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Health

· complex definition

· different for everyone – being healthy is not the same for all

· depends on many factors – social, culture, economic

· health is socially constructed – it is a social construct; will change with time and place

· health can be objective (e.g., norms in medicine) – but we know our own health – can be subjective

· what is healthy for one person not necessarily for others (e.g., one person might always have a high blood pressure)

· Health:

· is a social, cultural, and political interpretation – the notion of health varies from one culture, society, and time period to others

· (e.g, full body as a sign of health in some cultures and seen as a risk factor in others like North America)

· understanding of health in a certain society could benefit certain dominant groups, whether governments, social institutions, social classes that are empowered

· is subjective – each person has their own definition of health (functionality, happiness, mental health, absence of diseases...)

· cannot be reduced to it's biological dimension – it is not simply a biological concept (the absence of disease); but it is a much broader concept – it has social, economic, political, environmental, cultural, AND biological determinants

· most famous definition of health is the WHO's definition of health – a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity 

· missing environmental, spiritual factors; access to determinants of health?

· The term complete – is there such thing?

· Problems:

· Idealistic definition – too perfect; sets an objective that is difficult to obtain for most individuals 

· It is vague – how do we evaluate this? Based on this definition how do people know if they are healthy or not? What is well-being?

· Exclusion of structural determinants of health – economic, social, cultural, and political factors that determine health; not under the control of individuals; go beyond biological and genetic factors; beyond access to health care services 

· It is missing a functionality dimension – Pepin: capacity to function, to use resources, to be independent

· being healthy means living in a society free of discrimination, with opportunities for work and education, no inequities (social, gender, economic), having friends and social networks

· Social determinants of health: social, cultural, economic, and political factors that influence the health of individuals and populations; these factors intersect they do not function alone

· conditions that we are born, live, and grow old  in including the health system; shaped by power relations in society and money at global, local and national levels (WHO)

· culture, social support, income, SES, education, gender, family, immigration, ethnicity, sexual orientation 

· SES: income, education, employment 

· proximal: DOH mostly related to the individual (e.g., education level, income, social network that the individual has)

· structural: DOH related to societal structures (e.g., racism, access to HC, economy of a country, discrimination, services offered to minority groups)

Social Critical perspective on health:

· goes beyond individual factors and individual health behaviours (that would be a reductionist perspective that equates health with access to biomedical services and with the presence or absence of disease)

· in order to examine the wider social factors that determine health, such as SDOH

· focuses on the SDOH, social ties, equality, importance of a life free of poverty and discrimination

· critical – because it is critical of other perspectives

· such as the “health-ist” or “health-ism” perspective: implies a hierarchy; focus on individual factors and lifestyle factors; constructs health as an individual responsibility, moral responsibility; represents health as an economic product that you buy; so health is not accessible to everyone anymore (e.g., story of spending $500 on allergy testing; organic foods; gym memberships; healthy foods – all cost money!!). The individual is responsible for being healthy; any illness or health problem is then his fault (blame the victim – victim of lack of access, discrimination)

· marginalized individuals have the most health problems 

· social inequality: differences based on the SDOH

· social inequity: caused by societal factors; unjust and unfair; avoidable; can be changed by initiating action based on SDOH

· health inequity: refers to a health outcome; unjust and unfair

· Example:

· SDOH: gender (male and female)

· Social inequity generated by SDOH: income differences between white women and white men 

· Health inequity: greater amount of stress related illnesses in white women

· *health inequity caused by social inequity based on the SDOH

· SDOH: access to housing

· Social inequity: homeless people do not have access to shelter

· Health inequity: higher rates of pneumonia amongst the homeless population 

· Health inequity between countries: over representation of cholera in South American countries; not an issue in North America 

· Social inequity: differences in clean water among the countries 

E.g. Exam question: example of health inequity of transsexual women and what is the cause of this inequity? (*must be a health outcome!!) --> suffer more addictions, eating disorders, stress, depression...caused by social inequities such as differences in levels of discrimination, access to appropriate health care services (these are unjust and avoidable)... 

E.g., health inequity faced by women in India: higher maternal death rates during childbirth in comparison to Canadian women, due to differences in levels of access to maternal health services and information in India vs Canada (SDOH is the access to maternal health services; social inequity is the difference – states the difference and compares/contrasts two groups; it is unjust) 

*must understand how to state the health inequity (outcome), social inequity (difference between groups), and SDOH (e.g., gender, access to care, income)

Social perspective on gender

· difference between gender and sex: sex = biology, gender = social construct 

· terms used throughout history – gender roles, gender rules, stereotypes

· gender roles influence how we behave and view ourselves

· sex – primary and secondary biological and anatomical characteristics that have been traditionally used to distinguish males from females in a dichotomized way; although recent research challenges this dichotomization

· primary – genitalia, reproductive organs

· secondary – hormone levels, muscular mass, body fat percentage, body hair, height

· sex differences might be greater than intersex differences 

· gender is a social construction – psychological, social and cultural characteristics that have been traditionally used to distinguish men from women in a dichotomized way; gender is developed through learning and socialization processes that start at birth; a child is socialized to think and behave according to norms established by society (family, friends, community, teachers, culture, religious institutions)

· Judith Butler – gender performativity – to perform a gender; doing typical behaviours and roles associated with a certain gender; she does not believe it is wilful - it is imposed upon us by society (see reading); because gender is constructed through societal norms and values; she questions that certain gendered behaviours are natural; she argues that what we associate with femininity and masculinity is a performance; she questions the extent to which an individual can constitute him or herself (to build your identity) – she suggests these behaviours and identities are determined 

Class 3: January 22, 2013

Last class video: people who are poorer will be less healthy, will die earlier, and have more diseases; inequity; social gradient of health illustrates the relationship between income and health --> the higher your income, the healthier you are. This applies to education also.

Most important DOH:

· the social DOH are the most important 

· SES --> income, education, employment 

· social, economic, cultural, environmental factors 

Effects of income on health

· many mediating factors involved – physical, environmental, psychological, biological 

· the food you can afford, job you have, housing, psychological effects

· metaphor – flying first class vs economy – more leg room, seat turns into a bed, better food, more peaceful environment; person in economy may wonder why he can't afford first class, questions his life and achievements – psychological effects on health

Youtube Video

· health improves with every rung of the social and income ladder

· higher rates of obesity, cancer, etc in Sudbury

· due to inactivity, smoking, stress etc

Feminism

· ideas: a movement; belief in equality between genders; recognizing women have historically been at a disadvantage in comparison to men; has a practical goal and that is social change and reaching equality; inequality also exists among women themselves; approach to solving some social problems

· Feminism is a movement and a group of theoretical approaches that seek to understand why women occupied and occupy today a subordinated position in society, on social, economic, political, and health levels 

· Feminism is a collective revolt against and an awareness of gender relations in a given society at a certain time in history 

· Feminism is also about a struggle to change the situation – the subordination of women 

      Types:

     1. Liberal feminism: 

· men and women should be equal under the law, and on all other levels; founded on the principles of liberal philosophy, which was developed during the 17th and 18th centuries (during enlightenment – a period of social change). 

· Principles of Liberal Philosophy:

· Liberals believe that all human beings are rational and thus should be equal to one another 

· Liberals believe in meritocracy – you earn based on your achievements not based on who you know 

· equal opportunity – everyone should have an equal chance to obtain a reward or certain social status in society 

· Liberal feminists suggest that women should be integrated into social, economic and political institutions like men are

· they endorse the concept of meritocracy and this has helped shape their goals in achieving access to formal education (western societies around beginning of 20th century)

· Overall liberal feminists are concerned with reaching equality and equal opportunities 

· Main problem for them is: sexism in laws 

· also focus on socialization – how we raise children according to gender norms and roles

· strategies of change = non-sexist education and changing laws and policies 

· they did achieve access to education, changing conditions in workplaces such as salaries, equality r/t certain civil laws, and right to vote

· also concerned with capitalism and patriarchy 

     2. Marxist feminism:

· inspired by Marxism

· the main problem causing subordination of women is capitalism

· men exploited labour of women domestically

· capitalism viewed as main issue to be deconstructed 

· prime focus then is on economic inequities between women and men (unpaid labour women do in the home for example)

3. Socialist feminism: 

· Socialist feminism relates the oppression experienced by women to their economic dependence on men

· thus one of their goals is to advocate for social conditions that allow economic independence of women 

· Goals:

· provides analysis of gender inequality by looking at the relationships between patriarchal oppression (where women are subordinate to men) and system of class relations (where certain working classes are subordinated to higher social classes)

· gender division of labour in the home plus the wage labour market plus women's subordinate position in the workplace account for women's subordination in society

· patriarchy and class relations intersect 

· to expose the devaluation of women's unpaid labour – they suggest the acknowledgement of women's domestic work, sharing of responsibilities between genders, and state involvement to create just conditions 

· to highlight and to fight against economic inequities between women and men – lead to financial dependence of women on men, and overrepresentation of women among the poor

· Summary – main goals:

· deconstruct class relations, economic inequities, as well as patriarchal relations 

· interests: adequate and just incomes, state sponsored child care support, maternity leaves etc...

