THE SEXUALIZED BODY OF THE CHILD: PARENTS AND THE POLITICS OF "VOLUNTARY" STERILIZATION OF PEOPLE LABELED INTELLECTUALLY DISABLED

· The sexuality of intellectually disabled individuals is monitored and certain aspects are sometimes imposed by a third party (i.e. their parents)
· Unlike ‘normal’ people, the sexuality of those with intellectual disabilities is monitored and regulated by outside interveners
· The children are seen through 3 different lenses:
· The perpetual child
· The normal adolescent or young adult
· The special adolescent or young child

The intellectually disabled will constantly be moving from the center to the fringes of collective life.
· “Special” activities are created according to norms, principles, rules, criteria, obligations, privileges, and rights that have been adapted to their capacities and needs
· For example, rules of certain sports may be changed in order for all participants in the group to be able to participate
· The intellectually disabled will constantly be moving from the center to the fringes of collective life 
· They are ‘normalized’ for certain events and aspects but at the same time they are pushed out of the collective to the outskirts because they are only ‘normalized’, not ‘normal’
· When parents of children with intellectual disabilities talk about the sexuality of their children, they change the pronouns from ‘he’ and ‘she’ to ‘they’
· This demonstrates the change when the intellectually disabled individual stops being part of the collective, and instead becomes one of the outsiders
· There is a creation of a “special sexuality”
· This coincides with the individuals label as a ‘special person’, the sexuality of the individual is adapted to fit within the boundaries of the larger societal norm but has been adapted to coordinate with their perceived ‘unfitness’

The three step process of the sterilization decision-making for parents:
· The parents’ personal evaluation of the morality and legitimacy of sterilization
· After parents conclude that other forms of contraception are not appropriate for their child, the struggle with the possibility and potential solution of sterilization
· While sterilization reinforces the label of ‘other’ upon the intellectually disabled individual, it also gives him or her the opportunity to have intercourse
· Converting the intellectually disabled child’s desire for a child to a desire for sterilization
· In trying to achieve this, parents use the persuasion techniques
· Applying to a bioethics committee for the completion of sterilization
· If the techniques are used, the majority outcome is that the intellectually disabled individual will ask for their personal sterilization in front of the committee and, should the committee see it fit, he or she will be sterilized
Persuasion techniques used by parents towards sterilization:
1. Syllogistic method – parents explain rationally to the child the responsibility of childrearing and the necessity for contraception to prevent unwanted pregnancies, mainly sterilization
2. Role playing – the parents demonstrate the difficulties of having a new born through role playing with dolls or raw eggs
3. Catastrophic rituals – the parents design rituals which demonstrate to their child that without the saving intervention of a ‘normal adult’, the situation could have had dire consequences
4. Apocalyptic narratives – the parents share the horrors and sufferings that can occur should the mentally disabled individual reproduce
· Parents of intellectually disabled children see their child as complete after they have been through the sterilization process; they see it as the ability for their child to partake in eroticism, conjugal love, and adulthood 
· In making the difficult decision to support and encourage an individual’s sterilization, the parents both normalize and de-normalize the person. After sterilization, the person is continued to be made different as they have undergone a procedure which removes an ability that they shared with the collective, sterilization continues to ‘other’ them; but at the same time, sterilization allows the person to participate in sexual intercourse safely, an ability that the collective has, therefore including the person in what is considered the ‘normal’.
Structural Social Work:
· Believing that a different kind of ‘normal’ is possible
· Envisioning this different ‘normal’ and working towards it

Structural Social Work with Queer and Trans People

Who are queer and trans people?
· Queer and trans are umbrella terms for those who do not fit into normative understandings of sexuality and gender
· Heteronormativity describes how dominant discourses say people’s sexuality, gender, and relationships ‘should’ be

The Pillars of Heteronormativity 
	Sex
	Male
	Female

	Gender
	Boy / man
	Girl / woman

	Gender Expression
	Masculine
	Feminine

	Romantic and Sexual Orientation
	Romantically and sexually attracted to women
	Romantically and sexually attracted to men

	Relationship Type
	Monogamous marriage to a woman
	Monogamous marriage to a man




· Many people deviate from these pillars in one or more ways. 
· For example, a person labelled as male may identify as a woman, present as masculine, be attracted to women, and have a monogamous marriage to a woman. 
· Many people fall outside of what the pillars suggest is possible.
·  For example, some people are intersex rather than male or female. Some people are genderqueer or two-spirit or gender fluid or agender or in some other way not men or women. Some people present as androgynous rather than masculine or feminine, and some people’s gender expression changes all the time. Some people are attracted to more than one gender (not just to men, or just to women, or just to any other gender). Some people aren’t romantic and/or aren’t sexual. Some people don’t get married and some people aren’t monogamous. 








