demand. Take hypertension (i.e., high blood pressure) as an example. If a person finds 

themselves under frequent stress due to their job, their relative social status, or their financial 

insecurity, then their bodies experience “chronic overactivation of regulatory systems, in relation 

to both experienced and anticipated situations” (Krieger 2011, 193). Under the framework of 

allostasis, individuals or groups that undergo a heightened level of exposure to experienced or 

anticipated stressors are hypothesized to more frequently display spikes in blood pressure. This 

frequency in spikes slowly and incrementally increases the individual’s resting blood pressure 

over time as the body attunes to the increased demand. The individual’s new normal or resting 

blood pressure then becomes heightened. While this incremental increase in blood pressure 

seems like a “perfectly ‘appropriate’” acute response, “the endpoint [as a chronic state] may be 

tragic” (Sterling 2004, 18).  

The conceptual framework of allostasis ruptures an epistemological reliance on naturalist 

essentialism as a guiding principle for theories of physiological regulation and instead proposes a 

new entanglement between politics and the life sciences (Arminjon 2016). Cannon’s (1932) 

original theory of homeostasis was not apolitical by any means, but due to his own political life 

and objectives during the economic collapse of the Great Depression, his conceptualization of 

both physiological and social homeostasis required that science and politics occupy separate 

spheres.70 Over half a century later, in the wake of the civil rights movement of the 1960s, 

emerging research about racial health disparities during the 1980s, and the political climate of 

 
70 For instance, his theorization of biocracy proposed “that quite possibly there are general 

principles of organization that may be quite as true of the body politic as they are of the body 

biologic” and therefore “the human body [and the concept of homeostasis could] contain the 

secret of economic stabilization” (Cannon 1933, cited in Jackson 2012, 17). Biology then must 

remain natural and apolitical because the ‘body politic’ serves as an ideal framework for 

socioeconomic systems to emulate (Arminjon 2016). 
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the inclusion-and-difference paradigm, Sterling and Eyer (1988) proposed that, on the contrary, 

biological processes were highly contingent upon social and political environments. Similarly to 

Foucault (1995) and Hacking (1986), Sterling and Eyer (1988) proposed that subjects emerged 

through sociopolitical and sociohistorical contexts; however, they posited a much stronger 

connection between such contexts and biological systems: “To them, subjectivities are not only 

shaped by the discursive products and social categorization through which they think themselves, 

but, as well, by regulatory mechanisms that explain how given socio-historic contexts normalize 

subjects’ neurophysiologic parameters” (Arminjon 2016, 23). In short, the epistemology of 

allostasis attempts to conceptually link physiology and culture by implicating social practices 

and politics in the production of what has typically been described as “nature” or “biology.”  

One of the major consequences of their research and the material-discursive production 

of allostasis was that it bridged social structures and health disparities through 

pathophysiology—or as Sterling (2004) recognizes, “physiology is indeed sensitive to social 

relations” (5). In her recounting of the concept’s importance for social epidemiological research, 

Krieger (2011) suggests that allostasis poses an onto-epistemological challenge to mechanisms 

of disease distribution: “One implication was that psychosocial stressors could be directly 

pathogenic, rather than alter only susceptibility; a second was that disease could arise from 

dysregulation of normal regulatory systems, as opposed to arising from some sort of intrinsic 

‘defect’” (193). In other words, the concept of allostasis serves at least two onto-epistemological 

functions: it explicitly connects stress to pathology rather than just an increased risk of disease, 

and 2) it switches the causal arrow of biological difference from ‘intrinsic’ characteristics to 

unique environmental exposures because it posits that social systems, not biological defects, are 

causally linked to changes in groups’ biochemical regulation processes. 
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During the 1990s, Bruce McEwen built from Sterling and Eyer’s work and introduced a 

related neologism: the allostatic load (McEwen and Stellar 1993; McEwen 1998). In McEwen’s 