· focus on patriarchy, gender relations, and class relations – want equality of pay and economic conditions; to deconstruct differences in gender relations in the home and workplaces 

· similar interests with Marxists but they focus more on class relations and capitalism; socialists focus on gender and class; patriarchy more a source of the problem, whereas with Marxists capitalism is the main source of the problem 

4. Radical Feminism

· Radical feminism coincided with other social movements such as civil rights movement and broader women's liberation movement

· challenged the status quo, the current systems, and attempted to shake up the traditional societal institutions such as marriage and family

· insist that in order to locate the root cause of women's oppression we have to look beyond capitalism etc

· women's oppression is mainly caused by gender relations and patriarchy (system of power in which men possess superior power and economic privilege) 

· in order for women to understand their inferior position in society they must look at how men have come to hold power over women

· patriarchy is found everywhere – it is constituted through and in various social institutions, structures, and is activated and reproduced in every day social relations 

· it is found in the state, the family, schools, media, and in religious institutions 

· they suggest that the state, which enacts laws, is based on men's interests – changing laws and policies is not enough for radical feminists (vs liberal fems)

· family is another area of patriarchal power 

· E.g. Exam question: socialists feminists think of traditional family unit as father going to work and mother staying home, her work is devalued and not considered work; radical feminists would suggest that reproduction is a site of oppression for women because it keeps them in this role and culturally it keeps them in the position of care giving and maintaining the family. 

· Romance and romantic love are ideologies that support oppressive tradition and family structures 

· Solutions: self awareness, raise awareness, consciousness groups

*Each feminist group know: the principles, the main cause of the problem, and the suggested solutions

Waves of feminism:

· First wave of feminism:

· linked with liberal feminism; 

· the struggle to obtain the right to vote is the main focus; 

· early 18th-19th century; 

· focused on laws, marriage laws, access to education, civil laws, property laws

· Second wave feminism: 

· linked with radical feminism; 

· refers mainly to the women's liberation movement which peaked in the 1970's; 

· the focus was mainly on sex discrimination and on abortion rights; 

· challenged the status quo with regard to the spheres of reproduction, sexuality, motherhood, and cultural representations; 

· some solutions include domestic abuse shelters, awareness raising, consciousness groups, legalization of abortion, access to contraception, highly publicizes activism, protesting beauty pageants...

· Third wave feminism: 

· represent women as survivors, not victims; 

· different forms of oppression (sexism, patriarchy, ableism); 

· embraces and accepts that as individuals we have multiple identities and fluid identities

· change with time and context 

· many parts of an identity

· e.g., can be a mother and a feminist 

· radical feminists would see this as a contradiction 

· do not reject activism and social change, but focus is on individual empowerment

· focus on the individual identities of women  

· deconstructing essentialist ideas

· need for diversity and acknowledging women with different cultural backgrounds and ethnicity, sexualities, and abilities 

· Intersectionality: acknowledging that there are many factors or categories of identities that interact to shape women's lives and conditions, such as gender, social class, ability, sexual orientation, religion, culture etc... there is an interrelation between these various factors and this shapes women's lives and conditions. 

· Black and lesbian feminists critiqued first and second wave feminists for not acknowledging their conditions – racism and classism – as much as they acknowledged sexism 

· how various systems of oppression intersect – racism, classism, heterosexualism, and ableism 

· Main critique: ideas in first and second wave were most relevant to white, straight, middle class, and able bodied women 

· Essentialism: idea that third wave feminists (or post modern feminists) wanted to deconstruct; basing one analysis on one group of individuals; generalizing an idea of what a feminist looks like (e.g., short haired lesbian).

· there is not one way to be a woman or a feminist (third wave fems)

· our identities are multiple and fluid – changes with time and context; can take on many roles, many things influence our identity 

Disability

· social critical perspective

· Terminology: impairment, disability, and handicap

· International classification of functioning – related to health and health domains

· Impairment: a loss – any loss of anatomical or psychological structure or function (e.g., losing a leg – the actual loss of a physical structure is the impairment)

· Disability: any restriction or lack of ability to perform a certain activity according to normal standards r/t age, culture etc... (e.g., inability to walk due to leg loss – impairment)

· Handicap: a disadvantage that results from an impairment or disability, and that prevents the fulfilment of a role 

· An impairment or disability does not have to become a handicap if the environment is well equipped – free of social, cultural, and physical barriers

· physical barrier – building entrance not accessible for someone in wheelchair 

· social barrier – assuming an individual has multiple impairments or cannot function like an able person because of a disability (not giving someone a job for instance)

· handicap is a social construct; it occurs when the environment is disabling 

Biomedical model of disability:

· disability and handicap are individual problems that need to be fixed

· cause of disability is a pathology

· dysfunction in the individual 

· views disability as a problem that belongs to the individual 

· individual level issue/problem

· e.g., if a student cannot access the building because of steps, the biomedical model views the problem as the person not being able to walk up the steps 

· Limitations:

· ignores social and psychological contexts 

· relieves society from responsibility to provide necessary environment and physical accommodations for those living with impairments and disabilities

· fragments individuals with disabilities and categorizes them into medical objects

· blaming the victim 

Socio-political model of disability:

· society is disabling if a disability or impairment transforms into a handicap

· disability is seen as a loss of opportunities caused by social, physical, cultural, environmental, and political barriers

· Solutions:

· transform and change policies and laws

· change environments

· change public attitudes and mindsets 

· majority are able bodied people without disability or impairments

· argument is that society can integrate many changes to reduce and remove disabling barriers

· society has a significant role to play 

· prejudice and discrimination are also disabling factors 

· Suggests that much of the discrimination PWD experience is caused by the biomedical model

       Disability Theory

· distinguishing between individual and social models of disability; but also about acknowledging the differences between materialist and idealist levels of explanation of disability 

· materialism focuses on material factors – relates to economy and Marxism; idealism focuses on factors beyond material – psychological factors, culture etc... 

· according to disability theory, these two dichotomies (individual vs social, and material vs idealist) should be seen as interrelated 

· can come up with 4 positions:

· Individual-Materialist: disability is the physical product of biology acting upon the functioning of material individuals; biological determinism; [pathology or genetic; impaired bodies are the units of analysis 

· Individual-Idealist: disability is the product of voluntaristic individuals engaged in the creation of identities and the negotiation of roles; beliefs and identities are the units of analysis (cognitive functions); disability is the product of personal experiences 

· Social-Materialist: social-creationist models; disability is the material product of socio-economic relations developing within a specific historical context; the units of analysis are disabling barriers and material relations of power; e.g., phenomenology – studies lived experience of group of individuals 

· Social-Idealist: social constructionist models; disability is the idealist product of societal development within a specific cultural context; the units of analysis are cultural values and representation; disability constructed in social and cultural contexts

Disability intersects with 

· gender: women with disabilities seen as double minority; more disadvantaged than men with disabilities; paid less for instance 

· health: healthy bodies synonymous with able bodies 

Video: The F-Word: Who wants to be a feminist? (CBC)

· Women's rights backsliding in Canada

· young feminists shun the word

· interviewed people – don't call themselves a feminist, don't admit to being feminists; negative connotation; most people don't know the definition – might be more likely to identify as one then

· International women's day March 8th – since 1911 – celebrate economic, political, and social achievements of women 

· half the workforce; more choices than ever before

· glass ceiling

· 53% of world population; 1% world's wealth 

· 50% jobs but 20% less pay than men

· first wave; 1918 right to vote in Canada

· took over jobs when men at war; after WWII these women were expected to quit once they married

· 1950's – housewife using modern appliances

· 60's – second wave

· the feminine mystique – controversial book

· Germaine Greer – feminist leader, author, targeted/attacked in media

· struck fear and rocked the status quo 

· make policy, not coffee! 

· Kennedy – commission on the status of women

· abortion legislation, improved laws for women in society and workplace

· the beauty myth – myths like chastity and domesticity kept women oppressed; now a beauty myth forcing adherence to unattainable standards of beauty to keep them unable to finish the job of an equal 

· 90's – third wave feminism; about race, gender, social class, and sexuality; extend welcome to those beyond the mainstream; youth oriented

· women – low-paying, temporary jobs without equal benefits

· integrate women into the world outside the home 

Class 4: January 29, 2013

Guest speaker Joel (handout on BB)

· works at PTS – Ottawa's queer community center; discussion groups, workshops, education, counselling and library services 

Gender and sex

· how do you know someone's sex? Genitals, sex chromosomes, gonads, body hair, breasts, body shape, hormones etc...

· sex = biological package including all of these things

· usually we look at facial hair, breasts, size etc... 