What are some challenges that queer and trans people face?

	Structure
	Definition 
	Examples

	Trans-misogyny 
	The marginalization of people who have a trans history and identify as women and/or present as feminine.

“Trans-misogyny is steeped in the assumption that femaleness and femininity are inferior to, and exist primarily for the benefit of, maleness and masculinity.” (Serano)
	Hollywood movies tend to portray trans-feminine people as fraudulent, untrustworthy, dangerous, and/or pathological.

“The majority of violence committed against gender-variant individuals targets individuals on the trans female/feminine spectrum” (Serano)

	Transphobia and Cissexism 
	Transphobia: Fear and/or hatred of trans people. 

Cissexism: The idea that being cis (not being trans) is normal, natural, and right, while being trans is abnormal, unnatural, and wrong. 
	Often, there are only washrooms available for men and women (not people who identify as neither), and, regardless of gender identity, there can be violent consequences for those determined to be in the ‘wrong’ washroom. 

When accessing public services, the gender identity of a trans person may not be respected. Their chosen name and pronoun may not be used. 

	Queerphobia and Heterosexism
	Queerphobia: Fear and/or hatred of queer people. 

Heterosexism: The idea that being heterosexual is normal, natural, and right, while being queer is abnormal, unnatural, and wrong. 
	Queer youth are often harassed and assaulted at school and are sometimes kicked out of home by their families. 



· When these structures play out in institutions and intersect with other structures the results can include:
· 
· Criminalization (idea that queer is a crime)
· Erasure (practice that queer doesn’t exist) 
· Discrimination ( not getting a job/apt)
· Violence, harassment, and sexual assault

· It is important to remember that queer and trans communities are not all one big happy family. While they can do amazing work and provide a lot of support, they are not always inclusive, and oppression can operate within them just as it does outside of them



How can we use structural social work in our work with queer and trans people?

Defence
· Stay informed about resources offered 
· Advocate for the services/ access they need and treatment (e.g. correct name and pronouns; and sexual practices be respected)

Materialization
· Recognize how employment and housing discrimination, dealing with the mental health effects of oppression, and the ways in which various oppressions intersect can lead to the material needs of queer and trans people not being met
· Try to keep costs low/free/affordable, provide food and bus tickets, and meet clients in convenient locations 

Collectivization
· Acknowledge shared experiences
· Offer clients referrals to queer and trans specific drop-ins, support groups, programs/services, and activist groups Not all queer/trans people are interested in queer/trans specific services or activism and communities 

Increasing client power in the worker-client relationship
· Be clear about your knowledge level 
· Affirm the client’s chosen ways of describing their life, relationships, and identities
· Use the correct name and pronouns
· Don’t assume that all the client’s problems are related to them being queer/trans

Enhancing client power through personal change
· Help clients develop coping/resistance strategies to deal with oppression
· Help clients work through internalized oppression
· Help change harmful behaviors / thoughts 
· Help clients make sense of their identities and experiences

Political change 
· Join or act in solidarity with movements (e.g. anti-poverty, migration, sex work, etc.)
· Centre marginalized voices 
· If you’re starting a new initiative, build partnerships from the beginning 
· If you’re currently involved in an initiative that does not have a strong queer and trans presence:
· Reach out to queer and trans organizations to consult about how you can change:
· Learn about barriers your initiative might have that make it inaccessible or unsafe
· Get training to better understand issues
· Take responsibility for making change in your organization
· Don’t tokenize people  (generalize because of 1 person) 