(1998) words, the allostatic load can be defined as “the wear-and-tear from chronic overactivity 

or underactivity” of certain regulatory systems “that protect the body by responding to internal 

and external stress” (171). Similarly to allostasis then, the allostatic load describes how sustained 

overactivation (or underactivation) of regulatory systems will, in the long run, contribute to more 

serious pathophysiology (Figure 9). The ‘load’ of ‘allostatic load’ refers to the amount of strain 

that becomes embodied in physiological processes over time due to stress-related dysregulations, 

primarily those related to socioeconomic status.71 Although a few variations exist for measuring 

an allostatic load, many studies measure this variable by analyzing several biochemical markers 

and assigning numbers based on their distance from ‘healthy’ standards (Mauss et al. 2015; 

Guidi et al. 2021). Within the allostatic load framework, hypertension would be recognized as an 

element that increases wear-and-tear. For example, maintaining a blood pressure average that 

exceeds healthy limits for long periods of time acts as one variable that can increase both 

 
71 As the WHO became more interested in how social determinants could impact policy 

decisions during the late 1990s, social epidemiologists made great strides towards connecting 

economic inequality with biological change by finding and measuring physiological responses to 

stress. In 1996, the MacArthur Foundation, a Chicago-based philanthropy, supported the creation 

of the Research Network on Socioeconomic Status & Health (RNSSH) “to enhance the 

understanding of the mechanisms by which socioeconomic factors affect the health of 

individuals and their communities” (MacArthur Foundation 2022, n.p.). The network, which 

launched in 1998, brought together scholars from a wide array of fields and included a couple 

familiar members: Sir Michael Marmot (the soon-to-be head of the CSDH) and Bruce McEwen 

(who coined the phrase “allostatic load”). This group of researchers aimed to uncover how “the 

environmental and psychosocial pathways by which socioeconomic status alters the performance 

of biological systems” (MacArthur Foundation 2008, n.p.). Many publications that applied the 

allostatic load to human populations from the late 1990s to early 2000s were authored or 

coauthored by members of this network, and therefore the emphasis on socioeconomic status 

held a primary place within the literature—at least until their supported funding ended in the late 

2000s.  
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mitochondrial and endothelial dysfunction thereby leading to increases in cardiovascular 

morbidity and mortality (Marón et al. 2019).  

 

Figure 9. An illustration comparing allostasis and allostatic load. Allostasis is shown on the left 

as a process of maintaining stability through change. The cartoon on the right uses a large dark 

figure to illustrate a larger allostatic load which can reduce bodily regulation (shown here as 

“Stamina”) over the life course. Retrieved from Lifepath (2018).  

 

The allostatic load forwards the idea that multiple recurring stressors physiologically 

imprint on the body in the form of certain biomarkers (like cortisol, epinephrine, and blood 

pressure levels), and this imprint impairs the body’s ability to deal with future stressors—thereby 

leading to increases in disease occurrences and consequently health disparities (Seplaki et al. 

2004; Szanton, Gill, and Allen 2005). As an onto-epistemological practice then, the allostatic 

load acts as an apparatus for materializing the embodiment of inequality or “how we literally 

incorporate, biologically, in societal and ecological context, the material and social world in 
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which we live” (Krieger 2011, 214). The biological-differences frame perpetuated by this 

concept materializes unique exposure and harm as matters of biological difference that matter. In 

other words, the allostatic load (re)configures biological difference into something that is not 

innate but differentially imposed, that is both ‘natural’ (in the sense that it possesses 

biophysiological markers) and contingent (in that these markers sediment and come to matter 

through the intra-actions of congealing apparatuses). 