· most of us don't know our biological sex – haven't had our sex chromosomes tested

· your gender is determined as soon as you are born – based on your genitals at birth 

· intersex = ambiguous genitalia at birth; not called hermaphrodite (biologically inaccurate related to how we reproduce)

· we also have ideals of what it is to be male and female 

· embodiment – how you feel in your body – is also part of your sex 

· sex is also what someone tells you – it can depend on all of the factors above

· some women have small breasts, no clitoris, facial hair....are they still female sex? 

· Gender = identity, expression, and experience

· identity – the pronouns you identify with, do you identify as a man or woman

· expression – masculine, feminine, neither; flamboyant; androgynous 

· experience – how you experience your gender, how people perceive you and how that affects how you perceive your own gender (e.g., people see you as being butch but you are feminine so you wear more jewelry) 

· Trans

· trans is a latin prefix for across, on the opposite side; and cis is latin prefix for on the same side (not trans)

· in terms of dress, relationship to body, to gender, body modifications – going against societal expectations of gender 

· people who wish to have or have undergone transition 

· modify the 3 parts of your gender 

· transgender – want to transition or make modification to their gender 

· transsexual – wants to undergo transition or make modification to their sex 

· second wave feminists fought against biological determinism – just because I have a uterus doesn't mean I have to work at home!

· Trans people can have many gender expressions and experiences

Sexism

· cissexism – sexism directed toward trans people; beliefs and attitudes that puts non-trans bodies as ideals (trans as less desirable or needing to be accepted); abortion services only for “women” (some trans men still have their uteruses)

· gender often considered fake so they have to prove themselves; trans men have to be hypermasculine to prove they are men 

· because of cissexism

· cissexual – not a trans person 

· getting surgery when you're trans can be out of convenience and to avoid “shit” from society such as hate crimes 

· transmisogyny – hatred against trans women; denied from women's communities and services; denied as women; not experienced by trans men 

· remember trans women when you consider women's needs and access to care because they are deeply affected 

· medicalization of trans people – trying to cure them instead of kill them (killing indigenous trans)

· indigenous “two spirit” - queer/trans

· vaginaplasty 

· Harry Benjamin – observed trans women and created criteria and standards of care to treat transsexual people; very few modifications in the last 60 years

· 1966 first gender clinic at Johns Hopkins – allowed people to access care and have surgeries

· 1998-2008 access to surgery had to be paid out of pocket 

· trans women put into men's jails

· get assaulted

· trans are put into prisons with their biological sex – dangerous, get assaulted

· mental health problems in the trans communities

· since 2008 trans surgeries covered in Ontario but not really accessible; hormones not covered by OHIP because its a medication; must be referred to CAMH gender identity clinic; cis people get to decide if you should be trans or not; 1 year wait list to get a therapist; don't help you just assess if you are really trans or not; no one knows what the criteria are 

· 77% trans people in ON have thought about suicide seriously in last 2 years and 47% have attempted suicide 

· able to change birth certificate since October 

· transwomen are more pathologized than trans men (cissexism)

· for example term in the new DSM called autogynophilic transvestichism – only want to be a woman because you have a sex fetish about you being with a woman

· also ableism in the trans community – don't want to be associated with the DSM – mental illness seen as disability 

Hierarchy of transsexual bodies in trans community

· the less you try to look like a non-trans the less access you have to health care

· the more you can blend in with non-trans people the more access you have to services

Medical transition

· trans women take estrogen and progesterone and suppress testosterone to become feminized; but also end up diagnosed with borderline personality disorder because they became irrational etc

· similarly trans men become more aggressive with testosterone therapy; but not considered irrational and moody so they don't get diagnosed with personality disorders

· another way transmisogyny and ableism intersect

· hormones are really expensive for trans men than for trans women (another example of male privilege) 

· trans women must take testosterone suppressants for life otherwise the characteristics will come back 

Missed lecture Feb 5th ***

Class 6: February 12, 2013

Presentation: HIV/AIDS, the criminal law, and the duty to disclose

(Amy Conroy – slides to be posted)

Canadian Stats

· 64,000 HIV positive in Canada

· 71,3000 in 2011

· new infections in 2011 at 3,175

· 27% dont know they are infected

· condom use and low viral load reduce risk of transmission to almost 0%

First major case: R V Currier, 1998

· failed to disclose status to two women he had sex with

· Supreme Court of Canada: failure to disclose status = aggravated assault

· the defendant intentionally endangers the life of the complainant 

· the duty may not apply when the person practices safe sex – law was uncertain

· complainant does not need to have been infected with HIV for the criminal charge to apply

· intent to danger their lives is all that needed to be proven – the act mattered, not the result

· the ruling placed full legal responsibility for HIV prevention on people living with HIV/AIDS

· 70 charges were made after this case for failure to disclose HIV status

· some were aggravated sexual assault – sexual assault committed, and defendant endangers the life of the complainant

· maximum penalty of life in prison

· charges have escalated to first degree murder 

R V Aziga, 2009

· Johnson Aziga charged with 11 counts of aggravated assault, 2 counts of first degree murder after he failed to disclose his positive status to sexual partners

· 7 of the 11 contracted HIV and 2 died of complications to AIDS 

· First degree murder = death caused by aggravated sexual assault 

Canadian Law after Aziga

· people living with HIV have a duty to disclose their HIV status before engaging in behaviours that put another person at significant risk of serious bodily harm 

· but what does this mean? Court failed to define that 

· leaves people with HIV not knowing what their duty is and living in fear of prosecution

 R V Mabior; R V DC, 2012

· SCC heard two appeals from individuals who had been previously convicted for failing to disclose HIV states before engaging in sex

· Decision of the court updated the 1998 Cuerrier decision

· SCC decision: there is no realistic possibility of transmission of HIV provided the carrier of the virus has a low viral load and a condom is used during intercourse

Police Media Warnings

· issue advisories in the media warning the public that individuals with a positive HIV status have been engaging in unprotected sex

· a number of complaints have been made in relation to these – inappropriate, stigmatizing 

· 2006 – formal complaint in BC: infringed right to privacy for person whose picture was in the newspaper

· Law is to punish wrongdoing not bad results

· Will applying criminal law stop those who are maliciously spreading HIV? 

· Will people with HIV/AIDS be unfairly viewed as criminals?

· Will people be less likely to get tested? 

· Marginalized groups – we need to focus on the accessibility of treatment – use treatment for prevention (low VL)

Lecture – prof

Medicalization:

· a process that constructs social or natural life events as pathological and as requiring biomedical intervention

· making normal events medical

· e.g., childbirth is a medical event, used to happen in the home, now in hospitals, being induced and given medications 

· e.g., pills for menstruation

· social or natural events being medicalized with biomedical tools used to control the situation

· for decades feminists have analyzed and critiqued this phenomenon – a tool for the social control of women – women's lives and life events are more medicalized than men

· which aspects are the most medicalized:

· reproductive system (menstruation, pregnancy and childbirth, menopause, HRT, OCPs, C-sections)

· outer appearance (cosmetic surgery, diet pills)

· mental health (depression, medications)

· some forms of medicalization can be described as disease mongering – subtype of medicalization; framing a natural event as an illness; creating a disease in order to increase the sales of medications and/or treatments that are already on the market 

· pharmaceutical industry create drugs for these “conditions”

· diseases are created by pharmaceutical industries with other cooperations in power in society in order to maximize potential markets for drugs and medication

· what are the overall impacts of medicalization?

· Women believe they have a problem that needs fixing when there is no problem – spending money for instance

· physical side effects – are we causing more harm than good?

· Taking new medications – who have they been tested on? What are the possible effects?

· Inequities

· economic consequences

· transforming healthy people into patients

· creating new markets for speciality clinics (in favor)

· creating new pills, new forms of medical monitoring, new tests, new vaccines

· Feminist Critique of Medicalization:

· medicalization controls women's lives

· aims to deflect women's attention from the injustices they are facing (reading – Naomi Wolf – political tool forcing women to focus on their bodies/insecurities instead of focusing on the injustices they live every day)

· reduces personal, political, and social issues to medical problems – gives power to biomedical experts; power to solve these so-called issues within the constraints of medical practice 

· Inequities and medicalization – not everyone can afford and access treatments and vaccines (e.g., Gardasil vaccine)

Harm Reduction

· not abstinence 

· reducing risks and harms in high-risk behaviours

· e.g., needle exchange programs, condom use, methadone maintenance treatment clinics

· assume that the behaviour will continue to happen, but aim to reduce social, physical and health harms associated with the behaviours

· for individuals, communities, and societies

· change environment, provision of services, change policies 

· framework for the design and delivery of policies, programs, services, and actions that aim to reduce the health, social, emotional, and economic harms of a risky activity or a risky behaviour 

· Principles of HR:

· HR is a public health model that is alternative to the dominant moral and disease models of drug use and addiction 

· Moral model: determines whether drug use is good or bad, right or wrong; crime that deserves punishment; 'war against drugs' – government funding focused on the reduction of supply (e.g., Oxycontin turns into a gel so less likely to be abused)

