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I have attempred to characterize the sense of agency permeating the interviews

while illustrating the standpoints of the women participants. In keeping with the literature
on women's agency, t1is section has focuses on women's position as self-determined beings
rather than over-socialized automatons. It illustrates an agentic standpoint as described by
Bakan (1966): is a strategy to reduce tension by taking control of and changing one's
environment. In this case, agency is expressed through the control and regulation of health
related behaviours, taking responsibility for health, and expressions of independence and
self-reliance. Subsequent sections in this chapter reveal the effects of interaction between

women operating at th.e margins of power, and power structures in society.

PERCEPTIONS OF GENDER INEQUALITY

There were enough expressions of various sentiments regarding women's location
in society to warrant this category. It becomes clear in some instances what influences
various women to take control of their own health, seek alternative treatments, and actively
research their health concerns. The viewpoints expressed here are important to developing
an understanding of women's health behaviours from their perspectives. Some embody the
accumulation of experience in a sexist world, others represent awareness of women's social
roles and the implications for health. This section emphasizes the extent to which the

women participants oppose aspects of our medical system. It underscores the significance
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of what it is to be femnale in a male-oriented system, and it illustrates how an agentic
standpoint exists alongside, and is produced by, the hegemonic or dominant ideology.

Four of the women made statements to the effect that women's health issues are
secondary to men's or that women do not receive the calibre of care that men do. Although
Marj considers her doctor one of the best, she maintains that this is not the norm and that,
in general, women do not receive equal health care:

I really don't think a lot of women get proper diagnosis. I really don't. I
think that women don't get the health care that men do. I've always felt that,
that they don't--doctors don't really listen to them. I just love my doctor
because he's always listened to me and I think that it's put a--you know they
just kind of pat you on the head and say, oh I'm getting older or something.

Kate: They will have a cure for prostate cancer long before they'll have one
for breast cancer.

[What makes: you say that?]

Because it's & men's world....It's a men's system.

Betty: I do think in women's health they have to look at more or do more
with some things that are a concern just to women. I think a lot of health
has been geared more to the general population: the male, the research and
everything else. And I think we could use more on the women's side. It's
always a male thing you hear about. But where is the same kind of money
into the research for say breast cancer or into the research for these other
things? You can't steal from the one because the other one is more
important to the so-called experts or male doctors, male researchers.

For Sarah, who has survived a heart attack and triple bypass surgery, treatment for
women's heart disease is seriously undermined by sexism:

[Why do you. say that women don't worry about heart disease?]

I think it's because they're not educated to it. I think heart disease is a man's

disease. You know, like if he has a heart attack, "Oh, my God, I can't go to
work." Or when you see a man go like this [clutches chest], everybody
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goes, "Oh my God, he's having a heart attack, someone call an ambulance."
You see a weman go like that and, "So?"

But there is a look, and there is a, it's a complaint about the way a woman
says, "T've got this..." You get a man in there who says, "I've got this..." and
before he car: get the words out of his mouth, he's up there [hospital].

In keeping with feminist critiques of medical care, several women felt that, too often,
women's complaints are not taken seriously or are treated as psychiatric problems:

Kate [before she was diagnosed with MS]: Then they sent me to a stomach
man, that it was a virus. And then they sent me to have my head scan thing
done. And thzn they sent me to all these different tests, and every time you
had a test, like in between you had to wait for two or three weeks before
you got to see this doctor. And in the meantime, they're telling you, "It's in
your head." At this point I said to [family physician], "If it's in my head, let's
get me to a psychiatrist and we'll get this dealt with." That appointment
happened REAL fast!

Marj: I think there are still so many old fashioned doctors that kind of pat
women on the head and say, "Oh, you can live through this."

Sarah [re: being given antacids and tranquilizers before her heart attack]:
...And I'm not arguing that. I'm not saying he should have known, you
know, right away what it was, but if I'd been a man, I'd have been having an
ECG and the whole business. But women don't. They get the tranquilizers
and the wholz bit first, and then if that doesn't work, they get an
ECG....They're a normal treatment for a woman, or for something that they
can't see exactly what it is at the moment, so their first avenue is
tranquilizers. But not for men.

Both Kate and Sarah mentioned the connection between sexism in medical practice
and the sexual division of labour in society. They understood that the value placed on paid
labourers plays out i1 terms of unequal treatment and that women's paid work is trivialized

and their unpaid work unacknowledged:
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Sarah: I think: with men it's their...work. Something will happen to their
work. But women...they only work for their entertainment, or so people
think.

Kate: This is the other thing with being on this disability pension...I will go

to the doctor and because it's like you're treated like a second class citizen,

type of thing, "Well, you're not working." [My husband] gets sick, he gets

instant care.. .But he's also the man, and all of a sudden, "Well, you're just--

you just stay at home, you don't have to do that much.”

Attitudes of doctors play a part in discouraging women from seeking medical care.
Sarah's experiences stem from her treatment for heart disease:

[What would have helped?]

The doctor tzlking to you like you were a human being and not just some

idiotic menopausal woman--well, I'm not meno--I'm past that--But that's

Jjust the feeling I get, it's just like, "You idiot! What do you want now? What

are you doing now?" And you think, "God, what did I do?"...

And yet, if he would think about it, I've never gone to the doctor for a cold.

I've never goae to the doctor for, you know...And then you think, "Oh well,

I'l change," but you know they're all like that.

And I think, 00, you get to feeling that you don't want to go. You know

you're being treated like that. And you think, "Oh, I've got something...Oh

well, I'll just...."

A hysterectoimy that was apparently unnecessary, based on the biopsy report after
the surgery, has shaped Betty's opinion. Additionally, the issue of medicalization is
apparent here. Betty could be seen as a victim, but never passive. Coercion, appeals to
authority, and control influenced her decision to consent to surgery. The devaluing of

women's reproductive parts once they are of no use to men is an issue in feminist critiques

of medicine, and is evident in this case:
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At that age tnat I was at, this doctor is looking at, "These are useless
organs, now. The old ovaries are going to shut down in the next few years
anyhow, and the uterus is of no use any more." They're looking at it as a
useless thing, It doesn't matter that you've still--they've cut you wide open,
and you know, and basically you're some time getting over it, what you can
and can't do. But those organs have become useless to them.

I don't think ] was given enough time to even think about the other and if I'd
had maybe a woman, or even a--not necessarily a doctor--just to say,
"Okay, we've got a woman that can talk to you about this," or...they don't
even tell you what you were in for, basically until after it's all over with.
Then they sav, "Oh, by the way, now you can't do this, this and this for this
long or high, and you shouldn't, you know, this." ...Like none of it is up
front, kind of thing. You don't really know what you're getting into,
basically. Like it's almost like, "Oh this is this patient, this woman that I've
got to deal with. She isn't going to be able to make a choice, she's not
educated enough in this or doesn't know enough about it." So they make the
choice for you in a way.