Allostasis and the allostatic load operate as one of the avenues through which biology re-

enters the causal chain of LGBT health, which is made evident in some of the questions posed by 

researchers at the NIH’s Bisexual Health Workshop in 2019. Unlike the IOM’s report on LGBT 

health that apprehensively skirted around questions of biology, these workshop participants had 

many questions about the biology of bi/bi+ populations: How do violence and trauma imprint 

biologically onto bi/bi+ bodies? How do biological processes change over time in the face of 

social and environmental contexts? What mechanisms transform external factors like bi-

negativity and bi-erasure into biological/physiological effects (National Institutes of Health 

2019)? Very different onto-epistemological productions underpinned these questions as 

compared to previous iterations of questions about what biological differences matter for specific 

social categories. As opposed to health reformers at the end of the 20th century who argued for 

federal attention by strategically framing social categories as possessing unique innate 

physiological characteristics and the LGBT health report in 2011 that connected prevalence of 

mental health disorders with sociopolitical structures without referencing biochemistry, the 

biological difference frame mobilized at the Bisexual Health Workshop proposed that bi/bi+ 

bodies were biologically different because they were uniquely strained and biophysically altered 

by external factors/stressors (National Institutes of Health 2019). The workshop’s biological 
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difference frame therefore differs from those of the others because it (re)configures biological 

difference as group-specific embodied harm: it argues that sociopolitical environments uniquely 

harm bi/bi+ bodies and this damage can be physically localized within their bodily 

(dys)regulations—ergo bi/bi+ bodies are, in fact, biologically distinct and in need of specialized 

biomedical research. 

A recent NIH-supported study conducted by Mays et al. (2018), which concludes that 

“physiological dysregulation is more common in bisexual males compared to all other men” 

exemplifies this materialization of bisexual biology as a matter of concern for health disparities 

research (551). Drawing on data from the 2001-2010 National Health and Nutrition Examination 

Survey (NHANES), a national and continuous population health survey that collects information 

from both interviews and physical examinations, the study sought to compare the allostatic loads 

of LGB populations and heterosexual populations as well as in-group LGB variations to 

determine the relationship between sexual identity, sexual behaviors, and patterns of bodily 

dysregulation. Their nationally representative sample included nearly 14,000 individuals from 

across the US and almost 100 men who identified as bisexual. When researchers compared a 

variety of biomarkers of stress that ranged from blood pressure levels to concentrations of C-

reactive protein (CRP)—a marker of inflammation—they discovered that men who identified as 

bisexual in the survey displayed physiological dysregulation more often than gay or straight-

identifying men did. In other words, bisexual men materialized as biologically unique because 

they had a distinctive and stronger biochemical fingerprint of harm when compared to other 

sexual orientations (including bisexual women). However, the story doesn’t end there.  

This research is also telling because the physiology of people who identified as bisexual 

was measured separately from those who possessed bisexual behavioral patterns (a group that 
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the researchers defined as ‘homosexually experienced’).  By bifurcating these groups, 

researchers found that sexual contact with more than one gender didn’t correlate with any 

significant differences in allostatic loads across groups. However, men who identified as bisexual 

on the survey did display a significantly higher level of wear-and-tear when compared to gay- 

and straight-identified men and homosexually experienced men. The label of ‘bisexual man,’ it 

then seems, somehow entangles with the production of biological differences. Bisexual men in 

this study are distinct not because they are biologically ‘real’ or ‘immutable’ or ‘inherently 

different’ from gays and lesbians (as the sensationalized sexological research of the last chapter 

attests), but because they possess a distinctive bisexual biology: they are uniquely 

physiologically harmed by latching onto a bisexual identity. This is a very different form of 

biological difference than the one forwarded by health reformers in the 1980s and 1990s, and it 

also diverges significantly from the ‘health outcomes’ arguments proposed by Healthy People 

2020 and the IOM report on LGBT health.  