· Disease model: reduce the demand for the drug at the level of the individual; addiction is constructed as a biological disease – problem that needs rehab and treatment 

· one model suggests person is a criminal, the other that the person is sick and needs help

· go hand-in-hand against the HR model – they focus on the user, whereas HR is more pragmatic and offers practical alternatives to both models; focus is on whether or not the behaviour is harmful to the person, community, or society 

· aim is to reduce harmful consequences, not to judge

· Certain proponents of HR recognize abstinence as an ideal outcome but accept alternatives that reduce harm 

· HR emerged as a bottom-up approach; based on advocacy for those living with addiction 

· NEP started in Netherlands by IDUs themselves to reduce the transmission of HIV; adopted by many countries around the world 

· HR is based on the principles of compassion and empathy 

Strategies of HR

· education 

· first goal is to stabilize a risky behaviour 

· teach HR strategies – e.g., how to inject yourself properly without overdosing 

· modify the environment 

· by increasing environmental availability of HR measures 

· can't meet the goals of HR unless environmental means are made more accessible

· implement public policy changes 

· public policies determine environmental availability 

· policy determines if supervised injection site will be available or if NEP will be legal; if condoms are distributed in high schools

· changing of laws that regulate the consumption of illicit drugs – most controversial 

Links between HR and gender and health (*exam)

· groups more vulnerable to addiction – transgendered individuals 

· educating sex workers re: condom use, STIs

· women oppressed in society, more likely to benefit from HR strategies 

· FN women – HIV/AIDS, STIs, addiction 

· education not reaching marginalized groups?

· HIV/AIDS still very high among gay men, ethnic minorities; rising in women

exam – from reading about HIV – quote AIDS has a woman's face

· deconstruct and use info from the article

· why are women more susceptible? 

· Use social-critical perspective 

· give 2 arguments to support your answer 

· more often sexually assaulted; society puts pressure on women to not enforce condom use when men don't want to use them; education and literacy – women less likely to be literate than men; more women are poor and have less access to condoms; more women sex workers 

· women can pass HIV on to child during labour 

· pressure to have sex and have children 

Exam:

*must be able to give ideas from specific articles; must be able to give author's main arguments

Format: short answer, case studies, analytical, fill in the blank, definitions 

short video: must watch for exam – ted.com Elizabeth Pisani – post it on blackboard

March 5, 2013: Reproduction 

Final exam is cumulative

Paper – keep your topic narrow; should be critical – provide criticism

Abortion - History

· 1869: abortion and contraception were made illegal

· this also included communication about contraception 

· e.g., birth control handbook from McGill University was still illegal in 1968 when it was created

· Why?

· out of fear of promiscuity, loss of social order, and social breakdown 

· Consequences

· women started getting illegal and unsafe abortions – mortality started rising as a result of these procedures 

· happened in basements and secret clinics; putting corrosive and toxic substances inside uterus, using sharp/hot sticks, coat hanger to give themselves abortions (symbol of coat hanger for unsafe abortions; used to fight abortion rights in Canada); kicked themselves; threw themselves down stairs

· douching; inserting lemon juice to kill the sperm etc 

· condoms present since 1800s but not used until 1910; was a rubber condom in the 1800s; started using latex condoms after 1920

· 1950: Margaret Sanger and Katherine McCormick (USA) started a “personal project” - wanted to develop OCP

· pharmaceutical companies did not support them because of fear of retribution from Catholic church

· 1957: OCP approved by FDA as treatment for menstrual disorders and for infertility only (hormonal issues in general)

· 1967: 35,000-120,000 illegal abortions taking place each year in Canada 

· 1968: Pierre Trudeau elected as Prime Minister in Canada – statement that the government has no business in people's bedrooms/sex lives; he was in favour of reproductive rights, abortion, contraception and homosexuality rights. This has a huge impact on the battle for reproductive rights. 

· 1968: The Declaration of Winnipeg – separates the Canadian state from the Catholic church. This has a huge impact on reproductive rights, homosexuality etc...

· 1969: as a result of many protests and requests (feminists, students, politicians) to change article 251 of the criminal code it was finally changed – contraception became legal in Canada along with homosexual acts between consenting adults. Abortion was legal but only under strict conditions

· Strict conditions regarding abortion:

· the life and health of the woman was in danger

· committee of 3 doctors must approve the abortion (TAC – therapeutic abortion committee) 

· must be performed by a doctor in a hospital

· Why is this a problem? 

· The evaluations by the TAC were very subjective – what do they consider a danger to the women's life or health? 

· Not everyone has access to hospitals – uneven access to abortion services. 

· Not all hospital's had TACs. 

· Despite this Dr. Henry Morgentaler and others were still performing illegal abortions

· Contraception was now legal – but who was it accessible to? 

1) OCP was intended for married women in serious heterosexual relationships – to space the births of their children. 

2) Also intended for women in the developing world to control over population, poverty, and to slow down communism (poor people more susceptible to join such political parties)

· Pill was not promoted for sexual liberation and single women; economically and profit-driven (pharmaceutical companies) – many feminists thus say OCP did not trigger the sexual revolution. The pill was not about the sexual liberty of women.

· The single woman STILL did not have proper access to the pill (before and after 1969)

· 1960s-70s – the dose of estrogen was extremely high – blood clots, migraines, many forms of cancers, weight gain – causing wide scepticism in pharmaceutical companies

· Barbara Seamen wrote the book The Doctors Case against the Pill: talks about the serious and fatal side effects of the pill at the time. Then, women started voicing their own experiences and pressuring pharmaceutical companies to do something. So they lowered the dose of estrogen in the pill around 1975. 

· 1970: the Vancouver Women's Caucus was a women's liberation movement that travelled from Vancouver to Ottawa between Feb and May 1970 in an abortion caravan. Their goal was to reject the change in law of 1969. The caravan's special feature was having a box filled with coat hangers to symbolize the unsafe and illegal abortions that were happening, and the resulting mortality of women. They drove over 3000 miles and gathered women with them along the way. Protested in Ottawa for 2 days in front of Parliament; closed it for the first time in Canadian history. 

· 1973: Three events:

· Dr Morgentaler makes a public statement saying he had performed more than 5000 illegal abortions

· appearance of 2 groups: Pro-life and Pro-choice

· In the US, the abortion law was changed in 46 states and abortions became completely legal in the US

· 1988: Canada followed; abortion was legalized and decriminalized in Canada

· **Problems with access: 

· Still not totally accessible: In PEI people cannot get abortions, must go to New Brunswick....even then only available in hospital and must be approved by 2 doctors.  There is also uneven distribution between rural and urban areas remains a big issue. 

· Canadian low doesn't have cut-offs (e.g., # weeks) or age restrictions but individual clinics will have their own policies; most do not go past 20 weeks

· average weight time in Canada is about 2 weeks; in Ottawa about 4 weeks 

· uneven access regarding coverage

· medical abortions: one combination of pills not legal in Canada; second combination is available in Canada 

· not available or accessible widely in Canada

· medical abortion preferred by more women because: it feels more natural, its more private/less invasive, less power relationship with MD, feels like menstrual cramps.

Figures shown in class:

· Legal status of abortion worldwide

· widely accessible in developed countries 

· not in developing countries

· Abortion in developed and developing countries

· unsafe abortions mostly in developing countries; safe abortions in developed countries 

· almost 50/50 worldwide 

· whether legal or illegal abortions will continue to happen; but they will happen in unsafe and inappropriate conditions 

· unsafe abortions happening in countries with strict abortion laws 

· 95% of unsafe abortions happen in developing countries 

· unsafe abortions result in 13% of all pregnancy related deaths 

· mortality due to unsafe abortion is the highest in Africa 

· Woman on Web: send medication (abortions) to women in countries where abortion is restricted or illegal (go online and fill out questionnaire; responded by doctor; ask for expensive donation). Problems:

· Need internet to access to it

· financial barrier ($$ donation)

· some countries might check mail coming from outside

· need permanent address to be able to receive the mail

· fear of prosecution 

· bringing something illegal into the country 

· must be in restricted/illegal country to access it 
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OCP continued

· Feminists in general are divided on this matter

· in favor: 

· prevention of unwanted/unplanned pregnancies

· gives women control over contraception 

· against:

· is it really informed consent? What age? Too young?