I mean, you yank the tonsils out and it doesn't seem to make any difference

really, but they don't do that as readily as they used to. They've become,

you know, they realize--we don't know these parts of the body, basically.

Plus every surgery is a risk. But they have to make the money some place,

too. I imagine hysterectomies pay pretty good.
Betty wishes she had taken more responsibility and not listened to the doctors who urged
her to have the surgery immediately. She regrets not having the time to make an informed
decision, but also recognizes that the surgeon was using his authority to pressure her into
consenting:

...these are all male doctors, every one of them I had was a male doctor. 1

think if I'd read up on it a little bit more I maybe would have delayed it and
said, "Lookit, I want to make sure."
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Feeling cheated out of her right to make an informed choice, even recognizing that her
decision may have been to go ahead with the surgery anyway, Betty was not to be cheated
out of the last word:

And I'm not a person to have people make choices for me...So I think I

always felt like, "Hey, if you just let me think about this for about a week..."

And I think I was a little scared enough to think, "No, I've got this growing

and I've gotta have this done and that's that." Then afterwards, when they

came back, "Well how were the tests?" "Oh fine, everything was fine."

Well, 1 said to the surgeon, "Well, then it was an unnecessary surgery,

wasn't it?" ...He did not appreciate that remark at all.

Encountering sexism in medical practice had the effect of discouraging some
women from seeking medical treatment, reinforcing self-reliance, and fostering distrust of
physicians. Individual experiences with mainstream medicine further shape women's
attitudes toward, and use of, primary care.

This category in particular allows us to glimpse these women’s counter
perspectives. It shows how women may embody standpoints that oppose the dominant
ideology by virtue of their position in an androcentric society. And it lends to our

understanding of why women might take control of their environment and attempt to

change it.
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CONFIDENCE IN DOCTORS AND MEDICINE

Women's experiences with doctors, medical knowledge, and treatments shapes their
attitudes toward, and trust in, allopathic medicine. But what constitutes a positive
experience from the patient's perspective may be altogether different than what doctors
expect their patients want. In organizing the "bibbits" of this category, I have attempted to
understand the positions of the women participants' on primary care.

In keeping with previous research, all of the women claimed to use a number of
sources for their health care information: television, newspaper, radio, magazines, Internet,
library, pharmacist, friends, family, and family physician. Information is valued. Some
women are suspicious of the extent to their doctors' knowledge:

Kate: ...and that's where I have gotten the majority of my information, not

from the doctor. And even on these tapes, they say doctors, they get what,

an hour and a half of training on nutrition, and that is not enough. It isn't at

all.

Betty: I don't know that a modern doctor, though, once they get through

their schooling and everything else, I don't think that a lot of them have time

to read up on all of this stuff. I think it's a lack of time to read.

From Annie's perspective, medical knowledge is temporal, and listening to one's body may
prove healthier in the long run. She has questioned whether erroneous medical advice
during her child bearing years has contributed to her osteoporosis.

Annie: | was pregnant at the time when, my goodness, you didn't dare gain

any more than 20 pounds--that's it--20 pounds. And the doctor just

preached and preached. I remember my doctor with [my first] saying, "Isn't
it unfair, Mother Nature has given you this wonderful appetite and we're



96

telling you not to eat." And after [my second] was born, I was overweight
by about 10 pounds and I never went to the doctor. He wasn’t going to say
to me, "See I told you, those are those 10 pounds I told you not to gain."
You know?...And now when I look back, I think that makes no sense. It
doesn't make any sense at all. You know, even at the time you think you're
doing the right thing [by following your doctor’s advice] and then later on
you find out vou've been doing exactly the opposite.

In medicine, knowledge or information is power. The cultural authority of physicians is
derived from his/her access to privileged information. Disseminating that information, then,
must be done with reservation in order to preserve power and control. In her research on
agency in health care;, Ryan (1994) claims that information is the most important
component of health care to the patient, that doctors typically withhold information,
disseminate informaiion selectively, and prefer passive, unquestioning patients who accept
their decision making. It is not surprising then, that most women expressed positive
opinions of doctors who readily answered questions and gave information and allowed
them to be part of the: decision making process.

Vi: Oh, he's Lelpful. He will answer my questions. And that's helpful.

Annie: Now mind you if I had a question he'd stop and answer it but 1

always found he's in and half way out the door. I'd say. "Just a minute,” you

know, and sort of come back. But I always felt I was sort of infringing on

his time. Whereas with her, she pulls the stool up, she has your file and she

sits down ancl, "Here, this is what this says and this is what this means. This

is here--" and any time I've gone to her, I'll bet she's spent a good half hour.

She's phoned me with test results, apologized for calling at meal time and
took the time to talk to me. I appreciate that.
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Interestingly, when Annie discusses medical treatment from her woman physician, she uses
the pronoun "we," indicating that she and her physician worked together to develop the
best course of treatment.

Conversely, when women feel that doctors don't give them the information they
need, they express negative sentiments:

Betty: They just, "Okay, one more case." That's all you are, one more case.

You're not an individual to them, basically....[H]e was headed out the door

when I basiczlly stopped him and said, "Hey, just a minute, I've got a few

questions I want to ask.” And it was almost like [makes surprised face},

"You're what”!" By his facial expression, it's just like, well they just don't

have the time for you or just don't take the time for you. So, I think,

ah....they hav: to stop and look at the individual person.

Kate: And you see, I'm used to the old doctors who you go to when you're

not feeling well, and the caring part? The caring part is all gone. The real

care is really missing. And you are meat, you are. So what, you die. You

know, who ceres. And it's so much, "Here's a pill, this will make you feel

better." I don't like that.
Like Kate, several women felt that primary care leans too heavily on drug cures because
they are fast and simple. Doctors are too busy to take the time to work through a problem
with a patient and develop a treatment plan that best suits their lifestyle. However, I did get
a sense from the participants that they feel that medical science is a very good thing when it
is needed or wanted, but that medications are prescribed unnecessarily for minor
complaints.

For the most part, what women wanted from their physicians was a reliable

diagnosis and information. Typically, the women researched their health problems on their

own but relied on their doctors for a diagnosis. A good diagnostician, like a good
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mechanic, is one who makes a reliable diagnosis, does not withhold information, and puts
the needs of the client first.

Jen: I can be really thankful that [family physician] found the cancer when
he did, years ago, and uh...I'm pretty lucky that he called me and told me
about it and the whole bit and, "Get in here so we can do some more tests,"”
and everything, and I'm lucky about that, you know, and I have confidence
in him...

