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INTRODUCTION

The clinical community in Western society has long practised medicine as organized by “two
dominant principles: 1) the principle of essentialism which states that there is a fixed
“natural” border between disease and health. and 2) the principle of specific treatment which
states that having revealed a disease. the doctor can. at least in principle, find the one. correct
treatment. These principles have served as the legitimization of the traditional, hierarchical
organization of health-care™ (Jensen, 1987:19). A main feature of medical practices based
on these principles has been to address specific kinds of problems impeding or decaying
health. This research is centrally concerned with essentialism and the institutional fixation
of problems as two important nodal points of Canada’s biomedical value and belief system.
More specifically, I hope to show in an organized way how these principles shape staff
knowledge of client and culture in a community health centre (CHC) in Lethbridge. Alberta.
My analysis is based on four guiding points: 1) that in our polyethnic society health care
institutions are massively challenged with actual and perceived cultural diversity and cross-
cultural barriers to which their staff feel increasingly obliged to respond with their services:
2) while client cultural diversity is “real”, institutional responses depend primarily on how
that diversity is imagined by staff —often as a threat to a health institution’s soctocultural
world; 3) that problem-specific, medicalized thinking is central in this community heaith
centre, even though its mandate is health promotion and this problem orientation often
combines with medical essentialism to reduce “culturally different” to a set of client labels.
some of which are problematic; and 4) while a “lifestyle model” and other models for health
proraotion are at present widely advocated and are to be found centrally in this institution’s

(CHC) charter, they have led to little institutional accommodation to cultural diversity.

In this thesis my aim is to present an ethnographic portrait of a community health centre,
where emphasis is given to the distinctive formal and informal “formative processes” (Good
1994) of social construction of certain perceived common core challenges facing the



Canadian biomedical community today--challenges concerning cultural difference.and its
incorporation into health care perception and practice. I am particularly interested in
institutions subscribing to a “health promotion model™ of health care. a term I have borrowed
from Ewles and Simnett (1992). Ewles and Simnett describe the meaning of “health
promotion™ as earlier defined by WHO {World Health Organization):

this perspective is derived from a conception of “health™ as the extent to which
an individual or group is able, on the one hand, to realise aspirations and
satisfy needs; and, on the other hand, to change or cope with the environment.
Health is, therefore seen as a resource for everyday life, not the objective of
living; it is a positive concept emphasising social and personal resources, as
well as physical capacities (Ewles & Simnett, 1992:20).

Health is therefore concerned with “a state of complete physical, mental and social well-
being, and not merely the absence of disease and infirmity” (Ewles and Simnett, 1992:6), |
am interested in determining how threats to this definition prevail in a community health
centre’s ideology of preventive care, and how that ideology encodes dimensions of civersity.
I. however, want to go much further than this by exploring everyday staff discourse and
practice, to understand how client cultural diversity is formed and informed by what staff do
and say. How, in short, do individuals based in a health promotion organization socially
construct their clients as objects of institutional concern? We need, as Young (1982)
suggests, “to examine the social condition of knowledge production” in an institutionalized

health car: service provision subculture.

There are, [ believe, also practical reasons for conducting this research. Over the past ten
years the Canadian heaith care system increasingly has had to focus on two potentially
contradictory goals: reducing costs, and lessening persistent inequalities in health status
among key groups and categories of persons in the Canadian population. Many now argue
that one of the most central dimensions of the latter—of persistent heaith inequalities in
Canada--is ethnocultural. Few would seriously argue, for example, that Canadian First
Nation health statistics are anything but appalling. Moreover, radical changes in immigration
patterns over the past three decades have greatly increased urban Canadian cultural diversity.

5



Caring “at home™ now assumes international dimensions (McAdoo. 1993; Butrin, 1992;
Buchignant., 1991: Indra, 1991, [987; Galanti. 1991: Dobson. 1991; Waxler-Mortison, 1990:
Quereshi. 1989).

A growing voiced desire to provide more pluralistic health care and health care promotion
has become persistently heard throughout the clinical community in Canada (Krepps and
Kunimoto. 1994; Masi. 1993). Even so. for many health professionals cultural difference
evidently remains either irrelevant or a threat to the established order of things, Appliced
research on health care institutions undertaken to investigate how better to mect these

challenges nevertheless remains very incomplete and highly concentrated in two broad arcas.

One of these is structural factors within the institution that limit cross-cultural access
(Herzfeld, 1992; Hanson. 1980). Some of these studies have shown the prevalence of a
strictly conservative institutional culture that frequently makes frontline agency workers
gate-keepers, who actively (if unconsciously) maintain client-institution stratification (Ervin,
1993; Demain, 1989; Ng, 1987; Murphy, 1987; Indra 1987; Foster-Carter, 1987; de Voe
1981). In addition, extensive research has been conducted on disempowered minority groups.
This research has examined the frequency, effectiveness and manner with which ethnic and

Native groups make use of medical services.

Some institutional research on cross-cultural issues shows that under appropriate conditions
health professionals like nurses have responded effectively to client needs by establishing
culturally sensitive hiring and training policies and by restructuring their health care
organizations {Terman, 1993; Henderson, 1992; Davis, 1992; Henkle, 1990; Burner, 1990).
Though promising, this research remains radically insufficient for learning purposes. In
particular, little work has been done on how such institutions come to “think™ (Douglas,
1986) about cultural difference, form mandates in response to pressures to better address
culturally different populations and work them into the institution’s extant sub-cultural ideas
and practice (Habarad, 1987; Leininger, 1978), or on how helping institutions categorize key
populations such as “Indians™ or “Vietnamese” as being culturally different, or assign to each

6



a suite of institutionally meaningfui cultural attributes (as what becomes the institution’s
working sense of what is, say, “Vietnamese culture™). This is so despite the existence of a
long and fruitful ethnographic institutional research tradition, grounded initially in theories
of status and role (Frankel. 1988: Taylor, 1970; Parson. 1931). symbolic interactionism
(Goffman, 1967, 1963. 1961). ethnomethodology (Garfinkie, 1975), and organizational sub-
cultures (Douglas. 1992, 1986, 1982; Abegglen & Stalk, 1985; Ohnuki-Tiemney, 1984; Teski.
1981; Blumers, 1969). More recent work on anthropological social exchange theory (Barth,
1981). on institutional and societal discipline (Herzfeld, 1992: Foucault, 1984, 1977). on the
institution-client interface (Shield, 1988; Schwartzman, 1987, Ashworth, 1977, 1976. 1975).
and on framing the client (Hazan, 1994; Denzin, 1992; Howard, 1991; Goffman, 1974).

[ also hope that this study makes a contribution to the study of health care and diversity in
southern Alberta. Small city ethnic relations in Canada have been almost systematically
ignored by researchers, and similar research has not been conducted in this part of Alberta.
Local diversity is significant: three very large Indian ceserves are nearby, and the city itself
has a diverse ethnic, linguistic and ethno-religious population.! Also, significant province-
wide restructuring of health care delivery was and is ongoing, offering both the pitfalls and
potentials of quick institutional change. Perhaps some of the findings here can contribute to
making the future system more responsive to diversity than the present one.

Organization of the Thesis

It is traditional in anthropological research to use 2 “holistic” approach to the study of the
culture of 2 community, institution, association, or group of people--one that is based on the
notion of combining data on history, ideology and social relations. My study of the
community health centre’s institutional culture subscribes to that approach, and this is
refiected in its chapter organization. Chapter One provides a basic contextualizing outline
of sociohistorical changes in Canadian society, showing a gradual transformation of the

! See relevant tables in Chapter One.



population and of national cultural ideologies from a “monocultural”™ to a “bicultural™ and
finally to 2 “multicultural™ base. This chapter also briefly traces the history of the Canadian
health care system. highlighting public health initiatives. Chapter Two contextualizes the
study theoretically. It discusses a range of social science models and traditions in the study
of bureaucratic organizations and their cultures, with an emphasis on the study of health care
institutions. Chapter Three outlines the research methods I employed during nine months of

participant observation at the health centre that was the empirical focus of my research.

The analysis then shifts to a cnitical interpretive analysis in the final two chapters. in Chapter
Four I investigate a range of institutionalized and subjective meanings of “culture™ and
“cultural diversity™ in centre charters, institutional structure and staff-client relations. [ then
move from the domain of the formal and gencral to that of the informal and specific,
showing that while staff were constrained by the former, they had great cognitive and
instrumental power in the latter. Nevertheless, for reasons outlined there they did not often
exercise that power to further facilitate either cross-cultural service delivery or cross-cultural

understanding.

Chapter Five is an ethnographically-based analysis of bureaucratic client and problem
classification. I demonstrate there how staff imbued with a local institutional culture
informed by an essentialist problem orientation and faced with severe resource constraints
partitioned their client universe into those who were seen as “responsible” and those who
were not. Surprisingly, cultural difference was often used to explain, even to justify, client
non-compliance among those so labelled; this lowered the risk that individuals from groups
identified by staff as culturally different were considered “irresponsible”. Local First Nations
people were not often considered to be culturally different in any such explanatory way, and
they were repeatediy blamed for their lack of effective participation in centre programs. A

brief summary conclusion follows thereafter.



CHAPTER ONE

CANADIAN CULTURAL DIVERSITY AND THE
HEALTH CARE DELIVERY SYSTEM

Canadians live in a country of some nine million square kilometers in size occupied by a
diverse population.” For a long time, this diversity was primarily identified with Native
peoples, French, and the English. The French and the English Canadians were then the only
ones referred to as charter members because they were the first Europeans to take possession
of the land and to place governing structures there (Buchignani and Indra 1985:vi). In 1867,
when a federal union came into existence. the fathers of Confederation proposed a new
Canadian society acknowledging a very limited concept of cultural pluralism.’ Although
narrow, diversity nevertheless was acknowledged to be an integral part of federal Canadian
culture from the beginning. This was further clarified by Sir George Cartier when he wrote,
“In our Federation, we shall have Catholic and Protestant, English, and French, Irish and
Scotch. They are of different races, not for the purposes of warring against each other, but
in order to compete and emulate for the general welfare™ (Monet, 1992:21). A minimal
concept of multiculturalism pertaining to Canada is thus not new. From the inception it was
embedded in Canadian ideology, primarily highlighting the division between British and
French. Canadian institutions and communities were chiefly built by the French and English,
and there was an expectation that all other Canadians who were nationally, linguistically, and
culturally different would and should assimilate to these charter groups.

Up to the 1960s, few Canadian institutions responded to the many service challenges this
pluralistic society posed, working instead with a largely invariant, middle-class, gendered

? Please see Burnet and Palmer (1988) for a detailed analysis of Canada’s people. They have
shown that Canada was always multicultural in its ethnic composition, but that the depth and
range of that diversity has increased dramatically in the last thirty years.

3 See Knowles (1992); Burnett and Palmer (1988).
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image of their patients. clients and students.® As well, cultural diversity was not an attractive
or important topic for research until the 1970s, when issues pertaining to cultural/cthnic
difference became more salient among some key Canadian institutions and service providers.
Canadian govemment exemplified. indeed led. these changes by acknowledging and
establishing cultural rights and privileges for all Canadians through a serics of legislative acts
passed from 1971 to the mid 1980s.°

Even so. while health care workers in everyday practice now trequently encounter co-
workers, clients, and patients that have linguistic, religious, cultural and cthnic differences.,
the institutions in which they work have been particularly slow to adjust their agendas to
more extensively to reflect cultural diversity. Substantial institutional accommodation
remains rare. Indeed, this has attracted new anthropological and sociological research to the
study of health care bureaucratic organization.® In this light. the primary objectives of this
chapter are contextual: to identify and summarize key demographic and political changes in
Canadian society over this century and to relate them to changes in health care policy. [ have
divided my discussion into five sections. In the first two sections my discussion focusses on
changes in Canada’s population and on the forces that have brought cultural diversity to the
forefront of discussion in the last twenty years. In the third section I provide an overview of

the rise of Canadian multicultural policies and their implications for the Canadian health care

* There virtually were no such programs in schools (Ashworth, 1975, 1977), immigrant
settlement programs were almost non-existent (Indra, 1987; Ng, 1987), and there was very
little helpful accommodation in social, police and health services.

5 In 1971 the federal government established multicultural policies; the Canadian Human
Rights Act was passed in 1977; also in 1977 the Citizenship Act came into cffect, a
Multicuturalism Act followed in the 1980s. For detailed analysis please seec Burnett and
Palmer (1988).

¢ There are number of good sources on health and culture research. See Ralph Masi, Mensah
and McLeod (eds.), Health and Cultures: Exploring Relationships, vol. 1 and 2. Qakville:
Mosaic Press, 1993. Also see B. Singh Bolaria and Rosemary Bolaria, Racial Minorities,
Medicine and Health. Halifax: Fernwood Publishing, 1994.
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system. The fourth section gives a brief history of the development of community-based
health care. The final section of this chapter provides a basic overview of the community

health center, its history and organizational structure.

Increased Cultural Diversity in Canada and Southern Alberta

Changes in Native Populations

Native peoples are the longest residing people of Canada. This category includes people
whose ethnic origins are identified as being one or more of the following three categories:
North American Indian (both status and non-status), Inuit and Metis. Among these are in turn
peoples of diverse cultures, languages and lifestyles. Until recent decades these people were
socially isolated. Even though they are the first inhabitants of Canada, they historically “were
pushed to the fringes of Canadian society, and some of them are still isolated on reserves and
in yet unexploited parts of the North” (Burnet & Palmer, 1988:4).

Native peoples nevertheless have rebounded strongly. These people on average now are
much younger and have higher birth rates than the Canadian population as 2 whole. A rapid
increase in their population, with more of them migrating into the cities and towns, is but
one factor that has brought these people into social, demographic and constitutional
prominence in Canadian society (Ponting, 1990).

Indeed, the proportion of people belonging to Native groups in the total Canadian population

has been on the rise since the 1930s (Shah, 1993:80). According to the 1961 and 1971 census
there were approximately 220,121 and 312,760 Native Indian and Inuit (Eskimo) people in
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Canada, respectively.” In the 1981 Census. the reporting methods conceming <thnic origin
changed. in particular allowing all respondents to indicate multiple ethnic origins. [n this
Census it was estimated that the North American Indian. Inuit and Metis people constituted
2.0% (486.834) of the total Canadian population. In the 1986 mini-Census, 711,725 persons
or 2.8% were identified as having aboriginal origins. According to the 1991 Census
1.002.675 people (3.7%) reported having aboriginal origins, either as their only ancestry or
in combination with other origins (Statistics Canada, 1994). from which Statistics Canada
estimates that there are 783,980 people of American Indian ancestry, 212.650 Metis and
49,255 Inuit in Canada (Canada Year Book, 1994). This is a remarkable increase of 41%
from the 1986 Census.?

For the purpose of my study, the provincial Native population distribution is central. Among
the Canadian provinces and the territories, the 1991 Canadian Census shows that the highest
provincial Native population is in British Columbia, followed by Alberta and Saskatchewan.
In Alberta, 158,790 First Nations people were enumerated during the 1991 Census, of whom
89,655 were Indians, 56,310 Metis and 2,825 Inuits (Statistics Canada, 1991 - Cat. No. 93-
315:206-207). They constituted a significant 6% of Alberta’s population (or one out of every
seventeen Albertans) and their proportion evidently is increasing rapidly. With this increase

7 Source: Population figures: Historical Statistics of Canada (1983). Origins of the
population, census dates, 1871 to 1971. Series A125-163. During this period persons whom
the Canadian government registered as “Indians” were counted separately from the other
aboriginal people who may have had the same ancestry, but were considered as “non-status
Indians™ because they did not meet the legal definition set out in the Indian Act. The same
applies to Metis. Also during this period all ethnic origin data related to responses
concerning only an individual’s father’s side. Therefore the population figures presented here
may not be very accurate, as they discount native women who married interracially, and
under-count native people on reserves and in cities.

8 This dramatic increase in aboriginal population could be partly due to changes brought to
the Indian Act (Bill C-31) in 1985. Also due to the heightened attention that focused on
aboriginal issues in the year leading up to the Census (Canada Year Book, 1994), and also
because of the earlier undercounting.
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a consequent increase in certain forms of cultural diversity can be expected (Samuel, 1986).
This increase is not simply to be equated with diversity of identities or home practices. It also
brings a different range of challenges to public service institutions, health care service

providers in particular.

Lethbridge, a2 small urban center, is strategically situated near three important Indian
reserves, upon which are based the Blood, Peigan and Siksika Indian Nations. Lethbridge has
a population of 60,974 (Statistics Canada, 1991. Catalogue No. 95-381). However, services
provided by this city are utilized by about 120,000 ® people in the city and the surrounding
area. It is estimated that in 1991 there were 1,490 Native peoples living in this community.
But according to both the 1992/93 Aboriginal Peoples of Lethbridge Census and the
Lethbridge District Census the total number of Natives residing in Lethbridge and adjacent
towns were 1,984 and 3,189, respectively.'® This disparity in population figures support the
generally accepted notion that the actual local Native population is highly uncertain, yet is
considerably higher than suggested by figures typically presented by various government and
non-government agencies. Urban native lifestyles involving frequent moves, lack of personal
telephones or long-term fixed addresses, and refusals to participate in surveys which leads

10 a severe undercount of these people across the province. !

% Source: 1991 Census.

1 Source: The Aboriginal Peoples survey was sponsored by Zone 3 and Lethbridge Local
2003 of the Metis Nation of Alberta with the support of Employment Canada, 1994 with
evaluation of data by Dr. Brigham Y. Card and Dr. Keith Perry. The Aboriginal population
of the City of Lethbridge was surveyed in fall 1992. 18,758 or 74% of all city households
were contacted and it was found that there were 1,038 Aboriginal people in the households
contacted. Between January and April 1993, a smaller survey team surveyed 23 communities
(towns, villages, and hamlets) in the Old Man River Regional Planning Commission, or the
Lethbridge district. They also included Taber, Coaldale, Cardston, and Fort Macleod and
found that these communities have the largest numbers of Aboriginal among the
communities surveyed (pp. 2).

' The same trend is also found for Alberta’s urban Native population. Source: Native Seniors
in Alberta: A Situation Report, 1995.
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The populations of local bands that use Lethbridge as a main service center has increased
dramatically. As Table 2 indicates more than four thousand reside off reserve. a high
proportion in and arround Lethbridge: most of the ten thousand who do not nevertheless use

Lethbridge as their major metropole for everything from grocery shopping to surgery.

Table 1: Total and Native population of Alberta and Lethbridge in 1971, 1981, 1991.12

Year Population of Alberta Population of Lethbridge
Total Native only Total Native only

1971 1,627,874 44,545 40.856 145

1981 2,213,650 60,005 54.624 546

1991 2,519,185 158,790 60,940 1.490

12 Figures are taken from: Lethbridge Urban Study, 1975 and 1985. The Lethbridge Social
Planning Department for their publications have used figures from Statistics Canada,
Catalogue No. 92-723 for 1971, and Census Canada 1931. 1991 Census figures are from
Statistics Canada Catalogue No. 93-315: 206-207.

14



Table 2: Registered Native Indians on and off-reserves in 1975, 1981, and 1991."”

Band Year Total On- Off-Reserve % Off-
Reserve Reserve
Blood 1975 4.969 4,909 844 17.0
Blackfoot 2,706 1,961 738 27.3
Peigan Nation 1,611 1.334 275 17.1
Blood 1981 5,757 4,700 1,051 182
Blackfoot 3,062 2,059 989 323
Peigan Nation 1,796 1,340 450 25.1
Blood 1991 7277 5,817 1,435 19.7
Siksika'* Nation 4,008 2,348 1,581 394
Peigan Nation 2,553 1,676 877 34.3

Change in Immigration Policy and in Local Immigrant-Origin Populations

Immigration has always been an important component of Canada’s history. For generations
it has allowed certain people from a variety of ethnic and national origins to enter, “bringing
many distinctive outlooks, ideas, talents, experiences, and traditions to help shape Canada’s
response to the challenges of its environment” (Burnet and Palmer, 1988:3). Prior t0
Confederation, Canada’s population grew primarily through immigration from England,
Scotland and Ireland (Badet, 1994). Confederation led to the establishment of Canada’s first

" Source: Indian and Northern Affairs Canada, 1991 and 1992. The older source: Program
Statistics Division, Management Co-ordination Branch, Indian and Eskimo Affairs Program,
Department of Indian Affairs and Northern Development, 1975 and 1981.

"* The name changed from Blackfoot to Siksika Nation in 1990. Source: Indian and Northern
Affairs Canada.
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Immigration Act in 1869, and successive legislative and administrative changes made to
immigration policy resulted in successive waves of immigrants entering Canada, cach one
from a greater range of countries. This helped first stabilize, then increase the Canadian
population. It has also greatly changed the ethnic composition of this country over the last
century.

The period 1896 to 1931 was characterized by massive immigration from Great Britain, the
United States, Scandinavia, Germany, Holland and some Eastern European countries notably
western Ukraine, Poland, and Hungary. This influx of new immigrants, as Knowles (1992)
states, temporarily transformed western Canada into a polyglot society ~- but one where
cultural difference was sanctioned only in the private sphere, as there was little - almost no
-~ institutional accommodation of these people in the public sphere. After a long hiatus
(1931-1945), early postwar immigration brought hundreds of thousands of displaced persons
and refugees from Europe to Canada {(1946-1957). This was followed soon after by more
Americans, British, Germans, and Dutch (1952 to 1960). Between 1955 and 1970 waves of
Italians, Greeks, Hungarians and Portuguese also entered the country as traditional

immigration biases against them were relaxed.

A radical restructuring of the immigration regulations took place in the 1960s. The
Department of Manpower and Immigration was established in 1966 and with this came the
incorporation of the so-called point system into the immigration regulations in 1967.
Subsequently, new immigration regulations were introduced and the Immigration Appeal
Board was established. Collectively these changes removed all residual racial, cthnic and
national barriers, replacing them with a highly class-based set of selection criteria (Knowles,
1992; Bumnet and Palmer, 1988; Bolaria, 1983; Basran, 1983). The Canadian immigration
policy of the 1970s recognized basically three categories of immigration: 1) a family class
to reunite families, including the immediate family, children and grandparents; 2) a
humanitarian class, to provide safe haven for refugees; and 3) an independent class, to foster

economic development by selecting business immigrants and skilled workers (Badets, 1994;
Knowles, 1992).
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This colour-blind, economically- and kinship- oriented policy radically shifted immigrant
flows from Europe to other regions, especially Asia, the Middle East, and the Caribbean:
more recently to Central and South America and some parts of Africa (Badets, 1994). For
a couple of decades now family reunification has been central to immigration policy and this
has amplified immigration from countries where extended kinship is central. As a result, in
recent times, the majority of immigrants are from Asia, particularly from Hong Kong, China,
the Indian subcontinent and the Philippines. According to the 1991 Census, it is estimated
that “Asians” represented the largest continent-based group among recent arrivals (42%).
followed by people of European and West Asian origin who comprise 22% and 8% of recent
immigrants, respectively. The people of Caribbean and African origin make 6% and 4%,
respectively (Badets, 1994: Catalogue No. 96-311E). This pattern prevailed throughout the
1980s (Logan, 1990:32) and will continue into year 2016 (Kelly, 1995). Kelly states that “the
number of visible minority adults is projected by the government of Canada to triple between
now and 2016 to just over six million™ (1995:8). The same trend may also be seen in
Lethbridge.

In the 1991 Census, people said to have British or French ancestry forr.aed the largest ethnic
populations in Canadian society. Their proportion is declining, however, with more and more
Canadians claiming ethnic “roots” other than French or British. Also, in 1991 nearly eight
million people, or 29% of the total population, reported more than one ethnic origin,
indicating that they believed themselves to be of some kind of mixed ethnic ancestry (Badets,
1994). Among the Canadian-born, 4,879,340 people listed one or more ethnic origins other
than British or French.

17



Table 3: Immigration to Canada by last permanent residence '*

Continent 1961 1971 1981 1991
Number | % | Number | % Number % Number Yo

Europe 52,132 | 72.7 | 52031 [43.0 44,784 | 34.8 46,651 1202
Africa 1.088 1.5 | 2.841 24 5.901 4.6 16.530 72
Asia 2.706 3.8 | 22171 | 183 50,759 | 39.5 | 122228 |[353.0
N&C 11,663 | 16.2 | 25,002 |20.7 10.183 7.9 18.899 8.2
America

Caribbean 1,307 1.9 | 11,017 | 9.1 8797 | 6.8 13.046 5.7
Australasia 1,432 20| 2902 | 24 1.020 | 038 735 0.3
S. America 1,301 19 | 5058 | 4.1 6.114 | 48 10.468 45
Oceania n/a'¢ n/a 1.024 | 038 2213 1.0
Other 60 0.0 878 | 0.0 36 | 00 11 0.0
Total 71,689 | 100 |121,900 | 100 | 128,618 | 100 | 230.781 100

This increased diversity in national origins and identity has also changed the linguistic and
religious composition of Canadian society. According to the 1991 Census, the percentage
of the population who reported a language other than English or French as their mother
tongue grew from 11% in 1986 to 13% in 1991, largely due to the growth in the number of
recent immigrants with other mother tongues (Badets, 1994). In 1961, 1.3% of Canadians
claimed not to know English or French. This figure rose to 1.5% in 1971. In 1981, there was

'51961 and 1971 figures are taken from Historical Statistics of Canada, 1983: Series 385-
416. 1981 and 1991 figures from Canada Year Book 1994. These two monographs are
published by Statistics Canada.

'6 Data not available.
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a small decline to 1.2%, which again tumed around and rose to 1.4% in 1991."7 Besides the
two official languages, there are many other languages spoken by Canadians. According to
the 1991 Census, 702,000 speak Italian, 685,000 speak German, 557,000 speak some form
of Chinese, and 402,000 speak Spanish. Native peoples alone speak some 50 languages
belonging to 11 distinct families (Statistics Canada, 1994). The “home languages™ which
have grown most in recent years have been Chinese, Spanish and Punjabi while Italian,
German and Ukrainian declined (Canada Year Book, 1994). Sensitivity to language diversity
probably is one of the important issues that has challenged health care providers in providing

culturally appropriate health information and in easing access to their clients.

Although the vast majority of Canadians report that they speak English or French, service
providers across Canada consistently report that a very significant proportion of the
population lacks basic fluency in either. Moreover, in recent years Canada has been
accepting more immigrants from non-English speaking countries. On many occasions these
people are the parents, spouses or close relatives of new Canadians from countries like
China, Hong Kong, India and South America. The reality is that many of these people find
it difficult to access services without additional knowledge of English or French. As a result,
they are reported to shy away from accessing a number of public services. When they do try
to access such services, language problems sometimes cause miscommunication between
health professionals and clients (Kobayashi and Rosenberg, 1993; see Galanti, 1991 on the
U.S.). Kobayashi and Rosenberg (1993) and others continue to link language barriers to
inequality in health care service overall.

Religion has always played a key role in generating group solidarity and identities and also
in establishing many institutional policies in Canadian society. According to the first
Canadian Census (1871) the vast majority of the Canadians then had some religious
affiliation: 98% of the population were then Christians (Catholic or Protestant), and the

oo

"7 Immigration is the cause of this increase.
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number claiming no religious affiliation was negligible (Mori. 1990). Although Christians
(Catholics and Protestants) remain the vast majority, their proportion of the population is on
a gradual decline (96% in 1961, 89% in 1981. 83.1% in 1991). According to the 1991
Census. there were 43.7% Catholics. 36.2% Protestants, 1.5% Eastern Orthodoxies, 1.2%
Jews, and 2.8% “Eastern non-Christians™ living in Canada. Today it is estimated that 1
Canadian in 8 has no religion, while 1 in 35 is of a faith that stands outside the Judeo-
Christian traditions {Canada Year Book. 1994). Moreover. disguised in the blanket
“Chnistian” figures are now a range of churches and sects of an ethno-religious nature with

significant representation in southern Alberta: Hutterite, “Mexican™ Mennonites. Mormons,

and others.'®

18 So-called Mexcian Mennonites are primarily immigrants from rural Mexico, but others
have come from other Latin American countries. "Mormons" are members of the church,
Jesus Christ of the Latter Day Saints.
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Table 4: Religious affiliation as % of total population in Alberta and Lethbridge - in
1971, 1981 and 1991. *

1971 1981 1991
Religion Alberta | Lethbridge | Alberta | Lethbridge | Alberta { Lethbridge
Catholic*® 26.0 235 27.7 26.7 26.4 242
Protestant® 59.2 63.1 56.1 60.2 483 54.6
Eastern Orthodox 5.3 2.8 22 1.1 1.7 -
Jewish 04 0.3 0.5 0.3 0.4 -
Non-Religious 6.6 6.1 11.7 9.8 20.0 16.3
Eastern Non- 0.1 1.3 1.7 1.8 3.1 -
Christian
Other 24 29 0.1 0.1 0.1 49

With a few key exceptions the Province of Alberta and City of Lethbridge have similar
religious denominations to the ones found nationally. Provincially, practitioners of eastern
non-Christian religions have substantially increased in the last ten years. This can be
attributed to an increase in the number of recent immigrants from non-Christian religious
backgrounds, primarily from Asia and the Middle East, virtually all of whom practice their
religion in Canada. They have set up temples, mosques, and gurudwaras, across the country,

* Source: 1971 Census - Lethbridge Urban Study, 1975 used Statistics Canada, Catalogue
No. 92-723; 1981 figures - Lethbridge Urban Study, 1985 which documented statistics from
the Alberta Bureau of Statistics; 1991 Census figures for Alberta are taken from the Canada
Year Book, 1994 and Lethbridge information from the City of Lethbridge’s Economic
Development Department.

% Includes Roman Catholic and Ukrainian Catholic.

*! Includes Anglican, Baptist, Jehovah’s Witnesses, Latter-day Saints (Mormons), Lutheran,
Mennonites, Hutterites, Pentecostal, Presbyterian, Salvation Army, United Church, and
Protestant, not otherwise specified.
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especially in larger centers like Toronto, Vancouver, Edmonton. Calgary and Winnipeg.
Even a small city like Lethbridge now also has a mosque. an Ismaili center and several
Buddhist churches. As noted. the Lethbridge region also is a center for several Christian sects
and churches whose histories of oppression and outsider status have molded cthno-religious
groups. The concentration of Hutterites around Lethbridge is greater than around any other
Canadian city. though virtually none live in town. European-origin Mennonite immigrants
from rural Mexico and other Latin American countries have come in increasing numbers to
several local smaller towns and environs. Key pioneers of the Lethbridge region were
Mormons, and perhaps 10 % of the city’s population are now practitioners: this reaches over

80% in some local towns and hamlets.
Urban Growth: Anr Attraction for Canada’s Diverse Population

At the time of Confederation Canada was primarily 2 rural society, and it remained such until
this century. It is estimated that in 1851 only 13% of the Canadians lived in urban centers
(Canada Year Book, 1994). Subsequently, urbanization has been a persistent feature of
Canada’s demographic history. A decline in farm-related jobs has generated much migration
of rural populations into urban centers; the linked notion was that cities provide greater
economic opportunities than the rural areas. By 1981, about 75% of the population was
concentrated in urban areas (Michelson, 1988:75). This ratio has not changed in recent
years.Z However, all Canadian provinces are not equally urban. Ontario, British Columbia,
Alberta and Quebec are more urban than the rest of the provinces, whereas the Atlantic
provinces are least so. The province of Alberta, despite a slow rate of urbanization during the
mid 1980s, was well ahead of the national average in this regard. During the 1971-1986
period Alberta’s economy boomed due to changes in oil and gas prices. Calgary’s and

2 In Canada, for a settlement to qualify for ‘urban’ status requires a population of at least
1,000, and population density of 400 or more per square kilometer. The primary occupations
of these people must not be based in farming, fishing, or hunting (see Burke, 1990;
Michelson, 1988).
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Edmonton’s populations increased by 66% and 58% respectively during this time. While
outside the main orbit of these industries Lethbridge experienced a steady population growth.
The steady population growth of Lethbridge was mainly due to internal migration of farm
owners and workers from surrounding areas, and from the development of local service-
providing institutions, Lethbridge residents today are disproportionately (to Alberta’s
population) involved in public services or spin-offs from them: education. health care and

old-age services, agricultural research and the like.

Table 5: Urban population (%) of top four Canadian provinces from 1951-1986. >

Percent of urban population
Province 1951 1961 1971 1981 1986
Canada 62 70 76 76 76
Alberta 48 63 76 77 79
Ontario 73 77 82 82 82
Qucbec - 67 74 81 78 78
B.C. 6% 73 76 78 79

The 1991 Census also suggests that Canadians continue to migrate westward, making
Alberta and British Columbia currently the most desirable places to live because of better
economic opportunities and in British Columbia’s case, milder weather. During the oil boom
years (1976-1981) Alberta attracted a net migration of 200,000. While the province became
one of the greatest population losers during the 1980s (Ram, 1991), this has reversed
subsequently. (Canada Year Book, 1994).

3 Source: Canadian Social Trend, vol. 1. 1990: Statistics presented in this volume are taken
from Statistics Canada, Census of Canada.
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Local rural-urban migration within Alberta has also increased significantly, A good
transportation system and concentration of spectalized services in cities have made
rural/urban migration important and both have contributed to a greater concentration of
services in cities. People who live in rural communities now routinely commute to access
facilities in cities, while local facilities atrophy. This has implications for the health care
service providers. They now not only have to serve people from the city. but also from an
increastngly large surrounding area. Lethbridge as a small urban center in the southern part
of Alberta illustrates this phenomenon well. It is a2 major regional center which provides
special services to people from surrounding communities. Its proximity attracts a diverse
population—Natives from the three reserves, Hutterites. Duich, Mennonites, and others from

the farms, as well as other people with linguistic, religious, cultural and ethnic diversity
drawn from as far as 200 km away.

Native peoples mostly live in cities and towns

Stereotypes associating Natives with rural living notwithstanding. according to the
Department of Indian and Northern Affairs (1991) 40% of registered Indians then resided off
reserve and crown land. In fact, it is estimated that only 19% of those with Native origins
now live on reserves (Matthews, 1994). In contrast, approximately 50% of Native peoples
now live in cities and towns (Matthews, 1994:12). In Alberta, about 68% or 85,065 Native
peoples lived off reserve in 1986. (Native Seniors in Alberta, 1994:10). This figure has risen
to 110,000 according to the 1991 Census. About half of these people live in the six largest
cities of Alberta; Lethbridge is one of these six cities.

Several reasons have been advanced for this large Native population movement to larger
urban centers. Native peoples are more mobile than the non-natives and they change
residence more often than the general population (Shah, 1993:81). In recent years, when the
overall Canadian fertility rate has declined, the birth rate of Native population has remained
high. This high birth rate among the Natives has made some reserves overcrowded, reserve

jobs prospects are often rare. These factors have forced many to leave the reserve in search
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of better living conditions in the cities. Some young Natives believe that in the cities
employment and educational opportunities will be better than on the reserves. and so they
migrate to urban areas. Finally, the need for facilities and services that are not available on
reserve has drawn many Native peoples to the cities. Many Natives move to the city at least
in part to access health services like hospitals, dental clinics, and physiotherapy facilities that

are not available on reserve.

New Immigrants Settle Almost Exclusively in Urban Centers

New immigrants almost always settle in urban centers, and thus contribute significantly to
increases in the size and diversity of these communities. In the early years of Canadian
Confederation immigrants primarily settled in rural communities and hinterlands in response
to policy efforts of the Canadian government to develop rural areas (Badets, 1994:28). After
World War II Canadian economic diversification spurred a demand for skilied and unskilled
industrial and construction workers, which contributed to the current urban pattern. Later,
the point system adopted for selecting immigrants to Canada favored applicants with skills
suited to “high-tech” urban settings rather than rural environments (Burke, 1990:39).

Immigrants during the last two decades have not evenly dispersed throughout the country.
They now almost all live in Ontario, Quebec, British Columbia and Alberta, and almost
exclusively in urban centers. This trend if anything has increased. According to the 1991
Census, 94% of new immigrants then settled in just four provinces; 81% of the Canadian-
bomn population live in these provinces (Badets, 1994:28). This is primarily due to
availability of jobs, chain migration, and also the opportunity to live close to their own ethnic
communities. Ontario has always been the main center of attraction for postwar immigrants
and this is reflected in the 1991 Census. In 1991, 52% of new immigrants moved there
(Canada Year Book, 1994). The same Census reflects one consequence: about 40% of
Ontario’s population reported ethnic origins other than British or French. Quebec received
an estimated 22% of immigrants, followed by British Columbia with about 14%. Alberta
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ranked fourth (7.5%) in receiving immigrants in 1991. This is a slight drop from 1990 when
8.8% or 18.944 immigrants entered this province. In 1992, 17.310 people entered this
province with landed immigrant status (Statistic Canada. 1991 Census: Catalogue No. 93-
332). In recent years those immigrants who came to Alberta have concentrated in major

Alberta cities.* Secondary inter-provincial migration to Alberta cities has been extensive.