By the end of the 2010s, bisexual biology could materialize as a matter of concern for 

public health research. The NIH could host a Bisexual Health Workshop in 2019 when they 

couldn’t include LGBT populations in the NIH Revitalization Act of 1993 due in part to 

immense categorical alignment work that was aided by several onto-epistemological 

developments in social epidemiology. In particular, entanglements between minority stress 

theory, the biophysiological effects of chronic stress, and LGBT health research have aided in 

the production of biological difference as a descriptor of unique physiological harms caused by 

social structure that can—and should—be used as ‘objective’ evidence against oppressive 

sociopolitical systems.  
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Conclusion 

When Epstein (2003) offered his original analysis of “state-centered LGBT health 

politics” in the early 2000s, he noted that LGBT claims to biological difference, while useful for 

combatting conservative ideologies that equated homosexuality with “sinful choice,” 

dangerously gave credibility to the “idea that certain groups either are susceptible to illness as a 

result of their biological differences, or are prone to illness as a result of ‘bad habits’ and 

customs that are intrinsic to the group” (161). While this articulation of biological difference as a 

descriptor for intrinsic characteristics may very well still dominate many spheres of American 

culture and even health research, I have shown here that ‘biological difference’ is itself a moving 

target. Biological difference is a material-discursive phenomenon that emerges through various 

apparatuses and (re)configures during the last two decades in part through developments in 

social epidemiology that redraw the boundaries of biology to include ‘social determinants’ and 

the ‘embodiment of inequality.’ These transformations in biological difference are contingent but 

not immanent, causal but nondeterministic, and they congeal through the entanglements of onto-

epistemological practices that “bridge — versus reject and refute — longstanding dualisms 

counterposing ‘mind’ versus ‘body,’ ‘nature’ versus ‘nurture,’ and ‘biological’ versus ‘societal’” 

(Krieger 2011, 204).  

LGBT populations entered the inclusion-and-difference paradigm and federal health 

agencies in the late 2000s as they materialize alongside and through (re)configurations of 

biological differences that matter for health disparities research. What biological differences 

matter for such research co-emerge with what health disparities matter—they are similar and 

contingent matters all the way down. In other words, the apparatuses that produce health 

problems of federal concern likewise call into being problematic health populations (i.e., health 



   

182 

 

disparity populations) who require further study; these studies in turn materialize new health 

problems that matter—and so on and so on. How researchers study health disparities change 

what health disparities are, and how federal agencies configure health disparity populations alter 

how they’re studied as well. These onto-epistemological shifts have made it possible for LGBT 

populations to “convincingly deploy frames that link justice arguments to biological difference 

claims” because different biological differences have become a matter of sociopolitical concern 

during the late 2000s and 2010s.  

This intra-play of apparatuses and biological-difference frames materialize bisexual men 

as a recognizable research population in the inclusion-and-difference paradigm by the end of the 

2010s because it (re)configures biological difference as unique harm, tethers this harm to bi-

specific discrimination, and localizes it within the body, thereby positioning bisexual men as 

biologically distinct and (following the mandates of the paradigm) in need of targeted 

government-sponsored research. Although bisexual biology took on a particular meaning during 

the early years of the inclusion and difference paradigm (namely of immutability), topological 

shifts in biological differences over the last twenty years have made bisexual biology matter not 

because biology proves bisexual men’s existence as a ‘species’ but because their disparate 

embodiment of inequality could be used as evidence against discriminatory health practices and 

policies in the United States.  

Since mattering is premised on exclusions and enacts causal structures, the 

materialization of biological difference in health disparities research is not only ontological and 

epistemological—it is also deeply ethical and political. As Barad (2007) notes, “Mattering is 

differentiating, and which differences come to matter, matter in the iterative production of 

different differences. Changing patterns of difference are neither pure cause nor pure effect; 
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indeed, they are that which effects, or rather enacts, a causal structure, differentiating cause and 

effect.” 

Transforming biological difference restructures causality—and consequently who’s 

responsible for causing and solving health disparities across sociobiological categories. The 

biological-differences frames forwarded by LGBT health advocates in the 2010s and the Bi 

Health Workshop in 2019 (re)configures the causal arrow of disease distribution by suggesting 

that “social factors causally determine the array of ‘downstream’ (‘proximal’) exposures that 

shape population and individual contexts and health” and therefore implicates social practices 

and the State as perpetrators of discriminatory violence against health (Krieger 2011, 165). 