Vi: Oh, I rely on him quite a bit. You know...now he's always ready to say,
"Whoa, get a specialist,” or like with this knee, I haven't been back to see
him since he prescribed . Well, I haven't been back to him. I'm
waiting to ge my cholesterol down, too, so he can do it all at the same time.

Sarah: There's a new internist up there and he looks about 7 years old. And

he said, "It's not your heart. We've done all the tests and blah blah blah.

And it's this, and the inflammation comes from here," and he drew a little

picture, "and this is how it happens," and you say, "Well why do you think-

-" and he'd say, "Well because the pressure on the thing and dada da..."

Fine. Good bve...It's not that you can't put up with the discomfort, it's just

you're terrified of what it is....But not, "It's not your heart. Here's a

tranquillizer, good bye."

Having the desired information empowers patients to make decisions about their
health. Some choose to follow the doctor's recommended treatment. Others research the
condition further and choose alternative therapies. Either way, the women participants in
this research, in keeping with findings by Ryan (1994), value information from their

doctors, and this aspe:ct of their primary care experiences influences their feelings toward

their doctors in general.
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SEEKING HEALTH INFORMATION

As already mentioned, the women in this research all actively seek health
information from a variety of sources: the media, books, pamphlets, various health care
practitioners, information seminars, lay people and family. Information affords patients the
ability to take control of health problems, thus ensuring that these problems will be
managed in what the patient considers to be a satisfactory manner.

In some cases, women use a doctor's diagnosis to self-diagnose later on, or to learn
how to regulate and control the illness:

Jen: It was just a routine thing. And he took my blood pressure and he says,

"Do you knovy your blood pressure's up?” "No." I know NOW when it's

up...I can tell it now because I get headaches, or....I don't use the salt shaker

at all. I try to stay night off it. Boy, I can really tell if something's really salty,

I just....not immediately, maybe the next day.

From her doctor's diagnosis, Jen learned to recognize the signs of high blood pressure so
she could control 1t with diet as well as medication. In a similar situation, Kate learned to
identify elevated blood pressure. She, in turn, learned to control it without medication.

A common th2me of this category is the incorporation of one's own and others'
experiences into causal explanations for iliness as well as management strategies. Women
learned about their bodies through various experiences and developed understandings of

their illnesses that were, as Blaxter (1983) states, perhaps different from medical

explanations, but "no less logically derived” (69).



100

Marj developed a system of work and rest at two hour intervals while learning to
cope with fibromyal gia:

I've been one of these people, I charge into the day and I just go til I drop.

But I can't dc that any more. That's what I found out with the fibromyalgia,

because the next day, I hardly can—the head is full of cotton wool and I'm

weepy and [ don't have any energy and every place hurts. I feel like I got hit
by a truck everywhere.

She connects the onset of fibromyalgia to an accident she sustained right before the first of

symptoms:

I'had a bad full just before this was diagnosed and had surgery on my
shoulder, anc! that's why it--that sometimes does start up fibromyalgia.

And she associates the exacerbation of symptoms and the onset of other problems with a
stressful life event: the loss of a granddaughter:

I seemed to start having some more problems at that time and they don't

know enough about it to know whether this sort of thing triggers....Stress

triggers a lot, I really believe. I had a big flare up of fibromyalgia after

that...But everything is balanced, now.
Jen made the connection between her ongoing digestive problems and the radiation
treatments she endured for cervical cancer some 30 years earlier by talking to other women
who had also undergone radiation for cancer in the lower abdominal region. Comparing
stories with three other women led all four to conclude that the radiation had hampered
their ability to digest specific foods.

I don't think they [the doctors] really knew. I don't think they really knew

about it because, like I was talking to a woman before--she had radiation,

too, and I was telling her about the things I couldn't eat and she says, "Well,

I had radiation, too, and I can't eat peanut butter and stuff like that." But
I've had it ever since they gave me the radiation.... And my girlfriend that I
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told you abcut in the beginning? She has the same thing. And she says,
"You know, when I eat different things--" and I said, "Peggy, I can name
off a few things that I--" and she said, "Well, that's what I have," she said,
"These things bother me." Like, she's still on the radiation. I said, "Well
Peggy, it's got to be the radiation that's doing it to you," you know, that's
making her sick that way. So she said she never even thought about
that....So that's three people that I've talked to and they've all had
radiation...

Her doctor eventually concurred with her self-diagnosis. By drawing on their own
experiences, and networking with others, the women were able to make sense of their
illnesses in ways that allowed them to control the symptoms and carry on with life.

The issue of trust appears to be a factor in women's health information seeking
behaviour. Several 'women made statements which indicate that they are not willing to
accept their doctors’ word without finding more information or getting a lay opinion.

Kate: Well, it's like...like they could give you a shot of cortisone...and it

might work and it might not. But then I opted out for that because I talked

to different ‘wvomen and they said, "No, they wouldn't work," it wouldn't

work. And then I talked to this one girl...and she had them [shoe

inserts]...ancl she said how she got the form things and that it did help.
Subsequently, Kate rejected medication and chose orthopaedic inserts.

Marj: I go to the library, I research everything. Before I take a pill I go to

the library, end half the time they don't have the newest books because if he

gives you a new drug, it isn't in it.

Annie: [re: her decision to take medication for bone loss] I have a friend

who has been in an osteoporosis study group through Women's College

Hospital in ""oronto. She said she was on this for a while at the beginning of
the group and she did have some increase in bone mass.
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Considering other sources of information assists the women to make decisions with which
they are comfortable.

Another common theme is what Blaxter (1983) found to be the second most
frequent explanation of 'cause’ after infection. Namely, heredity or family traits are
incorporated into women's understandings of illness. In Blaxter's (1983) study, this type of
explanation was "given much more weight than medical science would give it and was
applied to a very wide variety of diseases” (63). During the interviews, women made strong
connections between current health problems and family tendencies or heredity. In fact, in
most instances, as we discussed each health concern, the participants invariably mentioned
family.

Vi: Well, I got a phone call and it was the doctor and he said he wanted to
talk to me. And I thought, I bet it's cholesterol. So I must have had an idea
maybe because of my dad.

Jen [re: arthritis]: All I think is it's, you know, hereditary like. That's why I
got it.

Kate: I remeiber my mother had a heck of a time when she went through
her change, &énd of course you didn't talk about it then. But every day I
came home from school, she was crying. And I'm thinking, "Oh my God,
this is what I'm going through!”

[What makes you healthy?]
Betty: Probably genetics is a good part of it...

[Why do you think you had heart trouble so young?]