Table 6: Population by ethnic origin in the six largest Alberta cities in 1991. %

Single Edmonton | Calgary | Leth- | Red Fort Mecdicine
Origin(s) bridge | Deer McMurry | Hat
British 139,125 164,380 | 12,805 | 13245 | 10,095 6.885
French 27,240 16,215 850 | 1,360 1,705 750
German 53,330 42,095 | 4455 | 3.720 905 10.230
Ukrainian 52,610 14970 | nfa 1,340 650 760
Chinese 32,960 32,515 | 1,405 740 750 360
Canadian 30,550 28,085 | 1,300 | 2,010 1,190 1.435
Aboriginal 16,585 n/a 1,490 605 1,795 335
Other 137,985 118,680 | 10,760 | 5,920 2,920 3.810
Mult. Origin 341,780 316,325 | 26,435 | 27,735 | 14,655 18.360

Table 6 provides a snapshot of the changing ethnic composition of Alberta and Lethbridge.

Changing social, political, and economic conditions both in Canada and in the rest of the

world have had an impact on Canadian immigration. As mentioned earlier in the chapter,

2 According to the 1991 Census, immigrants make 18%, 20% and 15% of Edmonton,
Calgary and Lethbridge populations, respectively.

3 Source: Statistics Canada, 1991 (Catalogue No. 95-375, 95-378, and 95-373).

26



Canada since the 1970s has begun to accept more immigrants from non-European nations
and war-stricken countries and their neighbors. Many of these “new™ immigrant groups (like
Chinese, Vietnamese and El Salvadorians) have settled in Alberta and in Lethbridge. There
are also other long-established local ethnic groups like Hutterites who still maintain their
own distinctive cultural practices. This has also brought increased ethnic diversity in the

local area.

During the last three decades, Canada’s social, economic, and political profile has certainly
changed a great deal. An awareness of cultural diversity is now widely felt in every parnt of
the country. Lethbridge reflects these changes in microcosm, and also shows the changing
trend in the ethnic profile. In 1991 there were an estimated 1,495 Native people, and 1,405
Chinese (this includes both Canadian-born and new immigrants). Similarly, many groups
reflecting religion, language and ethnic differences now contribute to the economic, political,
social and cultural diversity of the community. The individuals involved certainly do not
reflect the large numbers found in major Canadian urban centers like Vancouver, Toronto
or Calgary. Still, they are significant proportionally, and are an integral part of the

community’s everyday life.

Multicultural Policies and Canada’s Health Care System

The changing Canadian population structure throughout this century has resulted in an
increasingly culturally diverse society. The nation’s national institutions, however, have been
built chiefly on the British model (Burnet and Palmer, 1988) and historically there was little
felt need for institutions to accommodate this diversity. “Anglo-conformity” was the overall
agenda for both immigrants and Natives. To combat this practice, Native and ethnic
Canadians used increasingly effective formal and informal methods to change existing
policies (Boldt, 1993). This eventually gave birth to federal multicultural policy and its
provincial counterparts.
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Canada as a Cultural Mosaic

In the 1960s heightened concern about human rights. the emergence of ethnicity as a
dominant theme internationally and rise of nationalis: sentiment in Quebec attracted the
attention of the federal government. In 1963. to address Quebec nationalistic sentiment a
Royal Commission on Bicultural and Bilingualism was established. As a result, in 1969 the
Bicultural and Bilingual Act was implemented.

Introduction of this Act (indeed, the establishment of the Royal Commission) attracted vocal
dissatisfaction from non-English and non-French Canadians. People of Ukrainian and
German origin who viewed themselves as part of a third force in building western Canada,
in particular felt excluded from this formal acknowledgment of diversity. Disenchanted
western Canadian ethnic associations and spokespersons saw this federal policy as reflecting
undue favoritism toward Anglo and French Canadians, and as reflecting total ignorance of
the western historical experience (Burnet and Palmer, 1988). The leaders of First Nations
who collectively were excluded from discussions by the 1963 Royal Commission on
Bilingualism and Biculturalism, were also disgruntled and became increasingly politically
active. In addition, the liberalization of immigration policies in 1966 already had increased
ethnic diversity in Ontario, especially in Toronto, and group spokespersons quickly arose to
challenge the thesis of biculturalism. This dissatisfaction helped bring an alternative
multiculturalism agenda to the forefront (Knowles, 1992). In 1971, Prime Minister Pierre
Trudeau announced support for a multicultural policy in the House of Commons, stating that
“The policy I am announcing today accepts the contention of the other cultural communities
that they, t00, are essential elements in Canada and deserve government assistance in order
to contribute to regional and national life in ways that derive from their heritage and yet are
distinctly Canadian”. 2¢ This federal multicultural policy emerged within the framework of
bilingualism.

* This quote is taken from Strangers at our gates, by Valerie Knowles, 1992, pp. 168. Ms.
Knowles cited this quote from Canada, House of Commons, Debates, 8 October 1971, 8545-
46. '
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Between 1971 and 1985 a Multiculturalism Directorate was founded and grew within the
Department of the Secretary of State, and 2 new more liberal Citizenship Act was passed,
followed by the Canadian Human Rights Act and the Constitution Act of 1982. Finally. in
1988, the Canadian Multiculturalism Act (Bill C-93-Canada, House of Commons) was
passed, with a vision of enhancing and preserving the multicultural nature of Canada (Fleras
and Elliott, 1992; Dobson, 1991). Critically, this act: “acknowledges the contributions of
Canadians of al} onigins and their communities to the building of Canada. It denies the notion
that everyone must fit into a set mold. It affirms that Canadians of all origins have
contributed to cultural, economic, and social benefits we all enjoy™. It states that federal
institutions “must ensure that government policies and programs respond to the needs of all
Canadians, and the government services are delivered in a way that makes them accessible

to everyone” (Stevens, 1993:4).

From the 1970s on, the federal government’s implementation of multicultural policy within
the bilingual framework spurred most provinces to introduce similar programs and the three
prairie provinces and Ontario took the lead in this regard (Bumet and Palmer, 1988:176).
They all established various advisory councils to generate information from the community
for the formulation of relevant policies. In June 1987, the Alberta government changed the
name of the relevant department from Alberta Culture to Alberta Culture and
Multiculturalism. Though often stereotyped as “red neck™ and reactionary, Alberta in fact
became the first Canadian province to have such a department committed in a major way to
multicultural development (Alberta Culture and Multiculturalism, 1989:20). The vision of
this department was to: “foster an environment conducive to the expression and preservation
of cultural heritage in the areas of artistic, historical, heritage, language, education,
economic, and social development; to encourage ethno-cultural groups in Alberta to share
their traditions with others; and to recognize and endorse the cultural heritage of Alberta™.?

*7 Ibid.
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The Alberta government also introduced its first Human Rights Code (Statutes) in 1980 that
subsequently was revised in July. 1990 as The Individual Rights Protection Act. The
objective of this act is to see that all Albertans are free from specific types of discrimination:

these included ethnic, racial and national discrimination, among others.

The introduction of multicultural programs and policies across the country have generated
powerful ideologies that have led Canadians increasingly to look at Canada as a polyethnic
society. Also, Canadians who are not from French or English backgrounds no longer have
either to hide or forget about their heritage and languages (which in the early 1900s many
Ukrainian and German people did in order to integrate into Canadian society). Instead. it is
now easier for them to see themselves as Canadians regardless of their ethnicity. Central to
this research, these new policies also have made many Canadian institutions and
organizations reevaluate their traditional policies and practices, especially those concerning
hiring and service provision. In this regard many health organizations across the country now
claim that they wish to provide more “multicultural” health care services. What is
“multicultural health care™? What implications might it have for community-oriented health

professionals?
Ethnic Diversity, Multiculturalism, and the Health Care System: An Overview

The origins of our contemporary health care system can be traced back to nineteenth century
Canada (Clarke, 1992). Until 1912 the Canadian government allowed a wide variety of
practitioners to offer their services and sell their wares in a virtually open market.
Homeopathic doctors and eclectic practitioners of all sorts worked alongside allopathic
doctors. Midwifery flourished. The Canadian government, the allopathic physicians’
association and allied interest groups for a long time had wanted to see an end to this kind
of unregulated free market medicine. Eventually, they were successful. The Canada Medical
Act, passed in 1912, the Canadian National Association of Trained Nurses established in
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1908.* and the Flexner Report of 1910 mark important changes in the Canadian health care
system. For the first time, the Medical Act standardized licensing procedures across Canada.
starting Canadian medicine on the road to being a closed shop. The Flexner Report changed
medical education and practice in the United States and Canada. It established orthodox
biological science as the axiomatic basis of clinical practice, of which the individual patient
became increasingly the main focus (Jensen, 1987). By the 1920s, the hospital-based,
curatively oriented, technologically sophisticated health care system which Canadians know
today was firmly established (Clarke. 1992).

The Canadian health care system began by utilizing mainly private and voluntary
organizations and institutions. Physicians were financed primarily on a so-called user-pay
basis (Northcott, 1988) and the employment of nurses and others was largely dependant on
physician practice. The concept “Medicare”, referring to a universal form of medical
insurance, was first coined in 1919 by Mackenzie King as a federal Liberal Party platform.
After a decade or so of indecision several political and soctal factors influenced the Canadian
government and reluctantly, a range of medical organizations, to seriously consider this
concept. During the 1930s the federal government identified a range of health and social
service disparities in different regions of Canada. Also, during the Great Depression years
(1930s). financially disadvantaged Canadians like the elderly, the unemployed and
individuals in low socioeconomic strata increasingly were unable to access extant services
(Clarke, 1992; Crichton and Hsu, 1990). Other factors in the development of a universal
health care system were political: 1) the widespread movement in Western industrialized
nations toward societal rationalization and bureaucratization in the context of monopoly
capitalism; 2) the establishment of a social welfare philosophy reflected in programs like
public education, old age pensions, family allowances, unemployment benefits, and medical
care insurance in western Europe; 3) the profit-making interests of the life and health

*# This organization then led to the recognition of nurses as professionals in all nine Canadian
provinces between 1910 to 1922 (Wotherspoon, 1988).
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insurance companies: and. critically. 4) increasingly effective pressure from labor unions,
farm cooperatives and the CCF to establish equitable social and health programs for all

Canadians.

To address gathering dissent. in 1957 the federal government introduced a limited national
health insurance scheme under the Hospital Insurance and Diagnostic Services Act. This was
a cost-sharing health insurance arrangement between the provinces and federal government
(Northcott, 1988:39). But this insurance plan was not in any way as successful as was
inttially expected. There were several problems identified in this scheme. including lack of
funding for the construction of hospitals, inadequate provision of public and mental health

services and a general lack of adequate coverage for basic medical services.

In 1961, a Royal Commission on Health Services was set up by the federal government.
Under the leadership of Supreme Court Justice Emmett Hall, this commission recommended
that a state-financed system of health insurance be introduced through which every Canadian
would be eligible to receive “free” necessary medical and hospital services (Clarke, 1992;
Northcott, 1988; Dickinson, 1988). Despite strong opposition from the Canadian Medical
Association, the federal government introduced the Medical Care Act in 1968, which was
finally implemented in 1972 with the cost of the program to be shared 50/50 by the federal

and provincial governments. Although threatened now, the four basic objectives of this

insurance remain:

1) universality: all residents of Canada are eligible to receive equal, uniform and insured
health service;

2) portability: the health benefit is portable from province to province;

3) comprehensive coverage: the benefits were to include all medically necessary health
services provided by hospitals, medical practitioners or dentists and others where
permitted.

4) no fees for immediate service: the plan was to be run on a nonprofit basis and is
subject to public administration audit.

The universal health care system that has evolved since is strongly grounded on a “medical
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model” of fighting disease through curative or restorative intervention. Retrospectively.
funding determinants over the years have if anything bolstered this onentation. This may
now be changing for several reasons. First, there has been a dramatic change in disease
profiles among the residents of Canada. Canadian mortality and morbidity rates have become
very low, but this and other factors have resulted in an aging population in which chronic
illness related to old age is on the rise. To address this health issue more effectively there has
been an attempt by the Canadian government and some health organizations to move away
from the “medical model™ of health service provision and partially replace it with a “health
promotion model™ or as Clarke (1992) calls it a “lifestyle model”. The central objective in

this model then shifts from treating disease to maintaining health.

A second force for change is an increased sensitivity to Canadian societal diversity, including
the first glimmers of awareness of a range of multicultural issues by health professionals
(Masi, 1993). The rise in the women’s movement, and the organization of effective political
activist groups representing First Nations populations and immigrant groups have made a
major contribution here. Much more is now said about the risks of not addressing diversity
perpetuating disparities in health status and/or the availability of health services (Grant,
1988; Frieder, 1988). Third, the traditional emphasis of the health services on identification
of “problems” and the treatment of diseases has inappropriately medicalized many social
problems, like family violence (Ahluwalia and MacLean, 1988), anorexia (Currie, 1988) and
women's health (Trypuc, 1988). This also is changing. Lastly, its medical orientation has
made the Canadian scheme increasingly expensive. For example, in 1965 the federal
government alone spent 475 million dollars in health care. By 1992, this had risen to 7,134
million dollars. (Finance Canada, Statistics Canada, 1993).

Social, cultural, political and economic issues and criticisms have together prompted funders
and some Canadian health care service providers to seek more ways to address health issues
using a “lifestyle” model where illness is attributed to an individual’s lifestyle, behavior, and

consumption patterns (Bolaria and Bolaria, 1994) and where more effort is placed upon
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promoting health through changed lifestyles. In 1974, the federal health minister Mare
Lalonde anticipated this trend. The suggestions Lalonde made in. *4 New Perspective on
Health of Canadians™, have had a tremendous impact on the establishment of subsequent
Canadian government health policies: it also influenced the World Health Organization. and
the policies of numerous other nation-states. In 1986, the federal minister of health, Jack
Epp. published a follow-up document entitled, “Achieving Health for All: A Framework for
Health Promotion™. This report suggested even more strongly that this mission can be
achieved through self-care, mutual aid and the development of healthy environments. The
report suggested taree basic ways to implement this new approach: increased public
participation, strengthening community health services, and coordinating public health
policy. This shift toward a health promotion model has madc multicultural health care
delivery something Canadian health care institutions have increasingly had to consider -
especially in the light of significantly increased client diversity and the range of multicultural

and human rights policies now in place across the country.
But, what is multicultural health? Masi characterizes multicultural health as:

Health care which is culturally, racially and linguistically sensitive and
responsive. The definition includes concepts of ethnic and race relations, cross-
cultural or transculturzal health care; it also includes issues related to human
rights and to equity (Masi, 1993:7).

It obviously is not something quite so easy to implement - evinced among other things by
a century of neglect by the Canadian health care establishment. For one thing, the Canadian
health system, based as it is primarily on western biomedical culture, has until recently
mainly focused on mechanical, technological and pharmacological treatments or “fixes”.
This has led health professionals’ medical gaze to look primarily at the physiological and
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medical knowledge - the individual as an organism (often. a male organism) in this context.™
There was little room in such conceptions for patient personality. let alone patient diversity
where that diversity ranged beyond the physiological. But the shift to a “health promotion
model” in a pluralistic society like Canada has made multicultural health care increasingly
problematic and spoken about even if not yet crucial (Lynam, 1993; Todd. 1991: Leininger.
1989; Nolde and Smillie, 1987) to heaith professionals. If taken seriously. in order to provide
“lifestyle™ oriented services effectively health professionals clearly will have to acknowledge
cultural and other differences among service recipients and respond to them appropriately
{Masi, 1993; Lynam. 1993; Anderson, 1990). Leininger contends that when a professional,
*... secks to involve the patient in his or her own care. nothing can be more important than

understanding the patient’s hentage and traditions (Leininger, 1989:251)”.

There is no guarantee, however, that the combined forces identified so far in this Chapter will
produce a future health care system that meaningfully addresses actual diversity in the
context of a lifestyle model. This will depend in large part on how and whether specific
institutions incorporate cultural diversity into their formal mandate, and how (and again,
whether) such mandates are reflected in everyday practice. To discover how these have
developed in one such institution--a community-based health care centre—-is of course the
central objective of this thesis. Kleinman (1980) has said that any effective understanding
of the medical system requires that one:

Start with the appreciation of health care as a system that is social and cultural
in origin, structure, function, and significance. In the same sense in which we
speak of religion, language or kinship as cultural systems, we can view
medicine as cultural system, a systern of symbolic meanings anchored in
particular arrangements of social institutions and patterns of interpersonal
arrangements (Kieinman, 1980:24).

* The male body continues to be the paradigm in many respects. Note recent activist
complaints that those who research and treat AIDS systematically have ignored the rather
different symptoms and disease trajectories of infected women.

35



As a final necessary bi: of contextualization. let me conciude this Chapter with a briet’
account of a key domain in the overall Canadian health care system that for a long time Aas
been concerned with a range of community-based factors: community-based public health
and its institutional subculture.® I then briefly describe the community health centre that is

the context for my research.
The Canadian Community Health Care

The main stated objective of public health care, or as Jensen (1987) calls it. "community
medicine"”, has historically been to provide preventive treatment directed toward populations
and whole communities. Researchers believe that community-oriented practice in Europe
goes back to the end of the seventeenth century. In Canada. Ontario was the first province
to implement a Public Health Act in 1882, the essential points of which were soon adopted
in the rest of the country (Clarke, 1992). Also, from the 19th century through the early part
of this century new immigrants entering Canada were seen (not always accurately) to have
initiated epidemics of flu and cholera which killed many people. In order to protect the
general health of Canadians, the federal government for the first time passed laws to protect
the lives of its citizens through quarantine and sanitation measures coordinated by
community health centres. Immunization programs soon followed. Recognition of the
limitations in disease-specific approaches encouraged community medicine in the 1960s to
explore new diagnostic techniques for the prospect of mass screening. This introduced the
increase in use of a statistical approach and case documentation which were instrumental
in recognizing that certain lower sociceconomic groups and Native populations have higher
morbidity and mortality rates than other groups. The statistical model fitted well with the
trend that was used by other health professions in identifying the causes of health inequalities
in large populations.

% More historical detail on the rise of community-based public health in Alberta is given at
the beginning of Chapter Four.
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Over the period between 1950 and 1960 the community health organization also then got
involved increasingly with other programs: post-natal services. dental health, support
services for chronically sick, disabled. and the elderly living at home. and diet to name only
a few. In the 1970s certain home care programs also came under the jurisdiction of

community health.

Today, such institutions face the possibility of a complete reformation of their traditional
duties as community health care providers. Although expected to provide a range of disease
prevention and traditional health promotion programs as before, more and more they have
to do this under a new institutional and cultural framework following a more contemporary
health promotion or lifestyle model.*! Historically community health organizations have
gearcd their programs toward what they have identified as high risk groups, like mothers
with young children and school children (Crichton and Hsu, 1990:99). The lifestyle model
suggests similar potential exists for, promoting the health of those historically deemed
normal and not at high risk through both education and intervention. They also give further
legitimacy to calls to address more seriously both barriers to, and potential for improved
health that may have a cultural basis. Qureshi suggests that “health professionals and GPs
should concern themselves with ethnicity, religion and culture as much as with the age, sex
and social class of their patients™ (1989:vii). Such demands are rather new in the health care
system and as mentioned, do not fit well with the older medical model. Moreover, there is
little by way of strong formal-institutional guidance or policies concerning these issues to
inform or constrain local institutions. Each community health organization across the country
now essentially addresses issues of cultural diversity differently, achieving and

3! The principle of this model is “that a person’s health is significantly affected by many
complex interactions between the individual and his or her particular family, community and
culture™ (Lee and Herrera, 1993:63).
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understanding such issues in its own terms.* Many such health organizations have not vet
seriously come to terms with these issues. Others consider cultural diversity in terms of
special projects instead of incorporating them into their evervday discourse (Kulig, 1994:
Feather. 1993: Edwards, 1992; Brunt, 1992). Many, like the Centre I investigated. have

moved forward informally in complex and not always consistent ways.
Community Health Centres in Alberta

Community health programs in western Canada were first established with the appointment
of a Territorial Board of Health in 1870 (Schartner, 1982). This was done to address a
smallpox epidemic that had spread among the Indian tribes. With the growth of Edmonton
and Calgary, these two cities formed their own health services on a municipal level. In 1905
Alberta became a province and the public’s health became a provincial matter. A Provincial
Board of Health was formed in 1907 (Schartner, 1982:11).

To address the health concerns of rural communities, in 1919 district nursing stations were
established across Alberta. Shortly after that travel clinics were organized to serve rural arcas
lacking other medical facilities. By the 1920s it was apparent that community health
provision as then organized was unable to provide effective health services to the smaller
communities, and that there was a growing gap in available health services between cities
and smaller communities. Therefore. in 1929 the Alberta government established as a basic
health service a range of immunization and child care programs for people living in rural
areas. After the Second World War, Albertans saw community health centres constructed in
all parts of the province (Schartner, 1982).

3 The city of Toronto Department of Public Health has adopted the Mandala of Health as the
model. The city’s Department of Health articulated its’ first formal commitment to
multicultural policy in 1978. For further details see Lee and Herrera (1993).
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The Community Health Centre in Question Here *

The origins of this urban-based community health centre (CHC) dates back to initiatives in
1891. First a Standing Committee of Municipal Council was created called the Committee
on Health and Relief. In 1897, the town of Lethbridge created a Board of Health. After
Lcthbridge became a city in 1907, it passed an extensive public health bylaw, which

cvidently served as a model for later provincial legislation.

In early years the main focus of public health in Lethbridge was the control of communicable
discase, the provision of clean water and healthy food, and control of general sanitation and
disposal of waste. Public health staff also ran an isolation hospital, which was handed over
to the Municipal Hospital in 1952.

In April 1958 a community health centre finally was established in the city with financial
support of the provincial government. The functions of this community health centre
thereafter became increasingly complex. It began providing services that were managed
previously by the Health Board, a Nursing Mission (which held a baby clinic and milk
station, health education and home visits) and School Health Services. As time went on,
more community health services were added to the existing ones. These included certain
dental services and speech therapy (in the 1970s). During the ecarly 1980s there was an
extensive expansion of services, including Home Care, Alberta Aids to Daily Living, Sexual
Health. an Early Intervention Hereditary Disease Program, and the Preschool Assessment
and Treatment Center. The latter two programs were provided as regional services in
collaboration with two other health centres in the region. In summary, the Health Centre
operated fifteen distinct formally-named programs. They were: Alberta Aids to Daily Living,
Audiology, Communicable Disease Control and Epidemiology, Community Nutrition,
Dental Health, Early Intervention, Environmental Health, Hereditary Diseases, Home Care,

3 Source: CHC Handbook, Revised: June 1994.
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the Preschool Assessment Treatment Center, Public Health Nursing. Sexual Health, and

Speech-Language Pathology.

Prior to 1973, funding for the CHC was shared by the Province and the Municipality on a
two thirds. one third basis. In 1973 the Province amended the Public Health Act which
established such centres as autonomous bodies and assumed full responsibility for funding

their programs.

The stated overall goal of the CHC is now to enable people to live healthy lives within a
healthy community.> The CHC handbook proclaims,

All Health Center programs utilize health promotion strategies in
accomplishing their goals. This includes the provision of the information to
the general public to increase their knowledge about possible health
problems, increasing peoples coping abilities, etc. The strategies are intended
to empower individuals and families to make healthy choices and take
responsibility for their own health (CHC Handbook, 1994:17).
At the time my data collection ended, the CHC employed approximately 114 staff
representing a wide range of health professionals, support, technical and clerical staff. It
provided service primarily to City of Lethbridge residents and its official geographical
service boundaries are coterminous with that of the city. This institution also provides some

additional services in conjunction with other neighboring health centres.

CHC Formal Organizational Structure *

At the time I did fieldwork there, the formal organizational chart of this CHC showed four
administrative levels (see Appendix A), with a policy Board at the top. The Chief Executive
Officer (CEQ) was the administrative head of the institution, and was a medical doctor, as

3 See Chapter Four for further details.
3 Again, see Chapter Four for more details.
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specified by the Provincial legislation. The CEQ was responsible for all administrative duties
and had an extremely influential role in CHC policy and program formulation. The CEQO sat
on the Board on behalf of CHC staff, where the CEO’s role was as a mediator between the
Board and the staff. The CEO was directly responsible for implementing the Board’s wishes,
The third management level encompassed the Directors of different programs offered at this
CHC. These Directors were responsible for their respective programs and were an important
liaison between the CEO and staff. Directors oversaw programs, did hiring, and wrote
proposals for outside funding. There were at the time four Directors in this Health Center,
and one Assistant Director. The Assistant Director was located in the Public Health Nursing

Program.

The front line workers composed the last level in this organizational chart. They included
about one hundred individuals: community health nurses, a nutritionist, speech pathologists,
health inspectors, geneticists, dental hygienists, and audiologists.

Conclusion

The structure of Canadian society in the last three decades has changed generally; notably
relevant here is a great increase in cultural diversity and acknowledgment of that diversity.
Canada has become the leader in formally recognizing itself as a muiticultural nation. These
changes have begun to impact upon Canadian institutions in general, and Canadian health
care institutions in particular. Cultural diversity’s initial impact upon health care provision
now comes at a time when increased advocacy for a “health promotion model” for health
care services is also generating many new challenges to and potential for our health care
system. In a fundamental way, calls for more attention to cultural diversity and to human
lifestyles are based on highly congruent, core philosophies and are potentially mutually
supportive. In an institutional world long guided by other ways of seeing and now faced with
resource reductions, however, increased demands, and little guidance, how things actually
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evolve will depend much on local factors. Central among such factors is how individual
institutions encode cultural difference in belief and practice: this is the subject of Chapters
Four and Five. The following chapter first analyzes a range of relevant theories that
anthropologists and social scientists have used to understand the burcaucratic cultures of
health organizations. In particular, my discussion emphasizes those theories which

subsequently contribute to my analysis of the community health centre’s culture.
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CHAPTER TWO

THEORETICAL FRAMEWORKS FOR THE STUDY
OF HEALTH INSTITUTIONS AS CULTURAL
SYSTEMS

The previous chapter presented a brief sociohistorical analysis of the growth of Canadian
cultural diversity and of its impact on health institutions and service delivery. As noted there,
an awareness of this rapidly changing population is necessary for our health care system to
provide appropriate service, especially in the area of health promotion. Utility or necessity
not withstanding, powerful critics have argued that the Canadian government and other
interested parties are still not doing enough to reduce the “racial” and ethnic health care
inequalities (Ramsey, 1995; Ujimoto, 1994; Hall, 1994; Ervin, 1993; Bolaria, 1994, 1988;
Dhruvarajan, 1994; Clark, 1992; Indra, 1991; Frideres, 1988). This study focuses on one key
dimension of this issue: how client cultural difference is inscribed into the everyday practice
of health service institutions. In this light, the goals of this chapter are twofold. First, I focus
on key theoretical aspects of the study of institutional culture, 2 literature to which I hope to
have made some contribution through this research. 1 start by addressing a series of
operational definitions of culture axiomatic to an understanding of institutional culture and
the culture of health care institutions. Then I critically appraise three theoretical approaches
that have been used to discuss the everyday practice and discourse of bureaucratic
organizations, focusing particularly on issues of medical knowledge construction. I conclude
the chapter with a brief reiteration of my research problem, as contextualized by this

theoretical discussion.

Culture and Institutional Culture

Mainstream definitions of the word “culture” have changed many times since its first
significant anthropological use in 1871 (Kroeber, 1952). According to early social theorists
like Durkheim, Radcliffe-Brown, Kroeber, and Benedict, society and culture were immortal
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and transcendental; individuals were bom into their culture and through socialization
processes became a member of that society or social group. Their philosophy of culture could
not be described as the straightforward product of individual persons (Stein, 1990). Instead
people were characterized primarily as products of their culture, rather than its makers.
Today, when one opens an introductory anthropological text. culture is typically defined
archaically, reflecting this earlier view: “as a leamed system of beliefs, feelings and rules for
living around, which a group of people organize their lives. It is a way of life for a particular
society” (Crapo, 1993:5).

In as much as anthropological discourse on culture and on modern nationalism have been
massively interpenetrated, this term with archaic meaning attached is often used informally
in folk discourse to identify large social groupings or categories of people based on shared
national origins. For example, Canadian, Japanese, or Polish culture in folk discourse usually
refer to a normative set of lifeways identified with an ethnic or national group; sometimes
it is used to refer to people who are “Native” to these respective countries. This folk notion
of culture is described by Kreps (1994) as a “natioral culture™ whose frame of reference is
to geographical and historical space, and which, in Bennedict’s (1984) terms, is often an

integral part of their ideologies of imagined national communities.

In complex modem societies like Canada there are in fact many nodes of actual significant
diversity--many distinguishable “subcultures” within the boundaries of the state. Many of
these are personally salient, and are the focus of social groups. Thus people may not only
identify themselves as “Canadian™, but also as participants in ethnic, professional, class, and
regional subcultures. One individual may identify him/herself in many different ways in
social space and time, and with a number of cultural frames. Moreover, contemporary
anthropological research has shown that such individuals are not at all the passive recipients
of cultural notions such as found in these contexts. They individually synthesize and make
meaningful elements selected out of 2 wide range of traditions and trends, and integrate these
elements into personal systems of belief that help them make sense out of the social
situations in which they participate.
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The best way one can then start to approach defining culture in reference to a complex
society that would be relevant to this study is as “a complex and mulitifaceted social
phenomenon that has powerful influences on all aspects of modern life. Culture refers to
collective sense making of members of social groups, the shared ways they make sense of
reality” (Kreps, 1994:1). Culture consists of constantly reinterpreted shared beliefs, values,
and attitudes that guide the behaviours of group members (Krep, 1990a; Geenz, 1973;
Arensberg and Kimball, 1965). But this alone is insufficient, as in this analysis I am not
studying the culture of an ethnic or national group, but that of a small public institution
where people are recruited from different ethnic, political and social backgrounds. These
people are explicitly trained for membership in the institutionally-linked groups and
categories of person that have found themselves there. They come from the “outside™, yet
the sense of overlapping membership is strong; people identify themselves with these groups.
[ acknowledge this by using Stein’s inter-actionally and identity-oriented definition of
culture. in which he sees cultures:

... as a shared and constantly renegotiated sense of definitional affiliation with a
particular group or groups and the action that derives from and validates this self-
definition. A sense of shared identity, of overlapping meanings and their associated
symbols and rituals, becomes expressed in the fantasy of “we-nes’. ‘I am’ becomes
‘we are’, and vice versa, Further, what ‘we do’ follows from what ‘we are’ (Stein,
1990:1).

Institutions and Culture

Like communities, associations, ethnic groups, and religious congregations and institutions
are both social and cultural productions (Herzfeld, 1992; Buchignani, 1991; Douglas, 1986;
Cohen 1985), even if the individuals who participate in them do not always see them as such.
In this regard, Berger and Luckmann, in The Social Construction of Reality state that:

The objectivity of the institutional world, however massive it may appear to the
individual, is 2 humanly produced, constructed objectivity. The process by which
the externalized products of human activity attain the character of objectivity is
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objectivation. The institutional world is objectivated human activity. and so is

every single institution. In other words, despite the objectivity that marks the social

world in human experience, it does not thereby acquire an ontological status apart

from the human activity that produced it (Burger and Luckmann, 1966: 60-61).
Institutions are human products. So, therefore. are the cultures and subcultures of institutions.
As much as culture is general. the bureaucratic culture can be evoked by Geertz's words.
“man is an animal suspended in webs of significance he himself has spun. { take culture 10
be those webs™ (1973:5).’¢ Members of an institution have both formal and informal goals
that are strongly grounded in their bureaucratic culture. It is crucial therefore, to have first
an understanding of how a health care organization maintains its institutional legitimacy and
sense of solidarity (ideology). A second analytical requirement is to conceptualize
institutional social processes of knowledge production. Community health organizations
established in late nineteenth century were founded on an ideology of community-oriented
preventive treatment practices. Since their inception such organizations have introduced and
integrated many new health programs and services, yet continue to identify themselves as
community-based health service providers. As Douglas notes, “to achieve this objective
institutions [subtly] shift process where something is admitted, something rejected and
something supplementad to make the [new] event cognizable” (Douglas 1982:1). She further
suggests that this process is largely cultural where a host of individual choices become
catalogued and constrained and where overall mandates and process structure individual
consciousness (Ibid). A central point of my study is to understand those forces that help
institutions sustain their identities yet change to respond to internal and external determinants
and constraints--in particular determinants and constraints involving notions and realities
of cultural difference.

% As an institution is both a social and ideological production, Douglas (1986) contends that
an understanding of both cognition and environment is needed for a cultural analysis. Her
assumption is that these two concepts are connected. For example, in Purity and Danger,
Douglas (1975) asserts that "each tribal wisdom invests the physical world it knows with a
powerful backlash on moral disorder” (1975:5).
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Study of Institutional Culture

To help understand the CHC’s organizational structure and culture in the most general sense
1 use primarily an interactional anthropological approach, tempered by some earlier conflict
theory and functionalist ideas. It is interactional in part because institutions “do not have
minds of their own” (Douglas 1986). They are human constructs maintained by conscious,
interpretive individuals, whose rules and practices are always in the process of being
legitimated and renegotiated. This approach usefully highlights logical pattern construction
and legitimization within small scale social organizations. My study of 2 CHC as an example
of one institution in a modern health care system is specifically intended to provide a
conceptual understanding of the interactional processes through which its members are
constantly creating, negotiating, revising, internalizing, and externalizing their culture. It also
seeks to show the degree to which CHC staff in these instances are far from passive
individuals caught in an invariant institutional matrix. I would note parenthetically that this
goal in turn led to my committing to the use of long term participant observation as a
supplement to interviewing as I have sought from the first to encompass beth the conceptual
and behaviourial sides of this institution’s culture. An interactionist orientations well suits
this challenge.

Today’s increasing concern to provide culturaily sensitive health care has made the study of
relevant health care institutional cultures important (Kreps, and Kunimoto, 1994; Muecke,
1992; Herzfeld, 1992; Henderson, et al., 1992; Johnston, 1991; Stein, 1990; Osborne, 1990;
Leininger, 1989). Many such studies were done prior to this one. It is important to examine
the ways in which social scientists have approached bureaucratic cultural analysis, both in
order to make sense of what they have discovered, and in order to apply a sense of their
insight here. The following section reviews three major perspectives of this sort: structuralist,
conflict, and interactional approaches to the empirical and conceptual understanding of the

western bureaucratic cultures. I focus selectively on elements of these theories that I have
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deemed more useful for my cultural analysis of CHC evervday practice. In this regard. 1 also
highlight findings about how medical knowledge systems extended to include new
information while maintaining continuity with “problem-specific” thinking. A few

weaknesses of these theoretical approaches will also be briefly discussed.
Western Medical and Health Care Institutions As Curers of Illness and Discase

Classical structural-functionalist approaches to the analysis of institutions typically focus on
the acknowledged, beneficial consequences such institutions have for society in its totality
(Thompson et al., 1990). As a result they often concentrate either on the functional requisites
for the survival (Parson, 1966) of such institutions. or on them as a cultural systems (Good,
1994; Young, 1993; Rhodes, 1993; Jensen, 1987) operating as agent in treating illness,
preventing disease and promoting health in the larger society (Jensen, 1987). But there isa
fundamental weakness in this approach which has led to its cumrent unpopularity.
Functionalists are not often particularly careful about how they identify the functional
problem or need which they postulate the institution should address. Secondly. these
theorists rarely address Dukkheim’s maxim that to establish a function for something does

not automaticaily account for its existence.