· Less condom use – more risks of STIs; biggest fear unwanted pregnancy 

· men more likely to push women to have sex because they are on the pill

· puts all the responsibility on the women – blamed if an unwanted pregnancy results 

Critiques on OCP:

· side effects – range from short term to more serious, long-term consequences: bloating, weight gain, blood clots and MI

· many women report not being in touch with their bodies – not in touch with the hormonal changes in their bodies

· putting responsibility on the woman – previously was always on men (condoms, pulling out) and now it is put on the woman (*but could also be empowering especially where women don't feel they can negotiate sex/safe sex)

· *women are also portrayed as responsible for the use of condoms these days

· OCP seen to be harmful to the environment today – synthetic estrogens generated by the pill (and natural estrogen passed by urine) – end up in sewage plants – once in the ecosystem can turn male frogs into female frogs 

· Constraints to everyday life – very convenient for most, but for others it is a limitation – such as those who often forget to take and must take more than one pill – daily stressor

· Pressure from society and medical professionals – medical and social norms often pressure women to use the pill; so may not be seen as the informed decision of the woman, but that of the physician and the patriarchal health care system; OCP a good example of the exercise of power relations between physicians and patients – so the pill is part of a larger framework of a biomedical philosophy that is based on the medicalization of natural events in women's lives. The pill is also therefore a good example of medicalization – lots of money made by pharmaceutical industry by selling drugs to relatively healthy individuals.

· OCP does not stop abortions – still 25 abortions per 100 live births; so not the most suitable method for all women

Positive aspects of OCP:

· Radical innovation for women in general – married women can focus on careers and self-actualization; separating reproductive roles from sexual lives; innovative creation for single women who can enjoy sexual lives without worrying about unwanted pregnancies

· Protection from ovarian and endometrial cancer 

· Freed and accelerated communication about contraception – before the pill, the topic of contraception was taboo and awkward between women and their physicians 

· Regulates and lightens menstruation for some; less cramping

Disciplining Woman's Bodies

· Michel Foucault: post-structuralist sociologist discusses this topic

· compares how criminals were punished in the past (in public) and how punishment was exercised on their bodies – compares this methods of punishment to modern society and suggests that there is use of a disciplinary power based on a system of surveillance. This system of surveillance is so internalized by individuals to such an extent that each individual becomes her or his own overseer (concept of self surveillance). 

· Panopticon – a circular prison that is built in a way so that inmates are not always sure whether or not they are being supervised; because it allows the guards to observe the prisoners without being seen themselves, this becomes a means of disciplinary control as the prisoners see themselves (self surveillance)

·  This term is a view of society that makes evident the ways in which surveillance and self surveillance are used as means of social control.

· Gaze – refers to the exercise of power through surveillance; the knowledge that is gained by observation is used to control the person who is being observed 

· the term male gaze – women are always being observed by this implicit gaze that exists;l tells them how to act, look, smell etc

· Examples of how some women may self discipline themselves:

· makeup, apparel, cosmetic surgery

· control of your weight, use of diets and diet pills, excessive physical activity, fasting

· push-up bras 

Dominant Representation of Health and Beauty Ideals

· magazine cover (Cosmo - Carrie Underwood)

· white, blonde, long straight hair, smiling, white teeth, thin, young, wearing feminine, low cut dress, dress looks expensive, seemingly perfect complexion (clear skin, shiny hair), full makeup, symmetrical, able body

· women's health magazine – same features 

· point – health and beauty ideal are confused and spoken of and portrayed interchangeably

· the health ideal is represented as the beauty ideal in the media 

· research has shown that media images contribute to gender role socialization and to the perpetuation of gender stereotypes 

· media images are important to look at and to deconstruct because they widely contribute to the construction of what it means to be a woman or a man, or someone beyond/in between

· for these reasons and others, researchers across many disciplines are concerned with the impacts of images that are shown in current media outlets

· social learning theory – used to explain how individuals learn certain gender behaviours from images they see around them. The main idea is that individuals learn through observation. Through this observation they form conceptual ideas regarding certain gender roles, gender appearances etc. These ideas serve to steer or guide individual's behaviours and practices (eating habits, grooming practices, physical activity etc)

· some studies show that media continues to perpetuate stereotypical images of women, such as the passive woman, the sexy woman, victimized woman, white heterosexual able-bodied higher SES woman

· protects the status quo 

· men on top of women 

· women's bodies are still more intensely presented as objects of the male gaze; still more commonly used as objects in media

· protects status quo but also sells products and generates more profits

Objectification and sexualization of women's bodies in media:

· negative impacts

· sexual objectification is linked to mental health issues, lower self esteem, depression, eating disorders, certain sexual dysfunction, lower political advocacy and leadership

· individual reduced to an object – can justify or contribute to the justification of violence – the object is dehumanized 

· subjects are sexual and objects are viewed as sexy 

· Jan Kilborne – Killing us Softly

· Susan Bordo – Unbearable Weight - post modern interpretation of the cultural construction of woman's bodies in the West; she argues that these images perpetuate and reproduce eating disorders and that the impact of the dominant discourses of tradition femininity on young women are tremendous 

· Naomi Wolf – The Beauty Myth – argues that western women are under a lot of pressure to conform to the beauty ideal; she suggests that this pressure has political goals – these images have the role of keeping women where they are; keeping them as slaves of their body insecurities. The beauty ideal is a political tool of a patriarchal society. Women can enter professional domain as long as they continue to care for family, look beautiful and sexy. Doing all this is almost impossible so women's energy is exhausted; so women cannot reach full potential in the professional domain – so much energy put into the attainment of this impossible beauty ideal. 

Anorexia Nervosa

· Psychological disorder – disordered eating patterns of deprivation from food and starvation

· Distorted – perceive themselves to be fat while they are very thin by biomedical and health standards

· majority are women and girls (more than 90%)

· Anorexia is a symptom which refers to the loss of appetite

· Anorexia Nervosa is the psychological disorder

· Determinants:

· Stress experienced by young girls in early adolescence – fear of this new world, new responsibilities; want to escape this so they stop eating; maintain childish appearance and avoid gaining curves that women tend to experience at this time

· many women and girls feel disempowered by the male gaze – losing their curves (“sexy”) could be a way of escaping this male gaze, hiding, and not being objectified 

· Trauma - psychological shock during childhood, assault, abuse, loss of loved one, violence – these could trigger the disorder in young girls and women already predisposed to the disorder

· Family socialization patterns – some studies show some children raised by parents with perfectionist characters are more prone to ED in general and AN in particular. The perfectionist character of the parents may also be transferred to the children – could be a precursor for AN.

· Social factors – immense pressure that is put on women and girls to reach the beauty and health ideals; the media perpetuate these ideals and amplify the pressures on them; beauty and thinness are portrayed as success, will power, control, happiness, health, and stability. This pushes women and girls to discipline their bodies, and adopt the technologies of the self (Focault). Used to transform ones body and ones self on physical and moral levels in order to reach an ideal. Also showing fat and overweight bodies as lazy, out of control, expensive to society, and unhealthy --> require continuous medical interventions, surgery, pills etc (disease mongering and medicalization). 

· Cultural factors – used to be much less cases of ED among African American and Japanese women. But this has changed – ED is no longer a problem of the white woman, but is present across ethnicities, cultures, and races. 

· Personal traits and characteristics – perfectionism for instance

· Mini industries/societies – the dance industry for instance; studies show that dancers (ballerinas) suffer from more ED than women in other professions; the fashion industry is a main catalyst 

· Bulimia – excessive consumption of calories (binge eating disorder) and purging food or over exercising to compensate for excess calories (bulimia) 

Video: MissRepresentation 

· no matter their achievements women's value still depends on how they look

· media don't even take the most powerful women in the country seriously – derogatory 

· few women in politics; not taken seriously
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Culture, gender and health

*no class April 9th; final exam focuses on ALL material and readings equally

Conditions/health issues faced by women in resource poor countries 

· female genital mutilation – consensual and non-consensual

· higher rates of maternal mortality 

· malnourishment – especially girls; boys are favoured

· high rates of sexual violence

· lack of access to medical services

· higher incidence of HIV in African countries

· infanticide 

· higher rates of unsafe abortions

· honour crimes

· human trafficking

· higher rates of domestic violence

· absolute poverty

How are these issues different from women in developed countries? Are they?

· There are similarities

· not an us-them divide

· in terms of general health indicators, developed countries fare better than resource poor countries because of the link between wealth and health – more money = better health

· but the issues that women in developing countries face are similar to those of women in Canada, in terms of women in marginalized groups

· women of marginalized groups face similar issues

· but there is privilege in developed countries and this must be recognized

Immigrant women in Canada

· who has better health? Depends on how long immigrants have been living here

· the healthy immigrant effect: when voluntary immigrants arrive in Canada they are generally healthier than the average Canadian; this applies to men and women

· this seems counterintuitive because they are coming from poorer resource countries

· Explanations:

· selection process: the screening that is done when immigration applications are received; encourages those that are healthy to apply and facilitates the acceptance of those who are healthy. 

· they lose this health advantage after 5-10 years of residence in Canada 

· why? 

· Lack of social networks, racism, stressors, differences in social norms (e.g., women's involvement in workplace), lack of family and social support, stressors of citizenship status 

· racism and discrimination at individual and institutional levels are important 

Other issues

· There is a deterioration of the health status of immigrants; they also experience a decline in their socioeconomic status. The odds of becoming poorer are increased by over 50% for immigrant women and even more for immigrant women who are from non-European countries 

· often not employed in jobs that correspond to their education levels and skills 

· loss of social networks

· loss of social support

· stress and ongoing worry about family members that may still be in country of origin

· devaluation of work experience and education – their education and work experience are not granted same importance as they were during their evaluation.