Sarah: I think it was--well, my family history, because it was my grandpa
and my grandmother, my other grandfather and my aunt, my
mother....Umn..I think it was smoking. I started to smoke when I was 16.
And I smoked, I wasn't just fooling around. I smoked at work all day in
those days, I smoked in the hospital when I had my heart attack....And I
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went on the birth control pill when it was first invented, I think, when the

dose was [real strong], and I stayed on that until, God, I don't know....But I

think it was the smoking and the birth control pill and a life of heavy stress.

Annie: I'm just glad to be alive because my parents--like, my mother was

dead at my age. My dad died at 59 and my brother at 43 and I'm just glad

to be alive and functioning.

Marj [re: cholesterol]: Definitely, I think it's an issue. I don't know why

somebody like me--slim with--it's my family history. I have a terrible family

history....1 eat very little fat. I'm a health nut as far as food goes, according

to my family. My husband weighs over 200 pounds; he's a big man. They

don't have heart trouble in his family, his cholesterol is fine. He eats bread

with butter ard ice cream. It's very annoying.
The inclination to understand illness through family lines is more continuous and less
individualistic than medical understandings of health. It exemplifies the emphasis patients
put on lay perspectivzs. Although, from a medical science perspective, heredity does have
implications for health, the key here, as Blaxter (1983) argues, is the emphasis put on
heredity as an explanation for health. The women participants tended to weigh family quite
heavily in their understandings of health. Along with the tendency to seek information and

not rely solely on medical advice, it is perhaps indicative of counter-hegemonic beliefs at

work.
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REJECTION OF MEDICAL TREATMENT

Aversions to prescription medication may be in keeping with women's general sense
of alienation from medical science, their need to independently manage their own health, as
well as the influence of lay perspectives, and the results of their own research. Also, many
women mentioned side effects of medication as reasons for avoiding it. There is a general
reluctance to take medications prescribed by a physician, yet a seeming affinity to remedies
that are perceived to enhance the body's own natural healing powers. Allopathic medicine
approaches illness fiom a 'search & destroy’ standpoint. Medication is designed to oppose
pathogens in the bocly and fight them instead of working with the body and reinforcing its
natural ability to fight the pathogen itself, which is the purpose of homeopathic and many
herbal remedies. Wcemen's aversion to allopathy and affinity to homeopathy was expressed
in terms of the rejection of prescription medications and the search for alternative
treatments:

Annie: I don": like taking a lot of medications. I've had prescriptions--picked
them up, brought them home, and gotten rid of them.

Marj: Well, I think you're always concerned if your cholesterol is high.
Especially if your family history has a lot of problems in it because it
certainly isn't a good thing to have. And then it just adds one more pill. I
hate them. Yet, I take vitamin B [laughs], ginseng, and garlic [laughs], but
those are....

Kate: Instead of going and asking for a prescription, I tend more to go to
something that's natural.
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Jen: I just tolc him I didn't want to go on pills. I didn't want to get onto

Valium or stuff like that, you know. I'm not one to take pills, I just--you

know, like I take one pill--vitamins--right now. I mean, if I had to, I would,

but...

Most of the women willingly take herbal medications and tonics recommended by
alternative health pra:titioners as well as friends. One possible explanation is the
incongruities between allopathy and traditional methods of healing used by women for
centuries. Folk cures tend to be homeopathic in nature, assisting the body to cure itself.
Perhaps the women l¢arned from their mothers how to manage minor ailments and, as a
result, find "natural" remedies more in keeping with this wisdom.

Many different ideas about prescription medications presented themselves in the
interviews. Terms lik2, "invasive" and "side effects” were used in conjunction with
"prescription medication.” Some women felt that pills are not a real cure, they merely mask
the symptoms and don't get at the real roots of the problem. Fruend and McGuire (1995)
contend that patients zenerally tend to view health more holistically than doctors, seeing the
social causes of ill health as important aspects of health care, and this could account for
these sentiments. There is also the notion that a prescription drug deals with the problem
for you, it does not help you to deal with the problem yourself. Furthermore, in many
instances, women saw taking pills as "giving in" to the disease. Taking medications is
associated with being unhealthy. This is hardly surprising since our health care system, with

its downstream, Band-Aid approach is really designed to cure illness, not to keep people

healthy. It is designed to be used when illness strikes, not during wellness. Even
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"preventative" strategies like mammography, Pap smears, and bone density testing are
designed to detect disease, not to prevent it. Managing medical conditions with natural
remedies and therapies instead of prescription drugs may mean the difference between
maintaining "wellness” and being "ill" from a subjective standpoint.

The decision to reject prescription medications and medical treatments is
determined by myriad factors. Trends in society toward natural remedies is most certainly
an influence, especially given that women actively seek out health information; natural
products are a booming business. The idea that alternative remedies are not as dangerous
as prescription drugs, in terms of side effects and addictive qualities, has women adopting
that, "it can't hurt" approach to trying different treatments. But apart from social trends and
media, women's agency and lay understandings of health--specifically women's
accumulated knowledge of their bodies--is an underemphasized component of the

decision-making process.

ALTERNATIVE THERAPIES

Information about health, experiences with physicians and medical treatments, ideas
about conventional approaches to health, and self-determination all influence women's
decisions to seek alternative therapies. For reasons mentioned in the previous section,

women seek alternative and natural treatments. Massage therapy, Shiatsu massage, Tai Chi,
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yoga, inspirational tapes, and herbal remedies were mentioned by the women. Most of the
interviews revealed 1olistic understandings of health which incorporated emotional,
spiritual, and mental facets with physical health. Some women felt that primary care deals
with only one small aspect of health: the physical. Alternative therapies are one way to fill
in the gaps.

Annie: I go to her once a month for Shiatsu massage...and um...part of that
I go for is um... because I don't experience human touch any more? And I

think that's important for your wellbeing...

Marj: 1 find that if I go to a massage therapist for the upper part of my
body, if I get into bad shape, that that really works.

Kate: ...like the oil of primrose, that helps. And...now I used to take Tai Chi
and they used to have a class down here in the afternoon and it did help...I
find that if it's really bothering me, that I will do it when I ahh...get up, like
I'll just do the basic warm up exercises and that'll help cope with it. But I
don't take--occasionally I'll take medication. I started taking a tonic that this
girl recommended and it--because I was having an awful time with my hips
last fall--and " take this tonic every morning...It's expensive, too, but it
seems to help. It's just this tonic that has all these vitamins and all this
natural stuff. [t's all natural.