This is not to suggest that functionalism did not historically make significant gains here.
Merton’s contribution to functional theory and the analysis of a society at various levels has
helped immensely in the study of institutional culture (Douglas, 1992, 1975; Bell, 1992,
Turner, 1979) especially by well defining manifest and latent functions. The simplest
definition of manifest functions are those that are planned and in many situations explicitly
presented, whereas latent functions are unvoiced and unintended (Ritzer, 1992:115). The
manifestion of the principle of essentialism and prevention of disease and illness, for
example, is central to the CHC’s everyday practice, as shown in Chapter Four. This objective
is presented as an institutional mandate, and is presented in other forms like the

organizational handbook, brochures, and advertisements informing the community of their
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presence and overt objectives. But, as will also be shown, the biomedical model has a strong
latent function of participating in the generation of patient/client categories and perhaps, in
maintaining health inequality (Clark, 1992). As Rhodes suggests, both in its manifest and
latent forms the ideology of “biomedicine™ participates in a cultural separation of mind and
body, nature and culture, in ways that may produce a sense of dissonance expressed in
increasing criticism and doubt (Rhodes, 1993:164). More generally, distinctions between
manifest and latent charters and agendas have helped facilitate important contributions to the
study of bureaucratic and organizational culture (Indra, 1987; Ng 1987; Teski, 1981; De Voe
1981).

Merton (and others) also have further disaggregated latent functions suggesting that there are
two types of unanticipated consequences worthy of study. One type is where the
consequence is disfunctional for a designated system, (and comprise latent disfunctions) and
the other is irrelevant to the system (having neither functional or disfunctional

consequences).”’

Allied structuralists have also made an important contribution. According to Weber’s theory
of bureaucracy, institutional stratification constitutes and defines stable patterns of
relationships and activities (Zhou, 1993) essential for the avoidance of disfunction in
organizations (Foner, 1995; Herzfeld, 1992; Douglas, 1992; Cohen, 1982; Townshed, 1971).

Structural anthropologists in more recent times who have used decision-making theory to
study social institutions have gone further in focusing on the means used by individuals to

achieve a given end, but have rarely asked how people come to prefer one end over some

37 See also Ritzer, 1992:115. Merton’s contribution on latent functions is addressed later,
where I show instead how CHC staff latently develop new categories of clients and medical
problems in the process of maintaining their institutional cultural identity. This has been
shown also by Young (1993) in his study of a psychiatric unit that was part of the U.S.
Veterans Administration medical system.
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other end (Thompson et al, 1990:55). They also primarily have focused on the social system
as a whole rather than on taking a person-centred approach. For example. Taylor (1970) in
her ethnographic study of a hospital culture identified the two most important characteristics
of this institution as: the function of the institution. and the role relationships between its

members. She said of American institutions more generally that they are:

Separated [by function] into two categories: those that produce goods and services
and those that process people. 1 call the institutions that do things to people.
people-processing plants; and I identify three kinds of people-processing plants:
launching plants—-schools, colleges, and other institutions that prepare people to
become working members of society; fall-out plants—institutions that do
something to and for people when they are temporarily unable to function in
society (hospitals and prisons fall into this category); and scrap institutions—the
institutions in which we store human rejects (homes for the retarded and nursing
homes for the aged are both excellent examples). (Taylor, 1970:141-142),

In this description Taylor shows what Weber and Parsons (1951) have emphasized: how
“society” accomplishes specific tasks through functional institutions. She points out that:

When we organize things to and for people--educate them, cure them, care for
them, and so forth-we tend to use what I think of as conveyer-belt logic. An
excellent approach to the task of producing nuts, bolts, sausages, and other
inanimate objects, but one with obvious pitfalls when the object to be processed
is animate and human. Consequently, our people-processing systems tend to expect
more conveyor-belt behaviour than is absolutely necessary, and those persons
being processed characteristically draw attention to this fact by sporadic refusal to
conform to particular demands (Ibid).

This conveyor-belt analogy evoked here is in some ways very archaic. Still, it does begin to
touch upon the asymmetrical role relationships possible between service provider and client,
as for example, between physicians and patients. The pecking-order analogy Taylor uses
elsewhere to characterize role relationships in this hospital also evokes a view of a
hierarchical system that upequally distribates power and privileges according to roles with
a minimum amount of conflict. The most obvious weakness of this approach is that in
focusing only on one relevant dimension of the institution, it ignores many others ﬂmt are

relevant—especially those of 2 more fluid or person-centred nature.
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Others have expanded these earlier structural approaches by taking a less naive and literal
view of institutional functions and with this a more dynamic approach to institutional
structure. They have done so in part by shifting from the study of only literal institutional

functions to research on mechanisms of institutional legitimacy and world view.

Fisher (1981). for example, explains how bureaucratic structure influences both health policy
and program decision-making in Nepal:

In the world of international heaith, donor agencies are caught in their own
bureaucracies—by the organizational structure, by their planning and funding procedures
which must adhere to a rigid time schedule, and by organizational and personal goals
which infivence perceptions of planning and the evaluation of programs such as ICHP.
Such bursaucratic demands lead donor agencies to a course of action which has more to
do with their own needs than the beneficiaries of Nepal’s health services (Fisher,
1981:202-203).

Fisher's analysis of institutional behaviour confirms what may others have shown: that
legitimacy concerns and conformity pressures often predominate over what the clients need.
Murphy (1987) presents a similar picture concerning power and authority within the
discourse of the hospital, in The Body Silent. He compares this institution with Goffman’s
“total institution™ (Goffiman, 1961), institutions like prisons or asylums where both patients

and staff are forced to conform to the institution’s discourse.

Ethnographic research on inter-group relations in health contexts has frequently investigated
the interface between health service providers and service users (Murphy, 1987; Taylor,
1970; Goffman, 1974, 1963, 1961)*® which as Frankenberg (1993) calls the relationship

between “sufferers and healers”, A generic label (provider-user) and associated approach,

3 See also allied works that focus on understanding the culturally-based and health practices
of different ethnic and racial groups (Kulig, 1994; Muecke, 1992; Galanti, 1991; Winn,
1990: Dobson. 1991; Brosnan, 1990; Peters, 1987; Fox, 1987).
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however. is still often used to account for the social structure. function. and maintenance of
the social stability of such organization. Most treat the iﬁstitution in question in a too abstract
and general way to contribute much to understanding the situational and sub-institutional
process whereby a community health centre constructs specific categories of person: not a
simply “good™ or “bad”™ client. but say an “El Salvadoran™ client. Most attempts so far fail
to integrate sufficiently the social and cultural factors that contribute on an ongoing basis to
continuity and change in diverse, and not always consistent ways. Instead. the primary focus
is on how as overall institutional preferences are structured to become manifest in the general
way of life of the institution®® and processes of differentiation often are ncglected

(Thompson et al. 1990). As Barth (1981) chides in respect to this form of anthropological
analysis:

The most dominant and most indispensable ..[relevant approaches]... is
structuralism. | believe it to be fundamental to the conceptualization of any kind
of complex reality. But the way it has been adapted to anthropological materials
has entailed 2 predominant focus on ‘systems of thought’, even when avowedly
speaking about the connections of social interaction and people’s relationship to
their environment. It has also focussed strongly on the macro-level of forms.
institutions, and customs, ignoring the micro-level of the distribution and
interconnections of concrete acts and activities; or else it has confounded the two
as if the acts of individuals were a simple homologue or ‘expression’, of collective
macro-structures. As a method, it has tended to achieve clarity - indeed often
brilliance - in the depiction of patterns by a high degree of selectivity: by
backgrounding and eliminating variation and abstracting the norm, thereby
ignoring increasingly more of what seems to me real and vital in people’s lives on

¥ Altemnatively, many medical anthropologists involved in analyzing cross-cultural health
care provision have spent much time generating literature about the symbolic and
epistemological dimensions of sickness or illness, healing, and health in various cultural
groups (Reid, 1994; Lindenbaum and Lock, 1993; Dhruvarajan, 1994; Good, 1990; Nichter,
1989; Peter, 1987; Guilmet and Whited, 1987; Fox, 1987; Scheper-Hughes, 1984). However,
as Good (1990) describes this sort of research also avoids coming to grips with institution-
based ways of seeing: “this knowledge is only developed to help the public health specialists
convince people 10 act more rationally - to use preventive services, obey doctors’ orders, or
utilize medical services “appropriately” - such theories evaluate health beliefs for their
promixity to empirically correct knowledge concerning the serious”.
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the operation of backgrounding in the construction of shared understandings (see
Douglas, 1975:3-4) (Barth, 1981:4)

To summarize, despite their limitations structural-functional perspectives definitely have
some positive implications for this research. The CHC does function as a formal bureaucratic
organization with an explicit, predefined mandate grounded in medical models of illness
prevention and health promotion (Good, 1994, Stein, 1990; Todd, 1989). This problem-
specific overall cultural orientation of the CHC gives unequal power to key bureaucrats to
control institutional space, time and knowledge (Foner, 1995; Herzfeld, 1992). In addition,
the Centre has a well-defined formal hierarchical structure where decision-making power is
at least said to be located at the top of a traditional pyramid. In terms of service, it provides

programs that are strongly informed by the Community Health Act of Alberta.

In these and other ways I zave used structuralist strategies to approach an understanding of
the centre. In particular, I have paid considerable attention in the earlier parts of Chapter Four
in mapping out the formal charter and organization of the institution. I see this as only a
starting point, however, as my main focus is on CHC staff everyday discourse and practice
relating to cultural difference. I concentrate on the influence of cognition and interaction on
CHC staff perceptions relating to their construction of their medical object, the client. Most
structuralist social scientific research on medical institutions is done from an “etic”
perspective. In this thesis, however, I want to focus primarily on “emic” data and use it to
construct “etic” theory about the CHC and bureaucratic culture more generally. To do so
requires the use of additional theoretical approaches.

Medical and Health Care Institutions as Arenas of Cultural Conflict

The development of conflict-oriented theory generally can be attributed to increased
skepticism about the explanatory power of functionalism as a paradigm of social analysis
(Farganis: 1993). My purpose here is not to provide a historical béckground of the
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development of this widely-based theoretical approach. Instead. my focus is on some of the
contributions this perspective has made to cultural theory, and to rescarch eon health and
cultural diversity. Finally. I also briefly identify some the limitations of this theory as applied
to my study.

Conflict theory analysis of bureaucratic organizations can be contrasted with functionalist
approaches in several ways. Structural-Functional theory sees society as quite static, or in
a state of moving equilibrium; such stability often is seen to be “natural™ not in need of
explanation. Functionalists emphasize the orderliness of the social system. and seck to
identify broad-based elements like norms that contribute to an institution’s stability and
cohesion.™ A central thesis of more conflict-oriented sociological studies of medical
organization is that a differential distribution of decision-making power generates health
inequality of many sorts (Findlay, and Miller, 1994; Frieder. 1988). Findlay and Miller
(1994), for example, have demonstrated how power differentials have allowed the
contemporary health system to medicalize women's lives and even women’s own

understandings of their own bodies.

A number of ethnographic studies of biomedical culture conducted from a conflict
perspective view western medicine as not being in accord with its functional charter. Instead,
they highlight the coercive dynamics of medical organizations and stress that all structures
are subject to processes of change (Dobson, 1991; Leininger, 1989). This is best exemplified
by the work of Leininger (1989; 1978) on transcultural nursing. Her primary focus in these
studies has been to show how the nursing profession expands its medical and health carc
knowledge to adjust to societal changes through what de Certau (1984) calls organizational
“strategies”.

That dissension and conflict are central to 2 community’s, or a social organization’s

40 See Parsons (1951) as a classical example, and analyes of it by Farganis (1993).
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continuity, disintegration and change (Stein, 1990; Todd, 1989; Cohen. 1985; Foucault.
1979) is likewise well documented in Stein’s Medicine Culture in America. Stein has
primarily focused on how medical culture has come to reflect changing American value
systems. In short, it is his thesis that the biomedical model underlying our heaith care
delivery system is maintained through coercion and through a high concentration of power
and authority. What earlier researches may have viewed as a functional division of labour
is here vicwed as a form of professional domination. Authority in this context does not lie
with individuals, but depends on position; positions and the power of positions are
maintained through struggle. Not surprisingly, many conflict theorists argue colonialism,
racism and sexism as reflected in the Canadian health care system have produced many
significant health inequalities affecting different groups cf comparatively disempowered
people (Clark, 1992; Knudsen, 1991; Trypuc, 1988; Pollock, 1988; Frideres, 1988).

Another development relates not so much to contextuality as to perception. A strong sense
of the authority of medical and health care knowledge and self-promoting medical
organizational values may have made the physician and some other health care professionals
perceive themselves to be gatekeepers and guardians who rightfully act to sustain social
order and maintain coherent control of the health care subculture (Malone, 1993; Harrison,
1993; Lowenstein and Glanville, 1991; Henkle and Kennerly, 1990). Some more literally
inclined analysts still support this view. For example, Shah (1990) suggests in Public Health
and Preventive Medicine in Canada, that primary care staff must serve three essential

functions: guardian, gatekeeper and chronicler.
Few conflict theorists would take such perceptions at face value—neither would they

automatically accept traditional paternalistic assertions that physicians and nurses neutrally
and altruistically adopt new medical and health care knowledge and approaches for the
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benefit of the poor and the disadvantaged groups.*

For the purpose of my analysis of the CHC as a cultural system this theoretical orientation
makes several significant contributions. 1 do not believe that we can characterize current
transformations of health practices and beliefs without understanding the linked roles of
integration and conflict, consensus and coercion--especially when as in this case one wants
to contrast formal structures with informal ones. and beliefs with actual behavior. A key
relevant strength of conflict theory is that it allows one to understand how a way of life
coheres by working “behind the back™ of individuals to form preferences and ways of seeing
(Thompson et al., 1990:152). Moreover. recent attempts to assert the priority of “lifestyle™
modes encompassing multicultural health care in a regime of decreased funding has severely
challenged Canadian health care delivery professionals, leading to much conflict and
uncertainty and rapid institutional change. Structural-functional approaches have limited
applicability here. The conflict approach helps one highlight ongoing ¢veryday struggies
between frontline CHC nurses and management, how frontline nurses have conceptual

formation and practical power, and how they try to use and extend that power.*

Non-Marxist Conflict theory has been criticized on a variety of grounds some of which are

relevant here. One drawback of this theory is that it never has succeeded in divorcing itself

! In contrast, Todd (1989) shows how the cultural discourse of health professionals
generates new categories of women’s health problems and maintains relationships between
doctors and female patients. de Certau (1984) more generally describes “strategies”™ used by
members of a dominant group to flexibly respond to external pressure, and to sustain their
authority in that cultural context. Cohen (1985) in Vision of Control elaborates on this
subject in a study of institutions and deviants.

%2 Sacks (1988) in Caring by the hour: women, work, and organizing at Duke Medical
Center has demonstrated the power of subordinates on a medical institution very nicely. Her
focus was to show how clerical, service, and technical workers almost succeeded in
unionizing Duke University Medical Centre. She also shows the contribution of African
American women in the movement’s leadership. This is a significant contribution by groups
like women activists, and interest groups to the medical bureaucracy culture.
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entirely from its structural-functional roots (Ritzer, 1992: 123). Thus. many conflict theorists
still concentrate either on how conflict maintains the institutional status quo or leads to
beneficial change.” The approach continues also to suffer from some of the same conceptual
and logical problems (for example. vague concepts, tautologies) as did structural
functionalism (Ritzer, 1992:127).

This theoretical tradition over-emphasizes the institution’s maintenance of a highly
generalized dominant position and of the status quo. While the approach highlights
systematic discrimination against certain types of service users, there remain a tendency to
over generalize, (indeed to almost stereotype) about how institutions label or frame patients.
Ng (1988) in The Politics of Community Services asserts to her that, the term “immigrant

women™:

Conjures up the image of 2 woman who does not speak English or who speaks
English with an accent; who is from the Third World or a member of a visible
minority group; and who has a certain type of job (eg. a sewing machine operator
or a cleaning lady). Thus, “immigrant women” is socially constructed category
presupposing among other things, a labour market relation (Ng, 1988:15)

Actual immigrant women are in fact highly variable and no institution would stereotype them
so narrowly as this. A fine level of detail is required here as my focus is not on client
discrimination, as in Kogan and Kotelchuck’s (1994) Racial Disparities in Reported
Prenatal Care Advice from Health Care Provide. Rather, it seeks 10 use various explanatory
strategies to show how a CHC staff culture generates a full range of client categories and
subcategories pertaining in some fashion to cultural difference.

A final qualification I have concems the conflict approach treatment of history. To their

4 Shah (1990) in his discussion of the Canadian health care system for example stresses the
evolutionary concems of social conflict. The same approach is also found in Crichton and
Hsu'’s (1990) description of the Canadian health care system and of the evolution of public
funding for health services in Canada.
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credit, conflict theorists often use historical modes of explanation to show why health care
delivery addresses various health needs and clients the way it does. In doing so. however,
researchers often remain too close to the view that social facts (or social change) are the
immediate products of chronologically previous events. This downplays the roles of both

everyday practice and the contemporary constraints and contexts of health institutions and
the country.

Medical and Health Care Institutions As Interactive Cultural Systems

In the late 1970s Arthur Kleinman (who seemed to be influenced strongly by Goffman’s
analyses of group behaviour) pioneered a new approach to the study of institutionalized
medical systems and disease. In doing so, he centered on the medical system as a cultural
system and argued that such studies require a new type of highly anthropological analysis.
This is now called the “meaning centered” tradition in which, for example. disease is nota
fixed, external, objective entity, but an explanatory model: Kleinman argued that discase
belongs to a cultural frame, that particular to the specialized subculture of medicine (Good.
1990:53). My abjectives for this study do not have anything to do directly with disease.
health, or illness practices per se. My focus is on studying institutional health care culturc
as an ongoing construct—how community health centre staff construct the notions of cultural
differences in their daily discourse and practice, and in so doing, how they construct
culturally different clients. This cultural approach is therefore highly congruent with my
needs. The cultural object here is the client.

More generally, the concept of a culturally-based object is now an important pillar in the
study of both social interactions and culture. As Blumer (1969:69) suggests, an “object is
constituted by the meaning it has for the individual or groups for whom it is an object ... this
meaning is not intrinsic to the object but arises from how the person is initially prepared to

act toward it”. In this view, meaning associated with objects are fluid and change in different
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social situations. Another point Blumer makes is that all objects are social productions in that
they are formed and transformed by defining processes that take place in ongoing social
interaction. Blumer also notes that since an object is something that is designated, one can
organize one’s action toward it, instead of responding immediately to it; when they act,

people act toward objects on the basis of the meaning the objects have for them.

It is in this specific context that 1 hope to make a contribution, for while recent
anthropological and sociological studies of medical institutions and medical practice
demonstrate considerable cultural diversity within the current medical system, much current
work still concentrates on issues of efficacy - on how bureaucracy does or does not function
in this regard. Herzfeld notes that “in so doing, researchers address the success or failure of
particular bureaucracies in terms of bureaucracy itself: service of citizens’ needs, immunity
to patronage, efficiency” (1992:2). There also has been much debate among social scientists
as to whether institutions’ organizational structures primarily cause culture (defined as
shared values and beliefs, i.e., mental products) or whether culture primarily generates

structure. Few studies integrate both processes, and as Thompson et al. (1990) frames it,

in recent decades, the social sciences have witnessed a dissociation between
studies of values, symbols, and ideologies and studies of social relations, modes
of organizing, and institutions. Cultural studies proceed as if mental products were
manufactured in an institutional vacuum, while studies of social relations ignore
how people justify to themselves and to others the way in which they live. One of
the most important contributions of our cultural theory, we believe, is bringing
these two aspects of human life together. ... institutional arrangements do, as
methodological collectivists contend, constrain individual behaviour, but it is also
true, as methodological individualists insist, that institutional arrangements are
held together and modified by an institutional setting not for their making. As
Marx says, it is individuals who create, sustain, and transform that setting. It is the
individual (and not the behaviourist’s rats) that shapes the maze while running it
(Thompson et al., 1990:22).

This forms the basis of my approach to CHC culture and organization. The cultural theorists

similarly work with the assumption that change is essential, even to the stability and
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maintenance of cultural patterns. As Eckstein points out, stability without change is like
trying to balance oneself on a bicycle without turning the pedals. Just as turning the pedals
of a bike is essential to stabilizing the rider. so change is essential to the maintenance of
cultural pattems™(Thompson et al.. 1990:80). I would agree with Thompson here that change
is “(1) ubiquitous and endogenous. (2) necessary to stability. and (3) neither unilinear nor
unidirectional "(Thompson et al., 1990:83). I hope to illustrate the dynamic dimensions of
potential agents of stability and change throughout this study.

Cultural theorists also seek to explain why individuals or groups in institutions want what
they want, and how do they go about trying to get it. Thus, some work in this tradition
focuses on preference formation; it has shown that both preference and perception are
socially constructed, often in such a way as to justify particular role relations. statuses and
patterns of social relations. Douglas (1986) uses this approach to show how latent groups
survive, and on “how a thought world constructs the thought style that controls its
experience” (1986:43). As she and others stress, there is constant negotiation taking place
between the signifier and the signified in institutional contexts, particularly I would say
because often the signified are also signifiers: clients and other actually and symbolically
potent types of individuals.

Another aspect of cultural approaches I have found useful is that they bring institutional
rankings of preference into high relief. This, Douglas (1990) argues, arises centrally from
people’s involvement with other institutional contexts. Social relations are the great teachers
of human life (Thompson et al., 1990) and the key means through which institutional
preferences are socially constructed and produced (Herzfeld, 1992). Cultural theorists stress
that such preferences are never just randomly assembled, but rather are patterned, both within
and between individuals (Thompson et al., 1990). In what follows I have paid particular
attention to how notions of advocacy, care, client responsibility, categories of client and the
like hang together as aspects of staff world views and also to show how staff align social
action and collective belief.
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Although I depend heavily on cultural orientations in what follows, there are several
pertinent weaknesses with this approach which Douglas (1982) has identified. In particular,
in its more static manifestations it has little to say about people’s choices between social
forms, or local folk theories of choice; neither does it sufficiently place the individual actor

at center stage.

Interactional Appreaches to Knowledge Construction

Interactional approaches provide a connective here. Speaking broadly, Ritzer suggests that
“interaction is the process in which the ability to think is both developed and expressed, and
knowledge is constructed” (1992:102). It is here that the individual or group becomes social
objects to one another. It is also a process where people learn symbols as well as meanings
in social interaction. As Barth notes, much social science work including his own has
“focused on the task of developing a perspective on the subjective and goal-pursuing actor.
This has entailed taking up the questions of what place considerations of value and utility
have in canalizing the behaviour of persons; the variation exhibited in behaviour and the
factors generating this variation; and what it is that propels and constrains individual actors
and thus shapes their behaviour and their lives” (1981:2). This is exactly what I try todo in
ensuing chapters, where I have tried throughout to bring two potentially paradoxical
dimensions of institutions together: bureaucratic social and cultural constraints; and

individual consciousness and volition.

Interactionally oriented theorists would concur with cultural theorists in asserting that
institutions in our society tend to hang together less due to their objective qualities than
because of a tendency of people to perceive them in that way. This tradition focuses on how
human personal and collective knowledge is developed through social action. This social
action involves not only the individual actor, but also other person or persons. As Charon
(1992) puts this:
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Social action tells people who we are and what we think - our ideas. perspectives,
wants, motives, intentions, morals, background. strengths. and dislikes. Social
action therefore means that other people are very important to what we do (Charon,

1992:145).
Social interaction has many dimensions—far more than could be appropnately itemized here,
Social interaction is mutual and symbolic (Charon . 1992). It involves personal identity. role
taking, labeling others and influence’s other’s identities; presentation of self are of course
central.

This approach is now extensively used in studies of institutions (Wood. 1994; Rhodes, 1993:
Thompson et al., 1990; Stein, 1990; Ohnuki-Tiemey, 1984 Teski. 1981; Goode. 1990:
Murphy, 1987; De Voe, 1981; Goffman, 1975, 1967, 1963, 1961; Cowie and Roebuck.
1975), bureaucratic behavior (Golander, 1995; Herzfeld, 1992; Fisher, 1981 Townsend.
1971) ethnic, and group study (Verkuyten, Jong and Masson, 1995; Sprott, 1994 Merleau-
Ponty and Stanner, 1994; Hazan, 1994; Keefe, 1992; Indra, 1991; Buchignani, 1991, 1988:
De Vos, 1975; Barth, 1981; 1969), and community structure (Cohen, 1986).

One of the aims of the interactional approach is to explain the “inner or experiential aspect
of human behaviors” as these relate to human social behavior (Chenitz and Swanson, 1986).
This focus is especially important to my resezrch in that it helps me better address some of
the discourse used by CHC staff that have their roots in experiential reality. As Morsc and
Johnson suggest in Understanding the Iliness Experience, “perceptions of reality are fluid
and constantly created according to the definitions and meanings attributed to the situation
and according to the negotiated response of the self and others within the situation.
Therefore, people make use of symbols, interpreting and eliciting meanings rather than
simply reacting to them™ (Morse and Johnson, 1991:5). While I do not often use classical
Symbolic Interactionist terminology, I do embed related theory at several key points. This
is particularly true of my attempts to characterize staff behavior in context—especially nurse-
patient interaction during the more than fifty home visits I observed.
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In the following chapter I outline the methodological approaches employed in this research
project, ranging from those involved in site selection and data collection to modes of

analysis.
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CHAPTER THREE

METHODOLOGY

This chapter highlights three broad methodological issues. First, I focus on issues relating
to gaining access to an appropriate research site. and in an appropriate fashion. Second, |
outline my data collection strategies. Third. I discuss my role as a researcher during data
collection. The entire chapter is primarily descriptive in nature and sets the stage for the
analysis that follows in the two subsequent chapters (Maykut and Morehouse, 1994; Dietz,
Prus and Shaffir, 1954; Bemnard, 1988).

Gaining Access
Site Selection

A major challenge facing every field researcher is to select a research site that is conducive
to the descriptive and explanatory goals at hand. The nature of my research objectives, along
with my institutional connections, made this task simpler for me than it might otherwisc have
been. Since my project and I were associated with the Regional Centre for Health Promotion
and Community Studies at the University of Lethbridge, selection of and access to an
institution was negotiated with the assistance of my thesis supervisory team,* and
appropriate practice was followed concerning relevant ethical guidelines.** My major role

in this process was to choose a topic for my research study which was academically rigorous

4 [ would like to thank my supervisory team members, Dr. N. Buchignani, Dr. D. Brown,
and Dr. J. Kulig for their support and cooperation in the negotiation process with the
community health centre’s Chief Medical Officer and the Director of Nursing involving my
placement at their institution.

45 This thesis and associated activities subscribes fully to both the University of Lethbridge
and SSHRC ethical guidelines. The proposed research agenda was submitted to the
University of Lethbridge Arts and Science Human Subjects Research Committee after
receiving approval by the health centre in question.

64



and “doable™. The selection of the CHC (as opposed to another institution) involved several
factors: being sufficiently nearby to avoid access barriers involving long distance travel;
accessing an institution involved in health promotion which was staffed primarily by health
professionals; working in an institution that was large enough to offer a variety of programs
and guarantee a degree of individual anonymity, yet small enough to be researched by one

individual with the available resources. The CHC met all these criteria.

Spcecificity and Anonymity

Dealing with ethical issues like confidentiality. privacy and anonymity for the protection of
communities and informants have always been a major challenge and point of discussion
among anthropologists and other social scientists who conduct research with human subjects
in small-scale contexts (Fluehr-Lobban, 1991; Sacks, 1988; Bemard, 1988). It is very
common practice for anthropologists in particular to use fictitious names or pseudonyms for
communities and other groups under investigation as well as informants. In the preliminary
stage of this investigation the most central queries I had to face from the CHC management
and staff were related to confidentiality and anonymity. Extensive discussion of these issues
was required, as some of the particular constraints involved posed significant challenges. In
the end there was consensus that total anonymity could only be achieved at the cost of
serious negative consequences for the study, and a partial anonymity was selected as a
compromise. Disguising the names of staff individuals in itself was not difficult and was
done throughout. I used fictitious names (alphabetical referents in sequential order)
consistently. To gain access and to obtain reasonably good data from an institution or within
a group, it is crucial to develop confidence between the researcher and the researched
(Shaffir, Dietz and Stebbins, 1994; Bagg, 1992; Babbie, 1992; Barnard, 1988; Chuchryk,
1984). In any case, | wanted to develop a congenial relationship with the CHC staff and to
respect their wishes concerning my research activities. Success in data collection heavily
depended on their cooperation. I explained to them that all my notes, my interviews and my
thesis would not contain any of their names. I did, have to point out, however, that there

would always be some risk that a person intimately familiar with the CHC’s organization and
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staffing at that particular time might be able to gain a sense of who some individuals were

due to staff position data I would have to present there. This was well understood.

My second challenge was to decide whether to keep the name of the city and the institution
anonynomous. At the outset, the focus of my study was to do a critical examination of how
the professional employees of a health care institution in Lethbridge construct notions of
clients, particularly those that are seen by them to be culturally diverse. The subjects of my
study were envisioned from the start to be the staff of a community health centre. The
attempt here from day one was to develop an interpretation based strongly on employces’
perspectives through what Geertz calls the versrehen approach, or cmic analysis as
interpreted through etic theory (1973:14). This is not and never was intended as social
science research aimed at the evaluation of service provided by the CHC— a point [ made
repeatedly in my initial proposal and thereafter, to all Centre staff. Neither had I any wish
to assess the efficacy of treatment for specific illnesses or attempt a description of related
folk beliefs. The maintenance of complete anonymity regarding geographic location and
institution were therefore not as much an issue here as it might have been if I were operating
in a more evaluative mode. A decision to maintain complete institutional and geographical
anonymity would have had, as Sacks argues, “the ironic consequence of forestalling some
of the most potentially involved and informed political and scholarly dialogue™ (1988:9). To
maintain authenticity and add credibility to this largely ethnographic study, I have made
extensive use of sociohistorical information about Lethbridge, and about the CHC itself. All
I have done is to alter the name of this institution. Throughout my thesis, this institution is
referred to as the “community health centre”, “CHC” or “the Centre”. No reader at all
knowledgable about the region will fail to know to which institution I refer--a point I also
impressed upon staff. [ should note that because I have employed a strategy of only partial
anonymity I refrained from collecting or reporting information potentially injurious to any
individuals. Also my topical focus and near total lack of knowledge related to the medical
and health care field have both led to a bare minimum of data collection and discussion of

treatment and disease issues.
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Research Setting: the Community Health Centre

Through the cooperation of senior managers I gained long-term access to 2 community health
centre which provides a wide range of public health service to Lethbridge’s 60,000 people,
as well as a similar number of people from outlying areas. At the time of my research the
CHC had approximately 114 employees.* All of them were Euro-Canadian women, with the
exception of three Euro-Canadian men, and three Japanese Canadian women. This institution
was then a medium sized organization by local standards with a primary focus on community
visits: chiefly post-natal and to some extent involving the ill and the elderly. On a daily basis,
the staff interacted with clients from a wide range of sociceconomic and cultural
backgrounds—on a typical day, dealing with a hundred clients, and with another 250 to 300
people by telephone.

Prelimipary Explorations

On June 15, 1994, 1 visited the community health centre with my supervisory committee
members and met the Chief Medical Officer and the Director of Nursing. After my
preliminary introduction to the research site,*” it was clear to me that this insti.ution was too
large and complex for my research project, if investigated in its totality. As Taylor suggests,
*to have a better understanding of the whole institution, a satisfactory start is concentrating
on one part of it” (1970:7). Focusing on a single, or several programs or activities seemed
to be appropriate. To decide on which program or programs to select, during the first three
weeks I visited various programs and observed a range of services provided by this

organization. During that period I met the managers, coordinators of the programs and other

% Staff from the Home Care unit are counted in this statistic, but they are physically located
outside this institution. Therefore, daily activities of this sub-organization are not counted
in the Health Centre’s daily service figures.

%7 ] thank the assistant director of public health nursing unit who gave me a tour of this
organization and provided me with key information needed to initiate my data collection.
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staff members of various programs and discussed in general terms their notions of and
program support for cultural diversity, and how they had worked this into their institution™s
health priorities and everyday practices. The following are some samples of comments and

questions I recorded during this initial stage in regard to the term “cultural diversity™

This is very useful for our organization to see how staff transform the notion of
cultural diversity in their everyday practices.

So where have you come from? We don’t have very many peopic of vour
nationality in this community.

I can say that we do not have established programs dealing with cultural diversity
in [this] smail community. There are good programs in Calgary and bigger cities.

Three to five years ago they™ under the supervision of the Director of Nursing had
a program established. They hired two staff to work with their community and the
community health centre. But, it did not work. Right now we** are trying to set up
a program with [a] Mennonite group, but it is so far not working out.

Have you gone to the local small town clinic? They have programs for Hutterites,
Mexican Mennonites. We do not have so many programs.

When you say cultural diversity, do you mean the Natives?

It was clear to me very soon that “cultural difference™ was an idea of which everyone was
aware, but seemed to be thought of as associated primarily with programming challenges in
other places, perhaps Natives excepted. The Centre had no staff explicitly involved in
coordinating multicultural issues, and no programs in place that targeted specific “ethnic”
or Native populations.

¢ Here “they” refers to the community health centre administration and the local Latin
American association.

% This person’s job responsibilities Enwmpass three community health centres in southemn
Alberta, “We” here refers to one of the other community health centres.
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Public Health Nursing Program (PHNP)

The main charter objective of this CHC is to prevent disease and promote health at an
individual and community level. The Public Health Nursing Program is the key locus of
CHC service delivery.® In financial terms Public Health Nursing is the second largest
program in the CHC after Home Care. This umbrelia program organizes a wide range of
services: immunization. a baby clinic, various types of home visits, school programs, and
post-natal and prenatal programs. I found the Public Health Nursing Program to be a very
appropriate locale for my research given their diverse clientele. Many of this unit’s programs
used strong universal service mandates: immunizing all local children, providing postnatal

services to all new local mothers, ete.

The Public Health Nursing Program (PHNP) then employed sixteen nurses and two nursing
assistants. There were two managers ( the director of nursing and the assistant director), two
senior nurses, and fourteen public health nurses. Out of these latter fourteen, four were part-
time, one casual, and nine full-time. The services provided by this unit were classed under
two sub-programs. The maternal and child health program concentrated on prenatal classes,
post-natal classes, newborn home visits, development screening, school health, hospital
liaison, nutrition counseling, bereavement visits, and general health promotion. The
communicable disease control program focused on infant and preschool information. The
nurses involved in these two sub-programs were physically located in one area, which
enabled them to work closely with each other. Indeed, this was necessary, as many of the
duties in each sub-program were carried out by all the nurses. For example, the immunization
clinic, newborn %ome visits, school programs, infant and preschool information,
development screening, school health and bereavement visits were distributed among all the
public health nurses in the PHNP.

% For a detailed description of Alberta’s Public Health Programs see Schartner (1982).
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During my subsequent nine months of episodic ficldwork at this institution | became an
active participant and spent virtually all my time with the PHNP staff. I soon attempted to
focus exclusively on one category of service among those listed above: newborn and other
home visits. There were several reasons for this. First. institutional discourse can be best
understood by intensive observational research done among relatively few people
(Verkuyten. Jong and Masson. 1995). Second. 1 soon became aware that several formal
procedures for client categorization and evaluation had been developed both by the Alberta
Health Department and CHC management that were relevant to newbom visits. It was clear
to me that there were also informal bracketing practices taking place as well. This well suited
my needs. Third, selection of the home visit program allowed me to accompany the nurses
and actually observe the client identification, evaluation and categorization as an active
process. Finally, nurses involved in such visits interacted with each other constantly and 1
had the opportunity to overhear and participate in nurses’ conversations with each other
about their clients; in other words, I had an opportunity to participate and collect data both
in the “front stage™ and “backstage™ (Goffman, 1959) of this interactional process.