· 70% of immigrants from Asian or Middle Eastern countries are not employed in their previous occupations or fields of work; compared to 35% of US immigrants and 30% of those from Australia and NZ (racism and discrimination in the workplace)

· not allowing nurses and physicians from other countries to practice here – education is given the most points in the selection process, then when they get here they are not allowed to practice and their education is not recognized 

· Compared to their pre-migration profiles: studies show that the % of immigrant women who become employed in sales and service sector jobs triples when they migrate to Canada; those in manufacturing quadruples – significant increase in # of women who worked in those sectors once they arrived in Canada (compared to where they worked in their home countries)

· creates loss of self esteem 

· William Dressler (anthropologist) speaks about the concept of lifestyle incongruity: a difference between the dream of an ideal life that an immigrant has before migrating to new country (dream of a better life, of improvement, becoming rich, having everything you want, the dream job) and reality once immigrants come to Canada. This is a serious potential stressor, both daily and chronic stressor for immigrant men and women in particular. Dream of a better life vs reality.

· Limited access to HC services for immigrants as well (despite universal system)

· language barriers

· culturally inappropriate services

· need coverage for vision and dental care

· lack of knowledge regarding available services

· they do not have immediate access 

· often employed in casual, part-time, unstable jobs without flexibility and without possibility of taking time off to visit the doctor etc 

Possible strategies to tackle these issues:

· having immediate access to health care for immigrants once they fist arrive in Canada 

· financing and maintaining community organizations for new immigrants – e.g., for literacy, translation services, social support, access to resources....helping to get people started once they first arrive. Provide newcomers with guidance and information on life in Canada

· educating HCPs with regards to culturally competent care – knowledge of cultural specificities, being able to speak their languages 

· changing policies so the education and work experience of immigrants may be acknowledged more appropriately in Canada

· policies to increase access to social support

· Designated social workers to provide assistance for families, such as bringing them to clinics and figuring out which immunizations children will need. 

· Ensure that immigrants will move to cities where they can access similar cultural groups and services (but will also be integrated with larger community/culture)

· helping them to get driver's licences 

· access to peer support, programs geared toward supporting new immigrants 

· a program like Sage Youth – mentorship, literacy for new immigrant children and youths to help them with Canadian school system, language barriers etc 

· Intercultural approach: can be used in education, health care, and society in general. It acknowledges and accepts the presence of two or more persons in the presence of one another, and accepts that each one of those persons has their own culture. 

· Acknowledge and accept that both HCP and the patient have their own cultural norms and values; and these norms and values will impact the way the HC professional will deliver services, the worldviews of the HCP, the HCPs perceptions of health, disease, and illness; and they will also impact the patient's worldviews and perceptions of illness and health and disease etc. 

· e.g., for a Canadian nurse, optimal health may imply individualism and adopting certain lifesyle bahviours in order to be in good health. For an immigrant, the needs and well-being of the collective and the community might come before the needs of the individual. This difference in values and norms should be acknowledged and accepted to integrate an intercultural approach.

· e.g., NA nutritionist and a patient from an ethnic minority. The nutritionist tells the patient to meditate while eating, take her time, and look at the colors and smells of the food...this perplexes the patient. Why? For some people food is not an experience it is a necessity; Also, meditating is not cultural practice everywhere; in some cutltures, eating is only meaningful because it is a ritual done within a group – so eating alone will seem odd. The nutritionist must acknowledge this advice is not appropriate for all patients. This would create a barrier and the message will no go through. 

Strategies to integrate an intercultural approach in HC:

· health care services must be adapted to the needs and requirements of the immigrant patients

· respecting and accepting the values, norms, and beliefs of the patient – including religious views and worldviews

· e.g., accepting a Jehova's witness who refuses blood transfusion – values of prolonging life above all else not in line with all cultural values of health 

· avoid reproducing cultural stereotypes (e.g., making insensitive jokes – implicit racism)

· not applying a one-size-fits-all approach 

· must adapt an intervention or HC service to the specificities of each culture and ethnic minority group – ethnic minorities come from very different backgrounds so we cannot group them all together – each and every minority and individual must be considered 

· ethics – importance of finding a balance between acceptance of certain cultural norms and practices, and the refusal of certain practices that may offend human rights or basic principles of ethics 

· is it your values or does it go against human rights or medical ethics? e.g., FGM

Three steps to intercultural approach:

1. Cultural de-centration – putting aside one's own preconceptions, ideas, and values in order to explore those of the other person. Trying to understand where the other person is coming from. Ask yourself - Why is this request offending me? Which value in me is it offending? Do not try to discuss a certain treatment yet. You are exploring – trying to get information from the patient about his/her values and beliefs.

2. Understanding one another – attempting to understand the other person's culture and point of view; listening to them; being sensitive to what is being said

3. Negotiation – engage in a dialogue to reach a solution that might work for both parties. The goal is to reach common ground or compromise. 

*not every situation will lead to a solution – e.g., if crossing legal, ethical lines

Video – Worlds Apart

· story of Justine – hole in her heart and needing surgical repair; family's belief system that any kind of mark on the body when you die, including surgical scar, will scar them into the next life; mutilating; MD said it would shorten her life and they felt it was better to live a short life than to be mutilated and scarred. Family wanting to try traditional healing.

· Story of Mohammed – had surgery to remove stomach cancer, his docs then recommended chemo and he refused. Does not think chemo will help him because its not a cure and will make him sick. Belief that his day has been chosen for him and it cannot be changed (religious belief). Not wanting to have a “pump” but would accept pills or injections – not well interpreted or translated; language barrier 

· need cultural mediator – bridges official translator and family/friend translator – there are emotions with family and friends, but official translators might be intimidating and the patient may not divulge all information...so a cultural mediator would bridge these two problems.

· Fatalism – belief that our death is planned for us – is not absolute, it can be negotiated and physicians need to know this. 

· Must center approach on the patient and the family, the community as well

· must ask questions and try to understand, then work together for the best of the patient

Cultural stereotypes

· main tools used to dominate minorities

· simplistic ideas and generalizations that are repeated without justification

· another form of colonialism

· Queen Rania of Jordan video – discussing truths and stereotypes re Arab women

· women do not have equal rights to men yet, this is true

· but cannot assume all Arab women are oppressed or subjugated

· women outnumber men in many Arab universities

· not the only women who are abused – happens to 1 in 3 women worldwide

· honour crimes exist – about 20 each year – it is being challenged and is not accepted by all in that culture

· not all Muslims are Arab and not all Arabs are Muslim – Muslims can be African, Indonesian (most are from there), Lebanese 

Images – *might be a similar activity on exam. May need to deconstruct or suggest an argument.

· deconstruct image #1 white woman in bikini vs Arab woman only showing eyes – main theme:

· patriarchy exists no matter what your background is – covering yourself does not make you more oppressed or subjugated than not covering yourself 

· image #2: a woman who is not covered will get all the attention, woman who is covered is avoiding such male attention; seems more harmful to be uncovered – lollypop getting eaten by flies. Blaming the victim – blaming the woman for the harm inflicted on her. Relates to blaming women for being raped (dressing a certain way) or for negative attention from men. 

Clip of SATC part 2:

· white women have male servants

· Samantha told to cover up out of respect

· veil across the mouth freaks me out – like they don't want them to have a voice

· watching woman with veil eat fries, making jokes
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Final exam is out of 40 marks (worth 40%) 20 fill in blank, 10 short answer, 4-5 case studies

SATC2 Clip:

· women's bodies and sexuality – controlled by men

· Middle East portrayed as homogenous and backward and exotic ways – so different than what they are used to

· glamorized NYC, American fashion, books

· notion of American illness – menopause 

· Us and them – divide between Arab women and Western women

· Arab men – controlling, rigid; aggressive; especially in terms of female sexuality and sex (Samantha) or portrayed as passive (servants) – no middle ground

· also tried to show the women had similar interests – for instance love of fashion

· women were happy the men were angry about Samantha's outburst – make it seem like women don't respect the men and their values 

· men pulling over cabs because Carrie showed her leg when they had the robe and headdress on – sex starved men?