Seeking altemnative therapies was closely linked, in the interviews, with information
secking behaviours and the rejection of medical treatments. Because of their agentic
standpoint, women fcrmulate their own ideas about health and health care, and choose a

course of action which best suits their needs.
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LOSS OF CONTROL

Every womar: mentioned fearing cancer. Initially, I named this category, "fear of
cancer,” until I found that a similar fear was expressed for other conditions of equal
gravity. Then it became a "fear of terminal illness." However, listening to the voices, I
began to hear someth:ng else. No one expressed a fear of dying, in fact, some women
claimed that they preferred to die suddenly rather than undergo cancer treatments. The fear
of cancer is more accurately directed at the treatment for cancer, not the disease itself, and
not dying. This makes sense because there was never any mention of fear of any of the
myriad chronic illnesses that women face--save for stroke, and that fear was directed at
losing control of one's body and mind. As long as they had enough information and were
able to manage and control their ailments, most women generally claimed to be healthy.
Cancer is different.

Annie: I have friends who have had the treatment, you know, the hair
loss...a mastectomy--the body mutilation is...I guess it's the mutilation.. just
the whole business of cancer I find repugnant. I just think it's such a
horrible, horrible disease and, although they are making headway according
to recent reports; we're doing a lot better than we did. But I guess if I had a
fear, although it seems as if heart disease is the disease in my family--that's
taken most of iny family, still cancer is the one that I--if I had a worry--is
the one that--if T have to go, I'd rather fall down tomorrow with a heart
attack than--...And it isn't even so much having the disease and the dying,
it's the horrible treatment, you know.

Cancer is one disease that most people take seriously enough to default to medical science

for treatment. There was no criticism of the way cancer is treated, denoting a general
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acceptance that this approach is the only way to deal with it. A diagnosis of cancer, then,
means that the patient effectively gives up control and management of the illness, puts
herself in the hands of her physician, and undergoes a treatment that many find more
horrifying than death.

Cancer itself is cell-division out of control. Fear of not knowing its form or degree
of severity, fear of not seeing it, and not feeling it as it grows inside are fears related to
being unable to manage something that is out of control.

Jen: I was afraid, you know. The first time I had it, I was really afraid

because I thought, "Oh, am I full of it?" or, you know, "Is it going to come

all over the place?" or, you know, "Is it going to come back after 30 years,”

eh?

Sarah: I don't know. It's just very scary, I think. And I think that,

unfortunately, I think of all the people, when they find breast cancer, it's

Latin for, "there's more."

The mysteriousness of the disease, according to Blaxter (1983), is partly responsible for the
terror. In her study of the concept of disease and causes, Blaxter (1983) remarked:

Cancer had replaced TB as the incurable disease, the disease to be dreaded,

the disease to be mentioned without any discussion of its cause. Cause was

unknown, anc speculation not only fruitless, on the whole, but also

uncomfortablz (67).

In this research, issues of agency and control are very much a part of the equation.
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COPING STRATECIES

I include this category in order to round out the findings and answer some
questions as to the consequences of approaching life from the standpoint that you are
ultimately responsible for your own health. It was Freud who claimed that one's sense of
responsibility is positively correlated to one's sense of guilt. During midlife, when most
chronic diseases begir to manifest themselves, how do women avoid feeling guilty over
every health problem “hey encounter? And how, in general, do women cope with the onset
of age-related'® ailments? This category developed as a repository for sentiments that
seemed out of alignment with what I perceived to be an agentic standpoint. Upon
organizing the data into themes abstracted from the substantive situation, I came to

understand them as coping strategies rather than contradictions.

Improving With Age

With maturity comes a certain wisdom about life that fosters a more accepting

outlook. Most of the women expressed increasing confidence during middle age, less

stress, fewer social pressures, a stronger sense of self, and a mellowed disposition.

' By “age-related,” I mean related to age in a social context. I do not mean to imply
that the body is naturally prone to things like osteoporosis or heart disease as it ages.
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Betty: You get to the point where you think, "Hey, if you don't like
it...tough!" You quit having to prove yourself to the rest of the world. I've
become a great deal more accepting about things.

Kate: Well, the self-confidence--yeah, I wish I had some back then. I must
have some now, otherwise I wouldn't feel this way and sort of accepting
things.

Jen: 1 think about 30 years ago when I was divorced and I was making

maybe $1.19/hr and supporting my daughter. And I made it. So, it doesn't

matter what I have to go through in the next few years, I know I can do it.

And I figure iI'T have to go through cancer--another operation on my face,

then I'll go through it and I'll get through it, you know?
For some, a sense of inner peace and more relaxed approach to life characterize middle
age. In general, these changes in outlook make women more resilient and better capable of
dealing with life's pitfalls.

Marj: I can reinember thinking when I was young and somebody

would lose their husband and I would think at that time, why would

they want to go on, you know?

Where, when you get older you would feel terrible, I don't have THAT

feeling any more. Because one of us probably--unless we both go down on

an airplane--one of us is going to go first. We've had so many friends that
have gone.

Taking Things in Stride

Taking things in stride is a natural outcome of accepting life's risks and easing one's
expectations of self, others, and life in general. This coping strategy is characterized by the
recognition not only that illness, pain, loss, and pitfalls will inevitably happen, but that they,

t00, can be dealt with in stride.
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Kate: I'm reading this book and it says, "Don't worry about it now, wait til it
happens, then handle it." And you know, that changed my life. It's learning
to deal--recognizing your fears then learning to deal with them.

Jen: 1 just, you know, take it as it comes. I guess I'm a person that can put
up with a lot of pain....It's there, you know, what can I do about it?

Vi: I'm not concerned about my health. I think that...ah...you know, I don't
drink milk and..ah...if I get sick, then I'll look after that.

Accepting physical change and incorporating it into one's lifestyle is a method of taking
things in stride:

Jen: ...But I just put up with it. I just, you know, if it took me a while to get

going, I would just say--everyone says, "Well, are you okay?" and I'd say,

"Yeah, I'm fine. Just give me a minute to get going."

Blaxter (1983) notes in her research that, in general, women were willing to accept
poor health as a "natural feature of the aging process” (65). However, when discussing
specific diseases, they were not inclined to dismiss them as normal age-related ailments.
Similarly, in previous discussion of specific health concerns, ideas of cause were sometimes
very complex, and disease was rarely attributed solely to age. The idea that ill health
inevitably happens then, should be taken more as an indication that women have prepared

themselves to deal vith whatever they may face in the years to come.

Kate: I think this is something people go through in their life, because it
can't be all rosy, dammit! [laughs] If it was, it'd be boring.