Getting in at a Time of Turmoil and Change

In the spring of 1994 the Alberta govemment made an announcement that it would
eventually and dramatically change the province’s health care system. One of the strategics
this government undertook was to eliminate its provincial budget deficit by slashing
government funding to all the government departments and programs including health. At
this politically sensitive time a major challenge was to get the health centre staff to talk
comfortably with me about cultural diversity when they were greatly worried about
personally critical things such as job security and impending organizational restructuring,
In order to facilitate this, I considered my entry into the field carefully.*! I was, for example,

5! The literature indicates that cultural and ascriptive differences and similarities between
the field researcher and the researched may constrain or enhance access to a research setting
(Shaffir, Dietz and Stebbins, 1994:36)
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conscious of problems or sensitivities that might arise because of my physical appearance
as a South Asian. I was also aware that my “East Indian™ background might itself activate
actions and ideas involving the topical frame under investigation. I was also a university-
based outsider and in spite of my best efforts, initially I was seen as a researcher who was
there to evaluate the staff's performance. To enhance my access to the world of the public
health nrirse, [ decided to develop the limitations of the initial role and position allotted to
me in a positive way. For example, I offered to help the nursing staff in any way I could in
relation to culturally different clients. This and other entry strategies confirmed to me that
in order to maintain a positive relationship with long term subjects, much ongoing

reciprocity is required.

Another thing that made my initial access easier was the entirely coincidental presence of
four nurses whom I knew quite well prior to my field research. Their presence also helped
me immensely, first in regard to the alleviation of some of my initial worries and frustrations,
and then during the entire nine months of fieldwork. I soon developed two key informants,
who assisted me greatly during the whole data collection period. Both of my key
informants® had all the qualities that a key informant ideally might have in order to assist
me in understanding the native perspective (Bernard, 1988).

Retruspectively, another factor which helped me to enhance my rapport with the nursing staff’
in particular was my willingness to do a presentation to staff regarding my research
objectives. I was asked to be specific in that presentation and to include information about
the length of my stay at this research site, the number of days and hours a week that I was
to spend with them, the number of visits with each nurse I anticipated, and the area of
activity I would be observing. The request came from the public health nursing program
director, who was designated as my on/site supervisor. As she explained it to me:

5 | thank both nurses here, sadly, in anonymous fashion. Initially when I began my research
[ was cautioned by one of the nurses not to participate in any conversation relating to clients
because of the fact that I have limited knowledge related to the health care delivery.
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We in nursing have to exactly know how many home visits vou want. Your length

of stay. type of families. For example: are you interested in white middle class

families? Your research methodology. You have to remember that the nurses have

to worry about you. You are a researcher, so you have to tell us what you are trying

to observe.
I was confronted with these sorts of questions time after time. On September 12. 1994, | did
my presentation and made myself available for further questions and inquiries in relation to
my study. Many nurses wanted to know if I would be using a tape recorder during my
interviews, showing discomfort with this possibility. | emphasized that I would use a tape
recorder only as a backup tool for my notes and only during formal interviews. and one
would only be used if the participant had no objection to it. This met with general agreement.
I was also careful to reemphasize the complex issue of personal confidentiality and

anonymity.
Data Collection Methods and Strategies: My Role and Experience

My fieldwork began on June 15, 1994 and was completed on April 5, 1995. During this
period, my methods of data collection were those conventionally associated with an
ethnographic study in a contemporary applied context:> observation, participant observation,
and open-ended as well as semi-structured interviews (with the office staff of the community
health centre, administrative director, nursing director, and community health nurses), and
the compilation of extensive field notes. Considerable literature-based and statistical data
were also used for contextual and descriptive purposes. In the following section a detailed
description of each strategy of inquiry is presented.

Ethnography

When social scientists speak of ethnography, Prus suggests that “they assume the tasks of

thoroughly examining the life-worlds and practices of those whose situations are being

3 | applied a methodological “multimodal framework™ (MMF) as suggested by Samuel
(1990).
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studied™ (1994:17). This refers “in part to the detailed description and interpretation of a
group’s way of life, beliefs, values, expectations, rules, conscious and unconscious levels of
meaning, attitudes, roles and the consequences of these for behaviour™ (Stein, 1990:4-5).
This methodology (actually, a linked set of methodologies) is the hallmark of cultural and
social anthropology (Maykut and Morehouse, 1994; Bernard, 1988; Spradely, 1980; Geertz.
1973). It is often described as the science of cultural description, interpretation and
formulation of theories (Wilcox. 1980; Spradely, 1980; Geertz, 1973). Stein, in American

Medicine as Culture, asserts that:

Ethnographic work is to help build a corpus of rich, intensive emic studies that
further permit one to develop a comprehensive cross-cultural ethnological etic
theory, not only about the indjvidual group one studied but about commonalities
and variations in being human. Ideally, these methods and models help us to know
what is culture or era specific and what is species specific, that is, universal (Stein,
1990:5)
A “good” ethnographer can integrate both or use altemnatively the “insider” and *“outsider”
experience to gain an appreciation of the actor’s perspective (Bemard, 1988; Spradley,

1980)- which was important, even critical to my interpretation of this CHC’s culture.

Observation

In order to support and further develop my hypotheses that CHC discourse concerning clients
is grounded in principles of medical essentialism and is socially constructed, my research
approach extensively involved what Geertz (1973) calls the “thick description” of the social
discourse and behavioural setting of the CHC. My first domain of inquiry was to discern the
nodal points (in beliefs, values and practices) that are played out in the form of symbol, sign,
ritual, and language. Many suggest that this can be done best, at least initially, by being an
astute listener and observer (Stein, 1990; Bernard, 1988; Wilcox, 1980). For instance, the
poster I found in the lobby area of the community health centre which displayed the various
types of services available and made use of pictures meant clearly to involve different
race/ethnic, gender and age categories, conveys an unspoken message of the institution’s
acknowledgment of cultural diversity.
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Taking this rather passive “wide-angle lens™ approach (Spradely. 1980) frequently helped
me throughout to gather macro-level information about the CHC as a cultural organization.
Also, observations made of micro-level interaction involved in the everyday activities of the
CHC can be best described as the recording of extensive descriptive details about the
“imponderabilia of actual life and everyday behaviour™* As Bernard (1988) suggests.
spending time and getting to know the physical and social layout is a significant part of
successful ethnography. It in particular reduces problems of reactivity. He further arpues,
“low reactivity means higher validity™ (1988:150).

[ attempted to make my observations in a structured manner. Initial observations began in
the lobby area of the CHC. This was located on the main floor and was the main entry point
for every individual that came to the institution. Spending much time in the lobby gave me
the opportunity unobtrusively to study the physical layout of the CHC, In order to make it
easier for the staff and myself, this strategy involved passively attaining an intimate
Jamiliarity with a sector of social life { Shaffir, Dietz, and Stebbins, 1994). 1 also attempted
to minimize staff discomfort and threat by initially maintaining a presence. yet also

considerable social distance from staff.

Observations of a wide range of verbal and nonverbal presentations were made, many in
interactional contexts. Literature on cross-cultural or multicultural health care delivery
suggested that the observation of “front stage™ interaction would contribute much insight into
the role of the health institution in caring for culturally diverse groups. This was the rationale
for my extensive commitment to observing home visits (see below). I observed many other
contexts of interaction among staff and between staff and clients: appointment procedures

for all services; activities in the clinics and staff meetings.

%%  This quotation of Malinowski (1922:22) is taken from Kathleen Wilcox’s The
Ethnography Of Schooling: Implication For Educational Policy-Making.
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Clinics (baby well clinics, adult/travel clinics, and immunization clinics) were held routinely
in the morning, afternoon and evening of each workday. As these clinics drew in different
types of clients, they were potentially valuable sites for dramaturgical analysis (Charon,
1992) and I made repeated observations of them. Observations were made during all three

times of the day on a random basis®.

Secondary Documents

As Prus suggests, observational technique:

encompasses not only those things that one witnesses through one’s visual and

audio senses, but also any documents, diaries, records, and the like that one

may be able to obtain in [a] particular setting ... Observational material on its

own is an inadequate basis on which to build an ethnographic study because

one would have to make extensive inferences regarding people’s meanings and

intentions (Prus, 1994:21).
Secondary documents can provide significant contextual information (Bell, 1994); it
certainly did so here. A sample of the community health centre’s philosophy statement was
obtained which outlined the charter of the institution and its stated roles and procedures in
practicing preventive treatment in a diverse community. Other pertinent written documents
including health information brochures, blank child health records, information packages for
new mothers, postpartum visit documents, translation sheets, blank notice of a live birth

(prepared by Alberta Health), the nurses’ weekly activities reports, and early postpartum

% A drop-in clinic for babies operates every Thursday afternoon from 1:30-3:00 p.m. The
travel clinic was on Monday morning, and Wednesday and Friday afternoons; the baby clinic
was held all day Monday through Wednesday, on Thursday morning and Friday afternoon.
An extended hour baby clinic was held on Thursday afternoons from 3:55 to 5:30. The baby
clinic was used by parents with appointments mainly for immunizations, but also to assess
the baby’s motor deveiopment and to weigh the child. Health or illness related concerns of
the parent in relation to the child were also discussed. The drop-in clinic was informal,
appointments being made by the parents after they arrived at the CHC. The main focus of
this clinic was 10 visually asses and weigh babies and discuss any problems parents may be
having.
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discharge routines and report were assiduously collected for subsequent interpretive analysis.

[ made a point, however, to collect no documents nor CHC materials pertaining to specific

clients.
Participant Observation

Participant observation potentially adds a different and vital dimension to research (Prus.
1954). It allows the researcher to get closer to the lived experience of the participant than
does observation alone. I should note that my commitment to an interactionist approach was
of course limited by my lack of medical credentials, which restricted how participatory |
could be during nurse visits to new mothers. As with many ethnographic case studies, much
of my “participation” in my participant role was limited (see below): physically being there.
occupyling a specific role and status, verbally communicating, and providing some minor
assistance. I volunteered to work as the nurse’s assistant. I helped nurses in carrying their
equipment and official documents. I also got involved in recording information that the nurse
would cali out to me during our home visits. I helped set up post-partum classes. Extensive

notes were taken; after the fact for home visits at the request of nurses.®

In summary, professional barriers made it impossible for me to participate in many activities
as would a nurse and, therefore, my objective was to do the next best thing: to look over the
shoulder of the administration, nurses and other staff while they performed their duties, to
be helpful and to ask many questions in a range of contexts. This in particular involved the
sensitive monitoring and recording of the delivery of services in the clinic setting, home
visits and while visiting the hospital; and of the internal structure and the decision-making
processes of this institution illustrated by one general staff meeting, two public health
nursing staff meetings, and other workshops and events.

5% See the section on field notes below.
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All of my participant observation activities were conducted while accompanied by CHC
staff. During the nine months I was there, I made 52 new born home visits with ten nurses.
As a general practice, nurses made at least two home visits to each new mother giving birth
in Lethbridge. The first visit was called the “initial visit” and the second the *“follow-up™.
Each nurse was initially to take me along to six home visits (including both first and second
visits), but I eventually had to be flexible about this number®. Due to various practical
difficulties my number of visits made with each nurse in the end was different and I did not
achieve my initial tentative target of 100 home visits during the time I had available.*® My
initial target number of 100 was based upon knowledge that CHC nurses make on an average
150 home visits in a2 month. The completion date for my field data collection was set at
December 15, 1994, but as securing home visits took much longer than I had anticipated, I
extended my data collection efforts to April 1995.

In addition, I had the opportunity to take part in nine post-natal classes (every Tuesday
afternoon from 1:30-3:30 p.m, plus one evening class). I also made five visits to the baby
clinic, three random visits to the adult immunization clinic (which is also known as the travel
clinic).® I spent one day with the hospital liaison nurse who took me to the hospital where
she visits various departments on a weekly basis (radiology, the outpatient area where she
collected X-rays, the maternal unit, the intensive care unit, the pediatric unit, and the

infectious disease unit). She was responsible for making arrangements for CHC nurses to

57 The six visit quota had been developed after finding out the total number of visits that
each nurse made on average in one month. Also, a request came from the nurses that I should
be exact in my number of visits required with each nurse.

% A few nurses were unable to take me on home visits because of timing conflicts. Some
were busy with other special projects, and small number just did not want me there when
they made home visits.

% All these participant observations were carried out after receiving permission from
participating clients in person or over the telephone.
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contact all new mothers discharged from the hospital. who were seen to require high-risk
health instruction or observation in the home. This nurse was the senior nurse in charge of
the maternal child assessment program. Every year in the month of October the CHC Public
Nursing Program organized a “mobile flu clinic™ for people who were over the age of sixty-
five and had chronic and respiratory disease. I was invited to observe the operation of this
clinic by the senior nurse of the communicable disease control program and accepted. [ was
also invited by the director of nursing to attend 2 workshop with the nurses on Native
Awareness (December 9 and 16. 1994) and an Advisory Council Meeting of Streets Alive
Family Support Association programs on March 22, 1995.

Further, 1 visited the staff coffee room every afternoon. In this setting. informal
communication and exchange of personal and professional information constantly took place
among staff. By the third month of my fieldwork I had physically moved into the Public
Health Nursing Programs section of the CHC. I used two office spaces alternately to do my
journal writing while waiting for the nurses to invite me to go on home visits with them. This
facilitated my access to “backstage” data, while making data recording easier. Throughout,

direct quotations were recorded verbatim where possible.

In-depth Interviews with the Community Health Staff

The third method of data collection used extensively was interviewing. My participant
observation included a great deal of informal conversation, especially after we left clients’
homes. I also conducted sporadic interviews of the CHC’s clerical and professional staff.
These usually took place when I was waiting for the public health nurses to return from their
lunch breaks, or from outside appointments. This type of unstructured or informal interview
is of course common in ethnographic research and often takes place during the course of
participant observation (Maykut and Morehouse, 1994; Bernard, 1988; Spradely, 1980).
Usually I made use of many open-ended questions here as the purpose of these interviews
was to elicit the informant’s “story” with as few prompts as possible (Morse and Johnson,
1991:7)
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More extensive open-ended interviews are particularly valuable when a researcher is
interested in gaining a participant’s perspective. This allow a greater range of possiblities for
meanings to be constructed by the individual subject (Maykut and Morehouse, 1994.82) and
not just by the interviewer. As Prus (1994) suggests:

... letting the participant “talk back™ to the researcher is fundamental in
achieving a more viable sense of intersubjectivity. Indeed, without this
opportunity to uncover, ascertain, and qualify the meanings that others hold for
objects in their life-worlds and the ways in which people go about
accomplishing their activities in practice, it would make little sense to talk
about studying human lived experience (Prus, 1994:22).
To achieve these ends I also did extensive semi-structured interviews with staff. These
interviews were conducted with the director of each administrative unit, director and assistant
director of the public health nursing programs, and fourteen CHC nurses. The director of
administration was also interviewed to collect data on decision-making processes, and
organization structure. He was also the secretary and treasurer of this health institution’s
Board, which is responsible for allocating funds for its operation. My original plan was to
interview the chief medical officer and some members from the local Health Board to
explore their perception of multicultural health care and how they worked this concept into
their CHC mandate. Unfortunately, provincial government health care reforms had by that
time made the local board of the CHC disfunctional as a prelude to its disbandment, and I
was unable to observe a board meeting or interview board members. The director and
assistant director of nursing were interviewed primarily to understand how they thought
health policies were established and implemented in various programs offered under their
supervision. Finally, frontline nurses were interviewed about their roles in the actual
implementation of the heaith care delivery programs, and their perception and experiences
relating to the culture and cultural diversity of clients.

It is the responsibility of the researcher to establish and maintain a positive interviewing
climate (Maykut and Morehouse, 1994; Bernard, 1988; Spradely, 1980). In this regard, I first
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prepared a preiliminary set of interview questions and pretested them on two of my
informants. I divided my questions into four broad areas: participant demographic or
biographical information: their understanding of health and health promotion: their sense of
culture and cultural diversity; and finally issues relating to services and programs. Some
revisions were made to the question format and questions based upon suggestions made by

my two informants.

Formal appointments were then made with individual staff to guarantee that 1 had an
opportunity to speak to each of them privately and without interruption. As mentioned
earlier, I had assured everybody personal anonymity. and no one refused to make an
appointment to speak with me. In every interview I took along my tape recorder, but used
it only after getting permissicz from the participant, and only as a backup to my notes. All
the interviews except one took place in the community health centre itself. To maintain
complete privacy the office door was shut and front desk staff were asked to take messages

for that particular nurse for the duration of the interview.

At the beginning of each interview, individuals were told that it was with the help of cach
of them that [ was learning about their institution’s culture. Anything they shared with me
would remain anonymous. To make the interview non-threatening and supportive, |
explained at the onset the structure of the interview and the anticipated time span (which was
completely under the participant’s control), and I requested them to reflect centrally upon
their own experiences. I attempted to begin the interview moving from the general to the
specific which Chuchryk (1984) calls “concrete information™, Every interview closed with
the two following questions (associated follow up questions) and a note of thanks to
acknowledge the participant’s cooperation:

Do you have any other additional information that you would like to share with
me?
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Was this interview threatening in any way?
Field notes

Field notes are critical to compiling an effective ethnographic record. Maykut & Morehouse
describes their ideal qualities: “the qualitative researcher’s field notes contain what has been
seen and heard by the researcher, without interpretation” (1994:73). Beli (1994) likewise sees
field notes as a source of description, and also as a site of reflection. Much of the data
collected took the form of field note descriptions made immediately following observations
or during the interview process. | maintained four types of field notes. The first type of notes
related to my research methods and techniques. Here, I recorded such things as the number
of home visits I made, the preliminary questions for the interviews, and new ideas regarding
my field research. All home visit data were recorded in detail in my field notes that were first
inscribed in a condensed form and expanded later on. This material was placed in what I
called my descriptive notebook. In a third notebook 1 expanded my field observations in
order to provide a contextualized description of these events. Throughout, wherever it was
possible I recorded direct quotations from the nurses’ discourse. This sometimes was a
difficult challenge, as I was barred from carrying my field notebook with me when actually
visiting client homes. I also had another notebook and tape recorder to directly record data
from my personal interviews with each staff member. Tape recorded information was used
later to fill in the missing gaps in my note taking.
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CHAPTER FOUR

CHARTER, STRUCTURE AND EVERYDAY
PRACTICE AT A COMMUNITY HEALTH CENTRE

In this chapter I look at the everyday operation of the community health centre (CHC). 1
begin my discussion by grounding in the premise that when the staff of the community health
centre are interacting with their clients they do not think and perceive themselves in terms
that most of the social scientific literature has stressed: not as “guardian™, “gatekeeper™, or
“authority” figures.5 Instead, they think of themselves more centrally in roles of “correction™
(Foucault, 1979)--correction of “specific-problems™ that are integral to this public health
institution’s mandate and practices. The following generalizing discussion of the business
(the physical and social space) of the institution, or as Foucault calls it, the “capillary
network”, is based on my interaction with the staff and my ongoing observations of inter-
group and intra-group relationships. 1 had the opportunity to spend a considerable amount
of time with the nurses and the managers of the Centre’s public health nursing program, and
as a resuilt the following discussion is grounded in, and primarily presented from these
actors’ perspectives.®! In doing this, I hope to evoke the basic negotiation processes involved
in the actual provision of multicultural preventive health service in this local health centre.
Then I attempt to interpret the surface statements and the deeper structures of some of the

 See Edeiman, Murray (1974) The Political Language of the Helping Professions (Politics
and Society, Vol. 3(4):295-310)).

¢! During my nine months of fieldwork at the Community health centre, staff specifically
discussed with me a variety of relevant topics: personal biographical information and life
history, the meaning of health and health promotion, culture and cultura] diversity, and the
development and future of cross-cultural and multicultural health care. The quotations
presented below are drawn from notes I took while participating in conversations with
individual nurses or in group sessions with public health nurses and managers, or from other
data collected directly from observations, participant observations or extended interviews.
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narrative stories [ present in order to highlight associated everyday process® and bureaucratic
decision-making/rationality. I begin to explore relationships between the perceptions of the
staff (as subject) and their (subjective) experiences of the culturally different client (as
object) and the concepts developed to explain and address it; these themes are considered
more centrally in Chapter Five. Most importantly, my focus is on the use of symbols,
language, metaphor and the social order or “structures of social action™ (Cohen, 1985)
incorporated in the inside workings of the community health centre. These are seen as
important for privileging and maintaining social bonds (Scheff, 1990)— which are in turn

seen as key underlying motives for action within any social organization.

Douglas (1973) argues that a deep knowledge of institutions rests on an understanding of
social boundaries and systems of accountability; these constitute and reflect the world we
witness and experience and the sets of rules, codes and obligations with which we are

aligned.® For example, Hazan (1994) in Old Age: Constructions and Deconstructions

argues:
Generally speaking, knowledge, rather than consisting of the data at our
disposal, is shaped by perceptions, beliefs, rationalizations and other non-
rational forms of imagery. When we speak of knowledge, then what we have
in mind is in effect images of knowledge. ... Most of the professional literature
on ageing is aimed at the know-how-oriented reader, whose interest is in
information about the state of the elderly as an object. Only a smattering of
research is dedicated to deciphering the world of old people as subjects, and
even less of this work attempts to understand the ways in which knowledge
about ageing is produced and reproduced (1994, pp. 3).

This chapter then begins with three objectives, one of which is to investigate the discourses

62 During this period the health board of this institution (which was formally the backbone
of the institution’s decision-making process) was rendered dysfunctional because of health
care reforms that were taking place at that time. The Centre’s control was amalgamated
under a regional board, and its local board has since ceased to exist

“ This paraphrase is taken from Haim Hazan’s (1994) Old Age: Constructions and
Deconstructions, pp. 2.
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that account for “the positions and viewpoints™ from which the Community health centre’s
staff speak of cultural diversity and “the institutions which prompt people to speak ... and
which store and distribute the things that are said™.* This then sets the stage for detailing
what I term the community health centre’s “theory of essentialism™ involved in promoting
effective involvement in the development of services and programs. cross-cultural and
otherwise. This is cast in such a way that part of this ethnography contributes to our
understanding of general knowledge construction processes as they take place at the micro-

level, within the Public Health Nursing Program specifically. and the community heaith
centre more generally,

I first turn to a discussion of what my fieldwork data on preventive treatment practices and
talk indicate about the role political and economic forces play when staff attempt to control
illness by intervening against specific health threats specified within the Public Nursing
Program. In Community Health, the Public Health Nursing Program has been (theoretically
at least) the scene of a series of significant health care reforms involving cross-cultural
difference.® The third objective is to trace relevant connections of institutional power from
one of its key sources: from where medical knowledge and ideology are developed that have
implications for the assertion of institutional identity and legitimacy (Good and Good, 1993).
This is exemplified by constructing a basic understanding of essentialist definitions

underlying staff practice, which in turn also helps us to analyse the role that the scamless

% Diane Macdonell’s Theories of Discourse: An Introduction quotes Foucault work (1976,
trans. 1979, p.11). on p.2.

¢ According to the recent literature in medicine, clinical practice and epidemiology there are
many examples which iltustrates a series of adaptation strategies with regard to multicultural
health. For detailed information on cross-cultural care see Brosnan (1990), Leininger (1589),
Kaufert, O’Neil and Koolage (1985), Tripp-Reimer and Afift (1989); on cross-cultural
research see Mueck (1992), Henderson, Sampselle, Mayes and Oakley (1992); on
administration and cross-cuitural issues see Lowenstein and Glanvill (1991), Burner,
Cunningham and Hattar (1990), and Teram and White (1993).
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relationships among language, knowledge, ideology and practice (Ibid.) have in the

transformation or development and application of muiticultural health care.

The Community Health Centre’s ‘Identity’
As a Public Health Service Provider

The Canadian public health services draw their charter from the soctetal objective of
protecting and improving the health of populations (Crichton and Hsu, 1990). Contemporary
health care service providers® and public health services in Canada began in the early
nineteenth century supported by government funds. Historians generally argue that this
service was established by the precursors to the federal Canadian government as a reaction
to the advance of cholera and to prevent the spread of other water and food borne diseases
in the country.¢’ Gradually, the rise of discussion of other heaith-related problems and on
societal health disparities®® further bolstered support for the public health service as an

essential societal service; an incorporated philosophy was that every Canadian might access

% In Canada during the nineteenth and first half of the twentieth century, people with means
were expected to pay for services like accessing doctors, hospitals, and pharmacists. For an
in-depth analysis on Canada’s health care system see Crichton and Hsu (1990).

¢? Canada’s first Board of Health was established in the 1800s to coordinate society’s defence
against epidemic outbreaks. See Schartner (1982) for detailed histonical information on the
development of health centres in Alberta.

* At the beginning of twentieth century the introduction of statistical methods to analyse the
causes of unequai health status among various groups in the Canadian population was an
additional factor that influenced political decisions supportive of a government-funded public
health program. Jensen (1987) describes in detail the development of statistical approaches
in Western medicine.
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it essentiallv free of direct financial cost.*® Without stretching the definition too much, it
would be fair also to say that such institutions have always been community-based.™ The
institutions that resulted have helped protect millions of Canadians from the spread of
communicable disease. and have greatly reduced morbidity and mortality rates among a wide
range of key groups and types of people.

This set of institutions continues to operate in 1995 in every part of the country with many
of its original objectives intact. It is true that a wide range of pressures have either affected
or strongly suggested that these objectives be modified to more effectively address Canada’s
increasingly diverse people. Actual and asserted barriers to full access (social, political.
cultural, economic, situational, ¢tc.) in particular have resulted in the continuous expansion
and re-formulation of new programs and services. Even so, the basic charter remains the

same: to provide all residents of Canada an equal opportunity for health.

This very general charter is implemented differently however in every such institution.
Again, my intention in this research as mentioned earlier is not to lump all community health
centres together in my substantive discussion. It would be as inappropriate to make global
generalization about all the heaith centres in the country, or even the Province, based on my
research findings dealing with one such centre as it would be to generalize all culturally and
racially different clients. As a case in point, there is a considerable variability among the
three community health centres in this region alone. They differ in the size, efficiency,
quality, atmosphere, organization of staff, administrators and program priorities. In certain

¢ According to Crichton and Hsu (1990:96) the public health services "were not means
tested but supplied on the principle of universality as a contribution to the community
development.” This viewpoint can be dated back to eighteenth century Europe, when the
state or monarch (at least in principle) took the full responsibility in looking after their
. subjects (Jensen, 1987).

™ The explicit notion of community based care was borrowed from European countries
(Clark, 1992; Jensen, 1987), yet was formally established in Canada by the 1890s.
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important ways each health centre poses a unique situation (Townshed, 1971). Linked
parallels with others deriving in part because all community health centres in the country
abide by the same set of rules implemented in Canada’s Public Health Act, employ similarly

socialized service workers, and are government funded.

The CHC as a Bureaucratic Organization

Although the community health centre addressed here received its community health
mandate in 1958, the impetus for its founding can be traced to Canadian health services
principles of the nineteenth century. The central underlying institutional objective here as
elsewhere continues to be the provision of “preventive treatment” to the local community.
Very recently, social pressures have required this institution to unpack “community” in
several ways: most particularly for this study, to give attention to multicultural primary
health programing, in order to ameliorate disease and ill-health among “culturally-different”
members of the community. The result is that this health centre now claims to demonstrate
an active interest in the cultural norms and practices of “other”™ cultures. This should not
suggest ofcourse, that the concept of cultural diversity is a new phenomenon on the cultural
scenc 7' Instead, using Foucault’s “production of knowledge™ approach it can be argued that
in this case the classic “medical gaze™ locally has begun the extension of the old code of
medical knowledge in a very specific way: “the gaze” has included yet another way of seeing
things by categorizing it chiefly as a medical/health concern. This process nevertheless has
rather suddenly led community health staff to look at and articulate a range of “problems”
through reference to client cultural and “racial” characteristics. At this initial stage of what
presumably will be a long process of integration of notions of cultural difference, this has
been done so far chiefly by incorporating relevant issues into the extant medical paradigm
of curing or preventing illness through reference to fairly immediate causes. As Rhodes
(1990) puts it:

' See Buchignani (1991); Burnet and Palmer (1985); Buchignani, Indra and Srivastava
(1985) for more detailed analysis on the subject of Canadian multicultural society.
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Medicine rather than functioning to delineate a reality that exists independently

of its description, are techniques for the shaping of reality that create patients

as individuals susceptible to a particular kind of judgment. Thus, people are

profoundly shaped by disciplinary mechanisms that permeate our society, with

medicine primary among them (Rhodes, 1990:163).
“Illness prevention™ clearly remains the basic ideology organizing what public health
professionals do and how they present their “reality™ in a distinct manner. In this respect. it
can be argued that it is more institutional practice (Good. 1994) than axiomatic theory that
has helped them extend their medical knowledge into this comparatively new domain: in
order to respond effectively to a perceived new set of challenges, it has approached the
concept of cultural diversity as a problematic object of concern. More generally, Lowenstein
and Glanville (1991) further delineate this assertion concerning “cross-cultural concepts™ in
practice by pointing out the importance of adaptation and expansion to most medical and
health care organizations’ survival.

This is not to say that the processes through which ideas concerning cultural diversity
become institutionalized do not involve the wish to provide better service to a diverse
population. Such processes are recognized as having the potential to, and if integrated
adequately, facilitating the recognition of “racial”, cultural and class differences as
important to institutional goal attainment. Malone (1993) argues, the integration of cuitural
diversity concepts reflects the institution’s commitment through their guiding principles
regarding cultural and racial sensitivity. This is however hardly automatic. Like any set of
“foreign’ ideas deriving initially from outside the institution’s frame of reference, thcrc is
always a significant risk that notions of cultural diversity simply will be reconfigured to
conform to extant institutional ideologies, charters and practice.

In the following section the meaning of “cultural difference” to Centre staff will be further
elucidated. An attempt is made to demonstrate that the concept of “cultural diversity” asa
perceived risk (Douglas, 1992), was discussed simultaneously in two different institutional
contexts. One in the framework of the institution’s formal mandate, where I argue that the
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concept is highly camouflaged. Again it is discussed primarily in the terminology of “a

problem” of institutional legitimacy.

The following section begins with an analysis and exploration of the strategies, or “social
inventions” (Scheper-Hughes, 1992) that are manifested by the community health centre in
its various processes of staff and institutional self-presentation (Goffman, 1959)--both in the
community health centre’s social structure and everyday practice. I seek to do this by
concentrating on common themes and meanings of cross-cultural care as narrated and
explained by the staff of this local public health institution, as well as from my observations
drawn from participant observation. What is the best place to initiate an analysis of an
organizational culture? Critical initial questions here are: what helps the health professional
come to believe that their practice represents adequate multicultural health care service? In
this context, how do members of the community health centre perceive that what they do
constitutes health promotion? How do they distinguish themselves as health promotion

workers from those in other health organizations?

[ spent several weeks deciding where to start to find the answers to these and related
questions. Taylor (1970:7) says that “2 satisfactory start could be from any part of a complex
organization”, but I shall retrospectively attempt to initiate my discussion here beginning
with an analysis of Centre’s overall institutional-cultural expectations. I of course am dealing
here with both an organizational subculture and an ongoing organization which is addressing
certain health issues and concerns™ as a central goal. These goals are part of all public health
staff’s experiential realities. They also serve to highlight the difference between themselves

” The primary objective of the institution is to provide health education and illness
prevention. It also acts as a liaison between health professionals like doctors, social service
agencies, and the client. The main focus of this organization is preventing illness rather than
responding reactively after the onset of disease and injury.

89



and other social organizations.”

The form and centrality of hospital goals has of course been extensively discussed (see Todd,
1989; Murphy. 1987), albeit typically in a rather static fashion. Murphy (1987) explores the
role of hospitals using a Parsonian framework, and while his focus is on the ubjective of
curing or attempts to cure, he also shows how strongly the institution’s objectives remain
conceptually grounded in the now traditional. essentialist biomedical model.™ It is however
argued by many anthropologists and sociologists (Hazan. 1994; Good, 1994: Abu-Lughod
and Lutz, 1990) that institutions are always forming and reforming their ways of seeing.
Attention to an institution’s everyday life in particular allows one the possibility to explore
the role of language in explaining the context-specific currency of various ideological threads
concerning cultural diversity in the community health realm of discourse. Gumperz and
Cook-Gumperz (1982) for example, wrote:

We customarily take gender, ethnicity, and class as given parameters and
boundaries within which we create our own social identities. The study of
language as interactional discourse demonstrates that these parameters are not
constants that can be taken for granted but are communicatively produced.
Therefore to understand issues of identity and how they affect and are affected
by social, political, and ethnic divisions we need to gain insights into the
communicative processes by which they arise. (Gumperz and Cook-Gumperz,
1982:1). '

7 See institutional studies of Cohen (1985); Taski (1981); Cowie and Roebuck (1975);
Taylor (1970); Goffman (1961). Each study presents the special tasks addressed by each of
these social organization.

* Thompson et al.(1990:104) defined essentialism as practices and views “in which the

consequences of some behaviour or social arrangement are essential elements of the causes
of that behaviour”~in this case as applied to the challenge of fighting disease.
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Healthy Albertans Live in Healthy Alberta: The Language of Identity

Unlike communities™ where kinship is an important indicator of community membership
and guide for action, institutions are organized under formal and informal charters which
assign roles and statuses and offer participants a range of goals, explanations, rewards and
punishments.”

Like most other bureaucratized institutions, the community health centre has a symbolic
macro-objective which is explicitly displayed in their institution’s boardroom, main entrance,
and organizational handbook. As a result, the logical point of entry for the analysis is the

institution’s written role statement. The “corporate™ mission stated there is as follows:

The Health Centre’s mission is the promotion of optimum health for the people
of Lethbridge (community health centre’s handbook, 1994:10).

This statement of mandate was revised in June 1994 ia response to the health care reforms
then being undertaken by the Alberta Government. It includes both the “vision” and
“mission” of the health centre and follows nine primary objectives set out by the Alberta’s
Public Health Act to fuifil the vision of “Healthy Albertans Living in a Healthy Alberta”, All

7 Bradfieid’s (1973) A Natural History of Associations analyses the meaning of communities
and association. He has used ethnographic works of earlier anthropologists like Evans-
Pritchard, Forde and Harris.

” Galanti emphasises that “one way 1o asses cultural value is to observe how an individual
member of a group is punished. To understand people’s values is key to understanding their
behaviour... (1991:4).”

7 The institution constantly uses business metaphors in its charter documents. It thus
identifies itself as a “business organization” where staff provide effective and efficient
services to its “customers”—the public. They however also present themselves as
professionals who command special knowledge and have the ability to provide critical
information when needs arise.
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these broad provincial mandates are incorporated by this community health centre in its

mission documents. Therefore we can say that formally this organization’s nine major

objective stated in its mandate are:

to

)
h

To increase the number of years of good health by reducing illnesses. injuries
and premature deaths and improving well being.

To make decisions based on good information and research.

To include a health perspective on public policy.

To have appropriate, accessible and affordable health services.

To live in strong, supportive and healthy families and communities.
To live in a healthy physical environment.

To recognize and maximize individual potential in spite of biological
differences.

To choose healthy behaviours.

To develop and maintain skills for facing the challenges of life in a healthy
way.

The changing health care reform environment has made 2ll heaith organizations struggle for

extremely limited government funding., As a result, each health institution is trying

vigorously to justify its existence by demonstrating that the services they provide are unique,

special, or irreplaceable. The underlying ideology of CHC is clear: to continue to develop

distinctive preventive health service and programs that distinguish them from other health

care organizations and also justify their budget, staff and service provision as a tnique

organization at this time when avoidance of duplication is a major slogan of the government.

Broadly speaking, it is easy to see that the biomedical essentialist philosophy of the Canada
Public Health Act derived from the nineteenth century continues to be reflected in this formal

institutional role statement. Intentionally or not, the resulting asserted mandate identifies
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immediate environmental. social. and economic obstacles to health and 1o assess the physical
condition of individuals. This is also documented in a 1994 public health mission statement
where it clearly asserts that, “how healthy Albertans are and will be in the tuture, is
determined as much by our social. economical and educational policics as it is by our health
care delivery system™ (Community Health Centre: Role Statement. 1994:3). Not surprisingly.
the central intervention programs supported by the Centre are mainly in the arcas of health
promotion. prevention. protection and community care. From the institution’s stated point
of view. it is important 1o provide such scrvices, and the mandate of community health is to

meet the health needs of all the people of Lethbridge.

But how do they do it? How are these broad policy goals implemented? 1 argue that this
appears largely to be determined by the institution’s everyday burcaucratic practice. [ say this
in part because the chief medical officer™ (like many other institution directors who are
similarly placed) traditionally has been given great authority to decide on implementation
of services. (Prior to reorganization this was subject only to periodic Board review.) It is
primarily the chief medical officer who also decides on the cultural images and terms the

institution should use to present itself publicly as a distinctive and necessary organization.