Rather than use biological difference to justify ‘separate but equal treatment’ in biomedical 

research, the biological-differences frame posed by health reformers in the US during the late 

2010s uses the body and its disparate dysregulations as evidence against State-sanctioned 

violence, especially when health supposedly materializes “in all policies” (Centers for Disease 

Control and Prevention 2016; Pepin et al. 2017). These transformations in the biological-

differences frame therefore speak to both the entanglements and (re)configurations of the body 

politic and the body biologic for bisexual men (and the LGBT community writ large) at a time 

when critics both inside and outside of federal health agencies advocate for US public health to 

“shift from focusing on disease outcomes (often attributable to individual behaviors) to 

addressing historical and current structural and systematic prejudices and discrimination that 

influence health” (Secretary’s Advisory Committee on National Health Promotion and Disease 

Prevention Objectives for 2030 2019, 4). 
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CONCLUSION 

The bisexual+ community makes up the majority of the LGBTQ community and experiences 

significantly higher rates of physical, sexual, social, and emotional violence and disparities than 

gay and straight people, as well as worse physical, mental, and social health. In the face of these 

high hurdles, bisexuals+ have always persisted: shaping history, organizing alongside 

vulnerable communities, and defying odds. 

 

-Bisexual Resource Center, Bi Health Month 2020 Campaign Description 

 

 

The past matters and so does the future, but the past is never left behind, never finished once and 

for all, and the future is not what will come to be in an unfolding of the present moment; rather 

the past and the future are enfolded participants in matter's iterative becoming. 

 

(Barad 2007, 181) 

 

Bisexual health threats have increasingly piqued the interest and ire of public health 

officials and agencies in the United States over the last 40 years. The title of this dissertation, 

The Bisexual Health Threat, alludes to two of the forms that these threats have taken. In the final 

decades of the 20th century, the bisexual bridge—the possibility that bisexual men transmitted 

HIV/AIDS at an alarming rate from gay men to straight women—emerged as the strongest and 

almost sole reason to study bisexual men through a public health lens. This bisexual ‘health 

threat’ positioned bisexual men as dangerous disease vectors or carriers who threated the health 

of the American public.72 In the 2010s, however, a different type of bisexual health threat 

 
72 Although I don’t spend much time in this dissertation discussing how bisexual men materialize 

through popular media like movies and television, some scholars propose that contemporary 

stereotypes of bisexual men as dangerous and promiscuous are rooted in the public health panics 

about the bisexual bridge. Writing about movies with killer bisexual-coded men from the 1980s 

like Blue Velvet (1986) and American Commandos (1985), White (2001) argues that the trope of 

the “bisexual male as killer” emerged through the “association of ‘bisexual men’ with AIDS in 

the dominant social and political discourses of the mid-1980s and in the conflation of a number 

of readily available images of abjection: drug kingpin, serial killer, SM practitioner, sex deviant, 

and gender outlaw” (43). The wickedness of bisexual killers in these films, he suggests, was 

deeply informed by what he calls “the politics of ‘bi peril,’” or the public panic about bisexual 

men spreading HIV/AIDS to heterosexual populations (43). 
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garnered public health attention as well: the possibility that bisexual populations faced poorer 

health outcomes than the general population or other sexual minority groups. Bisexual health 

disparities and the social determinants of bisexual health emerged here as objects of public health 

investigation, and this ‘bisexual health’ threat materialized bisexual populations as uniquely 

harmed by social, cultural, and political structures.  