Annie: And if I don't have to deal with anything worse than osteoporosis
and a thyroic. problem, I'll count myself lucky. I said if these are the ills of
age that I'm going to be dealt, I'll take my hand gladly. Very gladly. I'm very
very fortunate. I'm not even going to let money worry me. I always say
when it's gone, it'll be gone. If it's not there any more, it's not there any
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more. Plant a garden...As long as I can keep clean and tidy...fed and
clothed...warm and dry...what else do we need, eh?

Fatalism

Finally, fatalism is a strategy that works to alleviate personal responsibility in the
event of illness as well as a coping mechanism for life's mishaps.

Marj: I think I'm more fatalistic and more pragmatic and I think that I'm
able to look at my life as a whole, you know, instead of, when you're young
you don't kind of--you're just looking at the next year? I think that I have
become much more pragmatic. I think the more people close to you that
you lose, you become much more fatalistic and this is all part of the big
picture.

Betty: I think that anyone, as you get older, you sort of wonder what's down
the road for you, especially if you're around seniors a fair amount. You go
into these nursing homes and look around and say, "Oh my goodness, is
this what's going to be in store for me?" But I can't say that it's anything that
I sit and worry about. I mean, if it's going to happen, it's going to happen.

Kate: I guess I'm one of these believers that things happen because they
happen. I don't know if it's a faith or a philosophy or something, like, on my
life.

Faith in God is a form of fatalism. For Jen, religion has been a source of strength in
times of adversity, as well as a comfort from day to day:

I think maybe my faith has really done a lot for me. It's brought me through
a lot of things. It's brought me through the cancer, it's brought me through--
even though there was a time there I didn't go to church, but it was always
there. It was always at the back of my mind that I knew I could go to Him
anytime I wanted to and it's--and that's one thing that's really brought me
through....and it doesn't matter how much time I have left, I'll still have that
faith to take me through whatever I have to go through.
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You do worry to a certain extent, but if you spent all your days worrying

about things, like me--I just put it in the Lord's hands and think, "Well, if it's
going to happen, it's going to happen,” you know.

Together, these coping strategies work to absolve women of the guilt that might

result should they fall ill while embodying such self-determined and self-reliant outlooks.

They are another piec: of the puzzle which helps us to understand their health behaviours.

In this chapter, I have attempted to delineate and characterize the categories that I
perceived in the data s well as to indicate the direction my analysis took. What I
understand to be the most significant finding is the degree to which women's sense of
agency influences their health behaviours and attitudes. Furthermore, these findings do not
reflect the stereotype of the maladjusted middle-aged woman that the literature projects,
nor do they indicate that women continue to be victims of medicalization. Rather, these
findings suggest the existence of counter-hegemonic perspectives which are only
discernable as "noncorapliance” in health research from a medical standpoint. What we
find when women's perspectives are the focal point of research are ways of knowing,
resisting, and navigatir.g a world which is not our own. Restrained by social structure,
women make their space in the interstices of power, operating alongside the hegemonic,

tapping into available 1esources in attempts to maximize their health outcomes.



5 DISCUSSION: IMPLICATIONS OF WOMEN’S PERSPECTIVES ON
HEALTH

We have seen that in order to explain the health-related behaviours of women at
midlife we must first understand something about the social context within which health
decisions are made. Through the eyes of the women participants, we are able to glimpse an
aspect of women’s lives not generally found in health-oriented literatures. Specifically, we
are able to see how certain women perceive health and illness in ways that are different
from dominant medical perspectives. We are able to see how these counter-hegemonic
perspectives sometimes clash with dominant medical views and attitudes. And we are able
to see how this play out in terms of health behaviours. Exploring health behaviours from
women’s perspectives provides a critical standpoint from which to view primary care
services. Perhaps most importantly, however, it affords an empowering and woman-
centred approach to women’s health research.

Beginning with women’s perspectives, we must consider the roles that patriarchal
social structure, agency, and control play in health care decision-making and eventual
health outcomes. These aspects of health and health care are missing from medical
research and health care policy yet lend much to our understanding of women's health.
Recognizing that women actively make choices regarding their health and that these

choices are made within a context of inequality is a step toward uncovering the dialectical

115



116
relationship between women and mainstream medicine. Understanding this decision-
making process is integral to the development of a primary care approach that not only
meets women's needs but empowers them tQ make informed decisions on health treatments
which suit their lifestvies. For aging women, the need for more woman-centred primary
care is doubly important for maximizing health outcomes from chronic disease.

Western orthodox biomedicine is limited in its capacity to promote wellness among
men and women because of restraints that are an inherent part of its structure. Since its
inception 150 years ago, biomedicine has struggled with the contradiction arising from its
identity as a healing profession, an incongruity that has significantly affected how society
has come to experience health care. For Ehrenreich and English (1979), developing a male
dominated profession out of healing marked the end of woman-centred care:

While the female lay healer operated within a network of information

sharing and mutual support, the male professional hoarded up his

knowledge as a kind of property to be dispensed to wealthy patrons or sold

on the market as a commodity. His goal was not to spread the skills of

healing, but to concentrate them within the elite interest group which the

profession came to represent....[T]he triumph of the male medical

profession...involved the destruction of women's networks of mutual help--

leaving womer in a position of isolation and dependency--and it established

a model of expertism as the prerogative of a social elite. (34)

This legacy, according to Ehrenreich and English (1979), has diminished the power of
healing by removing it from its context and making it separate from "the web of human

relationships which coanect the healer and those she helps" (45). Consequently, women

often feel marginalized and frustrated by a system that constructs a hierarchical relationship
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between healer and patient - magnified when the doctor is male and the patient is female -
and depends on not sharing information.
As a male dominated field, medicine has often ignored or misrepresented the health

- concerns of women. Research agendas have been set by male researchers, consequently,

women's interests are: underrepresented and men's interests in women's health, such as

_ re;;roduction, are overemphasized. Furthermore, government funding decisions are often

: made by small groups of elites who determine how health care and research dollars are
allocated. Middle aged and older women, and the aging process are frequently left out of
the ioop (Doress-Worters & Siegal, 1987). Androcentric bias in medical knowledge is a
result of research conducted on male subjects and then generalized to women. According
to Rosser (1994), the absence of women in clinical trials has resulted in drug dosages that
are developed for men but used on women without taking differences in metabolism, size,

muscle to fat ratio, or etiology of disease into account. This same logic is behind the deficit
in medical knowledge: of the ways in which diseases such as AIDS and heart disease
progress in women. Until fairly recently, it was assumed that disease etiology was the same
across gender.