But the daily practice of “frontline” staff also provides powerful inputs into the institution’s
self-definition. In this Centre, as in public health practice generally, the main type of
interaction that takes place is “conversation™ and “assessment” through which “information™
is collected from clients and given out to them. Out of context, this nurse-client cultural
interface was often eloquently interpreted by the community health nurscs as something
providing a service primarily “through health education™~-a claim much in accord with the
formal institutional philosophy. But during participant observation and informal

conversation carried on with individual nurses during home visits and baby clinics I recorded

7 According to the Canada Public Health Act all the directors of Public Health Centre have
to be medical doctors.
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the following rather different comments and observations made by nurses:

In our home visits basically we are doing the physical assessment of the
mother and the baby. "W and I are preparing the chart for the new nurses and
other staff who are here for long time and are set in their own ways.

[During a subsequent home visit.] First, “I" gave me a brief background
information about the mother, the newbom baby, and her family. This included
the marital status, nunber of children, and the employment status of the
husband. All this information was provided to me prior to us arriving in this
particular home. As soon as we arrived there, the nurse had a brief chat with
the lady of the house and then proceeded to a physical evaluation. Lastly. she
gave her an information package and went over this very briefly with the new
mom.

Afier we returned from our home visit one time “Q”, the community health nurse, explained
in detail the tasks she belicved all public health nurses must carry out in the Early
Postpartum Program. The following is their daily ritual. as she sees it—one primarily oriented

and organized by forms and an overt regime of accountability:

In our assessment program every community health nurse is assigned to make
two home visits after the new mom is discharged from the hospital. In our
[first] home visit our immediate concern is the mom because of early
discharge. Since the hospital discharges mothers within twenty-four to forty-
eight hours, in our visit we look for comparative evaluation in regard to change
in health. We focus on baby’s weight, head circumference, temperature and
other physical assessments. In our second home visit we don’t repeat [this task]
if anything is not pertinent to health. [Otherwise] we basically check weight of
the baby. and that’s all we do.

This green form is a recent form that has been developed to keep track of what
is the type of visit. Is it under twenty-four hours visit, or forty-eight hours
visit? The name of the mother. The type of delivery. As you see, we have all
this information to check. This form is primarily for statistical purposes. This
will then tell us how many of certain kinds of visits we do; the type of delivery.
You see, this also helps us to show our accountability of our time and work to
management here, and also to Edmonton. (See Appendix B)

The second form that we have with us when we go on home visit is the early
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discharge form. In this form as you see we have a section for mom and a
section for the baby. We are to check all the things that is written here. (See
Appendix C)

Then we have an information package. This is the package that all new
mothers receive during the first home visit. In this package we have
information about breast feeding, a passport. This passport which we give out
in the second home visit was originated by Alberta Health. We took it as a
pilot project and modified it. and we continue to use it. It is called a “Health
Passport™.

You see we have also another type of form. This is the referral form. This form
has to be filled out after our visit. Then we fax [it] to the doctor’s office before
the mother goes to see her physician. (See Appendix D)

We have this form which comes from the hospital. From this we get all the
information about the new mom. They gather these [this information] at the
time of admission. The chart information is from the hospital’s [form]. (Sce
Appendix E)

The senior manager during my interview pointed out an instance where resource atlocation

considerations primarily determined a shift in practice:

One of the things we did was the scoliosis screening. The thing about scoliosis
screening was really ... It was labour intensive. So we cut it out. We weren't
getting enough referrals so we stopped doing this screening. We stopped doing the
intense developmental screening for a year and half, because really the most
significant was the speech assessment. So those sort of things in public health we
do. You really have to be a chameleon. You have to be aware of what is happening
with [the] data and population. You have to [be] very much aware of trends. So
you have to be willing to say, you may have done something for fifty years, and
if it is not working [now] then you have to quit doing it because it is not practical.
You don’t have endless resources at hand. So you have to justify what you arc
doing and you tend to be a chameleon because society changes. When society
changes its needs change with it. [my italics]

The above narratives suggest that the primary entry method used in service provision at the
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community health centre is to first identify “the problem™ which must be addressed: while
health promotion discourse often stresses the positive vision of building and maintaining
good health, practical programming at the Centre usually starts with a negative vision: the
world is awash with actual and potential impediments to heaith, and their first obligation is
to identify. categorize and address these. Thus, much practice is spoken of in the disciplinary
language of the “assessment”, “monitoring™, “charting”, “screening’™ or “evaluation™ of 2
particular physical, social or environmental condition. Most such assessment takes place
during client and professional interaction—for example, in home visits. the well baby clinic,
the immunization clinics, and the school programs. These are sites where knowledge about
possible health “problems™ are identified by a community health nurse. Stein (1990:52)
contends that “cultural metaphors objectify shared inner worlds and at the same time make
claims about the nature of the world held in common™. Here, the problemization of health

does just that.

For instance, in one home visit I observed the following procedures carried out by the nurse
and this b::lsically features all the (largely medical and accounting) practices that the
community health nurses comply with when they do their home visits. The nurse first walked
into the house and introduced herself and me. She seemed very calm and in control of the
situation. Like other nurses she also had two black bags. One contained the scale to weigh
the baby. The second bag carried all the information sheets, a tape to measure the baby’s
head. a note pad which had relevant medical information, an information package, a
stethoscope, a blood pressure measuring instrument and a questionnaire sheet for the survey
that was being conducted. This was a survey to find out if the fee the clients were paying for
prenatal service was reasonable or not. The nurse had told me earlier that each home visit
took her about an hour to hour and half. Since the baby was sleeping the nurse first did the
mother’s physical assessment. She checked her temperature, blood pressure and fundus®.

™ This problem can be individual, community or societal.

% The large upper end of the uterus.
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There were some verbai assessments done by asking questions about the mother’s appetite,
feelings of discomfort. breast feeding. rest. emotional condition and support systems. Then
she did a physical checkup of the baby and asked questions relating to the baby’s daily
routine: eating, sleeping patterns and bowel movements. Finally, she gave the mother an
information package and bastcally listed what each included item was about. She was very

particular in suggesting that the mother attend the post-natal class offered by the health

centre.

After accompanying nurses on fifty-two home visits. I would say that nurses spent roughly
eighty percent of their time on the physical assessment of their clients. and the rest of the
time dealing with such things as socioeconomic, cultural. environmental and educational
evaluation. The latter typically found an eventual role as “background™ information:
explanatory, but not often to be acted upon. Only a very small amount of time was devoted
to non-evaluative practice, such as the provision of information (rather than its collection).
This well illustrates the centrality of an implicit message: that “evaluation™ is essential and
is an effective first step in preventing or combatting illness and disease. It also rationalizes
institutional hegemony over its clients; ethnographers observing institutions as social control
agents have often interpreted “assessment™ activities as important rituals of domination
{Lock and Scheper-Hughes, 1990; Cohen, 1985; Schneider and Conrad, 1980) and a nodal
point of western medical culture.

When it became clear how central the classical medical paradigm of problematizing health
was in this context, I decided to ask nurses more frequently about their perceptions of “life
style™-based, or “holistic™ care. I also included 2 question on this subject in my extended
interview of all nurses: “Do you think your organization incorporates all the aspect of

“holistic care” in your everyday work? " Following are representative responses I collected:

“L” said: Some yes and some no. One thing that | know with respect to our nursing
department is if something ever happened to my child or to my husband, I could
walk out the door with no problem. You know in that way it is very family
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oriented. ... Considering we have a public health inspector department we don’t
have an occupational health and safety program in our health centre. ... We should
be practising more what we preach. This is just my personal opinion. But our
medical officer of health who is going to be probably the medical officer for the
district or region #1, once regionalisation happens is a heavy smoker. You know,
what message does that send? And some of our management you can tell don’t
lead a healthy lifestyle. So ... but I think, that they could encourage us more to do
programs in certain areas than in other times. I think some of the programs they put
a lot of focus on aren’t accomplishing what they want. I don’t know if there is
enough evaluation, like in the program . . .

“K” with what I thought was a very uncooperative voice and with uncertainty said;
nYeSVO.

“F” commented: To a degree, you know there is [are] only two degree[s] that they
certainly focus on - the physical problems of the disease entity. | would think that
is most. And certainly, I guess diet, nutrition that they would focus on that to a
lesser degree, but certainly to a degree. I think we really miss out on the emotional,
on the mental part of it. We are ... I don’t think we are trained [in] that aspect
either. The only times we have really touch[ed] on that I would say, sort of
postnatal classes. When we were doing the postpartum depression part. And you
know when we do follow up people [they have] those type of problems. But there
are lots other problems out there that I don’t think staff wise we can possibly meet.
We are not trained that way, we do not have enough staff, we don’t have enough
background. We don’t address that part very well.

“X” smiled and said: I guess the body would come first. We also at the health
centre do the environment as well. Immunization clinic, [in] our home visit we
examine the baby that kind of thing, It is more [the] physical part. But there is also
the teaching that goes along as you are doing the physical like doing the
immunization, or weighing the baby, we [also] discuss them. The physical and
teaching go hand in hand. We are lacking in the spiritual ones. I don’t do much on
one to one. Your like someone else guiding you. I think that is more of an
individual task. I think the mental health [services] covers that. Checking people,
feeling themselves, if there is 2 concern that if I can help them with just by talking
through it or giving them more education, and cohesion. If we are not able to, then
we refer them to other specialists who will be able to help them in [this]
relationship--or whether they are needing more counselling,

“O™ after few moments of silence said: I would say we spent about seventy-five
percent of our time in doing a physical evaluation. We would like to spend more
time in other aspects as well, but we just don’t have the time for it.
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Although modem health care is evolving 1o make health promotion ideologics more central,
the old medical model still predomina'tes. Nurses continue to focus on body imagerv (Lock

and Scheper-Hughes. 1990) grounded in a biomedical cultural construction of medicine.

A Strong Shared Sense of Membership

In the world of the CHC and its daily activities every staff member identifies themselves as
a full, active member of that small community: the heterogeneous nature of the overall client
population is after all absent during related professional presentations of self. All staff have
a shared sense of symbolic community membership. Individually and collectively they
perceive the health centre as a place whose charter is to prevent diseases and promote health.
Moreover, there is general consensus among staff that the Centre is doing its job well in most
cases, This world of shared meaning and reciprocally-accepted presentations of sclf unites

the staff and builds a sense of commonality and solidarity (Teski. 1981: Cowie and Rocbuck,
1975).

A core part of those shared assertions is consensus about what the Centre is about: “health
promotion” and “disease prevention”, pure and simple, and usually stated in exactly these
words. When asked to describe the objectives of health centre, “M”, who is one of the scnior
managers with a background in finance employed there for fourteen years, summarized the

role of this organization in the following words:

The community health centre at the present has a mission statement which has all
those lofty things [in it], rather than [just] saying “to promote health and prevent
disease”. The original idea of [the] mission statement was something that you
could share with the community and they would receive it and understand it. You
could even remember it. Then staff got involved and started diddling with it like
a horse designed by a committee as a camel. A mission statement that includes
everyone’s input ends up saying nothing—because it has far too much garbage and
nobody could remember it. Then we end up with a mission statement which does
not mean anything to anybody. [my italics]
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The [real] vision is the one which you read on the Boardroom wall. This has been
replaced. Otherwise, you couldn’t put it on the wall. It is basically saying that the
community is a collection of families. Our objective is to promoting health and
preventing discase. Even in our home care program well we try to prevent disease
and institutionalization. There is alwavs prevention. There is actually no program
[that] actually offers cures ... Our health inspectors are protecting health, but based
on regulations. But the purpose behind it is to prevent disease [or you can say. to]
protect health and prevent disease.

Another such statement is taken from one of the senior managers of public health nursing

program, who is identified as “N™™

[Our goal is] to change attitude and lifestyle of the people [to have] optimal health.
We educate the family to be responsible for their own health. This starts in prenatal
period.

“A", who works in the reception desk and in the main office area said:

Our organization is service oriented, we provide programs to prevent, and protect
disease, injury and promote health.

“B”, a2 maternal and child assessment program manager explained very briefly the Centre’s

objective in the following words:

Injury prevention, protection, providing health related information, and health
promotion. We do a lot of physical and environmental assessment.

“X”. a community health nurse, asserted that:

- To promote healthy lifestyle is the basic mandate. This means disease prevention
and health promotion. We do this with education. For example, with going out on
a new baby visit, [we] discuss the feeding practices, and the immunization
schedules. We discuss the mother’s health and make sure that she is looked after
well. It involves the whole family. Just whoever is at home. Or you may ask how
other members in the family are doing or if there is any concerns with the other
children, and how are they adjusting to the new baby. The new baby visit is usually
a very good time to contact the family, because often they are very receptive to
new information. And at that point particularly with the postnatal class, it is
important you remind them that you have a new member in the family and if they
are having any bad eating habits then let them know that is not such a good thing
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to do. But 1o start with the whole family the healthy lifestyle.
"W, one of the senior nurses summed up the Centre’s objectives by saving:

Well. our whole mandate is preventioq. protection and promotion of health and
illness. Like. prevention is making sure that people are aware that there are certain
things that you have to do to remain safe, that you have to eat properly. keep up the
immunization. You have to watch what communicable diseases [are]. [and be]
aware of the things that cause [them]. And mostly educating the public and how

they can keep themselves healthy. At that. maybe they have to alter their lifestyle
to doit.

These personal accounts of the Centre’s objectives illustrate one dimension of this
institution: a strong and consistent internal value and belief system, which is a common
feature of bureaucratic cultures (Douglas, 1992, 1986; Herzfeld. 1992; Payer, 1989). To the
CHC staff, the institution exists to achieve a single goal—to provide “an optimum health
program’”. This example allows one to begin to comprehend the local cuitural construction
of health care itself, its related division of labour, and bureaucratic efforts made by specific
institutions to differentiate and legitimate themselves. My emerging conclusion is that this
everyday “folk” misston statement—to promote health and prevent disease— is (among other
things) both a vehicle for staff to demonstrate positive shared meanings among themselves
and a key means to distinguish themselves from others involved in the provision of health
care. Not only does it support a cultural identity that separates CHC from other local health
organizations, but also helps the institution’s staff present themselves as significant
competitors for resources and legitimizes control of a particular heaith care domain. it
establishes a boundary by institutionalizing a sense of “us” and “them”, cuitivating self-
interested differences (Lemont, 1992) among institutions, communities and groups.

Many other key words and images support the same set of institutional distinctions. For
example, on one occasion an office staff member remarked on the use of separate
terminology in this institution. I also found that the staff used some terms consistently at the
Centre where they served as institutional markers:
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People who stay in a hespital for a temporary period are called “patients™. but as
we provide a service, people who come here are called “clients™.

Similarly. staff often made invidious distinctions between themselves and the orientations
and skill levels of staff at other health care institutions. As an illustration, “N” asserted the
following separation between the professional abilities and level of awareness of their

organization’s nursing staff and those of hospital nurses:

In public health we really like [to hire nurses who are] vniversity graduates.
Because university graduation, particularly for the nurses, takes the blinkers off.
You know nurses with a R.N. tend to be like this [use of body language]. They are
focused. They [are] like horses with blinkers on. You know they know where they
are going. So long as [you] keep their blinkers on, [and] vou give them a tunnel
they will perform their job very well. They will do an excellent job for you, and
not deviate right or to left. If you get a public health nurse, because of their much
broader education she has likely taken her blinkers off. [And] that pony and asking
her to become totally aware of its environment and to go where it’s needed to go.
The pony with blinders can only go where it’s taken or where it’s sent. Take the
blinders off and the pony can’t respond to the needs and what the facets are in
society. So it can go wherever and do whatever. And that is the difference
[between R.N. nurses and public health nurses]. Public health nurses have been
exposed usually a lot more, challenged a lot more in social science and should be
able to respond and pick up names and deal with [things]. [ mean, we should be
able to accommodate the extremely well educated and the very poorly educated
within a very quick paradigm, because you recognize the needs of one versus the
other...

In my interview with “O”, a community health nurse, she stressed another ideologically
distinguishing boundary marker of the Centre. As they deal with “clients™ rather than
“patients”, the CHC staff are “service providers” rather than medical operators.® A key

distinguishing range of services involve the provision of “information™:

... in public health we promote health, promote healthy lifestyles, prevent or
attempt to prevent diseases. That is basically through immunization programs and

31 “Medical operators” is my term.
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maintaining healthy pattems of living. As well as post-natal care of both mom and
infant. and school age care. it also involves seniors and general adult population,
So it encompass the entire life span.

To us. health promotion reans to prevent injury. just a healthy life style, adequate
standard of living. nutritional recommendations. Qur service has an educational,
spiritual and emotional component [involving] lifestyle. It is not just the physical
aspect. We are not physically always caring for the people. but we offer a lot of
information. options and [also] discuss [options] with them. And hopefully they
will select the healthier.

We do it in every opportunity we get. We are often caught talking. We started in
the beginning; we start right immediately following our postnatal visits.
Information is offered on nutrition. breast feeding. rest and safety. Then we
continue on through our immunization schedule. dental health. nutritional
recommendations. As the child grows older [we do] developmental milestone
discussions and things like that. And we are also discussing it as well with parents
at that time. We discuss smoking cessation, weight control, physical activity,
mental rest and relaxation. We do that on a one to one basis, and as well on a group
basis. We do go out and provide information to groups or interested parties within
the city of Lethbridge, [but only] upon request.

We are to offer as much information [as we can] and encourage them [clients] to

select an appropriate alternative for themselves. Like, we want to be fostering

independence and self-reliance; we don’t want to be doing rescue work. We want

to just help them. Giving information, outlining alternatives for them to select that

are appropriate for them. Because, what we perceive is appropriate for our beliefs

is not necessarily appropriate for the client.
As is well illustrated above, “information” is said to be provided to “clients”™ for the latter to
consider, accept or reject. This reflects yet another ideological distinction between the
institution and those more clearly identified as providing medical care: CHC staff say they
work “with” clients rather than “on” them. The CHC staff also project a strong sense of
“responsibility” in delivering their various health promotion programs. As will be shown in
the next chapter, they also expect clients to demonstrate personal responsibility and envision
whole categories of clients who are seen to fail to fulfill this expectation.
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Maintaining an Institutional Culture

Many such distinctions in all probability have arisen over time in reciprocal presentations
of self--of people’s “personal front”-in everyday institutional practice; many studies have
shown this to be the central force in the generation and maintenance of institutional cultures.
“Impression management” of the sort early identified by Goffman® is without question
clearly a key 1o the “collaborative manufacture of selves” (Charon, 1992) involved here.
which simultaneously supports an institutional identity and establishes barriers and
distinctions between “hosts™ and “guests”, service providers and clients. As Charon
(1992:187) suggests. “we must dramatically convince others that we are who and what we
want them to consider us to be”. One dimension of such practice is to build and reinforce a
strong sense of “us”, which as other social theorists (Good, 1994; Young, 1994; Good and
Good. 1993; Herzfeld. 1992; Cohen, 1985; De Voe, 1981 and Scaneider and Conrad, 1980)
have noted. can act as a kind of “kinship™-based symbolism.

Similarly, Douglas (1992) working from a theory of risk perspective shows that every
institution uses risk analysis to assess the dangers ahead. She then further explains that “risk,
danger, and sin are used around the world to legitimate policy or discredit it, to protect
individuals from predatory institutions or to protect institutions from predatory individuals”
(1992:26). Douglas uses this approach to discuss situations of institutions interfacing with
individuals. However, as illustrated above, CHC staff use such strategies to maintain their
identity against other health services as well. These personal narratives are constantly shared
by the managers and nurses of the community health centre, and can be read as both self-
supporting and collectively legitimating: it is important for all bureaucratic service-based

organizations to make their services appear socially acceptable so that they can retain

£ For a detailed analysis see Goffman (1959) Presentation of Self, where he called this
dramaturgical analysis; also see Stein’s (1983) analysis of American medicine culture; Barth
(1981) describes this form of social behaviour through “game theory”.
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clientele ¥

Both through action and speech similar messages are sent by staff in the context of dealing
with clients: client-staff contexts differ in one key respect in that such contexts are much like
the prisons Foucault addressed. They are at once “an instrument and operator of power, and
[the] site of the production and application of knowledge™ (Foucault, 1979:112). Followinyg
Foucault, mary students of institutions now argue (Herzfeld. 1992: Scheper-Hughes. 1992:
Douglas, 1992, 1986; Thompson et al.. 1990) that intervention is used as a medium by staft
to define, express and legitimate institutional cultural identity.™ This is certainly the case
here, where both staff observations about their charter and actual client-staff practice
constantly express the Foucauldian metaphor of “discipline™ in aftempts to extend their
institutional world view to others. In the following discussion, these points will be made

clearer.

In certain ways this organization has some of the characteristics of a “total institution™
(Goffman, 1961). The totality is of course not as great as the prison, asylum or psychiatric
institutions, hospitals or military, because clients are not so effectively “captured” as are
inmates or soldiers, and staff all have a life external to the institution. Institutions like prisons
or the military can totally control new inductees (Murphy, 1987), even to the point of altering
their interactional practice and visible bodily markers. They can completely restrain a person

in time and space, and eventually, in world view. For what are thought of as “normal”

% Baum and Oliver (1992) in Institutional Embeddedness and the Dynamics of
Organizational Populations have analysed the impact of population density on institutional

ecology. Also see Douglas (1992) for her insight on the maintenance of bureaucratic culture.

Stein (1990) in American Medicine As Culture suggests that compartmentalization is one of
the primary cultural functions of biomedicine.

% Berger and Luckmann (1966:93) define legitimation as a process of “explaining” and
“Justifying” to an institution’s objectivated meanings and its practical imperatives.
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clients, potential dissonance that might arise from clients and staff having divergent world
views is reduced by a radical simplification on the part of staff: “normal™, “well-disciplined™
clients who fulfil staff interactiona! expectations are assumed (without much evidence)
largely to alrcady embrace the institution’s basic values and beliefs. Through their
attentiveness and lack of contradictory talk and behaviour clients deemed normal signal to

staff confirmations of their institution-based world view.

But what of clients who are not so “patient™. not so “disciplined”™? Such clients are

categorized explicitly as deviant-—-as “high risk™. In *Q’s™ account:

We have a category called “high risk”, and any clients who we think needs to have
more than two visits we consider ‘high risk’. They get a blue sticker on their
record. There is a chart put out by the Alberta Health Care which codes types of
patients. There are two broad categories [that are used to categorize a visit to be
high risk]. One is the physical assessment where the baby is less than 2500 grams
birth weight; is less than thirty-four weeks gestation; or has a persistent
neurological deficit [i.e., spina bifida, long term seizures, etc.]

The second category is the socioeconomic background: the mother is less than
cightecn years of age; parents with mental illness, mental deficit like depression,
speech or developmental delay in older siblings; poor home situations.

These are some of the examples from the big list we have been given to follow. It
is up to the nurse’s judgement if this is a physical, emotional or financial problem.
You want the child to receive particular attention [i.e., physical/developmental
assessment]. So you write the reason for the blue sticker very briefly on the
cardboard part of the record. You see, just being a single mother is at high risk, and
so is a premature baby.

Nurses’ use of blue sticker criteria “bracket” (Rhodes, 1990) clients into special categories
where they are stereotyped as deviant--not here meant necessarily as a negative tem except
in the sense that there is something out of the ordinary and problematic to do with such
individuals. In terms of the maintenance of institutional identity and culture, such bracketing
also allows community health nurses and others to treat such clients with a “degree. of

distance or dispassion” (Murphy, 1987); in doing so, the threat of their deviance questioning
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that institutional cultural status quo is radically reduced: such individuals have medical and
health problems not of their own making that need to be addressed through conventional
health care intervention. or else their lifestyle. individual characteristics or other factors make
them willfully undisciplined and therefore at risk. In the former case client problems are
rendered normal and conventional through inclusion in standard health care practice: in the
latter. individuals™ deviant practices and beliefs are rendered institutionally insignificant,
except as barriers to health promotion and disease prevention: that is to say that they require
no change in institutional practice or world view. I will return to this category of “high risk’
clients in the next chapter, for who gets identified as high risk and of which sort has

important consequences for the encoding of cultural difference in the institution.
Hierarchical Social Structure: the Bureaucratic Reality

To this point I have discussed the shape of Centre culture without consideration of an
important social fact: this establishment is hierarchically organized, and certain staff largely
control key decision-making processes. finances, the hiring of staff and the generation of
formal institutional charter documents.* This was well recognized by everyone involved.,
who often make reference to controls and dictates issued from on high. “N™ for example
enthusiastically said that “the institution gets its mandate from the top”. “M” in the extended

interview explained that one of his major responsibilities is:

... to see the money is spent for that which it is designated, and not to decide how
the money is spent. ... the money is spent the way it has been decided by the board.
The decision is made by the board in conjunction with the government of Alberta,
and Alberta Health. They approve the programs and services we offer in this

% See Abegglen and Stalk, Jr. (1985) for a detailed description of the competitive behaviour
of Japan’s companies and its economic success. The local Health Board decides what and
how this community health centre should operate. Decisions about how to spent the budget
is made by the Board in conjunction with representatives of the government of Alberta, and
Alberta Health.
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community health centre. And my duty is to just administer and report to the

board. People can do whatever they want as long as it does not cost money. The

minute it costs money they have to follow the discipiine of the system. In order to

receive financial support for anything new they have to make a proposal. which

goes to the board. [It would then be addressed by the board] If this doesn’t get

approved by the board then they would submit to Alberta Health. If it gets

approved and funded, then their responsibility is to deliver them. Once the decision

is made by the Alberta government to fund something they either must do it or

rcturn the funds.
It is as important to understand this formal, i.e., hierarchical/bureaucratic structure as viewed
from the “inside™, as it is as some kind of “objective reality” (Berger and Luckmann, 1966).%
Social theorists have documented the structure of the medical care primarily from an etic
perspective - “the system and how it meshes with, reflects, and reinforces the larger society™
(Todd. 1989:15). At this point it is important to understand the daily negotiation process in
the hierarchical world of the Centre where I felt certain forms of knowledge are not
“dernocratically” produced or propagated. The central objective of this section is the location
of power (a word used to demonstrate staff roles and statuses in the organizational hierarchy)

and how it is manifested in actual social organization.*”

Murphy (1987) in The Body Silent maintains that in our doctor-dominated medical culture
there have traditionally been highly differentiated social roles for every member of the
system. Such roles are hierarchically organized, and there is a chain of asymmetrical formal

% There is ethnographic literature that fleshes out the ways the social structure of the Western
medical care is organized. For more detailed analysis from various perspective consult works
of Todd (1989), Sacks (1988), Murphy (1987), Ghnuki-Tiemey (1984) and Foucault (1973).

¥ Townshed (1971) in Old Age: The Last Segregation writes in detail about this observation:
“A vast majority of senior citizens shared the feeling of nursing homes as a place to die. The
recommendations to change the operation from the profit-oriented industry highlight the
social structure of the nursing homes. The operation of the nursing home lies in the hand of
the administrator of the organization. The crucial role of the administrator is to have a basic
knowledge of proper health carc, must have sound business knowledge. He presents the
location of power at the top of the hierarchy™.
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authority that goes down from attending physician to nurse to patient, with obedience
expected at each level. There is an elaborate division of labour. a meticulous and jealously
guarded allocation of responsibilities, and careful scheduling of activitics. Murphy notes that
“the hospital has all the features of a bureaucracy, and. like burcaucracies everywher. it both
breeds and feeds on impersonality. It should be cautioned, however, that the “rationality™ of
a bureaucracy refers only to the attempt to impose order. not to its actual operation™
(1987:21). He has demonstrated brilliantly the nature of typical doctor-patient “dyadicor
relationships.® Taylor (1970) takes this point further. detailing informal structure among the
hospital staff in order to distinguish the difference between the hospital culture and that of
other total institutions.

Hierarchy and Informal Knowledge Production

Looking at the formal organizational chart (see Appendix A) presented in the institution’s
handbook one can see that the health centre appears to present all the features of a formalized
bureaucratic hierarchy (Good, 1994). Even so, this organizational chart does not slavishly
follow the traditional organizational hierarchy. It can be appropriately described as a *flat’
structure with comparatively few levels of administration. The implication here and
throughout the institution’s charter document is that all staff are a team that ideally should

function smoothly, democratically, and through consensus management.

This was not the actual view, however, of anyone in the institution. This was crystal clear
from my ongoing discussions with the staff regarding the Centre’s mission statement and
other administrative issues. These impressions were constantly confirmed by my behavioural
observations drawn from nine months of fieldwork. Such a chart notwithstanding, the
informal structure of the Public Health Nursing Program represents the old pyramid-style

% On this point also see works of Gilad (1990), Indra (1987), and Colson (1987) where the
focus is on the bureaucratic helper organizations and refugees.
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formation which Taylor (1970) suggests is used often by large institutions like hospitals to

avoid idiosyncrasies and guarantee the accomplishment of specific tasks (Figure 1).
The statements recorded from five nurses during my extended interviews illustrate the health

centre’s bureaucratic reporting system, decision-making process and practices, as perceived

by these individuals,
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Figure 1. The informal reporting structure of the public health nursing program.

Board of Directors
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CEOQ = Chief Executive Officer, MOH = Medical Officer of Health, DPHN = Director Public

Health Nursing program.
The four nurses from the Communicable Disease unit are also responsible for some duties
of Maternal & Child Assessment Program.
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»X” paused momentarily. then in a smiling face and joking tone began to talk:

... there is a big poster upstairs, {that says] preventing and promoting a healthy
lifestyle. Our mandate varies over the years as to the words that are used. I suppose
government funding has lot to do with it. [There are] special words they
[government] like to hear so [the] mandate. [or] objective [is] worded to match
with what is expected. But, to me it means healthy lifestyles.

For further clarification I asked. “did you take part in preparing this mission statement?”

[ suppose [they do get us invoived] when it involves the ground rules as to what
we feel is important in the program. But the actual wording is left up to them. But,
we are consulted for several days with our CEQ and the nursing manager going
over different programs and what we feel is important.

*“G” explained the health centre’s mandate in the following terms--first formal, then informal:

aahump... Right. Now mostly I guess it would be health prevention, and health
promotion. So trying to educate people on keeping healthy, and not to get to the
point where you have health problems where you have to do something about
curing them. But trying to prevent them from occurring in the first place--like with
travellers, you know, trying to give them information on how to handle traveller’s
diarreah, malaria and giving them some immunizations depending upon where
they are going so they don’t get sick. And with the enteric disease, this is kind of
you don’t get the information until after you had the symptoms. But then you
educate them on what organism they had; about hygiene, your kitchen hygiene,
toileting, and hand washing--and how hopefully they not spread it to other people.
If it was hygiene problem in the first place, or kitchen problem they won’t pick up

anything...
*L™s summary of the institution’s actual mission was:

... to provide community care. It is somewhat different from acute care—-in that a lot of
times we access thern (the clients and the community) rather than them just accessing us.
Itis also different from acute care in that we give them the tools that they need to keep
themselves healthy. And not only that, but [we] encourage them to look past their state
of health now and to take it one step further without them accessing us. So we also target
them. So I guess it would be to provide community care in maternal cases, control of
communicable and infectious diseases and health promotion.



“C™s comment about the health centre’s mission displayed a certain fecling that key

deciston-making process here occur primarily at “higher™ levels:

Could somebody actually ... could tell you? Isn’t it written up in the board room?
Do you want [me] to recite it? Is that what you want? Do you want to know if |
know? I cannot recite it. Oh. promoting health and well-being of families: that's
the underlying theme. 1 think this was written by the Board some threc or four
years ago and its been there sinice. I think it is the Board who decides on the
mission statement. Certainly it wasn't us. as far as we are concerned. [ don't
remember....I am assuming that is where it is initiated.

The meanings that non-management staff appear to share regarding the institutional charter
reflect daily practices of the organization; in this and other ways staff again reinforce an
unspoken biomedical orientation towards community health. In this context it was found that
in the Centre’s everyday life there is an verbal emphasis on providing a “lifestyle model™ of
preventive care. As such, virtually all the community health nurses identified themselves
centrally as “information givers”, even if they did not spend the majority of their time
performing related tasks. In a larger sense, they identify themselves as active members of the
organization whose primary role is to provide services in the prevention, promotion and
protection of health. Their practice strongly encodes the Western Health Belief Model
(Good, 1994) and at the same time marks them as distinct from not only clients but other

health care providers.®

% It is of course people like nurses, and not nature that create a community. This is key to
Douglas’s group and grid analysis. Nurses here have a strong sense of collectivity and a clear
external social boundary. Teski (1981) in his ethnogranhy of a retirement hotel shows how
this thread of thought begun by Schutz and Berger can be traced through the literature.
These theorists show how people actively produce and sustain the meaning of a social
situation.
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Decision-Making Paradigms: Formal Charters and Everyday Practice

One of the fundamental formal requirements of CHC staff is to see that the mandate of the
institution is carried out effectively. In recent years the CHC's staff have come to view
themselves increasingly as part of a health agency whose role is to continuously re-equip
themselves with specialized knowledge to serve all residents of the city. I use the Public
Health Nursing Program, which is a central locus (Figure 2) of CHC service provision, as
an example to show the dynamics of the decision-making patterns involved in
acknowledging and addressing one such new challenge: establishing a multicultural

community health service,

In this system, the Director of the Public Health Nursing Program is formally responsible for
the management of community health. The responsibility for daily activities involved with
maternal and child assessment and communicable disease are placed under the Assistant
Director. This nurse reports to the Director of Public Health Nursing, and also has
administrative authority.™® With the cooperation of the two senior nurses, she is responsible
for organizing the communicable disease and maternal and child assessment program so that
these services function in an efficient and flexible manner®* The senior nurses in tum are in

charge of client care on a day by day basis, but have no administrative power.

% Both managers are professional nurses.

% See Figure 1 for the reporting structure of the public health nursing program.
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Figure 2. Interaction between micro and macro organizations (inter departmental and

outside agencies).
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Therapy
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Home Care Speech Pathology Intervention
Health Laboratory Hospital Police LISA

P.H.N.P. = Public Health Nursing Program.
LISA = Lethbridge Immigrant Settlement Association.
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This highly hierarchical organizational structure has the potential to affect day-to-day
operation of organizations in negative ways (Ng. 1988: Sacks. 1988; Taylor, 1970). It can
create conflicts and resistance (Young, 1993; Taylor, 1970), as is well illustrated in Sacks’
(1988} study of the bureaucratic structure of Duke hospital ard the development of union for
hospital workers there. Douglas (1986) notes that institutions often adopt this approach
primarily as a means of maintaining social order and control; Herzfeld (1992) takes this
argument further and claims that this form of everyday organizational rhetoric is the root of
social indifference characterizing many service provision institutions. Such administrative
structures can engender a shared sense of fellowship among those at particular levels in the
administrative grid, but can also generate a sense of powerlessness and lack of privilege
(Teski, 1981)

In everyday practice, however, Centre nurses have at least partially subverted this formal
structure to empower themselves. For example, staff members did not in fact take certain
dimensions of this plan literally; they did not identify the mandate as a concrete, binding
document, and some viewed it merely as insututional rhetoric propagated by the senior
management. According to most of the nursing staff their actual mandate was viewed as
flexible, and was informally replaced every so often so that it would be relevant to the social
context supporting either their general biomedicine framework or new challenges. One nurse
recalled from her more than 20 years of experience in community health that her formal job
description has not changed in all that time. She went further and said that to her the
organization has been providing essentially the same service for many years. She perceived
that only the language of the mandate has changed in order to make it sound like the
community health today functioned differently than before:

Our health promotion mandate says we provide a “holistic care”, educate families
to be responsible in taking care of their health, [and] to educate the client—to give
them the facts and figures. It is 2 “family affair”. Now-a-days there is a great
emphasis on health promotion. We always did health promotion, but didn’t use
that word.
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The success of a social organization is often traditionally said to depend on effective
socialization into given institutions, which in turn supposedly guarantees compliance
(Berger and Luckmann, 1966). Since the health centre is deeply encoded with ¢linicaily-
derived roles and statuses. every member in this organization knows clearly their formal
place, and their rights and responsibilities. Theoretically there should not be any individual
or group challenges or fundamental conflicts. This was not the case. however, in everyday
practice. Nursing staff involved in service provision employed various mild forms of
resistance in order to either secure input when decisions were being made without them. or
to block the implementation of programs unilaterallv imposed on them. When so challenged.
they would actively discuss the issue among themselves.” or remain quiet and refuse to

volunteer to carry out particular assignments unless they weic specifically asked to do them
by management.