As I’ve discussed throughout this dissertation, bisexual men have materialized as these 

types of public health problems in the US since the early 1980s through their entanglements with 

media that define, count, measure, and analyze them. Public health problems and problematic 

populations do not emerge ready-made from the ether; instead, they are created, scaffolded, 

reinforced, and perpetuated by apparatuses of public health problematization—material-

discursive boundary-making practices that make objects (and subjects) matter for public health 

investigation and intervention in some ways and not others. Bisexual health threats (in both 

interpretations of the phrase) materialize in part through the technologies and techniques that 

render them countable and knowable. These biometric apparatuses can medicalize difference in 

the name of governance (i.e., turn a socially unfavorable practice/identity into a medical problem 

as a means of controlling it), but the population health data they produce and require also 

increasingly contour how public health problems are defined in various arenas (including policy) 

and who or what is held accountable for causing and addressing these problems. 

Chapter 1 connected accountability to the biopolitics of counting within American public 

health since the AIDS epidemic. Here, I emphasized that public health (across its different 

definitions) is both a problem-solving and problem-making practice that relies on technological 

arrangements to circumscribe the boundaries and qualities of problems that matter for public 

health inquiry and intervention. I stressed that the production of such problems is sociohistorical. 
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Public health agencies and officials in the US. did not always deal with health disparities and the 

uneven distribution of poor health outcomes across populations. This was a relatively recent 

phenomenon. It emerged as part and parcel of the datafication of public health, which intensified 

after the mid-1980s. In the last 40 years, population (health) data materialized as the 

epistemological standard for providing knowledge claims about the health of the American 

public, and the populations that it both produced and studied became increasingly entangled with 

statistics and biology. This connection between biology and statistics materialized populations as 

possessing a dangerous biology (which posed a health threat to the general public) and/or as 

possessing unique biological markers of inequality (which posed a threat to national health 

equity). Biomedical and political actors sometimes mobilized the latter of these to hold 

individuals accountable for their own suffering, but activists for health equity also escalated their 

use of statistics about health disparities and population-specific embodiments of harm to hold 

policies and governments accountable for perpetuating such harms.  

The subsequent four chapters in this dissertation picked a contemporary manifestation of 

the bisexual health threat and offered a media genealogy of how such threats materialized 

through their interactions with media to differentially allocate and distribute accountability 

across individuals, entities, agencies, and policies. Chapters 2 and 3 addressed several elements 

of the bisexual bridge theory, some of which continue to inform the production of bisexual men 

as a public health threat even today. Chapter 2, for instance, offered a genealogy of two facets of 

the bisexual health threat: 1) the consolidation of gay and bisexual men into a single population 

of investigation and 2) the production of bisexual men as a vector for transmitting HIV/AIDS. 

Here, I argued that both facets emerged in part through technical documents for HIV/AIDS 

surveillance in the 1980s and 1990s. The ways that bisexual men were counted, collated, parsed 
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apart, and assigned value within these documents categorized them as basically the same as 

homosexual men and as a distinct threat to the general population.  

When it came to counting cases, the CDC combined bisexual men and homosexual men 

into one amalgamated data bin within their reports: the “homosexual or bisexual” population. In 

doing so, bisexual men materialized as not different enough from gay men to matter for say 

targeted public health interventions or research studies. Collapsing these differences together 

informed the production of funding streams and public health inquiry throughout much of the 

20th century. This data collation materialized bisexual men as basically the same as homosexual 

men, and this rationale—which has since concretized in federal HIV/AIDS case reporting—

reverberates within some public health inquiries today. For example, you can’t find any 

information on the CDC website about the unique health problems that bisexual men face; 

instead, you’re greeted with pages for “Gay and Bisexual Men’s Health” (Centers for Disease 

Control and Prevention 2022b) and “HIV and All Gay and Bisexual Men” (Centers for Disease 

Control and Prevention 2021a). 

The bisexual man as a unique type of vector also took root within these documents. 

Although they did not count bisexual men as a specific and separable type of case patient, they 

did start to record “sex with a bisexual male” as a transmission pathway in the later part of the 

1980s. As public health inquiry reconfigured to focus on how HIV was transmitted as opposed to 

(or in addition to) the types of people who contracted it, sexual identity left the pages of many of 

these technical documents, getting replaced by practices such as “male to male sexual contact” 

(National Center for HIV, STD, and TB Prevention 2021). However, “sex with a bisexual male” 

persisted as a category of heterosexual contact. The production and counting of HIV/AIDS 
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transmission through heterosexual contact with a bisexual male helped situate bisexual men as 

accountable (and responsible) for spreading AIDS to ‘innocent victims.’ 