The social cortext of biomedicine is recognized in the medicalization literature as a
determining factor in the organization of medical practice. The women who participated in
this research were generally attentive to the politics which frame our health care services.
Some expressed concerns that women's health needs are not represented and that women

often face sexist discrimination based on stereotypes of women as unproductive members
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of society or as emotional and irrational beings. For these particular women, diminished
trust in medicine plays a role in their decision making. It strengthens the resolve of women
like Betty and Kate to manage their health on their own as long as their problems are not
life threatening. For women like Sarah, however, the avoidance of medical treatment
borders on aversion and influences to a greater extent how and when she enlists the help of
a doctor. Explanations for patient noncompliance to medical regimes need to consider the
effects of social context on women's decisions to reject medical models of health.

The doctor-patient relationship is the "most immediate context in which power
relations can be seen in medicine,” according to Anderson (1993:208). Because women are
more likely to consult doctors and because most doctors are men, the doctor-patient
relationship embodies gender-role stereotypes in society (Anderson, 1993). According to
Anderson (1993), the stereotypical attitudes of male doctors toward their female patients is
consistent with images of women presented in medical textbooks and advertisements by
pharmaceutical comganies. She claims that cultural stereotypes of women as nurturing,
domestic, glamorous, passive, powerless, depressed, and afraid have influenced doctors'
images of their femal 2 patients and encouraged the prescribing of psychotropic drugs to
women. In short, for Anderson (1993),

the problems of women's health care are manifested in the doctor-patient

relationship but, ultimately, have their basis in the power of men in medical

institutions and the profit structure of the medical profession (210).

Thus, social context and cultural views on health and illness create a climate in which

health care itself can be a hostile environment for women.
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Rather than succumb to victim status, the women participants exercise control over

\the management of their health as the literature on agency predicts. They shop for health
information, and choose remedies and treatments that are best suited to their lifestyles and

‘their beliefs about health. In many cases they incorporate their doctors' diagnoses and
advice into their health regimes, making them part of their own health management
practices. It is not so much the biomedical information that women reject, but the
paternalism associated with medical practice. Adopting an agentic stance is a means of
resisting hegemonic perspectives, but it is also a normal aspect of unequal conditions. The
women participants did not perceive their health behaviours as resistance, but merely
logical, sensible acts. They are evidence of the presence of Martin's (1992) counter-
hegemonic visions and practices which coexist indiscernibly until they clash with the
hegemonic. At these junctures, counter-hegemonic practices are considered deviant acts, as
when a patient discards a prescribed medication. Freund and McGuire's (1995), assertion
that doctors vastly underestimate the extent that patients devise their own treatment
regimens and do not follow recommended treatments, suggests the pervasiveness of
contending knowledges of the body.

From women's perspectives, given what we know about medicalization,
androcentric bias in health research, sexism in medical practice, and the invasiveness of the
allopathic approach, the tendency to not rely on biomedicine and to opt for non-medical
treatments is understandable. This type of research leads us to question the efficacy of a

primary care systern that drives women away. For women reaching midlife, health
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information and health services can be crucial to wellbeing. If women find primary care a
distasteful adjunct to Western medical hegemony, then it fails in its purpose of promoting
wellness and preventing illness. Listening to the women participants describe their health
concerns, practices, and beliefs, has provided insights into what kind of primary care would

best serve their needs:

Policy Implications and Recommendations

The proposed reorganization of primary care services in Ontario will have far-
reaching affects on patients and, as suggested by this research, will significantly affect the
ways middle-aged women experience health care. The proposed changes involve elaborate
plans to develop a rostering system whereby patients must pledge allegiance to a family
physician in return for his/her, or a designate's, 24-hour availability, information, and
preventive services. From a medical perspective, these changes will result in more
continuous health care for patients, a more cost effective system, and it will strengthen the
doctor-patient relationship. Additionally, it will place medical doctors in the position of
health care "navigator” to the patient, and gatekeeper to other health modalities since, as
Dr. Orovan (1998), president of the Ontario Medical Association, states,

“"Physicians are the best trained and the best equipped to co-ordinate that

care and to deliver that care. So we think especially in times when there are
constraints on the amount of dollars available, that the dollars should be

spent on therapies that have evidence of efficacy. And I think that they
should be channelled through the physicians" (A9).
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According to Orovan, scientifically based principles will guide the decisions to accept or
reject alternative therapies. For women who already feel marginalized by a system that
imposes its discourse and speaks for them, the proposed changes will not be an
improvement.

As we have explored from women's perspectives the reasons they accept or reject
medical models of health, utilize alternative therapies, and seek health information from a
variety of sources, several matters have come into focus. In this research, women's agency
has presented itself as the most reasonable explanation for their health behaviours. Agency
is an expression of independence which works to reduce tension by taking control of and
changing the environment (Bakan, 1966; Saragovi, Koestner, Dio, et al., 1997). It exists
within power structures as a means of resisting the hegemonic and as a means of exercising
one's own will in opposition to the hegemonic. The agentic stance of the women
participants is characterized by their health behaviours. They sought health information so
that they could make iaformed decisions. They valued doctors who shared knowledge and
encouraged them to participate in the development of treatments. They resented doctors
who withheld informa:ion and made decisions without consulting them. They also valued
modalities of health czre that were in keeping with their beliefs about the body and
methods of healing. In short, these women had developed their own understandings of
their bodies and of hezlth and healing based on lay wisdom, experience, and science. They
controlled and managed their health through a variety of health modalities, only one of

which is biomedicine.
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Physicians carnot continue to deny what women's experiences and bodies are
telling them: that science is only one approach to health and that lay wisdom, folk cures,
and alternative therapies are important aspects of health management to women. They will
continue to seek ways of dealing with their health that are in keeping with their values and
beliefs. By developing a treatment with the patient, by being open to modalities of health
outside the realm of science, and by sharing information, physicians can be more effective
in empowering women to develop health strategies that work. Midlife is an important stage
in the life cycle for women. For maximizing health outcomes, women navigators need co-

pilots who are flexible, informed, and accommodating.

Implications for Future Research

Literature on middle-aged women's health tends to focus on negative aspects of
aging. It appears to bz influenced by cultural stereotypes of the elderly. Physiological risks
are emphasized, perilous social factors such as poverty and maladjustment are
overrepresented, and medical treatment is characterized by the theory of medicalization.
Perpetuating myths of midlife as a negative stage serves to depoliticize and naturalize the
social and cultural context which influences women's midlife experiences. Furthermore, the
literature tends to represent women as oversocialized beings, presenting social and cultural
factors as the only explanations for health. Finally, women's perspectives on health are

underrepresented.
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This research contributes a glimpse of women's thoughts on health from their own
perspectives. It provides an understanding of how these 7 women navigate through the
landscape of midlife amid the barriers of social and cultural factors. It explores the impetus
behind their actions :and decisions, and looks at health behaviours as the key to
understanding what 'women want from a primary care system.