In American Medicine as Culture, Stein (1990:73) contends that “in direct speech, metaphor
can be a valuable access to feelings, or it can unnecessarily cloud meaning”. For Stein,
metaphors or other speech compositions are important signifiers in the study of individuals,
group relationships and identity.”® In my informal conversation with nurses I found that they
interpreted their actual status in the institutional hierarchy largely in the light of their
personal experiences—experiences that confirmed their feeling that they were too often on
the receiving end of decision-making. When asked to describe their institutional rank or
position/status, they typically used self-referencing terminology like “little people™, “small
people” or “grassroots people” at the “bottom of the totem pole”™; people who were not
always consulted in administrative decision-making processes. One noted that “When we

follow a procedure that we have, it is not enough. They [the management] change it, {and]

52 This can be described as the sign of sub-group membership and identity.

% Todd specifically (1989) discusses speech forms in the socialization process in clinical
culture.
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we don’t know what to do. And sometimes we [then] get into trouble with our clients™.*

Nurses in turn saw a range of clients as problematic—in essence as unwilling to accept their
authority and take personal responsibility. There was a close social network among service-
providing nurses, and I observed many frank discussions among them about their

problematic encounters with “noncompliant™ clients.

There certainly was a degree of frustration on the part of managers with the compliance of
nurses. Managers largely seemed to accept the formal role delegated to them: in particular
that the health centre’s mandate and specific programming is prepared by the Health Board
and the senior managers: to them, the role of community health nurses and other staff
actually is to implement decisions made by the management. There was a difference of views
between those in management and those held by service provision nurses. For example, the

senior manager of nursing one day said:

[ basically started the Native program. I knew there was a need, and I wanted to do
this for years. You see what happens a lot, I found, is I go ahead and do it [starta
project]. They [the service provision nurses] realize { don’t have time to do it
properly, next thing you see is they jurnp in there and do it And sometimes [ have
to drag them into it.
It is my impression that social interaction between management and staff was often
characterized by mutual friction, resentment and alienation. This was especially apparent
when one nurse shared her frustration in regard to 2 program that was established outside the

health centre site. She said:

™ As a practical example that I was able to observe, there was a major miscommunication
between the Health Centre and a daycare centre where there had been an outbreak of
whooping cough. The CHC wanted to have all the children from this daycare immunized.
The way this response was handled by Centre administration evidently made the executive
director of the daycare centre angry, and when we arrived there the community health nurse
was called into the executive director’s office for a “discussion”.
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The ..... program for the “Natives” in ...... is a one person show. That is “NN™
when a bee gets into her bonnet she does whatever she wants to do. She is the one
who has been doing it on her own. We will eventually take over, and we don™t
want to go to them [i.e.. Native people]. They have 1o come here. Why do they
have to be different? We are providing a service here, and they have to learn to
come qere. “NN™ by going there it hasn’t increased the number of clients coming
on their own. It is the aids who bring them. They can bring them here.

Berger and Luckmann (1969) defined this as a struggle for “agency™. which is a part of the
everyday activity negotiation of modern complex institutions. Sometimes consciously but
usually not, social organizations use this strategy for evolutionary internal sociocultural
development in response to change. The “backstage™ conflict between the nurses and the
management reflect deeply entrenched processes in wider bureaucratic culture—in health care

provision and without.”

Sources of Information Collection: Taxonomizing Reality

A main source of information employed in the CHC's decision-making processes are various
statistics prepared by the community health centre through documentation completed by all
nurses on the basis of their personal experiences in their encounters with the public. In
addition, official figures and reports generated by the Alberta Health and Statistics Canada
and other interested agencies (formal and informal) also provide information on health

concerns in the city and its surrounding areas.

I believe that linked processes of documentation and bureaucratic accountability are critical
elements in understanding how the nurses in their everyday discourse characterize decision-
making process and respond to the world outside their ranks. [ want to illustrate how medical
knowledge and ideology help the nurses construct their object and serve as guide for
fundamental medical practices (Good, 1994). The focus here is mainly on the “producers”

% See Stein (1983) for the description of the American health culture,
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and “carriers” (Cohen. 1985) of specialized ways of “information formation™ and the impacts

that information has on institutional world view and programming.

“N™, a senior manager explained with a great zeal the extensive information gathering

strategies that are in place at the Centre:

There are lots of ways [we gather information]... A. you got to recognize that a
group exists. So you have to know your community. You have to do 2 community
profile. You have to know what is out there. Then you have to become aware [or]
you have to [have] some sort of awareness of the individual groups within that
community and their needs. Now that may be through a survey or those sorts of
things. In public health you are constantly monitoring your population, [and] the
Census is important. To me it is an important document, [and also] to anyone in
public health. So your Census is always there. You are in touch with your
municipality. We are in touch with LISA for example. The other thing in public
health is you, say, for example, get up in the morning and listen to CBC news. [
do that on purpose; that is part of my working day. Because then I get to know
what is going on. To give you an example, war in Bosnia broke out. You listen to
what is happening in Bosnia [and] within a month or so you start saying ‘ok’
Bosnia, the Balkans, typhoid, poor living conditions, cholera, all of those situations
faced by camp refugees, immigrants. So you know your immigrant transition [in
the community] is going to change. [A] few years ago we knew it was going to be
South American, because of the Guatemala situation. You tend to get immigrants
coming up [because of a crisis there]. Before that, the boat people from Vietnam
[were] coming over. So that gives you a profile. It is a global village. Because
Canada is a stable society people tend to come here. So isn’t very long before you
start thinking “oh yes, before long we will have people from Sarajevo”. Then what
you start saying is, there will be two groups from Sarajevo. It will be like South
America. .... So then you have to be ready for both sides, they are Muslims and
Croats.

This interview excerpt nicely illustrates the critical role played by (often highly selective)
information collection and allied patterns of communication in bureaucratic program

development.

The Client’s Chart

As mentioned, Centre public health nurses seem to adhere strongly to a “theory of

essentialism™ as far as the development of their service is concerned. This is hardly
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surprising. as Jensen (1987) and other social scientists have long recognized that medical
practices are deeply entrenched with rationalist, hard science claims and legitimations. One
consequence is that episodes of clinical practice almost always began with an information-
collecting assessment of the client. Indeed. each nurse spent much—often most—of their time
compiling a record of each “case™.* Each individual nurse is assigned a ¢ertain number of
cases and through access to the client’s personal and immunization charts they update the
client’s information for their personal benefit. and as required by the nursing administrator,
senior managers, and the local health board. Treatments are chosen according to a complex
mix of the client’s self-perceived and articulated physiological characteristics. and symptoms
unilateraily identified by the nurses. Physical assessment is not the only routine data
collection work nurses do when they go on home visit. They are also required to observe and
record things about the “home environment”. As one nurse described it. "an additional task
for me is to also do an “evaluation” of the client’s home environment™. In an immediate
sense these forms of data collection function as a screen to identify the client's immediate
“problem”, whether it be medical, social, economic or cultural. Any attempts at “ceducation™
follow thereafter, as channelled by the information collected.

In a more wide-ranging sense, these collected case statistics are a significant input also into
decisions made to change or integrate new services. Indeed, that this has central valuc to
CHC staff is axiomatic; this is “hard” data from which they can deduce other near
“mathematical” truths (Jensen, 1987).

“G" elaborated on how information is collected and how it is used:

A lot of it (collection of information) is done just on really a basic level by the
nurses. For example, immunization for certain groups seem to be behind or you get

% All nurses refer to each single client issue as a case. For example, an carly discharge
appointment is called a home visit. But the mother and the baby together become a “case”
in the institution’s record keeping. The community heaith centre also prepares a separate
health record for each individual.
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more referrals or they seem to be at a lower socio-economic level when you visit
them..... Well, we bring it up in when we have our meetings with [the senior
manager named) and you know if you say that you like to try a project and work
on it then you get approval. Our senior management is very good about it. [ can’t
think too many times that they said no.

Another scnior nurse had a similar experience. To explain how decisions are made to
establish a specific program other than their traditional service she used the following

example:

Their [the clients’] immunization records are kept up to date. You see when there
arc a group of immunization appointments for a day and they all fall into one
group [referring to “Natives”] then we automatically assume that they are not
going to show up. I do not know if it is right on our part to think that way. But it
happens and many times they haven’t kept their appointments. Because there are
few Natives who keep appointments, when we see scheduled a bunch of them, then
we automatically assume that they won’t come....

Families who consistently have no shows, and doctors phoning,” they become our
target populations. So it is more families and not groups that are our problems.

This suggests that the CHC treats every case as an individual case or problem, not group

problems.

“0", said with a lot of enthusiasm when asked the above question that such information was

critical to planning interventions:

We notice that, for example, in looking at the well baby clinic you may not see a
Native child until they are eighteer months of age. And they may never have been
immunized at that eighteen month of age or seen 2 medical practitioner either. And
50 you notice there is 2 high need, or when you are discussing not necessarily
“Natives”, but other cultural groups as well. But if you are discussing their
(mother’s) nutritional needs and of the child’s, ichiban soup does not cut for a four
months [old] baby. And these things kept repeatedly coming and popping at us. As
general nurses, | know with myself you get these high risk families over and over

7 If doctors have any health concern about a client they may refer these clients to the CHC
nurses.
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and over again. And it is a multi-generational cycle of disfunction and so
somewhere vou have to try and step in and change [the situation].

“B". a manager and the supervisor of the Public Nursing Program said:

It depends upon the case. In this case [the Native Health Program] depending on

the population. We see if there is no compliance from the clients [as thenitisa

problem case]. For example, the chart which we have for every client...It again

depends upon the needs and requests of the staff. and the community member,

Administration makes the final decision. I know this institution one time had hired

a Spanish worker and a Native worker. They were hired for a while.
From observations and talking to the nurses at both levels (management and non-
management} I find that all staff have a general understanding of chart maintenance and
place great value in it. This cultural element serves several functions for the CHC.™ It
inevitably served as an important source of information, but there is little evidence that such
information always is persuasive to management. In this regard, on one occasion a nurse
made the revealing comment that “it is the nursing supervisor who decides which group of
clients should be targeted”. This and other inputs I received suggests that nurses may spend
a great deal of time identifying “problems” through documentary exercises which they
expect to be disregarded.”

The second important point is that this clinic documentary processes symbolically convert
the client in the clinical setting, at least for the purposes of identification. He or she becomes
a “case” or “number” for the appropriate application of health care knowledge and practice.
This process, as Good (1994) contends, reflects nursing training, and is central to medical
gaze. In a wider sense, in The Symbolic Construction of Community, Cohen (1982:42)
suggests that routine and routinizing behaviour of members in any community is of great

importance to the development of internal collective identity, because the meanings which

% This is a basic feature for the function of all bureaucratic organizations.

% Fisher (1981) in her study of health provision in Nepal has observed the same pattern.

123



people find in such behaviour goes far beyond the literal functions or character of their
behaviour as these may be perceived by others. Cohen further argues that such routine
behaviour may have a symbolic aspect of marking commonality or difference, if members
of the group wish to endow it with such significance. This medical ideology of assessment
and documentation clearly conforms to a body of norms that have their roots in the Health
Belief Model, and as such conforms staff and Centre participation to an orthodox, highly

legitimated set of societally approved practices.

It also marks the boundary between the normal and the deviant. The importance of such
forms of medical evaluation is stressed by Schneider and Conrad (1980), when discussing
the politics of deviance. He asserts that such superficially neutral and non-evaluative
procedures both form the subject specifically and in some cases generate deviancy

categories:

We reject the view that deviance exists “out there”, ....Persons concerned with the
identification and control of certain kinds of deviant conduct, acting typically on
behalf of some collectivity, group, or organization (1980:6) [generate it.]...'®

Dealing with Diversity in a Context of Universal Programs and General 1deologies

Like other modemn Canadian health institutions, this community health centre primarily
provides a set of predefined, highly generalized programs aimed either at large subsegments
or “all” of the local population—programs which have been discussed in an earlier chapter.
The general objective of this suite of health programs is to provide, as “B” explained, a
“blanket” type service that is uniformly applicable to the total city population. In this latter

1% Fisher (1981) echoes Schneider and Conrad’s observation about the significance of the
principle of evaluation. In Fisher’s study, reporting is used by a health organization to
provide information to other international and national agencies, and government. She shows
the complexity of the decision-making, and the location of institutional “authority” and
documentation in an international health setting.
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regard. the staff clearly recognized that both the population at large and its clients are
diverse: they are from different gender, age. ethnic. cultural. religious and
socioeconomic/class backgrounds. Some dimensions of this diversity easily incorporated into
the medical model were of course addressed in part, particularly ones that activated the
categorical variables of gender, life cycle. and age: that they should be addressed had wide
approval among staff. Yet all the staff that I interviewed and observed without exception
appeared to be extremely uncomfortable with the concept of cultural diversity and the
possible generation of programs or techniques that might address it. Furthermore. some
members of the organization even asserted that multiculturally-oriented care would imply
that people of different “ethnicities” and “races™ would expect costly, labour-intensive,
norm-disrupting “VIP treatment” (Gold, 1987).'%' As “I” expounded:

Muiticulturalizing services means you are trying to get all cultures to have access
to our services, so that they know exactly what is going on. They [the institution]
have to have everything translated, [and] you have to be sensitive to that [culture].
When I hear [the word] multicuitural, I think of whole range of cultures, which
may become difficult when you have [only] a few people or families of one
culture. [This] might make it an expensive venture to provide that [multicultural
service] for everybody. When I think of “cross~culture™ I think in terms of major
groups that we [do in fact] see. When I hear “multiculture”, then I think of the
whole pot of range...

It is not surprising that a common fall back argument was to stress the potentially universal
access already available through extant “universal” programs; for example, in pursuit of
providing appropriate multicultural health care one of the public health nurses said, “We
don’t direct our services to one group of people. We direct them to all”, It was clear that
cultural diversity itself was problematic-—-doubly so in that it was a problem and it threatened
to cause problems for service delivery. Indeed, any perceived new problem that did not

conceptually fall under the definitional and documentary categories of existing programs was

19! Gold (1987) in his study of resettlement staff and refugees had coined this word.
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seen by the staff as problematic in one critical and quite reasonable sense: it was something
needing ¢ither additional funding and time or resource reallocation. Besides, most of the staff
thought that the establishment of any new programs would be as “add on’s” to their present
tasks. In this regard, most front line staff seemed to react to the notion of multicultural care

firstly in terms of additional workload.

The alternative, establishing and maintaining new programs using new resources costs time,
energy and money. Senior managers at the Centre are always preparing proposals to bring
in cxtra funds to establish new programs in a wide range of domains. They call most of these
“special projects”, which are established under highly bounded criteria and for a temporary
period of time. Such programs cease to operate as soon as the funding runs out. The junior

manager in the Public Nursing Program explained this in an extended interview:

We do not have [a] budget for special programs. To establish any new service

other than the basic ones, the money is taken either from other programs, or you

try to generate new funds through writing new research proposals. For example,

[for] the restaurant program “Hearts Delight” there was funding available. We (a

committee made up of the staff from the Centre) decided that this would be a good

project.
Such proposal writing appears endemic in the Centre. This constant exploration for outside
funding may be as much a matter of survival as it is a reach for new opportunities (Douglas
1992, 1986; Thompson et al., 1990). This exercise also has symbolic implications, and can
be compared to Abegglen and Stalk’s (1985:42) observations of Japanese corporate life,
where for companies to survive they must establish a “winner’s competitive cycle” which
is then a key locus of the company’s identity.'” Moreover, this is particularly important now,
when governments in Canada at both federal and provincial levels are reducing funding to
health care and related social programs and through designated funding are directing health

1% See Baum and Oliver (1992) for their analysis of the influence of population density and
institutional legitimacy.
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care and maintenance organizations to move away from the traditional medical model to a2
“lifestyle model™. This has made health institutions scramble for extra revenue, at once as
one of their innovative strategies and as a means to matntain themselves in a changing

institutional world.

This of course generates many of the predictable institutional stresses and strains that come
with high rates of organizational change. I asked nurses and managers about how many and
what kind of programs they had initiated and maintained in the past few years and in the
present time. The majority of staff referred specifically to the “bicycle helmet™ program and
the “healthy heart” project as typically successful endeavours. They received limited funding
to do these local programs. The comparative failure of projects like a community kitchen and

north side drop-in clinic were narrated as:

Well, we tried to establish a community kitchen with the cooperation of our
nutritionist, but it didn’t take off. [In] the north side clinic, which was a good
program, we dealt with immigrant population because that is where a lot of them
lived. So we sort of had that there for them. But it was just unfortunate that we lost
the space there. “L” tried a different kind of clinic program. These are the major
ones I can think of. Once or twice or even more than that we tried what you may
call a drop in night clinic. We just tried to have a night where we were doing
immunization with no appointment and we advertised it and send out notices to
people that were further behind in their immunization, like a lot of Native clients.
And we were hoping that if they didn’t have to make an appointment may be they
would come in and we would catch up [with] their immunization. But it seemed
mostly the people that came were the people on schedule anyhow (a laugh) and
they thought [they] will get in quick without an appointment. They were not that
far behind. So we weren’t getting the group that we were trying to get, we were
busy, we got people that if we didn’t have would have made an appointment and
come in anyhow. And people who were really far behind and we were trying to
phone them and tell them or send them notice never came in anyhow. So we did
it a couple times and then we didn’t do it any more.

What we need is 2 community survey to see what is needed in the community, but
that needs a full time person to do it. Unless somebody funds it we probably won’t
get it done. So you have to set your priorities and see where is your money best
spent, said a senior nurse. Right now most of our money and effort is gone to
provide service to the majority. Until the funding system is changed. I don’t see
we will be able to do a lot of that other stuff.
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Lack of ongoing finances, manpower shortages and client noncompliance were some of the
rcasons given for the cancellation of some special programs. As one nurse stated. “our
staffing only gets less and less as vears go by, and what we are expected is to do more and
more. Our service is increasing with less and less people™ Many staff agreed that currently
they do have limited multicultural programing and this could be improved; but. the
organization does not have the staff, time and space to do it. Therefore, only project
proposals that were to be financed from different new external sources received strong

support from the management. The following quotation is illustrative:

The Native project--one of the things we did as part of that project was a survey.
We actually did a survey. It was quick and dirty survey and you could run a truck
through it. Because you needed some basis to say yes, we need to fund it. And they
were going to give us some money for Native health. I mean really any of us who
have been with Native health for any length of time know what problems exist. So
we did a quick and dirty survey. This just tells me yes that is what exists. We are
probably going to do another study in May, in another part of the [CHC] now to
conform the needs are the same there. But, basically the need is there. You know
the issues of poverty, illiteracy, the language issue. You got the issues of alcohol
consumption and substance abuse. You have problems that come about from
lifestyle because of lack of exercise, and imposition of [a] white man’s diet [on
people] who were basically a hunter and gather community. So you know all of
these. If you know it is sort of there, it [is a] matter of just going out and getting
it. Then we can put a name on it.

The Ones Who Are Most Vocal: the Involvement of Other Agencies

The willingness of the CHC and various other agencies to establish collaborative work and
liaison provides a third source of information. It should be stressed that the institutional
barriers which for the last forty years limited the integration of other kinds of people and
institutions—-non-medical professionals, social agencies and associations, etc.,~-are now

gradually dissolving. The Centre now works in close association with several different
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community agencies and organizations.'” Such ongoing ties have clearly made aceess to
some problematic clients easier and more effective. For example. in the spring of 1994 the
community health centre in collaboration with the local Native Friendship Centre developed
a program called Native Health~-one of very few programs that had a clear focus highlighting
a specific ethnocultural population. Some staff members of the CHC said of this that:

This pilot project with the Natives which was part of on assessment done by the
city, say like a community assessment. Several of the Natives kept repeatedly
popping up in high needs, high risk or noncompliant categories and so it helps us
to twig in that we are to respond.

We think they saw it themselves as well. We have seen that because, when you go
through the files that there are some who are behind immunizations or when [
{(*L’s” personal story) had families, made home visits to them and all of a sudden
they are gone and you phone the landlord. [Then] they move back. Some of these
were high risk children and you know that they really needed care. Then it seems
there is a need for it from these type of situation. And then the need of people
themselves.

Well, said “J”, “I think it seems it was all coming together at the same time. That
there was a need: the “Natives”, the “aboriginal”, or the “Indians™ themselves
realized that there is a need. Plus, I think we had some money and this got started.
Because we have tried before having 2 community health representative, we have
tried that befor=. And it didn’t work out. I don’t know all the ramifications [of]
why. But it seem that the Aboriginal people that came here didn’t stay. They left
and we didn’t know why they left”.

“0”, supporting the above comment continued the conversation. “I think this is an
ongoing project, because they are tying in with the initiative coming from the
“Aboriginal Community”. It started with that Native transition house, and the
Friendship Centre. They have recently moved to try and make it more accessible
to all of them [Natives]”.

And also we had positive input from the Native community. Like they are saying
“look this is where help is needed. This is what we see as our needs being, and can
you help us out here?” And there was some funding that was applied for and
achieved and so they took the project.

1031 thank the Director of Nursing for giving me the opportunity to attend the representative
Emergency Shelter Advisory Council Meeting, on February 22, 1995.
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We think it is open to be kind of a long term thing. 1 don’t know how the funding

is going to run on. But we know the outreach will be more long--and not

necessarily with just the city of Lethbridge. but to work with the Native

community within southern Alberta. Because we do liaise with the other health

centres in regards to the Natives, because they are very transient people, some of

them are quite transient population, you know. They tend to migrate very quickly

and are flipping back and forth between urban and rural or urban and reserve life.

And so we do have a lot of contact, and people within the reserve or people with

any of the other health units were saying “hey, look this is what we are seeing or

you are seeing the same thing and what can we do about it”. And so that’s how it

1s coming about.
Not all staff see this collaborative work as “essential”™ or believe that it will be beneficial in
the future. Using the Native Program as an example, “W” voiced her frustration by saying
that she believed that it was “the most vocal ones” in the population who got this sort of
attention. Then she went on tc suggest paternalistically that groups like Natives would like
to have things without understanding the long term consequences. One reason for this kind
of uncertainty and doubt is that staff interpret this and other potential programs through the
lens of their past experience, particularly experiences with two Native women staff who were
hired to improve interpersonal relations between the two groups.'™ Some expressed a myriad
of felt problems with those women, and finally the program was discontinued. While
strongly negative personal views regarding this particular program were expressed, it would
be misrepresentative to suggest that this kind thinking was pervasive within CHC culture,
or that nurses resisted interacting with multiculturally diverse clients; in regard to the latter,
there was considerable enthusiasm for institutionally “capturing™ them more effectively.
Rather, my purpose here is to demonstrate the way in which terms like “multicultural” link

the medically-oriented, political, social and economic orders of the CHC’s decision-making

1 Gold (1987) has discussed a similar point. His focus is on the Russian and Vietnamese
refugees and settlement officers in the US. Also see Gilad (1990).
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process.'®* This then leads us to the last section of my general discussion.
“Cultural Diversity”: Perceived Problem and Organizational Response

What then does cultural diversity appear to mean to Centre staff? In most cases, it is viewed
and talked about in reference to people of different “ethnic™ backgrounds. who are in turn
identified as primarily being people who have come from different countries. The following
are samples of the asserted meanings assigned to this concept by CHC staff during my

personal interviews:

It is lots of different cultures, lots of different people from different places,
different ways, that perceive things ... uummm ... like how you raise your children.
Sometimes I believe that the more Canadianized or Americanized you are the
closer you are about those kind of values ... For example, just that you get used to
ways that things are done in the western culture and not so much the way things
are done whatever your background was - like you follow the calendar here rather
than [elsewhere] ...

I guess it would mean my beliefs that I grew up with and how everyone ¢lsc grew
up with. Diversity I know means difference, but for me it also means similarities
or things that we could find in common. For example, ok, say 1 was working with
a breast-fecding mother. Many things we would do is the same and something we
may do different. Like their diet, because of their culture is influencing their breast
feeding ...

Cultural diversity means differences in lifestyle practices, or belicis from onc
group of people to ancther.

To me it means many cujtures, Or many different ways of living and there is just
not one way.

195 Scheper-Hughes (1992) in Death Without Weeping likewise demonstrates the use of
polysemic terms, language and dreams used by women of Alto do Cruzeiro, a small
community in northern Brazil. The purpose of her study was to make the Brazilian
government and the intemational community conscious about the poverty and world views
of these people.
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At the conceptual level these staff percéptions closely parallel folk views of ethnic
phenomena as analysed by many social theorists (Verkuyten, 1995; Anthias, 1992;
Buchignani, 1991; De Voes, 1975; Barth, 1969). The social construction of ethnic
membership has been described in considerable detail elsewhere (De Voes, 1975). My
intention is not to inventory this, but to understand how this term helps the nurses understand
personally relevant dimensions of providing a culturally sensitive client-centred care. In this
regard, 1 have stayed away from an “essentialist” search for the cultural attributes of
particular ethnocultural populations, and instead focus on institutionally-based ethnic
identifications: identifications of who are relevantly “ethnic™ or “culturally different” to
Centre staff.!%

Again, there can be no doubt that virtually all staff recognized that Lethbridge is a
multicultural community where nurses interact on a day-to-day basis with clients from
various--though clearly, a limited range of- cultural, racial, socioeconomic and religious

6&1",

groups. “I” explains that:

We have several different cultures [here]. We certainly don’t have the numbers that
the larger cities like Toronto or Montreal have. I see very few black people. But,
we do have a large Vietnamese population, Chinese, Central American
populations, then people from India and Pakistan. But black people I tend to see
very few. That’s one group we don’t have too many here.

The above explanation clearly shows that ongoing social situations and extant categories of
person and action can greatly influence the actor’s subjective perceptions. Whether
knowingly or unknowingly, the nurse in question quoted above (and those quoted earlier)

1% Barth (1984) chides those seeking an essentialist answer: “Our habits of speech may hark
back to the days of Wissler and Kroeber, when a culture was a trait list of customs and the
coloured distributions of such cultures might overlap, so one .... The trait list also provided
a methodology whereby cultures could be compared with respect to degree of difference and
whereby acculturation and assimilation might be measured (1984:79).”
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associate “multicultural™ almost exclusively with an immigrant population. Critically. the
city's aboriginal peoples do not get categorized with this label ' In this limited way they

are rendered invisible as a collectivity, along with some other groups.

This shows the unconscious manipulation of a key cultural category in the nurses® everyday
lives; the institutional culture has limited the range of potentially disruptive “outsider™
deviant input by selectively focusing its attention first on “groups™--whether such
populations are group-like or not. It has then imbued each of these conceptual groups with
agency, much as if they were collective individuals; each group is assigned 2 finite range of
necessarily stereotypic qualities and markers of group membership. Finally. most individuals
in the general population who could from an outsider’s point of view be considered in some
way “culturally different” are rendered invisible and hence unproblematic by simply not

being so characterized; they are “muted” by institutional cultural practice.'™

This is not altogether a surprising result. Stein (1990). using an essentially psychoanalytic
approach, has shown for example how American medicine deeply represents core values of
American culture; it must certainly be likewise for Canada, where folk notions of cultural
diversity tend to focus on only a few key “groups”. This does not fully explain, however,
why Natives are excluded, for while formal state-supported multicultural programming does
concentrate on immigrant origin cultures, there are evidences of a widespread folk Canadian

feeling that Natives are culturally different in significant ways.

Douglas (1992) contends that when institutions are threatened by external challenges they

197 See Okamura (1981) for a detailed analysis of the situational application of ethnic labels.

198 Okamura (1981) suggests; “it is noteworthy that Van Velsen (ibid:) states that this
manipulation proceeds ‘without necessarily impairing [the] apparently enduring structure of
the social relationship’ or in the terminology used here, the setting of social action”
(1981:456).
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will respond by various means to defend themselves from conceptual pollution, in this case,
from an institutionally disruptive form of the concept “multicultural™ entering into the CHC
world view. One way that the Centre achieves this is to assert that they have in fact always
addressed the challenge in question through conventional programming: the staff of the
community health centre first of all sincerely believe that their organization has always
provided effective care to multicultural clients. The 1980s was an era when there was a lot
of talk about “transcultural care”, or “cross-cuitural care™ in the western society-what
Stevens (1993) terms “multicultural health care™. Exposed to such ideas, the nurses and other
staff certainly are now aware of the Canadian cultural mosaic and of the effort made by other
institutions and government to hire staff from diverse backgrounds in order to improve
institutional service efficiency and lessen miscommunication. This organization was not far
behind others in finding an approachable way to address this issue in ways that would allow

them continue maintaining their extant identities largely unchanged.

In order to address this challenge, avoid frustration and incompetency, reduce confusion and
misunderstanding and continue to maintain its core institutional values, the CHC adopted
several strategies. The following comment is an illustration of one formal mechanism that
has been established by CHC to provide service to their multicultural clients:

We work with [a local immigrant settiement association] for translation. Mr. “V”
is the translator for the Vietnamese clients. Then we have a binder with translated
literature relating to immunization in every language that can be found .... Mostly
we need translation for Asians - the Cambodians, Vietnamese and for Latin
Americans. At one time we needed help for Polish immigrants.

I an overview, I identified two predominant strategies. They are: redefining the institutional
code'™, and the use of translated literature, and translators.

'® This refers to changes in the community health centre’s objectives.
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Redefining the Institutional Code

Many of the staff members perceive that the focus of their intervention program was so basic
and universally applicable to all embodied individuals (like immunization, maternal and
child assessment) that they thought their organization of necessity provided equal service to
all the (responsible) residents of Lethbridge. They also viewed things somewhat circularly:
because the CHC's objective is to provide one type of service to all. there is a general
assumption that with few notable exceptions this is actually what happens. “B™. the junior

manager of the nursing program explained:

Right now we have nothing different. We treat the Natives and other immigrants
the same way. We treat them individually like any other clients. We don’t
differentiate between clients. There are no special programs established to deal
with them. Services are available and they are served like other clients. If they
don’t use it then they don’t need it. Basically, nurses visit them at their homes and

that is about it. They tell them all the services that are available at our health
centre,

“M” was confidently vocal in his views and comments:

1 do not think that—it would be my observation-that cultural differences or
diversity are not a big issue in public health. Because, again, public health is
dealing with the promotion of health, prevention of diseases, [and] staying healthy.
I don’t know of a culture in the universe that doesn’t value health and keeping it.
Where you and I understand there are a lot of cultural variables where you get into
[problems] is when you are treating illness, like for example, my niece is a nurse
and she was working in Saudi Arabia. Female nurses are not allowed to touch the
male clients. So, how the hell do you treat somebody? But in public health that [is)
not an issue. I don’t see a great deal of culture. [ mean you are talking about clean
water, clean air, [and] managing waste. They might not do it very effectively
because of their ignorance. But it doesn’t mean that they are not trying ..... Even
in the case of home care [service] or your home visits, basically you [nurses] are
there to see if everything is all right. If things aren’t all right, you are there to help
them to do better. If you find that a child is sick then you will get that child over
to [the] people who look after sick people. So I don’t think in public health you run
into the “cultural problems” the way you would do in [more specifically medical]
treatments.
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“M" said the organization’s highest priority was to provide primary health care. Some nurses
perceive that “cultural diversity™ is not an issue, as they abide by their medical ideology of
scientific neutrality, universal commitment, and professionalism (Stein, 1990). As a resuit,
most of the staff assert that their organization provides multicultural health care. As “Z",

explained:

In public health the nature of our job is [such that] we have to be aware of cultural
difference. I don’t consciously .... We have to be extremely open-minded. You
don’t need to have a degree in cultural diversity. It might be being brought up in
a multicultural community; as a child I never thought about cultural difference as
my parents came from Japan. We grew up in a farming community...

The CHC nurses perceive that acute issues of cultural diversity come in phases as determined
in large part by Canadian immigration and refugee practice. When an acknowledged need
of this sort arises the CHC can address related issues through a special project. “F” recalls

an event which took place in the 1980s with Vietnamese refugees:

When I first started work here in the 80s all the Vietmamese refugees were coming
over. So there was a special nurse for many years set up just to deal with them, all
their health concerns and like that. But there aren’t as many coming now. And they
have integrated fairly well, too. They are not quite like the Native extreme. On the
whole they have come a long way. They don’t come to [the] postnatal classes and
all those sorts of things. But they come regularly for immunization and they are
hard working people.... The other groups sort of integrate and move into the main
stream as the years go by...

*Y™, a nurse with several years of community health work experience said:

When we had the Spanish speaking people moving into Lethbridge two Spanish
speaking gals were hired mainly for communication [as translators). At home they
[immigrants] had mistrust with [the] medical profession. So in order to remove that
mistrust those girls were hired. It was strictly for interpretation. They helped us in
translation of the handouts. Then we had problems; it arose within the Spanish
community that we were unaware off. There was a class variation within the
community. So finally we had [to] stop that service.

136



The above examples can be analysed taking Rhodes’s (1990) argument that biomedicine™s
aura of factuality is precisely its source of power. She further suggests, “medicine can
describe events in a value-neutral language that makes them appear to be part of the natural
world and thus neutralize what are in reality. social problems™ (1990:168). Thus it does not
appear paradoxical to “M™ that he sees only issues of “'clean air” and the like, even though
he works in that end of the health service provision spectrum that intuitively would have to
know the most about sociocultural and other lifestyle factors.

Immunization and cultural difference

The concept of magic bullet (Jensen, 1987) coined nearly a century ago to refer to the
immediate successes of certain treatments for infectious disease continues to be an important
procedural metaphor in medical culture; this includes the Centre. In community health care
provision, immunization is one of the major tasks of CHC nurses; every nurse has relevant
clients, starting from infancy to seniors. They are also assigned different schools to do
immunizations and update students’ health records. Immunization is seen as an cspecially
potent, transcultural process operating like a protective “magic bullet”: get immunized and
you won’t get sick—or get anyone else sick. In Alberta, the community health centres
primarily are in charge of the immunization program.'” Even though in Alberta
immunization is formally a volunteer-based program, it is practised as a mandatory citizen

requirement by Centre community health nurses.

There is a strong sense of mission among nurses concerning related practices. For example,

as we were driving for a home visit “P”, a veteran community nurse said:

Since the Natives do not keep appointments, for the sake of the child’s health, [ do
this. I do not know how else | can immunize the children. Today, I am going to

1% Some doctors in clinics also provide this service.
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“shoot” (immunize) her at home. Last baby I did didn’t start immunization until
six months. You see, they expect to have these services [specially] provided to
them. But they do not come for them ... [ would rather stay in good terms (with this
particular family) so that they let me into their house. I just do not want to alienate
them, therefore, I go out of my way to help them. This family first lived on the
north side of the city and [ was assigned to that zone. Then they moved to the south
Lethbridge which is [now] my zone. Now they have again moved back to the north
Lethbridge.
I observed the nurse as she made this home visit and here she basically talked with the
mother and then weighed the newborn baby. She did not follow her elaborate routine work
of documentation, her stated reason being that the house wasn’t conducive to performing her
task. But the real reason for her visit was to immunize an older child, and she was successful

in achieving this goal.

The immunization program is also a key contribution of institutional identity. Even though
the majority of the staff object to further proliferation of services, a minority of nurses like
“P” took it as a personal moral responsibility to secure high rates of compliance with the
immunization program; just like physicians feel that it is their professional obligation to cure
patients (Stein, 1983). The establishment of immunization programs in Street Alive and the
local Friendship Centre also illustrate the high salience of this highly medically-oriented and

mechanically effective service and its consequent application to Native contexts.
Use of Translated Literature and Translators

Providing all clients equal health care service is another major stated function of the CHC.
To remove perceived communication barriers between the care-giver and the “culturally
different” client, the CHC has developed a partnership with local agencies which assert that
they have relevant constituencies: an immigrant services association and a Native Friendship
Centre in particular. It has also sought to provide translated literature to “immigrants”
collected from other agencies and the Alberta Health department. This literature is placed
behind the nursing assistant’s desk for easy access by staff. The information relates to
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different types of infectious disease prevention, particularly regarding tuberculosis, measles.,
German measles, mumps. chicken pox and salmonelia. They also have translated information
on child safety, nutrition and family planning. There is no cost incurred by the CHC to access
the immigrant settlement association’s translation and interpretation services. These
resources consequently are claimed to be valuable by the CHC staff. They are asserted to be
used in particular to develop positive personal relationships with their clients (Gold. 1987).
There is of course strong literary support for this stance. Gilad (1990) in particular notes that
communication barriers between immigrants and others can have an immense psychological
impact on people who cannot speak English. Likewise. in order to better address the
multicultural population Krefting (1991:33), suggests strategies such as this “that will bring
a kind of cultural change that will facilitate the development of more culturally sensitive

practitioners ..”.