Chapter 3 furthered this analysis into the materialization of bisexual men as vectors by 

parsing apart how health and media professionals co-produced bisexual men as a public health 

threat during and in the wake of the Great Bisexual Panic of 2003. The claim that Black men on 

the down low—who were often described in media reports as being bisexual or bisexually 

active—played a major role in the rising rates of HIV/AIDS cases among Black women was 

predicated upon a statistical syllogism that connected non-disclosure to contagion. These 

statistics imbued bisexually active men with a potentially dangerous biology in the eyes of the 

media and the CDC, and they helped further concretize the fear of the dangerous bisexual vector. 

Although researchers found that men on the down low were not a major transmission pathway 

for HIV/AIDS to women, the fallout of the Great Bisexual Panic urged bisexual men to be out to 

their partners and health surveillance efforts to be better regulated (Decena 2008). In the name of 

the public’s health, bisexual men needed to be held accountable for their supposed secretiveness, 

promiscuity, and dangerous lifestyles that threatened the health of the general population. The 

panic about bisexual men spreading HIV/AIDS to heterosexual populations, which had its start 

in the 1980s, continues in some form to this day. In fact, a nationally representative study found 

that Americans still tend to view bisexual men as dangerous vectors of disease (Dodge et al. 

2016).73 

 
73 Using a nationally representative probability sample of adults taken from data collected by 

2015 National Survey of Sexual Health and Behavior, Dodge et al. (2016) found that “the most 

commonly endorsed belief was that bisexual men and women are at a heightened risk for 

HIV/STI” (n.p.). This belief, they claimed, “is likely an artifact from the early days of the HIV 

epidemic, in which bisexual men, in particular, were stereotyped as a ‘bridge population’ 

between their male partners and their presumably unaware female partners” (n.p.). 
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 Whereas Chapter 3 followed the bisexual vector out of the CDC technical documents 

and into national news coverage, Chapter 4 continued a genealogy of the aggregated 

“homosexual or bisexual” population by extrapolating one of its most widely visible 

contestations. When the New York Times claimed that a study provided biological evidence 

suggesting bisexual men were either “straight, gay, or lying,” the existence of bisexual men as a 

unique biometric population entangled ever more with a messy snarl of media, biology, politics, 

and statistics. The American Institute of Bisexuality’s attempt to prove that bisexual men 

exhibited distinct physiological responses to sexual stimuli co-opted apparatuses of bioscience to 

make (some) bisexual men’s (biological) differences matter for scientific and state recognition. 

An apparatus of statistical categories, inclusion criteria, plethysmography, and pornography 

denied the biological existence of bisexual men in 2005, when the first article appeared, and 

situated (some) bisexual men as uniquely biological in 2011, when a follow-up article hit the 

press. Unlike the previous chapters, this chapter didn’t address bisexual health directly; however, 

it demonstrated that biological differences held some sway in making political arguments, but 

these arguments were undergoing significant changes at the time. Defining bisexual men by their 

responses to pornography didn’t go far to prove that bisexual men exist as a unique population, 

but it did show that bisexual men could materialize as biologically distinct, which other 

apparatuses would later utilize to hold social structures—like biphobic media coverage—

partially accountable for the health threats that bisexual people faced. 