· Shallow representation of Arabic women

· consistent themes and patterns:

· construction of Middle East as an exotic place – constructed in terms of Aladdin and Jasmine representation – so new different, exotic; they are in exotic outfits that people in Abu Dabi don't even wear 

· construction of Middle East as backward and outdated – impressed because of Pringles in Arab place; karaoke bar – dancing in a different way and singing with an accent; 

· constructed as homogenous – see one language; one form of dance; one welcome food (dates) – there are cultural and social differences in the 20+ countries in the ME

· thought of headdress as being oppressive - “like they don't want them to have a voice” - observed her and talked about her, like animal in a zoo, without even approaching her or asking her about it; as if they have never seen an Arab woman with a veil in the US

· disrespect in the culture in which they are a guest – Samantha specifically

· Us vs them – western women so liberated in terms of sexuality, vs Arabic women are so conservative and restricted

· misrepresentations of Arab men – passive or aggressive; driver or server; do not show the differences or complexities among Arab men; no attraction or interaction with the women and Arab men – divide 

· Arab women in American fashion under their robes, reading western books, know of western health issues like menopause – only then did we see a bond or interaction among American and Arab women – because Arab women following standards that the west has set for them

Related theoretical concepts

· New racism

· cultural differences are appreciated, valued and celebrated

· it is ok to be different and from a different culture, but we will still discriminate against you

· differences are based on culture 

· culture is the reason for differences among groups

· culture of minority group vs culture of the dominant group; we cannot reconcile these differences but it is still appreciated

· it is a softer kind of racism; it is more implicit than racism

· Celebrates diversity and cultural differences but there is still a divide of us and them, with us being superior 

· Orientalism 

· term coined by Edward Said

· 1) the study of the orient or the east 

· 2) a way of thinking about the differences between the east and the west

· 2) as a discourse – an imperialist, racist, ethnocentric discourse about the east 

· East is constructed as barbaric, backward and uncivilized; the west is constructed as civilized, advanced, and moral. 

· The east is created by the west to define itself, and to justify domination of the east by the west

· the relationship between the east and the west is a relationship of domination, authority and hegemony (one society dominates the other in which the dominated group consents to it)

· Islamophobia

· fear and prejudice against Islamic people based on preconceived notions of the way that they live

· based on ethnicity and religion (Muslim; Islam religion)

· based on many assumptions – racial, ethnic, and religious

· as a result, men are constructed as evil, aggressive, and violent, and as terrorists; women are represented as docile, outdated, backward, oppressed by men, silenced by men, and controlled. 

· Stereotypes

· Bhabha

· she talks about stereotypes and suggests that they are one of the main tools of the colonial and neo-colonial discourses that aim to dominate the minority group

· the stereotype is a form of knowledge that is anxiously repeated – this means that stereotypes are essentialist ideas about certain cultural minorities and are simplistically repeated and perpetuated without any form of justification 

· examples: the over-sexuality of Black men; the duplicity (hypocrisy; two faces) of Asians

· there is a need to go beyond these stereotypes (positive or negative images) to understand how individuals from minority groups construct their identities and subjectivities within dominant discourses that are neo-colonial/ that perpetuate stereotypes/ that are racist

· Third world woman

· Shandra Mohanty – she critiques western feminism and western feminist discourse that constructs third world women in a homogenous and degrading way. 

· The aim is to dominate and colonize these women

· they are represented as inferior, dependent on men, subordinate to men 

· she says colonialism should be understood in discursive terms – it could be related to discourses that construct what a third world woman is, or what a certain culture is

· in comparison to western women, who are represented as independent, liberated, in control over their lives, the third world woman is represented as illiterate, financially dependent on men, religious fanatic, poor etc...

What are the impacts of such representations of third world women on their health?

· They internalize and become what we tell them they are 

· health impacts of internalization, racism and discrimination....

· feeling victimized 

· stress, depression – MH issues

· trying to appropriate western norms of health and beauty

· medicalization – spread to women of minority cultures 

· access to care/ less likely to seek attention from male doctors/specialists 

Feminist positions toward the veil

· feminists are divided with regard to this

· Against

· seen as oppression and silenced

· why do men not have to veil? 

· symbol of subjugation

· sexist

· divides muslim women (those who wear vs those who don't)

· stigmatizing 

· For:

· important for personal and culture identity; cultural acceptance; cultural integration; social meaning because of it's cultural significance 

· some women find it empowering – given respect from men; people interested in her as a person rather than a sexual being 

· escaping the male gaze; avoiding men's attention 

· religious conviction 

· appreciation of choice and diversity 

Mental Health 

· 17th, 18th and first part of 19th century – differences in MH

· policy of confinement was widely applied – emerged mainly in the 17th century

· some authors say era of confinement in asylums exploded in mid-18th century (1750) with establishment of general hospitals where poor, homosexuals, rebellions, and “crazy” people were housed

· mental illness was highly stigmatized at this time; thought to have disease of the soul – evil spirit

· held in cages, not given food or clothing, treated very poorly

· William Batti – president of Royal College of Physicians in 1764 – spread the idea that asylums could cure those with mental illness

· according to Michel Fucault this act of confinement is very social in nature and is far from being medical or having medical purpose; instead the aim of confinement was to take these people out of society to protect the rest of society and to stop them from reproducing – the goal was to establish social control 

· MH of women during this period

· hysteria and the wandering womb – 1850

· hysteria (or mental illness) associated with certain female events such as menstruation, pregnancy and menopause – wandering uterus is cause of their hysteria 

· women considered pathological because the womb sucks their energy 

· during sexual relations women did not release as much fluid as men, so this build up of fluid could be causing mental illness 

· treatments for hysteria

· social isolation, fatty food, no reading, no social interaction whatsoever to avoid more hysteria

· daily pelvic massages until women reached hysterical paroxysm (orgasm) – became tiring so physicians created vibrator 

· remove uterus, clitoris

· constructed as the weaker gender, emotionally fragile, susceptible and prone to mental illness 

· Other mental illnesses

· prostitutes

· lesbians

· women who talked to me more than current norm

· anorexics

· anorexia recognized as mental illness in 1893; women who became anorexic at that time became so consciously and had a goal to be feminine – confirm their femininity and conform to role of passive woman; it was also seen as a sign of status at that time – they did not have to do physical labour and could afford not to eat. Treatment = feeding women in asylums 

· overstimulated genitals or nymphomania – women seen as too flirtatious, had illegal children, caught masturbating were seen as nymphomanic and needing treatment; had uncontrollable desire for sex; treatment = mutilation or excision, douches over head and breasts, separation from men 

· lesbians – threat to male domination; absence of interaction with men would cause anemia, instability and fatigue; so treatment = forced intercourse (rape) with other men and/or male relatives; forced to marry men 

When did this start changing?

· Change started slowly after 1850 (later 19th century)

· mental illness now seen as a disease rather than caused by evil spirits

· patients started to be fed, clothed and removed from cages and chains

· scientific developments started flourishing 

· psychotherapy developed in late 19th century 

· physicians called alienists 

· psychiatry was seen as a science based on biological understanding of mental diseases, yet treatments included drowning patients, blood letting, etc to drain toxins from body

· the term anti-psychiatry emerged – associated with de-institutionalization – to denounce of refuse the detention of individuals in asylums 

· David Cooper's book brought anti-psychiatry term and made it popular

· 3 main movements contributed to anti-psychiatry and de-institutionalization 

· patients themselves refusing the violence exercised against them 

· actions of psychiatrists around the world, also denouncing the violence

· work of certain sociologists, especially after publication of The History of Madness in the classical age and the work of Goffman (The Asylum)

· Michel Fucault – there can be no cure for mental illness outside of the sociopolitical system that led to mental illness; we must understand the social, political, and cultural contexts that led to mental illness 

· then came de-institutionalization – not locking mentally ill people in hospitals or asylums

· Three stages of de-institutionalization:

· The movement started in 1950s in Quebec

· 1960 – first stage - Change especially seen around 1960 when hospitals became managed by the state instead of religious authorities 

· 1975 – second stage – mental illness started to be treated as any other illness; but still treated in hospitals and medical clinics; duration in hospitals declined and no longer locked up

· 1989 – third stage – establishment of community based treatment centers 

Depression

· most common – extremely high rates of depression and overprescription of antidepressants 

· GPs prescribe antidepressants too often 

· how effective are the meds?

· Why do women experience more depression than men?

· Men don't seek medical help as much as women – cope with alcohol or aggression 

· women socialized to seek medical help 

· why might women actually experience more depression?

· Gender role & internalize pressures; trying to live up to high standards 

· women experience more frequent hormone changes – monthly

· gender based violence higher in women

· higher childhood sexual violence

· SDOH – poor, less educated, gender roles, 

· hormonal imbalances

· direct and indirect discrimination 

· FGM , honour crimes, domestic violence

· objectification and sexualization 

· over diagnosis of depression among women and overprescription of meds – women more often in contact with MDs, women socialized to seek help, portrayed as emotionally weaker (not much has changed!) 