Ironically, in nine months of fieldwork at the Centre I never had an opportunity to sce any
of the staff in the programs I focused upon using these services that they had identified as
such important resources to deal with “culturally different” clients.""! Instead. I observed that
some clients brought their own interpreters when they came for their immunizations. This
caught my attention, and at a later period I asked some nurses “when do you usc these
services?” One nurse replied: “I have to do some home visits where the person didn’t speak
English. And in the clinic, whenever such persons have come in, they have had their own
person come with them. Like they use “V” [a Vietnamese person]. But everyone I have dealt
with has brought someone with them that could speak English. So it hasn’t been a problem
for me”. The following were some additional reasons given to me by various staff members

for their consistent disuse of interpretive services:

See sometimes language can be a problem. But generally speaking... ok, I will give
you an example. When I was rounding up some baby [car] seats they weren’t

M T did see an interpreter used in the travel clinic.
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coming back. So I went out to the north side to find them ... So I walked into the
door, 2 woman answered the door, she couldn’t speak any English. She was an
“East Indian™ and she couldn’t speak English. But they had a solution. She went
like this (sign language) and said wait a minute and she got the kid next door. A
ten-year-old kid translated four conversation]. And I mean that’s evolution. I mean
that kid was perfectly bilingual... I am saying people will find their way if it's
something that they want.

Another example is the translation sheets, which I never use. For exampie, once
I used the translation sheet for one of the Spanish speaking families and the
interpreter who was with me was involved in this translation. This translation was
done by our immigrant services association and there were many mistakes. I do not
know how long these sheets have been there and whether they update them on a
regular basis.

I do the adult clinic and the interpreter comes here quite often with people who are
coming into for immunization ... And they bring their own interpreters.

Once I had a male interpreter in my visit. I find it more difficult to converse
through the interpreter because, you ask a [short] question in English the
interpreter then talks in long sentences, then he turns around and tells me
“everything is all right” For new Canadians we used interpreters. They were the
“boat people”. Now we don’t have that many coming.

The above narratives clearly demonstrate the bureaucratic constraints and frustrations
experienced by the CHC nursing staff. The nature of their work does not always give them
the opportunity for much prior preparation, for extensive elaboration of interactional
strategies or for temporal flexibility. In The Hidden Injuries of Bureaucracy, Foner (1995)
argues that narrowly formed bureaucratic regulations are at least claimed to be essential for
administrative “efficiency”. In this he refers centrally to Weber’s image of the “iron cage”.
The staff of the CHC certainly do not have that kind of image of their institution. Instead, in
describing their past experiences, the staff view cultural diversity as a potential barrier to,
and an inefficiency in achieving the most important goals of their institution; the problem
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is not with the institution. but with the “culturally different” client.'

Conclusion

In this chapter I have addressed the everyday activities and activated meanings of a
bureaucratic cuiture. For a better understanding of the social process of institutional
knowledge construction relevant there. I have explored at a general level the CHC's values.
metaphors, social roles and group process. I first focused on the outlines of the general
institutional culture, and then focused on the meaning of “multicultural™ and how it is
integrated in the institution’s everyday practice, ideologies of institutional legitimacy and

mechanisms of boundary maintenance.

In the next chapter I turn to focus on the actual bureaucratic classification processes involved
in identifying the culturaily different client. Here we shall see in institutional everyday ritual
and language the key locus of institutional categorization of its clients. This is. as Herzfeld
(1992:97) says, “the essence of the essentialist project” and something vital to the

maintenance of institutional identity.

12 Herzfeld (1992:81) suggests that “bureaucrats often appeal to this image in order to
explain, justify, or excuse their seemingly arbitrary actions and decisions”, Despite Foner's
argument, the bureaucratic practice of CHC can be best explained in the language of Douglas
(1988). It can be said that both bureaucrat and client alike are unequally empowered social
actors rather than ciphers in a machine. This quotation I have taken from Herzfeld’s (1992: 82)

The Social Production of Indifference; the original discussion can be found in Douglas
(1988:1144).
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CHAPTER FIVE
FRAMING CLIENT AND CULTURE

Today the relevance of cultures to health policies is even more important than it

ever was before - the world is smaller, international health care is a reality, and

immigration of people from other countries has brought increasing challenges to

health practitioners, institutions, and systems. The impact that ethno-racial

diversity had upon heaith, health promotion and the delivery of health care is

increasingly recognized as fundamental to the development and implementation

of effective programs and services (Mast, 1993:back of the text)
Near the beginning of this thesis and again in Chapter Four, I noted that the community
health centre was fourded on principles of essentialism and the prevention of specific
diseases. I have illustrated how this master ideology continues to be an integral part of the
CHC identity. even though staff are challenged with new issues like “multicultural health
care” in a poly-ethnic Canadian environment—both of which might have fundamentally
challenged those principles. Drawing on my empirical data and diverse literature, in Chapter
Four I have shown that the CHC is a dynamic social organization which is continuously
developing systematic strategies for its organizational validity. The decision-making process

of the organization was also discussed in detail.

The goal of this chapter is to explore how the client classification system is constructed and
used for furthering staff medical knowledge and understanding.'* The CHC members are

'3 Much research relating to health and illness has shown that in the empirical world of
medicine, identification, categorization or classification of disease and illness is crucial for
the application of proper, systematic and efficient medical knowledge and practice. For
example, in a study of disease, ecology and human behaviour in the context of disease and
culture, Brown and Inhorn (1990:187) show that culture plays a major role in patterns of
disease and death. Another illness classification case study done in the South Kanara District
of Kamnataka State showed that the ranking of disease is dependant upon the prognosis
(Nichter, 1989). My aim here however is to present the complex negotiation process where
clients are framed according to attributes identified by the CHC nurses, particularly with
respect to clients that are culturally different.
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doing more than just categorizing people and identifying problems.'" They are using this
classification system extensively to expand their medical knowledge in new contexts (Good..

1994; Young, 1993). I specifically focus on this process of knowledge construction.

Once during a conversation with the nurses of the Public Health Nursing Program, [ was

explicitly told by one of the managers:

Public health nurses are very notorious. We put people into little pigeonholes. You
have to realize when you are working with different people (a whole cross-section,
like age, socioeconomic, education, etc.) or you can say working with both [the]
WASP' population and non-WASP " population, if we don’t categorize, then we
will have a problem. We want to have a long lasting relationship, and not be
thrown out. For example, if you know that there is a "yuppie couple” for 2 home
visit. Then there is no point sending a public health nurse who does not know how
to deal with them. You cannot remove this prejudice. To us culture is another
vaniable we manipulate .... This is how they [we] work.

Douglas suggests that institutions are involved in an ongoing process of classifying clients
which is critical to their operations and that “since the mind is already colonized, we should
at least try to examine the colonizing process™ (1986:97). In public health. nurses in their
everyday tasks are identified with dealing with “treating disease, assisting the client in
coping with discomfort, and adapting life-styles to the illness and treatment” (Dougherty and
Tripp-Reimer 1990:175). Notions concerning these duties constitute a major part of staff
institutional culture. In this context, the staff of CHC know the client classification system
(both formal/informal) very well and use it routinely in their everyday practice. My focus

1™ For examples see Murphy (1987); De Voe (1981); Townshed (1971); (Goffman, 1961).

113 According to The Oxford Dictionary of Current English, the conventional meaning of
WASP “(usus. derog.) is White Anglo-Saxon Protestant.” Second edition. Della Thompson
(ed.). Oxford: Oxford University Press, 1992. But, nurses in the CHC use this term to
describe “white’ clients ultimately originating from European countries.

16 Non-WASP: Nurses use this term to describe a ‘non-white’ person, especially people from
Asia, South America and Africa.
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here is to elucidate the CHC staff discourse to understand the complex classification process
involved where a person within the health context becomes a particular type of client. The
intention is to highlight several findings with respect to client categorization and cultural

difference.

First, I elaborate on the institutionalized notion presented in the previous chapter that “we
treat everybody equally™ V. Is this “real”— validated by practice— or are there contradictions
present in actual practice in the CHC system? In most social organizations there are gaps
between ideology and actual practice (Cohen, 1985; Fisher, 1981) and the CHC is no
exception. In fact, the early postpartum visit process illustrated clearly to me that as a nitual
nurses not only classify clients on a formal basis''® but also create informal categories. They
appear to do this primarily to make some of their tasks easier and to shorten the list of tasks
applied to a particular case. For example, in each home visit every nurse is expected to
follow a systematic evaluation procedure that is prepared jointly by the nursing manager and
the senior nurse of the Maternal and Child Assessment Program. In practice, this is not done

consistently.'?®

Secondly, I develop an understanding of how the CHC’s emphasis on service accountability

has influenced the public health nurses to slot every client into a particular predefined

"7 This refers to the formai 2ublic Health mandate.

" Using a classification chart prepared by Alberta Health in which clients are categorized
on the basis of their illness. Please see Appendix E.

'® On one occasion, during a home visit with a mother who had fourth child in a normal
delivery, the nurse told me even before we got to the house that she shouldn’t take too long
in performing her routine work. She said, “according to the hospital records everything looks
fine and I am not going to be bothered going over the information package as she is an
experienced mother”.

144



“box™."* In discussing with nurses the use of programs such as the well-baby clinic and the
postpartum support class. I observed that they systematically and pervasively categorized
clients according to perceived personal and background attributes. To summarize here a
much longer explanation that follows in the beginning, all clients are classified informally
into one of the two main categories: “responsible™ and “irresponsibie™. All clients are also
divided into one of fcur other categories: “normal™, “culturally different”™, “Indian™ and
“single mother™. This Litter identification of clients took place both on the basis of perceived
sociocultural attributes and clinical information. These four overlap with“responsibie™ and
“irresponsible” in complex ways. A diagrammatic representation of this classification system
-is given in Figure 3.

120 These predefined "boxes” were created collectively by staff, and were identified by me
through the language they used to refer to each client.
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Figure 3: Perceived attributes of the CHC client and the role of the CHC nurse.

Who Responsible Irresponsible’
Basic Category | Normal'* Culturally Different Indian Single
Mother
Sub-Category | WASP Non WASP
White East Indian, Ethiopian | Transient Young
Canadian Filipino, Chinese Problem with Mother
Good Indian Vietnamese law and order Unmarried
Middle Class | Cambodian white
Charactesistics | Familiar with | Communication Less educated, Less
of the the system, barrier, Physicatly Low educated,
members Married with | different, Food, socioeconomic | Non-
children, Clothing, Extended status, Non- compliant,
Educated, family, Compliant, compliant, Know it all
Financially Respectful to nurses Incapable of
settled, looking after
Motivated themselves
Nurse’s role Facilitator Guardian

These categories were somewhat fluid in nature and could change depending on social

situation. Still (and critically), most nurses did not typically categorize the Native population

1 T have used “irresponsible” and “guardian” terms to categorize the clients perceived to be
problem clients needing special care by the nurses.
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of Lethbridge as culturally different. At the most, nurses saw them as a sub-culture of the
predominant culture, a class-based subculture at that. In this context, the classification of
culturally different clients here was very different from those that found in ecarlier
institutional studies involving “racial™ and ethnic phenomenon (Mahmood. 1992; Anthias,
1992; Scott, 1990; Mitchell, 1974; Cohen. 1974). Here. culturally different clients usually
were perceived as responsible groups of people who were very good in complying with
CHC’s mandate. The majority of the Native clients and single mothers belonged to a
different major group, Natives, more clearly than the single mothers group. They were
perceived as being actively irresponsible people (Natives) or people incapable of full
responsibility (single mothers) who need close help and guidance.'” In overview, the CHC
client classification system was more complex than those described earlier by social

scientists and health specialists.'** This point will be elaborated further later in the Chapter.

A third issue involves exploring ways in which the CHC’s new health knowledge changes
the meaning of cultural diversity in the context of institutional legitimacy. On several
occasions nurses indicated that institutional constraints influenced them to continue with the
practice of client segregation and medicalization of “new” groups of people like Natives and
single mothers. I later analyse the consequence of such “brackéting" of clients and discuss

how this encourages differential primary health care.
Client Identification : Making Cultural Sense

In order to analyse everyday medical knowledge construction I draw upon data from three
central sub-programs: postpartum home visits, the well-baby clinic (or “drop-in clinic”, as
it is usually referred t0), and postnatal classes. These are where [ spent most of my field work

12 A similar finding was made by Knudson (1991); see also De Voe (1981) on refugees.

123 For other client classification systems see Stein (1990); Todd (1989); Murphy (1987);
Cowie and Roebuck (1975); Taylor (1970); and Goffman (1961).
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time. [ had the opportunity to observe nurses interacting with clients in hospital (in obstetric.
intensive care, and paediatric units). at home. in the centre clinic. and in the classroom. This
allowed me to achieve an understanding of the complex nature of the nurse and client
framing rituals. In addition. I have also used information from some interpersonal concerns
that were voiced during my participant observations with community health nurses in

Lethbridge.

A CHC Nurses’ Discourse: “Patient” Transformed to “Client”

The concept of “framing” in the literature refers mostly to a process of categorizing, where
individuals or a group of individuals are described and analysed from a sociological
perspective of deviance.' For the purpose of my CHC staff discourse analysis I have
borrowed the following definition of “frame™ from Ponting (1990):

A “frame” is an interpretation scheme that enables individuals to perceive,
identify. and label occurrences which they observe. It is 2 set of categories
through which individuals perceive and give meaning to events in the real
world, either for themselves or, when used in discourse, for others. These
categories organize experience and provide guides for action (Goffman, 1974,
summarized in Ponting (1990:92-93).

Reflecting this definition. [ focus on the nurses’ cognitive, experiential, and sociocultural

reasoning to understand their client identification system.

The early postpartum program was one of the most important daily activities of community
health nurses. Every day between 9:00 and 9:30 a.m. the senior community health nurse
travelled to the hospital 1o visit new mothers and collect pertinent medical information, such

'3 Much has been written illustrating how people come to be defined and labelled. For
examples, see studies of social attitudes towards old age (Hazan, 1994; Townshed, 1971),
the mentally ill (Young, 1993; Rhodes, 1993; Goffman, 1961), the disabled (Estroff, 1993;
Murphy. 1987), social deviants (Cohen, 1985), and refugees (De Voe, 1981).
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as the birth notices and other referral documents from the hospital’s obstetrics unit.'* This
1s the central place where both the “formal™ and “informal™ client identification began. In
some cases. the label already informally used in client categorization was transferred trom
the hospital to the CHC nurses. During the visit, the hospital nurse transfers related medical
information to the community health nurse in a highly formal and “professional™ manner.
This ritual was similar to a “rite of passage™ as described by Tumer (1969) in religious
contexts and was a social drama carried out systematically in three stages. [t began with the
cvaluation of each patient’s hospital record and was completed with a personal visit made
by the CHC nurse to each discharged patient.'*” Similar rituals are a crucial element of

western medical culture (Good, 1994; Young, 1993: Stein, 1990).

The CHC nurse also acted as a liaison between the CHC department and the hospital. One
of the important responsibilities of the nursc was to visit personally the patients in the
hospital and to inform these new “clients™ of the role of the CHC. The nurse informed the
client that they would do a follow-up visit and make sure that the paticnt was recovering
from her sick status without difficulty. They also informed the client that CHC nurses were
available to the individual and that they could be contacted for consultation. Ideally, the
central task of the CHC nurse was to help individuals recover from iliness or to prevent
disease. Thus, from the CHC nurses’ perspective, the acquisition of knowledge about a

specific client was intrinsic to the CHC organizational mandate, and constituted the initial
“framing” procedure.

“I”, a self identified “experienced health promotion nurse” who enjoyed working with clients

126 Every Tuesday moming the senior nurse also visited the paediatrics unit. She had a
meeting with the supervisor of this department and a hospital social worker. During this
period all three professionals carefully evaluated every case, and after this referral forms
were passed on to the CHC staff to be used in the monitoring of the health condition of each
discharged patient.

127 These three stages are expanded upon later in the Chapter.
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like young single mothers (including Spanish-speaking women from Central America and
other immigrants), talked about the positive contribution of the client’s medical assessment.
sociocultural background, and the setting of the institution to the provision of “holistic care™.
She maintained that the CHC's formal client classification information had immensely
helped the nurses in achieving their “dream”, which was to address their clients™ health needs
in the best possible way:

I am not sure if we provide every single client all the three objectives of public
health at one time.'® It may be that a particular situation demands one
objective and not all of them.... also, we have certain agendas that we take to
our clients, but they also may have agendas. Sometimes the client’s agenda
may be more important than the agenda we bring to them. So then you might
tend to focus on what is of concern to them. Take the mother I vistted today for
example-a single mother with a baby that is really struggling to thrive. In this
situation, I am going to focus more on the feeding of this child than other
things. Especially since this mother really couldn’t care less whether I come
or not. Similarly, in another case, I knew the concem-here again it is the baby-
so I am going to focus on the baby. I may not focus on aleohol or drugs or so
on ... when it seems it is not needed. If I don’t see an ashtray, I may focus on
something else, because that is more important in that situation. ... Therefore,
it depends on the evaluation agenda.'”

“I‘“

presented another example from her recent interaction with a yorng mother who lived
in a basement suite, immediately adjacent to an apartment building. As a result of the
location the young mother always had her window drapes drawn. This condition was

considered by the nurse as a major factor in the client’s emotional health:

... | had a situation where one mom was always on the verge of depression. Her
husband was going to school, plus [he] was working. So he wasn’t home much
at all. When we did the postpartum depression scale [test], her score was quite
high, then she was referred back to me. And I offered postnatal classes to her
when she was coming to {the] clinic.

¥ The nurse was referring to the “lif> style” model, where the three areas of focus are
physical, social and emotional aspects of health.

1% Here “evaluation agenda™ refers to the client’s health information record.
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“I""s account is a typical representation of CHC nurses” perceptions relating to the above
issue. During my extended interviews, virtually all the nurses mentioned the importance of
having detailed information about clients. The in-depth physical assessment and other
records catered to, and facilitated most of the nurses™ medical/professional tasks, so that they

were able at least to percetve that they provided appropnate services to ¢lients.

CHC Nurse and Physician Interaction

Separate from the above process, there was another somewhat more hidden determinant
which made the CHC senior nurse’s ritual of visiting the patient in the hospital significant.
The CHC nurses interacted with community members daily. and perceived that most people
in the community defined the CHC s role as useful. However, they also felt that some clicns
thought of them (CHC nurses) as less credible than doctors, and that this affected their ability
to be “taken seriously” in their job.'** Reflecting this sense of the incomplete professional

legitimation, a discontented nurse confided to me:

... There are moms, even if the nurse tells her to do something that is good for
her baby, she won’t do it. But the nurse told the doctor and if the doctor tells
the mom, then she would do it. For some women what the doctor says goes.
and especially if there is a conflict with what we say here, even though our
programs are all backed by the dietitians. It is a medically sound program, but
if there is a doctor who isn’t completely aware or deviates from our program
there are mothers that will listen only to the doctor and not to us, the nurses.

It should be noted that the nurses recognized that in a formal sense they had lesser status than
doctors in the local medical culture, and yet (regardless of this acknowledgment) they also

'% This was explicitly expressed by some with great disappointment and frustration. Some
felt that the physicians were not helping their cause and they blamed the doctors for client’s
attitudes. For example, one nurse said, we have two young gynaecologists in this city, who
now want to see their clients within the first week of their discharge. This makes it difficult
for us. They know very well “we do home visits within forty-eight hours of the mother and
baby’s release™.
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often maintained that they had better and more appropriate practical experience than

physicians.

The nurses also had the ability, to a considerable extent, to manipulate actual sitvations to
create a favourable audience for their orientations and agendas. This initiative is
demonstrated clearly in the community health nurses’ conversation and practices. They used
both reactive comments and leadership role-playing in certain interactions with clients, and
in establishing cooperative programs with other health professionals. For example, there was
once some miscommunication between physicians and CHC nurses regarding new mothers
and breast feeding. To alleviate this problem, one nurse said they decided to do the

following:

In September 1994, we established a breast feeding support group. This group
is made up of physicians, community health nurses, nutritionists, and some
other interested parties. The reason being, some doctors said that their clients
stopped breast feeding because they were not getting milk. And according to
the doctor his clients said that they were told by the community health nurse
to stop breast feeding. They accuse us that we didn’t encourage them to breast
feed. You have seen that we spent a lot of time to show them how to breast
feed. Maybe this doctor had one mom who stopped breast feeding, but that is
not because of us. You see, the doctors do not spend the amount of time [with
clients] we do. Therefore, we thought, let’s start a support program among the
[health care] professionals, so that we all will know exactly what we are doing,
and doing it the same. We will prepare some kind of document that everyone
can follow.

In an attempt to combat this very important perceived problem of legitimation, the senior
nurse as a ritual began her initial client contact at the hospital. She explained to me with a
smiling face, “people do not know what we do. So, I basically show my face and tell the
mothers, Hi! we are out here. If you need help look for us. We are in the telephone book™.
It seemed critical for these nurses to make the community aware of their unique occupational

identity. In a larger sense they of course needed this validation from the community for their
institutional continuity.
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Throughout much of social and historical context of western medical culture, nurses have
had to nurture, feed and tend the sick people. This nurturer role (which cvokes an image of
nourishment and suckling in a maternal sense) has changed to some extent in the twenticth
century. In addition to their traditional roles. nurses today are also working as counsellors.
educators. practitioners, facilitators, and operators of sophisticated technological equipment.
Whatever their new roles maybe, they continue to work largely under the jurisdiction of the
physicians (Clark, 1992). As a result, they continue to experience sexism., classism and status
ambiguity. Terry Wotherspoon (1988) summarizes the transformation of the Canadian
nursing occupation from a subordinate service occupation into a more specialized and
sophisticated profession. In her anthropological study of transcultural nursing, Madeleine
Leininger does a comparative study of two “subcultures™ (1978). those of nurses and doctors,
within American medical culture. She revealed key differences in the professional role/status
between nurses and physicians in everyday health practices in American medicine.
According to her, this differéntial role/responsibility often leads to conflict Letween the two
subcultures in their everyday discourse. Leininger’s findings apply to a great extent in this
local health culture. The implication of this professional conflict between the physicians and
the CHC nurses in this city can be overtly identified in the context of vocabulary used by the
CHC nurses during the process of client categorization. These will be expanded upon later

in this Chapter.

The second institutional differentiator I identified from my daily conversations with, and
observations of CHC nurses and other staff was the continual use of the term “client”, instead
of “patient”, as used in hospital scenarios. All staff repeatedly used the term “client” in
reference to individuals accessing their services, as noted in Chapter Four. Once more, this
term reflects 2 dominant image of CHC culture--a clear distinction between “us” (the CHC
organization) and “them” (the hospital). This strong distinction suggests that the CHC as an
institution did not expect their “clients” to be framed for the role of a sick person needing
institutionalization. Instead, the community health nurses repeatedly portrayed themselves

as a group of people representing an institution aimed at preventing disease and illness,
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Within this context, the individual is viewed differently than a “patient” by the CHC nurses.
They arc most often characterized as “healthy™ individuals who are in control of their health
and their lives more generally. CHC staff are there to provide helpful information and to be
the “facilitators™ of good heaith.

Yet, this did not fully reflect the staff's everyday institutional practice. When nurses talked
about clients, it was almost always related. explicitly or implicitly. to specific fypes of
clicnts. They usually began their client identification with issues of medical concern.
followed by other categories and sub-categories which were based upon the client’s
perceived socioeconomic, cultural, and interpersonal attributes. The fact that the CHC
worldview still rested upon an ideology of “essentialism™ and a fixation on “specific
problems™, made this type of client categorization central to institutional identity. It was also
necessary for successful “impression management”™, as described by Goffman (1959).
Douglas (1986) further suggests that institutions such as the CHC depend on client
classification to make client variability compatible with their existing institutional vision.
In some ways. however, this method of adopting a category like “client”™ is not much more
than what Taylor calls “sociological sheep shearing™ (1970:81). The main substantive thing
that has happened is that the old label has been removed and replaced with a new one. When
one follows the CHC client identification procedure used by the nurses it is evident that: 1)
staff oriented their clients to follow traditional patient roles; 2) the patemalistic treatment of
human ailments continued to be central; and therefore, 3) staff do not seriously entertain the
possibility of expanding Centre activities involving greater attention to client social

organization and culture.
As a result, what happened was that the patient was removed from the hospital orbit of

patient care and transferred into the CHC orbit, so that the staff there could complete the
medical/curatively formed cultural process. Clients are indexed according to what Thompson
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et al. (1990) calls a “means-end reasoning chain™'' My point is not that the client
categorization process is “dehumanizing ™, or what Garfinkel (1975) referred to as a “status
degradation ceremony™. Rather, it is to highlight patterns of “new client™ knowledge
construction. In short. nurses used their power and knowledge to generate client categories
which they perceived would benefit them as well as clients. Foucault calls this as a “strategic
model™ (Foucault. 1979:128).

Sources of Client Identification Information

Good (1994), in How Medicine Constructs its Objects. suggests that human knowledge is
socially constructed and applies this concept to understand how individuals leam to treat the
human body as an object in order to become good physicians. This concept can be extended
to show how the CHC value system influences the construction of new client categorics.
After receiving formal information from their liaison nurse, the CHC nurse was expected to
contact new mothers on the day of discharge or before 10:00 2.m. the following day to
arrange a visit. Ideally, the first home visit was made within twenty-four to forty-eight hours
of hospital discharge. Home visits offer an insight into the beginning of the CHC client
identification process. To illustrate this, I offer my observations of the entire scquence

developed by the CHC senior nurse.

In this context, there are three important sites where client information was collected by the
CHC senior nurse. One critical site for collecting a person’s medical information was the
hospital patient chart. This chart provided formal documentation relating to the patient’s
physical assessment, type of illness, and personal background (see Appendix E}. The second
site was the obstetrics and pediatric nursing staff. Each client chart was re-evaluated by the

13! Thompson et al. (1990) in Cultural Theory uses this concept mainly to discuss how social
organizations such as the World Bank catalogue and justify their organizational decision-

making process. A similar analogy can be applied to analyse the CHC’s daily client indexing
system.

155



nurses of the source health institution before clients were transferred to the CHC and other
health organizations like physician clinics. Here a lengthy discussion typically took place
about the physical, behavioural, and interpersonal relationships of the client and the hospital
staff. This included informal information relating to the hospital nurse’s experience with the
client from the labour room to the maternity ward. In this way the hospital nurses placed
individuals into one of a few basic hospital patient categories'*. Mothers who had vreast
feeding problems were repeatedly portrayed by the hospital nurses as “high risk cases” where

the CHC nurse was advised to provide immediate attention.

The CHC nurse’s personal visit to the mother in the maternity ward was the last hospital site
where identification of the client took place. After the formal debriefing the CHC nurse
toured every room belonging to mothers who were being discharged on that particular day
and introduced herself by saying something much like: “Hi, I am the public ﬁealth nurse.
How are you doing? Are you going home today?” The objective of the nurse’s visit was to
make a brief client evaluation through face to face conversation and to collect additional
information that was sometimes not available from hospital charts — such things as family
situation, support system,'* ethnicity, '™ and breast feeding status. This extra information
helped the CHC senior nurse to allocate the day’s client distribution arcong the nurses. The

nursing managers and senior nurse mentioned several times that it was critical to distribute

132 Hospitals most generally classify patients into two basic categories, “good” and bad”.
Murphy (1987) suggests that a patient who is successful in meeting the sick role is a "good"
patient.

33 The nurse specifically asked each new mother if she had family members to take care of
the house for a few days so she and the baby can have plenty of rest. For a healthy recovery
"rest” was deemed essential for a new mother. As one CHC nurse explained, "our focus is
to see that the mother and the new born are not in health related danger.”

™ On one occasion the liaison nurse after the initial visit with a Nativ e mother in the hospital
shared her perception about this mother to the CHC nurse in the following manner. The
senior nurse said, "she is a better and communicative Native, so you shouldn’t have any
problem with her."
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clients to “appropriate™ nurses in order to avoid any unanticipated problems. During my
conversation with her. the senior nurse repeated that one of her job responsibilities is to
coordinate and establish the initial (formal) client classification system for the home visit

program. “W explained in greater detail how she performs this task:

We have divided the city into basically three areas. And there are certain
nurses assigned to those areas. But because in last few months we had
disruptions in our staffing ... And then if one side has lots more babies than the
other side then those will be more important than the less busy side. And in
that [ tried to kind of match up the client and nurse - who would be more
inclined [to address the issue]. Say of breast-feeding problems, it is much
easier to give it to the one who is most interested in dealing with breast-feeding
problems than the ones whose speciality is not in that area. So I try to kind of
match to a certain extent within areas if possible, but sometimes it is matter of
who is available that could go and who is the best match for them.

Like the breast-feeding; there are some problem families. Some nurses work
better with certain problems these families have while others [work] in other
areas, like [with] medical problems. Not that they [other nurses] don’t do a
good job. But this particular nurse has more of interest in that thing. Some had
similar clients and are used to dealing with those type of work.

On the whole the cultural issue doesn’t really come into the picture. Because
all the nurses deal with everybody and we try to have everybody treated as
equal people... We probably work in that way, medical or social problems
being sometimes like single moms or a high risk family who has a history of
neglect, or abuse. Except some nurses work better than others. That is true and
we take that into consideration too.

""Moral Responsibility": A Criterion for Client Differentiation

During my fifty-two home visits and participation in other daily activities, I observed that
when nurses talked about or made any reference to their clients they used vocabulary which
combined several important themes of biomedical culture. Key terms that were frequently
employed by nurses in this context were: “problem”, “caring for”, “moral responsibility”,

“fixing”, “planning”, “teaching”, “education”, “chasing”, “trouble” and “concern”. These
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highlighted the fact that community health nurses, other office staff and their managers were
daily involved in a largely “medical approach™ to a heaith promotion program.'* As a result,
nurses at this centre have adapted and evolved a classification that is grounded in a
“diagnostic approach”. Within this framework clients are also labelled as “good”
“interesting”, “a nuisance”, or “unusual”. Here, perceived prospects for compliance were
central. The individual cases that the nurses identified clearly indicated that clients who
asked “relevant” health-related questions, or who could be persuaded by the individual nurse
to follow their health promotion instructions were categorized as “good”. This appears to be
primarily because these complying client activities made the particular nurse feel effective
and good about her job. This moralizing and categor'zing phenomenon is commonly
observed among the bureaucrats who are in control of social situations where they deal with
clients (Herzfeld, 1992)

In American Medicine as Culture, Stein (1990) has applied Kleinman’s explanatory model
to analyse the doctor and patient clinical relationship and “good” or “bad™ patients.'* The
objective here was to show how the CHC nurses have developed comparative client
categories for a better explanation of the client’s action. I also wish to add to this model that
the nurses’ construction of health care knowledge makes the client classification much more
complex. In fact, nurses bring variable, “folk™ or “naive” knowledge to the process of
distinguishing different types of clients. I hope to show in what follows that how this
hierarchical structure is formed is not static; available new information and nurses’ personal

experiences are continuously changing or attempting to change the client taxonomy. This

1% Ewiles and Simnett (1992) in Promoting Health: A Practical Guide, have presented five
approaches to health promotion. They are medical, behaviour change, educational, client
centred, and societal change. In this institution nurses are centrally occupied in providing
medical based health promotion care, where the main focus is "freedom from medically-
defined disease and disability, such as infectious disease, cancer, and cancer...This approach
values medical procedures, and the medical profession’s responsibility to ensure that patients
comply with recommended procedure” (1992:37-38).

13 For doctor - patient relationships also see Todd (1989); Kleinman (1975); Taylor (1970).
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“profiling” {Goffman, 1963) of individuals or groups of individuals is an important part of
our society and it is reflected in CHC medical culture. Goffman has mainly focused on
persons who are unable to conform to standards which our society calls “normal”™, But here
CHC nurses are using this framing process for their professional and cultural benefit where

they contract and expand boundaries to include or exclude clients in particular categories.

This categorization occurred both in a formal and informal manner. It began when the
individual was formally accepted by the CHC staff. As indicated earlier. in the situation of
the postpartum program, a new client is first evaluated and segregated according to a formal
medical classification system beginning in the hospital. At this stage the nurses’ reasons for
client differentiation reside primarily in the domain of “sickness”, in which delivery is
considered to be a pathological ailment (Todd, 1989). Invariably the nurses discuss their
home visits through the use of clinical terms like; “regular™, “early discharge™. and a “special
case”. “0”, one of my interviewees, very carefully explained what each category specifically

meant to nurses:

A regular visit is where the mother had a regular pregnancy. There were no
complications during and after delivery and the hospital discharge time is over
forty-eight hours.

An early discharge case is where the new mother is released from the hospital
within forty-eight hours,'*” or where the mother has a Caesarean baby and was
released from the hospital within three days of the delivery.

The last category is called the special case. Under this category several types
of cases are clustered. They are referrals that have come from the hosgital,
community agencies, or physicians. Then there are high risk cases like
premature babies, mothers or babies with health problems. For example, an
older child can be referred by an outside agency. Generally the referral cases
are contacted by phone within twenty-four hours.

137 In Alberta the Health Care Reform has forced the hospitals to discharge the mother and
baby earlier than was traditionally practised.
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In addition, there are other unofficial terms that are also regularly used to divide clients into
distinct social and cultural categories. Among them the most significant and consistently
used social differentiator has to do with ethnic identities like “Vietnamese”, “Spanish”, “East

Indian”, “Filipino™, “Polish”, “Indian”, “Asian” and “Chinese”.

Who exactly are these people? Are these clients being categorized by their national identity,
source country, or self ascribed identity? One nurse explained, “partly it is people who look
different, I mean physically different, like the Asians. Asians are people from Vietnam,
Cambodia, and China. and not you people [East Indians]. There aren’t very many of your
people in Lethbridge™. It is also not unusual to hear terms such as “boat people” or “Central
Americans”, For example, during the interviews when nurses were asked to speak about their
workshops and seminars, one nurse remembered, “one tme when Lethbridge was getting 2
lot of “boat people” we had a workshop for these people. We had experts come and teli us
what is their cultural background. How these people have spent many years in the refugee
camps. They didn’t trust police, or the system...”

Identifying clients in terms of their social and personal characteristics also generated other,
more fluid sub-categories that were in some way connected to cultural difference or its lack.
Words like “integrated” or “assimilated” were mostly used in reference to “normal” clients
whom the nurses perceived as compliant immigrants. One of the main reasons for using these
terms was to ensure that they followed the institutional protocol. In other coniexts, attributes
like “good” and “keener” were used both in positive and negative senses, sometimes in
reference to the same “normal” client. For example, when a new mother maintained her
child’s immunization record she was viewed as a “good” client in this context. But when the
same mother too often came to the drop-in clinic she was perceived as a bothersome
“keener” who was chiefly interested in completing her baby’s passport requirements and was
wasting too much of the nurse’s time. “Keeners” were primarily “normal” parents from what
were spoken of as “educated” and “middle class” backgrounds. They were never
“immigrants”. Frequent use of this label by nurses displayed a clear latent aim of CHC

nurses to provide services primarily to people perceived to be sick or at risk.
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Indeed when the nurses were asxed to reflect on their general perceptions about service users,
virtually all nurses said that one problem they face was overuse of services by “people that
don’t need them”. These people are perceived as wasting the nurse’s time because they are

*normal” and at most only in need of routine service. As “Q™ explained:

The majority of our service users are the first mems, because they are
overwhelmed. They come to see us, they are eager, they want to keep records
in their baby book, like how much their baby has grown and gained in weight.
What I personally feel is [that] they waste my time. But we can’t say that -
don’t use the service. I would rather like to see those moms who are at “risk™.
But our stumbling block is how to get these people to come and use the
service. This is my major concern.

Most often everything is just going fine... It is the people that we are concemed
about that don’t access the services at the CHC.

“C”, points out:

It is typical we get the people who need it the least. One example comes to my
mind is a wife of an accountant. This mother tock one of the classes with me
and her concern within the house was their open spiral staircase. We didn't get
the mothers that needed the most. I suppose that is little unfair. Just because
somebody comes from the middle class or upper middle class doesn’t mean
that their concern for their child is any less valid. But, you know, we have
idealist[ic] thinking that it’s these under educated and poverty moms that we
are going to help along through this time frame. But when you offer something
very often it is those white middle class moms; [who] hears about it, reads
about it; that has the means of transportation to get here to attend.