Further research on health behaviours from the perspective of the patient can be
used to develop a berter understanding of the ways that patients understand and treat
themselves in illness, how they utilize primary care and other health modalities. This type
of research has implications for health care policy, specifically, modifications to primary
care that will enhance its usefulness to middle-aged women.

Additionally, this research takes the theory of agency out of the theoretical realm
and applies it to every day life. This theory has much to offer in research on women's
health behaviours. It counters oversocialized views of women, and advances an
empowering research perspective. Further research can refine the application of the theory
of agency to health behaviours adding a helpful dimension to the literature by making
health research from the patients' perspectives more generalizable. This research has
attempted to gain an understanding of middle-aged women's agentic standpoint, and how

this plays out in health behaviours within a patriarchal context.
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Conclusion

Women's health behaviours tend to be noticed only when they clash with the
hegemonic. These glimpses of women's counter ideologies are considered deviance in the
mainstream. As long as health research is done from a medical perspective, or an over-
socialized viewpoint, women's choices and actions will not be taken into account in health
research. Applying theories of agency to women's health research helps to correct
imbalances in the literature and fill the gaps with women's perspectives.

It is important that the experiences of women inform future health research and
health care reform. Understanding women's perspectives will aid in the development of a
primary care system that is more in tune with their needs and desires. Proposed primary
care changes that bolster the authority of the physician and diminish the decision-making
power of the patient through rostering is antithetical to understandings of women's health
needs as developed in this research. The findings suggest that some women may avoid
primary care if they feel that 1t does not suit their needs. For the seven women who
contributed to this research, and for other women whose experiences are echoed here,
knowledge of the body based on experience and lay wisdom, as well as a sense of agency
inform the ways in which wellness is pursued. Primary care that delivers information,
flexibility, participatory care, and empowerment will optimize health outcomes by

becoming a valuable resource for women to tap.



Appendix A

WOMEN'S HEALTH INTERVIEW GUIDE

FAMILY BACKGROUND:
1. Does anyone live with you?

Probe for pariner/husband, children, their ages, older children who left home,
whether parents/in-laws, grown up children live nearby.

If anyone lives nearby, ask: Who? Do you see them often? On  what sorts of
occasions?

2. Can you tell me if you have a job?
If YES: Prob¢: for what sort of job, what it involves, hours of work (full-time or
part-time), length of time in job, whether this is the type of work they have always
done, whether they like it, etc.

If NO: Probe for when last employed, what job, hours of work, why did you give it
up? Do you consider yourself unemployed? If yes: what effect has this had on you?

3. Can you tell me when you left school? How old were you?

Have you got any qualifications? If yes: what are they? Have you had any
education or iraining or done any courses since you left school?

4. What about other people who live with you? Do they go to work, or go to school or
what?

Probe as for partner's job if appropriate.
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HEALTH:

5. -~ What do you “hink are the main health issues of concern to women in their
e

: ?

For each heal:h issue mentioned ask:

Why clo you think this is of concern to women?
What makes you say that? '
What do you mean by that?

Do you know anyone who has experienced it?

6. Would you say you are healthy?

Why/why not?

How would you rate your health?.... Excellent? Good? Fair? Poor?
What do you think makes you healthy/unhealthy?

What do you think it means to be healthy?

7. Can you tell me about any health problems you've experienced recently?

When was this?

What was it 1 ke?

Can you tell e about the last time it happened/you had this?

How has it affected you (at home, at work)?

How long have you experienced this?

How often do you have this? How severe is it? Can you anticipate when it will
come on? Wt at happens? How do you cope? What helps? What makes it worse?
Do you talk to anyone about it?

Do you have any idea what causes/caused it?

Are there any other health problems you have experienced recently?
Use probes as appropriate.

8. Are there any health issues you WORRY about?
(This might include things already mentioned.)

For each health issue mentioned ask:
What” Why does it worry you?
Have you experienced it? Has any member of you family?
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Anyone you know?
Are there any other issues you worry about?

If women talk about broad health issues (eg: pollution), ask if they worry about
their own health and probe for what they worry about and why.

Do you think these sorts of problems - that you've experienced or are concerned
about - are common for women of your age?

Why/why not?

There are some issues that women sometimes mention in interviews, and I was
wondering whether any of them have concerned you at all? For example:

(Go through list asking about issues that have not yet been mentioned. Use all
relevant probes from Qn.7)

Tiredness -

Stress

Disturbed Sleep

Anxiety

Lack of Confidence
Depression

Loneliness

Lack of time for yourself <
Migraines/headaches

Arthritis
Breast cancer
Cancer in general
Alcohol
Smoking
Lack of exercise
Weight (Are you happy with your present weight? Why/why
not? Are you dieting right now or have you ever
watched you weight? Why? Why do you want to lose/gain weight?)
What is it like to be in your ?

Do you think your health problems are different now than before?

Do you think you have changed or has your image of yourself changed?
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14.  Asyou reflect on earlier periods in your life, is this one any different?

15.  To what extert do you rely on your doctor? Is he/she helpful?

16.  Where do you get your health information? (Specific examples?) Is it helpful?

17.  What do you think are the main social problems facing women in their ?

. . . . )

In what ways Jdo you think this is a problem? What makes you say this? Any other |
issues/social problems? j

18.  And what about you? Have any of these affected you? ’
In what way is this a problem?
Could you tell me more about it?

19.  Some women have mentioned unemployment. Have you ever been unemployed or
worried about it? (Probe: could you tell me more about that?)

20.  Some women have mentioned money problems. Has that been a problem for you?
(Probe: could you tell me more about that?)

21. Do you think any of these (answers to Qns. 18-20) have affected your health?
How? Could you tell me more about that?

22, Would you like to have had help for any of the various problems we've talked
about?
What would have helped? (Information? Financial support? People to talk with?
Anything else?) Who is best able to help women in that situation?

MORE BACKGRO/UND:

23.  Finally, so we have an idea of the range of women interviewed, could you tell me

when you werz born?

Where were you born?
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24.  What are the main sources of income for youw/your family?

__own emplcyment ___spouse/partner's employment
__spouse/pariner's & own employment
__social security __pension
__other __don't know
__ho response

25. We don't need an exact figure, but could you tell me which of these broad
categories your houszhold income falls into before taxes and other deductions?

Less than $10,000 p.a.
$10,000 - $19.000
$20,000 - $29.000
$30,000 - $39,000
$40,000 - $49,000
$50,000 - $59,000
$60,000 - $69,000
$70,000 and over

Is there anything else you feel we should have discussed about women and health?

THANK YOU VERY MUCH FOR YOUR HELP AND FOR
GIVING UP YOUR TIME
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