· even if women and men present with similar symptoms, women are diagnosed as depression and men are not 

· women still represented as weaker gender in the face of daily life stressors 

· meds advertised to consumers – patients see MD and seek the drug 
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Medicalization

· taking a natural event and portraying it as a medical problem that requires medical intervention

· normal portrayed as pathological 

· disease mongering – treatment or intervention is there before the issue; the issue is portrayed as a health problem in order to increase sale of a product or medical intervention (e.g., vaccine, surgery that already exist)

· According to Lamarre et al medicalization emerged in the 18th century. Two conditions facilitated this phenomenon:

· development of insurance companies 

· professional advancement of medicine and medical procedures 

· medicalization transforms people into patients 

· medicalization creates new markets for certain drugs, speciality clinics, biomedical interventions, new drugs, new books

· medicalization promotes medical monitoring (expensive)

· the main feminist position of medicalization is that it may be causing more harm than good to women, that it is putting women and their bodies under the control and scrutiny of medical professionals, that it deflects women's attention from important and unjust social positions 

Menopause

· Menopause and HRT are good examples of medicalization and disease mongering

· menopause – period after the last episode of menstruation; 12 months without menstruation 

· symptoms of menopause:

· hot flashes and night sweats

· insomnia

· irritability

· depression

· weight gain

· loss of sexual drive

· vaginal dryness

· sweating 

· anxiety

· crying

· hypersensitivity 

· HRT - as a result of symptoms, medical control, and medicalization – was developed around 1942

· many types of HRT – some contain both hormones, some only one or the other – providing women with the hormones that decrease during this period 

· since HRT was introduced into the market, physicians started prescribing and recommended HRT to women who reported such symptoms but also as a means of prevention of heart disease and osteoporosis

· physicians promoted HRT as a huge solution for the emotional and physical symptoms; they promised women that depression would disappear, signs of ageing would reduce, they would regain sexual libidos etc...

· shift – several studies have shown that use of HRT in short term may be useful to relieve extreme symptoms such as extreme hot flashes, suicidal thoughts and intense insomnia; however HRT for more than 5 years (long term) in healthy women without severe symptoms has been found to be problematic

· two important studies prove this:

· Women's Health Initiative Study: Started in 2001 - it was stopped in 2002 because the preliminary results showed enough data; they showed that the risks of prolonged HRT are significantly higher than the benefits – women taking HRT longer than 5 years were more likely to get breast cancer, have stroke, CVD, and blood clots in legs and lungs

· 25% breast cancer, 40% stroke, and 200% blood clots and CVD more of a chance

· may also slightly increase the chance of ovarian cancer 

· Million Woman Study: between 1996 and 2007; involved more than 1 million women from the UK, aged 50+; focused on many health issues in women (e.g., child birth, OCPs), but one of the main objectives was to look at the effects of HRT. Results showed that women currently using HRT are more likely to develop breast cancer than those who are not using HRT. The risk for breast cancer was double – twice more likely to develop. Also showed slight increase in the risk for ovarian cancer. 

· Difference from other study findings: past users of HRT are not at increased risk of breast and ovarian cancer – the hormones don't necessarily accumulate; you are not necessarily prone or more at risk; but if you are currently using HRT then you are at risk of developing them in the short term (at-risk when using it). 

· Also, the negative impacts are greater for the combined HRT (estrogen + progestin) compared to that with estrogen only. 

· HRT can help with hot flashes and night sweats, as well as osteoporosis

· currently the protocol is to give HRT when symptoms are extreme and intense, rather than giving it to every women expressing symptoms 

Why are menopause and HRT examples of medicalization and disease mongering?

· Menopause is a natural event that women (with a uterus) go through – natural event, decline in hormones and ovarian function; cessation of menses – these are natural events that women go through --> have become medical problems needing intervention like HRT

· women being told by health professionals that they need HRT – so is it really a choice?

· What about the side effects caused by the treatments? 

· Menopause is socially constructed, varies across cultures 

· e.g., in Arabic menopause means the “age of severe depression” - so what does this discourse tell women?

· e.g., Asian women report lower symptoms/less complaints related to symptoms

· socially constructed by society, medical institutions and pharmaceuticals – produce dominant discourses 

Discourses surrounding menopause

· *discourse was introduced by Fucault – groups of ideas, thoughts, and practices that are perpetuated in society about a certain topic; these discourses work to control us and tell us what to do, what to think, and how to act/react 

· e.g., dominant discourse of marriage – heterosexual, monogamy, supposed to get married and settle down --> society's pressure to get married and have a family

· alternative – polygamy, common law relationships, being single and not having children

· There are 3 dominant discourses of menopause:

1) Menopause is a medical problem with medical solutions

2) Menopause is a medical problem with natural solutions (healthy eating, exercise, herbs) 

*still portrays it as a medical problem; disease mongering of CAM therapies; medicalization still there 

3) Feminist critique of the dominant representation of menopause 

· the two first discourses assume menopause is a medical issue and it is something women do not want and is not valued in society; construct women as desexualized, older, less fertile and valued. 

· The third discourse perpetuates ideas that are against these stereotypes and the medicalization of menopause; it offers new and alternative ways of thinking and speaking about menopause. May construct menopause as a new and positive phase in a woman's life – see as an opportunity for self development and self actualization  

· in some studies, women seen it as a natural event in their lives; see it as valuable

SDOH and menopause

· How do the SDOH come into play?

· income/SES, culture, education 

· Low SES – cannot afford CAM therapies, nutrition, access to resources

· Low SES – increased stress can exacerbate the symptoms of menopause

· Location – access to medical professionals

· Location or culture – dominant discourses; cultural context; impacts how this event is constructed; impacts whether or not you are exposed to the dominant discourses and how you will experience menopause

· Social support and social networks to exchange information and experiences if needed – do all women have access to these?

· Education – women with more knowledge and education may understand risks of HRT, may understand menopause is natural event, may have knowledge of alternative therapies compared to less educated women

Women in medicine/HC system 

· women underrepresented in CVD research, even though they make up more than 50% of CVD patients

· SES + race and barriers to accessing HC system

· lack of women involvement in policy making

· women largest % of caregivers and nurses (caregiving role) – women are very present in the HC system 

· SDOH – location – lack of time women have to seek HC services; distance; lack of money for transportation

· power relations – HCP men and women patients

· physicians – professions for men; nurses – professions for women 

Solutions and Alternatives – Feminist Medicine, Psychotherapy

· Feminist psychotherapy is a recent approach, emerged in 1970s. It is a practice informed by feminist philosophy. One of the goals is to improve a woman's mental and physical state of health; also the cooperation between the HCP and the client in order to work toward solutions that will advance feminist resistance, and produce social change, and transform structures

· Feminist HCPs adopt several beliefs and assumptions:

· the personal is political – this suggests that personal issues or problems that clients live with are often tied to larger political and social climates in which the clients live. As a result, such professionals use a different language, a language that reflects such a belief. For example, instead of saying “pathology” they may say “problems of living” 

· physical and mental symptoms are methods of coping with and surviving in oppressive circumstances. As such, feminist HCPs are ready to listen to individuals experiences of discrimination, sexism, homophobia, racism. They also suggest that the problems of living experience by the clients are reactions to oppression. Women who experience discrimination do report may anxiety, depression, and other mental symptoms. 

· Feminist medicine is based on a number of principles:

· HCPs values --> feminist HCPs accept and acknowledge that they cannot practice value free medicine or therapy. They engage continuously in an examination of their biases, positions and values. They make sure to not impose their positions, values, and solutions on the client. 

· Client's competency – the feminist HCP believes that the client is the expert of her own experiences. The feminist HCP will encourage the client to discuss ideas, get informed about treatments or conditions, to agree to disagree, and to discuss options. 

· Egalitarian relationships – the feminist HCP understands that a health seeking situation makes it impossible for the client to experience full equality (power differential does exist). However, the HCP would try to diffuse power relations by empowering the client, deconstructing medical authority, valuing the client as a partner, valuing ideas of others etc.

· Importance of valuing diversity – the feminist HCPs acknowledge that the client has multiple identities and that these identities are associated with diverse social relations, located to social class, culture, ability, sexual orientation etc.  Learning about other cultures and individuals is important for acceptance and understanding of diversity.

Solutions (related to the whole course)

· Access needs to be increased – whether knowledge, location, transportation

· include women in policy making

· awareness raising 

· make research more accessible and user friendly – knowledge translation – more accessible to various audiences

· evaluate our own attitudes; introspection 

· educate medical professionals about what gender means, variations of gender, fluidity of gender – to provide services in a gender sensitive manner

· sex education in schools ** education and training for teachers re gender and sexual identities and orientation; move away from heteronormative; more inclusive 

· speaking out against discrimination 

· teach younger people in school to be more critical of media and portrayals of women

· increase accessibility and decrease barriers to those with disabilities – change the environment rather than asking the person to change 

· dare to be different and resist the dominant discourse 

· medicalization --> educate people of natural events and not necessarily pathological – let people know medicalization is happening; have conversations; awareness

· de-medicalization = deconstruct the representation of these natural events as being medical and pathological

· more job opportunities for immigrants with appropriate training and education 

· ***consider the SDOH – develop and design health programs and interventions on the basis of the SDOH; If we want to reach equity and health justice then you must develop interventions based on the SDOH; change structures of society, change the root causes of oppression and health issues --> poverty, low SES, low social support, discrimination, little access to HC services that are culturally relevant. Programs that empower women, and encourage involvement and education. Bigger changes can be made on structural and policy levels. 


