Grassroots Youth Collaborative
· Utilization of structural social work practice:
· To mobilize youth and member agencies to enlighten stakeholders, funders, and governments to the realities of marginalized youth living in communities across Toronto.
· Innovative model of funding for the youth sector
· Massive cuts to social services in the 1990s by the provincial government
· Services to marginalized youth are not recognized anymore as a priority
· Increase in gun violence in 2004-2005
· 6 criteria for admission:
1) Be a not-for-profit organization based in the City of Toronto
2) Primarily serve youth and be youth driven. 13-29 years old must account for 50% of volunteers and staff.
3) Youth should be significantly represented on the board
4) Annual operating budget below $300,000
5) Be community-based
6) Be committed to anti-oppression and anti-racism practices
· Election of a volunteer Chair (GYC’s coordinator)
· Decision-making through consensus (majority otherwise)
· Ultimate goal: Strategically support the larger youth-serving sector and youth organizing activities in Toronto.
· Objectives for the work:
· 1) Establish legitimacy of the youth-led grassroots doing front-line work with young people
· 2) Bringing awareness to the issues and challenges of marginalization and oppression by youth people of colour
· 3) Address challenges related to lack of core and consistent funding by youth-led groups
· 4) Build solidarity and increase the capacity of member agencies through the sharing of information and resources and the provision of mutual support.
Redefine “at-risk youth”: Not a human trait but a socially constructed environment in which some youth live. New definition: Youth who have not had equitable access to opportunities.
· Forum addressing youth violence
· Department of the federal government asked GYC to organize the forum
· 3 youth were hired
· Groups of youth from member agencies were hired to take care of various aspects of the forum (record the proceedings)
· Location: accessibility for community youth
· Youth participated in workshops and shared experiences
· Follow up report on the forum 
· Presented to high-level decision-makers from all three levels of government
· Community cultural center: youth, community members, community organizations, funders. (on the anniversary of a youth’s death).
Impact and Challenges
· Credibility with stakeholders (consultants)
· Influence of funding patterns in the youth sector
· Solidarity among member agencies
· Focus on 4 major areas:
1) Educating and awareness building
2) Resisting conventional perspectives and practices
3) Creating solidarity
4) Influencing funding patterns
· Non-pathological perspective of service users
· Social systemic change
· Individual problems linked to radicalized communities
· Multiple forms of oppression: racism, classism, ageism, immigration status
· “Skill of converting personal troubles of victimization in to the political issues of targeting and a lack of social infrastructure”.

YOUTH IN JAMAICA
Situation for youth
· The socio-economic realities of their families often result in a breakdown in the family unit.
·  This creates shifting households and in some cases leads youth to an involvement in illegal activities such as crime and violence, gang warfare, drugs and prostitution. 
· The families from which the majority of these youth emerge live below the poverty lines.
Crime
· Based on the recent crime statistics, youth accounts for 49% of all major crimes, with males representing 98% of those arrested.
· Homicidal violence is a leading social problem with – 77% by the gun. 
· It is male on male, youth on youth, poor on poor –sometimes reprisal killings.
Violence
· Female youth are vulnerable to sexual exploitation and adolescent pregnancy 
· 80% of students have witnessed violence by the age of 18 years
· 74% witnessed stabbing while 40% witnessed killing by the police 
Education	
· Educational institutions not fully equipped to identify and offer support for children with special needs. 
· Inadequate educational opportunities which leads to limited academic achievement. 
· This results in challenges in matriculating to tertiary level of education, which impacts the quality of the labour force.
Reproductive Health
· Inability to negotiate condom use – which lead to teenage pregnancy
· HIV and STI infections which sometimes goes untreated
· The unavailability and limited access to youth friendly reproductive health and other services
Unemployment
· In Jamaica, inner-city youths face major stigma and discrimination based on the communities in which they reside.
·  Young “unattached’ youths, meaning those not in school, unemployed and not participating in any training programs, comprise approximately 30% of the total youth population.
·  Unemployment rate amongst youth is 32%; the national unemployment rate is 11 %.
Unemployed youth
· The main reasons for this is a relatively young population (too many able-bodied, unskilled people and too few jobs) and a struggling economy- Jamaica’s debt is about three times its GDP- and a lack of skills training. 
· Jamaica’s young people do not get an adequate education, unless they are from a wealthy family, and the government does not have the funds to invest in and improve the education system. 

DIABILITIES PRESENTATION
· Impairment – Loss of bodily function
· Disability – Restriction caused by the impairment 
· [bookmark: _GoBack]Handicap – The limitations that keep the person from daily/standard activities/actions
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