The final chapter of this dissertation extrapolated a transformation in the matter and 

meaning of bisexual health threats which took root in the late 20th century but gained significant 

institutional footing in US federal health agencies during the 2010s. As opposed to the 

materializations of bisexual men as health threats and/or basically the same as gay men that 
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dominated much of public health inquiry into bisexual men following the AIDS epidemic, 

bisexual men in the 2010s materialized as populations of public health concern through emergent 

measures of health disparities and an increased focus on social determinants. Under this 

framework, bisexual men were found to be worthy of study not (only) because they uniquely 

threatened the American public but because they were distinctly harmed by inequality. Crucial to 

this transformation was the reconfiguration of biological differences that mattered for public 

health from intrinsic and immutable characteristics to malleable and reactive responses to 

repetitive social and political stressors such as discrimination. Furthermore, this materialization 

of bisexual men restructured accountability—sometimes holding bisexual men accountable for 

their own suffering (i.e., responsibilization) but oftentimes used by activists to hold the state 

accountable for discriminatory policies and poor health outcomes. 

Taken together, these five chapters explored several connected but distinct apparatuses 

that materialized bisexual men as certain kinds of public health problems within the United 

States over the last several decades. While these chapters do trek forward somewhat 

chronologically by starting with technical documentation from the 1980s and ending with a 

quote from Healthy People 2030, one would be remiss to read the genealogies proposed here as a 

progressivist trudge through the history of American public health or bisexual (men’s) health 

activism. The bisexual vector is not replaced by the social determinants of bisexual health; the 

“homosexual or bisexual” population does not fall to the bisexual health disparity population. 

Bisexual men—as a population of public health concern—is shot through, informed by, and 

productive of all these apparatuses. Today, in 2022, bisexual men are still counted in HIV case 

report forms as sources of transmission (Centers for Disease Control and Prevention 2019), the 

CDC still collapses homosexual and bisexual men into one category on their official webpages 
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(Centers for Disease Control and Prevention 2021a; 2022b), bisexual men still have to justify 

their existence (Wong 2020; Zane 2020), and a growing number of public health agencies and 

health activists have committed themselves to understanding and ameliorating the health 

disparities that bisexual men face (Bostwick and Dodge 2019; Ebin 2012; Friedman et al. 2014; 

Katz-Wise 2019; National Institutes of Health 2019). All these problematizations happen 

together—in many ways, reinforcing, supporting, contesting, refuting, and building from one 

another in the process.  

As I mentioned in the introduction, this project was inspired in part by calls within 

bisexuality studies to identify specific material mechanisms of bisexual erasure and production, 

or, in the words of Steinman (2011), to pay more attention to the “material relations” and the 

“multiple social processes that generate bisexual ‘absences’” (399). This project’s focus on how 

media aid in the production of bisexual health threats provides a possible avenue for doing such 

work. Much ink has been spilt under the umbrella of bisexuality studies to identify when and 

where bisexuality is missing from or misrepresented in sexual health research (Feinstein and 

Dodge 2020), legal documents (Marcus 2018), health policy (Feinstein et al. 2019), and public 

health discourse (Young and Meyer 2005). While these critiques of bisexual representation and 

inclusion are well warranted, they sometimes overemphasize presence and absence at the 

expense of seriously attending to how such materializations arise in the first place and 

furthermore how these materializations circumscribe citizenship and allocate accountability.  

Bisexual absences are not necessarily (always) the products of intentional exclusion but 

rather a phenomenon produced through a certain array of apparatuses. If, following Barad 

(2007), “phenomena are the effect of boundary drawing practices that make some identities or 

attributes intelligible (determinate) to the exclusion of others” (208), then it becomes readily 
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apparent that absence or “exclusion” is just as much a part of materialization as inclusion. It 

matters how bisexual people are excluded and included and how these demarcations are made. 

The question then isn’t “do bisexual men exist,” but rather “how do bisexual men come to exist 

in certain ways at certain times through certain sociomaterial relationships for certain purposes.” 

Similarly to Yoshino’s (2000) claim that bisexual invisibility described a practice of erasure 

rather than a state of nonexistence, a turn towards media underscores how bisexual people are 

rendered (in)calculable and (un)important in some ways and not others through the very 

technologies that attempt to make them count or matter for public health and beyond. 
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