This suggests that nurses are consciously aware of their personal commitment to address
high risk clients, but are constrained because of the voluntary nature of their clientele and by
their institutional value and belief system to allocate many resources elsewhere. It is this
mandate to concentrate on clients seen as “high risk™ that consequently frames some middle
class clients negatively as “time wasters”.

Stein (1990) explains this kind of client categorization as being an unofficial moralistic

taxonomy. This taxonomy also evokes the pressure nurses are under in addressing and
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sustaining their health care mandate with limited resources. The construction of this
taxonomy took place at two levels, that of the natural sciences (diagnostic). and the
social/moral. Diagnostic criteria related to the nurses’ medical knowledge and skill, where
the client is identified via “medical™ information; and the social/moral related to the
establishment of separate programs, allocation of money. staff. additional tasks, new policies
for new types of clients. and available time. The following direct quotes illustrate that it was
not unusual for CHC nurses to use language combining both diagnostic and moralistic
criteria in client categorization. The quotations also show that there was an explicit

acknowledgement of various kinds of differences in the construction of this client grid:

This is a first visit; a regular visit; a Native mother; fourth child; the mother
likes to drink. It is not a stable kind of home. First three children have the
father’s name. They have no telephone. They do not see the doctor, and don’t
come to the clinic.

A first visit; regular visit; mother has no complications and therefore this visit
will not be a long one.

This is a second visit. A Native mother, age fifteen. Single mother, lives with
a man whose name does not tell me that the father of this child is Native. But,
the baby looks “Native”. This mom has given the baby the father’s name. She
is nothing but only trouble. She does not have a telephone. These are her foster
parents.

A single mom, who is twenty years of age, but locks sixteen. Just being a
single mother puts her on high risk category. She also lives in a tiny place. A
lifestyle that you should see. This gal has no cooking skill. Ninety-nine percent
of the time she lives on junk food. She has pop and pizza for meals. She eats
soup from the can. The baby is healthy, and in that tiny place she has a
playpen,and other toys. She also has a cat. She gives all her time to the baby
and does not look after herself. My concem here is the mother. She needs help
to straighten out her life.

This will be our new baby visit. This is our regular visit. She is a Native
mother. This is her second child. “W” told me when she met the gal in the
hospital she sensed that she is a better and communicative native. They live in
an apartment. Right now they don’t have a telephone. But her name is not very
common. I have never seen this name before. Yet according to the record it
shows she is from the reserve.
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This is a follow-up visit. I am going to is basically weigh the baby. This the
second child for the mother. It is a regular discharge. There is no health
problem with the baby and mom. 1 had done the first visit, the mother wanted
me to come back to weigh the baby.

I thought you would want to see this referral visit. This is my fourth visit. She
is a seizure patient. She had her first baby at age seventeen. grandma said she
had this child out of wedlock, and the baby was given for adoption. Given the
passing years this girl has spent time at the vocational school. She is a nice girl
10 talk to and not an ideal person. The first three visits [ made when her mother
was around. Her mother said she is a slow learner and so when I was there. she
was all worried and kept on telling me - “I am a slow learner. [ want to be able
to look after the baby™...... What this girl is going through is part of baby blues,
This postpartu:n depression. She is on social assistance, and probably has a
disability payment too. I don’t know exactly.... She has good support from the
family. This is an excuse for me to get out of the office.

This is my first visit. This is not an early visit. We don’t have to do physical
assessment like we do for early discharge moms and babies. We don’t have to
do intrusive assessment. We don’t have [to] touch them. Same with the baby,
I personally like to check the baby’s heartbeat. But, we don’t do the baby’s
temperature. She has other children, one nine and the other five years old. She
is breast feeding this baby. I don’t [know] anything about her previous babies’
history.

It is a Spanish family, it is a problem home. The girl has two babies. Her
mother and sister with her baby live in this house. The girl is not married. Her
mother is taking ESL class. Her sister is going to school as well. She has a boy
friend. He doesn’t live with her. Lots of people live in this house. When you
talk to her boyfriend he says not more than two children. But I don’t know....

This is a special observation. This referral came from the Social Services. It is
called at risk observation. I have to stap and see if the baby has gained weight.
The baby isn’t thriving the way it should be. The mother is young, there is a
question of parenting. One of the possible fathers is dead. She is on social
assistance and lacks in care giving. Or you can say the parental caring is poor.
There is a possibility a man is living there and for Social Service purposes he
is not living at that house. She is an uncooperative mother. She does not
comply to our suggestions.

CHC staff began their construction of client caicgnries with clinical labels, but as above it

did not stop there. The nurses continued to highlight each case with other pertinent
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information that influenced their client hierarchy (De Voe. 1981). For example.
identification of clients using the dichotomy of *“us™ (“Canadian™) and “them” (“non-
Canadian™) came casily to CHC nurses. Similarly, in some instances nurses used family
names to describe a client. By using the family name (like Mrs. Brown) the nurse speaks of
the client as being in the “us” group."*® Usually in these cases ethnic markers were absent
from nurse discourse, and the client was described as 2 “normal” Canadian,’* a mainstream
person of the community. Some other clients were without question labelled according to
perceived biological traits, nationalist identity or cultural behaviour. This included aboriginal
peoples, “visible” new immigrants and some other people with visible physical

characteristics,
"Responsible"” Versus "Irresponsible” Clicats

When the nurses were asked during the extended interview to reflect on the meaning of
“responsible™ and “irresponsible” clients, two major oppositional characteristics emerged.
They are “compliant™, and “noncompliant™, respectively. Identifying clients with these labels
is certainly different from the official system. To me, it seemed that nurses took great pride
in being able to quickly identify and act upon these two major categories of clients during
their first encounter. This was evident throughout when they used positive descriptions such

”

as “very nice people”, “very polite”, “extremely concerned”, “motivated mother” and

“concerned mom” to refer to a responsible client.

This process usually followed a predictable pattern. The most crucial cues found in the

language were regarding the nurse’s encounter. For instance, clients (whether “normal”,

1% The nurses categorically identified these clients to be the dominant ethnic group of the
Canadian socicty.

1% When I asked nurses to describe Canadian culture, all found it very difficult to define. One
nurse said, “Canadian culture is you live with it, you are part of it, but don’t really think
about it.™ Most of them compared it with the American culture.
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“culturally different™. “Indian™ or “single mother™) who obediently followed regular medical
practice were labelled by the nurses as “responsible™. The “normal™ “responsible™ client was
spoken of as a “fairly well motivated™ client, who belonged to the middle class. They were
actively interested people who wanted to make sure that their child got the necessary
immunizations to get protection from illnesses. The following two statements given by two

nurses during interviews discussing “normal™ clients, draws salience from the westem

medical value system:

“I":..These are parents who want [the] best for their children. They want to
make sure that they get their children’s immunization so that they are
protected. They want them to grow up healthy. They want them to be fed well
and so they will ask for feeding guidelines and so on. Sometimes they are more
educated, but that is not always the case, because we have some that are less
educated and they are in the same category.

“Q:.. it almost seems like the better educated they are the more interested in
learning and want to learn more things. Money doesn’t seem to have great

bearing on it. ...
These terms were not used in their literal sense as much as categories (Demaine, 1989). They
were used selectively (most of the time unconsciously) to separate and identify different
types of people. Almost all nurses identified normal people as mostly “white™ middle class
Canadians who have middle incomes, and can opt for other options for help, if they want to.

“They aren’t so dependent on just one source”, said another nurse.

During discussions about “compliant” clients there were instances when nurses distinguished
a “good Indian” from a “bad Indian”, evidently based upon their institutional assessments
and perceptions of Indian public behaviour. The following excerpts from three nurses explain
how preconceived notions of an “Indian™“® influenced client categorization. In these excerpts

and more generally a “good Indian” is considered an exception--a rare contrast to the type

140 Braroe (1975) Indians and Whites, has made a similar observation in his ethnographic
study in Southern Saskatchewan.
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of “Indian™ the nurses believe they naturally encournter in everyday practice as “F", stated:

... there are some very middle class natives, who can live on the reserve, off the
recerve. They are well educated. They hold jobs and everything else. We don’t
see that many of them. Most definitely we don’t see most of them. But the
Natives we see a lot are not from this group. Especially being right here. You
see all the people going to the food (soup) kitchen. You see all the drunks. see
the ones in the park. So we see a lot of the others. And a lot of the visits we
make are to this type”.

Every visit to a “good™ Native home I made either began with distinguishing words like

“interesting”, or ended with a comment “that this was an unusual” case:

This house we are just about to enter looks decent. [ see they have a new van.
The young mother goes to the college, she wants to become a secretary. The
grandmother lives in this house with her three foster children. This [is] a
“peculiar set-up”. It is understandable that the father of the baby does not live
in this house. This is an unusual case.

This house we are entering is a “good” Indian home. You know there are some
nice Indians. This man is a police officer for the city. He is very good. ... Did
you see their house was clean. He was feeding his child and taking him to the
skating program. This is the first time I saw an Indian home with a plant in
their house. You see Natives don’t have plants in their homes. They are a very
nice family.

This mom is 2 working mother [said with approval]. We are having [a] hard
time in coordinating a visit. She is juggling three part time jobs. I 2am makig
this home visit to give some TB pills to ker daughter and do a TB testing on
another child. This is something we would not do on a regular basis. But this
is an unusual case. The family is originally from Brocket. The grandmother
died of TB, and the mather is so busy that we want to make sure that everyone
in the family is tested for TB....[my quote]

The above situations were seen as rare occasions and support the assertion that the cognitive
view of typical Native clients in general continues to be congruent with historical stereotypic
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images:"! irresponsible. unemployed. unsociable, and disorganized.

In contrast Chinese. Vietnamese, and Polish clients were identified with the opposite
referent: “responsible™. They were considered “sincere™, “quiet™. and “hard working™ people,
who invariably made sure that their child was looked after very well. They did everything
possible within the scope of their available knowledge 1o keep their babies free from disease.
These groups are perceived as people who had few parenting problems. On many occasions,
they were thought to use *traditional” health practices not in conflict with the medical model.
In fact, while discussing the CHC’s nutritional program. one nurse said:

... You see those babies eating rice as their main diet and they are just doing

fine. In fact, they are very successful in their careers. Tell me one thing, why

do we have to go and teach them about nutrition?
The following quote from another nurse is an example of a “responsible™ and “concerned™
Vietnamese mother’s strategy to address her communication problems: “{this is] a
responsible Viemamese mother who cannot speak English, yet makes sure that all child
immunization is done. She uses her friend who speaks English. If I have any questions for
this mom, then we communicate through her friend. It seems to work fairly well”, The nurse
went so far as to point out that the use of multicultural service is not crucial in this context.
This nurse’s account also highlights a commonly voiced perception: that in general a
“responsible” client can almost always find effective ways to address their own problems.
People like this Vietnamese mother were mostly spoken about in a positive and genuinely
supportive way. This was in contrast to a number of studies of Canadian ethnic relation

situations'** where such people were spoken about disparagingly or negatively. Such positive

14 These views about the Native population of Lethbridge are very similar to those identified
in anthropological and sociological literature. For a detailed analysis see Broroe (1975).

142 See Basran (1983) in Canadian Immigration Policy and Theories of Racism, and Bolaria
and Li (1983) in Racial Oppression in Canada, where the authors point out the Canadian
Government racial policies against the Chinese and Sikhs. Also see works of Burnet &
Palmer (1988); Buchignani, Indra and Srivastiva (1985).
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descriptions of a range of key ethnic or immigrant clients was related to CHC nurses’
practice of following the biomedical mandate, and their perception that the present
institutional structure can handle these personally responsible clients without any extra effort

or additional programs.

Another of my linked observations was that virtually all the clients identified with “ethnic™
backgrounds were people who were perceived to have extended families and from the
nurses’ points of view this was a good thing. The additional members that lived with them
were often seen to provide a significant social support system. In reverse, sometimes if there
was a perceived “problem™ with an “ethnic” young mother the blame was placed on that

family or on the ethnic “community” at large--not on the mother.

These perceptions appear to involve various types of cultural reasoning, not all consistent
with each other. For one thing these “ethnic” people were identified as the least frequent
users of certain CHC service yet they were said to know how to look after their own health
and illness. Their representation as clients was so low in regard to certain programs that CHC
nurses have stopped maintaining statistics on them, which nurses have read as a health
promotion success. This was pointedly so of Vietnamese clients. In overview, descriptions
of local Vietnamese cultural practices was similar to that of many Vietnamese groups
clsewhere (Habarad, 1987). Many positive perceptions of these clients involved their
supposed eagerness to “assimilate” with, conform to or “integrate” into the dominant

Canadian culture.

There were, however, occasions when immigrant-origin culturally different groups were
described as people who could not escape from their traditional practices, which at times
negatively affected their adaptation to Canadian medical practices. As one nurse pointed out:

.... the fact is that they come from different backgrounds than the majority of
the people that are here. Even if they speak fluent English, the fact that they
have come from Africa fifteen years ago will continue to affect the way they
function here.
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This manner of talking about the local immigrant and minority populations is common

among the staff of many bureaucratic organizations.'*

In the interviews there were also instances when the nurses pointed out specific
characteristics of immigrant and ethnic clients that were culturally “similar™ to Canadians.
In response to the question whether and how clients from Iran. Fiji or Cyprus would have

ethnic backgrounds that were culturally similar, one nurse said:

A client who is a professional and has a genetic heritage from Iran, Fiji. Cyprus
is considered culturally similar if they did the same things that we are doing
[sirnilar health practices]. Then they are culturally similar people.

If they are bom here then they are probably [the] same as anybody clse who

was born here.
From quotations like these it seems that the nurses consider clients from different source
cultures as culturally similar to the extent that they are seen to conform to the dominant
cultural value system of this society and thus, to be potentially compliant. This is not a
condemnation of the ethnicity of those seen as different. Rather this type of labelling is
primarily used as an indicator of how to perform tieir professional nursing tasks with ethnic
clients: whether to use an interpreter or translation sheets, or whether to establish programs

for these people.'*

I would also note that culturally different “immigrants” and “ethnics” were rarely blamed for
not using CHC services, other than occasionally in the context of the immunization program.
Yet at the same time from the nurses’ point of view many of these clients did not attend the

well-baby clinic or the postnatal class, especially people such as those seen to have

143 See People in Upheaval, edited by Scott Morgan and Elizabeth Colsen. New York: Centre
for Migration Studies, 1987. Also see work of Chan and Indra (1987).

3 In July 1994, a one day nutritional workshop was set up specifically for the Spanish
mothers who had some knowledge of English.
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Vietnamese, Cambodian and Ethiopian ethnic backgrounds. In general, such “withdrawal™
was attributed to culturally different reasoning rather than to anything to do with the CHC

culture or individual “ethnics”. For example, “P™, in her interview explained:

The moms from Cambodia, Ethiopia, from these cultural backgrounds, get the
same invitation to come to the postnatal class - but don’t come. Perhaps it
could be cultural, or they are adjusting to the new culture here. They depend
upon extended families. I suspect that could be the biggest reason. For
example. Filipinos bring out their families. Lot [of] them seek out their own
people [instead] and that is understandable.

Similarly, one nurse suggested several possible reasons for not attracting new mothers from
certain minority groups. The following reasons are a sample of comments received in this
regard:

My perception of it being intimidating, may be its the building, may be the
location of the building, may be it is hard to access that way. Not that I don’t
know enough about cultural nursing, but from what I understand there are
certain groups who do stay very close to home for the first while (postpartum)
and we cater to zero to three months babies. We don’t have anything past that
time.,

I don’t know if a group type setting is for me. A group type of setting is not for
everybody. It appeals to some people and doesn’t to others.

I think the mothers of other ethnic groups need support more because they are

not even [in] their homeland. They also have to adjust to a new language, new

home, and new life. But they don’t come--I suppose one reason could be that

they do not understand English well enough, and may be not comfortable being

in a group. Or may be just that [they] go elsewhere and feel comfortable.
In these citations, “communication barriers”, and “discomfort in group settings” were
repeatedly stressed as ethnic group cultural characteristics. Some nurses also suggested that
Vietnamese mothers practised different birth rituals. “Vietnamese women don’t do anything
for one month afier the delivery of their baby™, said one nurse. “This home visit I did few
years ago | found the new mom and the baby were staying upstairs. The dad had taken a T.V.
to the mom’s room. The dad looked after the bouse work. Here, you see, I was thinking how
we stress exercise, walking and how important it is to us. But for them complete rest is

crucial™.
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To summarize, “ethnic™ clients were seen as friendly. helpful and compliant within the
constraints of their languages and cultures. On one occasion a nurse said. “Their reception
to you is different. Oh. a lot of times the other cultures from other countries are far more
receptive. I mean they can’t wait for you to come. They have always something for you to
eat. or drink. And I mean they are so grateful that you have come...". “Immigrants arc
absolutely grateful that you are there. They are waiting to greet you at the door™, said another
nurse. In comparison with other client groups all this places these people and groups into a
special category. There is a strong positive image built up among nurses in regard to their
behaviour. Significant health-related limitations faced by these people are seen to be due to
cultural attributes they got from birth and for which they are therefore not responsible. Their
occasional {or even systematic) non-compliance is rarely then seen as a personal client
problem, rather, one of cross-cultural or cross-linguistic communication. In some cases,
nurses even assign positive values to non-compliance, arguing that (as in the Vietnamese

case) home and community support based on different cultural values compensates at least

partially.

In the CHC nurses’ discourse, the descriptive term “irresponsible™ had a definite, unflattering
reference to “problem” and “deviant” clients. This socially constructed definition has its
roots in the legitimation of service-providing bureaucratic culture (Foner, 1995; Herzfeld,
1992; Douglas, 1986), and was routinely assigned when a client did not keep his/her
appointment or did not comply with a nurse’s suggestions; also often when there was a
perceived potential for such things to happen. Here, the nurses use the word “irresponsible™
in a categorical sense mostly to bracket two kinds of people: “Natives™ definitively and
“young single mothers” at certain times. Some of the pattern of discourse used in identifying
these clients was similar to the physicians approach described by Stein (1990) and Todd
(1989). In this regard in many instances they were referred to as “difficult” cases and such
categorization generated a generalized problematic concern among CHC nurses for these two

categories of person.
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Problem Clients: "Single Mothers" and "Native Indians"

The critical indicators of the “problem client” were primarily pattemns of attendance,
perceived living conditions, and perceived non-cooperative attitudes. As non-compliant
people, these clients were central objects of the nurses’ professional discourse. The best way
in which images relating to these two groups can be understood is through situational
narratives of the nurses’ experiences - powerful rhetorical devices for achieving and

supporting given constructions (Verkuyten, 1995:166).

Singlec Mothers as Sometime "Problem Clients"

The following discourse elaborated by CHC nurses shows that one of many social or health
characteristics may lead to people being classified as “problem™ clients. Centrally, it is
perceived by the nurses that the single mothers were often undisciplined “rebels™ who did
not want to obey any societal norms—a characterization also applied to Natives. An example
is a narrative by “J”, a long time community health nurse who appeared to me to be very
sincere about helping perceived “problem clients”, especially the single mothers. She
continued with a brief history of a young mother who did not fit the “normal” family

definition:

A twenty-three year old mother. She is a single mother with three children. All

[three] children are fathered by different men. She hasn’t got [a] relationship

with any one of them. This is 2 mom who has her own ideas on health. The

baby is tiny. She is a heavy smoker. The baby started very small at birth. Her

birth weight was four pounds, and [she] was jaundiced. But the mother will not

listen to our suggestions. Basically that’s all we can do is see the baby gain

weight.
And yet, sometimes single mothers were the object of much nurse compassion. While talking
about priorizing “problem” cases one nurse described young single mothers as a group high
on the CHC client stratification chart, in that they were viewed by this nurse as a “neglected”
group that needed more help than any other. The following quote illustrates that nurse’s

perception of the single mothers “problem™:
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Mostly definitely, single moms are my concemn. This is a real tender spot for
me. There is nothing like going to see a mom that is crying and is just by
herself, because there is no one there 10 give her support. And I mean ! am at
work and I can’t be there more than an hour and half. I mean I will visit and in
order to get home care services they have to pay for it. So you know what do
you do for this mom. They need a lot of support.

During this narrative it was clear that although the nurse was willing to help this mother
further, service accountability constraints and the institution’s mandate prevented her from
realizing this goal. CHC nurses’ talk about single mothers frequently evoked similar images.
On the whole single mothers were viewed as needy, and in part a genuinely helpless group
who were under-assisted by “society”. By implication. CHC nurses should try to help them
as much as possible when, that is, these mothers demonstrated at least a wish for
responsibility. In overview, this group belonged to a “problem client™ category, but one that
deserved sympathy and assistance under certain conditions. This is unlike traditional
connotations assigned to problem patients or clients considered “deviant” (Cohen. 1985). or
“difficult”—who are usually those who dc not comply with the organization’s rules—and who
as non-compliant patients sometimes make physicians and ather health professionals feel
unsuccessful, defeated, powerless, or incompetent (Stein, 1990). In contrast, as a general
category of person single mothers appeared to me to be a potential nurse target of program
growth with rewarding potential for nurses.

Single mothers were seen as high risk and lacking in personal resources whether responsible
or not. And there were many nurse indications that some single mothers were responsible.
In the next extract a nurse is pleased to note that she had three single mothers in her post-
natal class. “P”, the initiator of the post-natal program said:

It is quite evident we mostly get middle class married mothers. But we are also
getting single mothers and others like what you call the common law
relationship. I don’t know whether you noticed it or not, there was one single
mother and two young single moms who came with their partners in that
father’s night class.
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To understand how or if these single mother clients could be considered in any way
“culwrally different”™. during the extended interviews I asked each nurse whether a single
mother was “culturally different” by virtue of their social situation. The following were

representative answers:

[ don’t think [a] single mother is culturally different. Sometimes what makes
them different is the fact that sometimes single mothers leave [home] very
young. Sometimes they are teenagers and its their age that makes them
different from a married women of twenty-four. When we have a sixteen year
old girl, she will have very different ideas than a twenty-four year old married
woman. It is [the] fact of age rather than culture that makes them different to
deal with, because many teenagers tend to think they know everything and they
don’t think they need any teaching, whereas we think they do. And we may
have a twenty-four year old mother who may be very well read which causes
them to even ask more questions than the information you present. She is
motivated to learn and doesn’t think she knows everything. She is willing to
learn whereas teenagers are just a different type of client....

... I don’t know if she would be particularly culturally different. But, her
problem will be different, because she is the single soul who is responsible.
You have to put this into consideration. I don’t know if she is culturally
different. When I think of norm I think of father, mother, and children.

“Problem Natives” as Classical Deviants

Most Natives were also identified as key “problem clients™ but in 2 quite different way.
Earlier I discussed the most obvious indicator of their problematic status, that of parents’
neglecting the child’s immunization chart. This and other like common references to non-

compliance suggest that this group is a major health programming concern for CHC nurses.

During discussions concerning the use of other available CHC services, nurses often stressed
the classically “deviant” attitude of many Native clients. Similar types of narratives have
been documented in the social scientific literature concerning Natives and other dimensions

of life.'"** The following are some samples:

143 See Ponting (1990).
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... the minute you single them out they then complain that we are picking on
them. 1 feel they should be coming to us, but they think that we have to beg
them. We are providing a service for evervbody and they are a high risk group.
It seems this is not a priority to them. This is how the majority of the Native
people are like that. There are a minority of the Native pcople who are
educated and have best of both worlds or two worlds ...

Another nurse said:

With our Native population I don’t know what is the problem. They speak
English. so language is not a barrier. May be to them if the child is not sick
then keeping the immunization [up] is not a priority. ... The urban Natives do
not have telephones. It is very hard for us to contact them. Similarly. I can see
it must be hard for 2 mom like ... to go to a doctor with four little babics. They
have support systems. Her sister, mom and many other people live in their
house. But still she doesn’t keep or make appointments to see the doctor. May
be she does not have money to take a bus. These people will not talk to you by
looking at you. Therefore, I make special efforts to look at her face. To make
the eye contact I bend down and look upwards to her face.

“P”, an experienced nurse, said:

The problem with the Natives is [that] time is not an important issue. For us we
value time. It means a lot to us. We are accountable to our time.

A Native time is like any time they feel like it. It is like West Indian time,

which is usually late. According to the white time, or Canadian time and what

ever... That is fine if it is their own thing. It can’t run like that, May be you can

but, I don’t like it. So Native time is late. They have their own time whatever

they want to do.
Critically, the above comments reflect the larger societal discourse, in portraying Native
clients as largely responsible for their own problems, at least in an immediate sense. From
the nurses’ point of view, although attempts were made continually by the CHC to help
them, these attempts had repeatedly failed because of low response. When Native clients
were brought up, very often a sense of frustration was expressed by nurses. There were even
doubts asserted that attempts to help Natives would ever be successful in future. Said one,
“I don’t know if the new program that we have just started with “S” and the Native liaison

worker will fly...” Low response rates and other problems were not seen to be cultural, but
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rather personal. Neither were they seen to be compensated for (as in some ethnic groups) by

culturallv-grounded social support or medical practice.

The Ambiguous Roles of Nurses in the Face of Client Diversity

Analysis of the process of client identification and categorization is of course significant in
its own right. But how do all these client categories relate to how nurses define their various
roles? Even if fundamentally based on a biomedical model of essentialism and fixing
problems, the cveryday roles of CHC nurses nevertheless can be described as complex.
During my conversations and observations it was apparent that in order to provide health
promotion services the nurses are actually participating in two distinct set of roles. Each
nurse in fact appeared to see herself wearing two pairs of “sunglasses™ all the time when on
the job. This dual role set has evolved in part because of institutional expectations and from
personal-moral reasons. Depending upon the case and context, nurses view themselves as
Jacilitators, or as guardians. The type and form of service each client receives is in part
dependant upon how the nurse evaluates each case and where the clients rank in the
“problem™ hierarchy. Thus facilitator and guardian roles systematically interact with the

qualities and categories of clients outlined above.

The Nurse as Facilitator

A facilitator in this context is a person who is responsible for leveraging others’ actions and
disseminating information. One of the core activities of the CHC nurse was to be a
facilitator, as outlined earlier. The main objective of this role set was to motivate and educate
clients by providing information and through this, to build up confidence and trust with the
client (Ewles & Simnett, 1992). All nurses identified themselves first and foremost as
facilitators of client self-help. As a ritual, every nurse routinely delivered what she deemed
to be pertinent information to every client. A standardized information package was prepared
for every new mother, which was distributed at the time of home visits. If additional
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information was requested it was also available from the nurses. When [ asked for an

explanation of how they did this job. the following was a response from a nurse:

We talk to clients and also by example. For instance, when I go in to visita

mom with a new baby. I always wash my hands. So by example. they can see

[its value]... And they have also seen that | wash my hand afier and before

examining the baby. Also through discussion. pamphlets. I educate. Well,

sometimes [ give talks....
In reality. nurses initially framed clients into a particular categorical or problem box, and
then decided accordingly how much information a particular client actually needed. Most of
the time the facilitator role was continuously activated when they were visiting clients who
they perceived as “responsible™ and “normal™ and the overall intcraction appeared routine

and reciprocal. There was one encounter where the nurse pointed out:

... you see I offered her all the information. ... We feel they will benefit. Then at the
end it becomes your decision. We provide client centred care kind of thing, and we
can’t force people to do these things....
In this case, by occupying the facilitator role in what is viewed as a successful interaction,
the nurse sees herself centrally as providing effective clieni-centred care. At the same time,
this perception arises in part because the nurses take control of the client’s information. This

gives the nurse the primary authority to decide the complaint client’s health service needs.

Within certain limits nurses have the power and knowledge to define and redefine every
client situation. However, following the underlying mandate of “equal care for everyone™,
both “culturally different” and “normal” clients were often not seen as needing any more
information than what was provided on a regular standardized basis. At a time when cultural
diversity is one of the major concerns in the Canadian health organization this was presented

here as a small problem at most.
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The Nurse: As Guardian

The guardian is a patemalistic role which is extensively used by many service providers to
explain and cnable their professional goals. Being a health promoter by profession seems to
imply that nurses have specific rights and reasons for categorizing clients into specific
categories, which can directly affect the type of care provided. Interestingly enough. even
with the change in focus implied by modern health promotion models, the CHC nurses
continued to support a traditional medical model based on a patemalistic approach to clients.
Whether they fully agreed with this or not, this paternalistic role was deeply encoded in the

institution’s charter, programs, accountability structure and administrative hierarchy.

What is particularly relevant here is that by medicalizing Native and single mothers as key
“problem™ cases. CHC staff were able to maintain an image of themselves as concerned
health workers. They extended this image to the extent that they could justify virtually all
their daily discourse as part their professional mandate. On this basis, there were occasions
when nurses visited a client’s home without prior telephone calls or any other arrangement.
They have also taken certain services to the “problem™ client’s home. Many of the home
visits to the “problem™ homes were carried out without initial consent from the client, even
though every home visit that was labelled as “normal” was arranged with prior consent from
the client over the phone. This displayed a distinct assumed authority status where the nurse
took control over the client’s daily schedule. These “problem” clients were placed under, as

one nurse called it, “special observation”.
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CONCLUSION

In this research [ have addressed a set of topics that will be increasingly crucial to western
health care systems. yet had rarely been identified as a subject of research outside a few large
cities: the clinical community’s staff perceptions of culture. cultural diversity and cultural
difference, and how these perceptions guide and are themselves supported by practice. The
thesis began with a series of questions. which the ensuing chapters explored by gradually
moving from textual sources to field data. Analysis of discourse among nurses at the CHC,
between them and their clients, and with other professional and lay people who together
constitute their social working community. revealed that nurses in this organization
employed a great variety of medical. sociocultural and even moralistic assumptions,
categories, symbols, and reasoning processes to construct knowledge about their roles and
their clients. This multifaceted social knowledge construction in the end framed clients into

various categories that directly affected how such clients were treated.

As a medical bureaucratic organization, the community health centre revealed that it had a
core biomedically-oriented culture; attitudes of the CHC managers. nurses and staff on the
whole were closely aligned with the broader biomedical cultural framework of mainstream
health care in general. It was also shown how CHC nurse discourse of “essentialism™ and
“caring” extended the niedical gaze to fit a wide variety of nurse personal and professional
experiences. This epistemological base helped to construct new objects and new problems
for the CHC nurses as client and contextual circumstances changed. I have also
ethnographically studied how the CHC staff have come to understand and act upon the
notion that they were to provide primary health promotion care based on a mandate of cqual

access for all city residents.

This research process has helped to address and accomplish several things. First, it has
offered an elaborate description about how institutional change in Canadian society related
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to the health care system actually proceeds: that how superficially static mandates in reality
must be rendered continuously fluid, because knowledge and interactions at the microscopic
level are not strictly predetermined, but rather are actively socially constructed on a day-by-
day basis. The micro, institutionally based, anthropologically oriented questions on which
I have focused were contextualized throughout by information on development of the
Canadian society and its health care system; particularly the macro-social, historical. political
and cconomic processes involved in these developments. I have of course primarily
concentrated on aspects of Canadian history pertaining to sociopolitical and socioeconomic
forces that have led to the establishment of 2 multicultural Canada and to demands for a more
multicultural health care system. This analysis of societal transformations at the macroscopic
level, in ongoing comparison with a look at CHC understandings and practices at the
grassroots level, allows one to better locate CHC medical culture within the larger context

of Canadian society.

As indicated earlier. a key focus of this study was on how CHC staff formally and informally
constructed their perceived problem object. This was addressed first by establishing the
location of bureaucratic power and forms of hierarchy that influence the institution’s
decision-making processes. Here I demonstrated both links and discrepancies between the
underlying semi-axiomatic general medical orientation of the CHC and actually established
services and programs. Tying the two together were a wide range of different strategies
developed by nurses and managers to address perceived problems within institutional
constraints. Although on a few occasions special programs had been developed to address
health issues concerning individuals or types of person labelled as “problem” clients,
definitions of which clients these problem people were was based on many factors other than
strictly medical ones. Neither did they always fall strictly within the overall institutional
charter.

Compounding this diversity of grassroots interpretations and practices, CHC bureaucratic

mandates sometimes create confusion and misunderstandings among both nurses and
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management. When asked about it in many ways they particularly worried that stressing
concepts like cultural diversity might erode and dilmte the traditional focus of this
organization. And yet at the same time. all nurses perceived that they already provided
multicultural care, even if they were unsure about the effectiveness of their (few) existing
programs of this sort. They either prorated ambiguously to past programming ¢fforts aimed
at Natives that deemed to have failed due to client noncompliance, or to the “fact™ that they
saved every (compliant) client who approached them fairly under their universal mandate to

serve everyone equally.

In this context, I would note that while all community health centres in Canada were
established with the same general principle. providing equal primary health care. that there
are some large urban centres like Edmonton, where new types of community health centres
have been established to specifically address the health needs of the Natives. Other centres
(Toronto for example) make specific efforts to develop programs and language brokering
mechanisms aimed at a range of new immigrant clients. This culturally-tailored type of
institutional elaboration had not as yet occurred in the Centre tn which I did my research.
Rather, CHC personnel, tried for the most part to incorporate multicultural health care within
a pre-existing institutional structure and mandate in which multiculturalism once had no
place. It is not surprising that their understandings of cultural diversity remain strongly
guided by frameworks originating in western biomedical culture. Neither is it surprising that
this was accompanied by fluid and sometimes inconsistent individual and institutional

experience-based perceptions, ones that were often moralistic.

Another point 1 have analyzed extensively is the client classification system informally
generated by staff. [ have presented an anthropological account of how the CHC's client
taxonomy system has developed, based primarily on the same cosmology of values as found
in the larger western ethnomedical system. Here [ concentrated on how the “problem™ label
was constructed around social factors such as client behaviour, attitudes or degree of

conformity and compliance. In this regard, [ highlighted how the inability to receive full

181



cooperation from a client allowed the nurse to label that individual as “noncompliant™ and
thus as having a different sense of personal responsibility. This type of labelling incorporates
very different standards than those suggested by a strictly medical taxonomy. As the CHC's
goals were multidimensional (to prevent illness, provide health education and give emotional
support to individuals), a client’s Jabel sometimes shifted as the nurse went through her
routine health evaluations and identified (or did not identify) new health-related problems.
While the overall process was historical and therefore unavailable to me, presumably the
perceptions of many staff evolved and were discussed, problematic objects for the medical

gaze were being reconstructed constantly.

Some of the “outputs” from these conceptualizing processes highlighted in Chapter Five
have important health care and societal implications. Perhaps the most central of these
implications relates to how perceived cultural difference and perceived personal client
responsibility were connected conceptually. On the whole, the allocation of the attribute
“culturally different” absolved those clients so categorized of being charged with being
irresponsible where they did not comply with institutional or staff objectives; through no
fault of their own, cultural or linguistic barriers were seen as preventing such individuals
from achieving full compliance. Immigrant, source country-based, cultural differences
relating to health and health care themselves were even occasionally seen to be valuable in
their own right, and compensation for client non-participation in Centre programs. In any
case, the Centre gave immigrant cuitural difference itself virtual insignificance, if
significance is judged by the place of cultural difference in the institution’s charter,
organizational chart, job descriptions. statuses and roles, or programs. No institutional
resources of any kind were then directed towards sensitizing staff to immigrant cultural
values or beliefs, or even to educate how basic disease symptoms might be reported by such
clients. Even the use of the translated materials and interpreters was desultory and clearly,
a low pricrity. Again, I have argued throughout that the key determinant here is the still well
entrenched medical model of treatment. Talk of the lifestyle model of health promotion
notwithstanding, most Centre practice proceeds like classical disease curing in reverse:
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prevent some single factor from increasing a client’s risk of disease through specific service
interventions. In the absence of vocal local pressure- groups urging change (as found in most
larger cities) cultural difference was easily integrated into cveryday generic practice with
virtually no discernable institutional change. At most. the label “culturally different™
protected clients so termed from being blamed for occasional lack of compliance or for their
own misfortunes more generally. Immigrant origin clients on the whole were talked about,
addressed and dealt with respect and compassion.

Critically, though, staff did not accord either this “culturally different™ category or its
associated positive or protective meaning structures to Native clients. Natives were instead
at most seen to participate in a mainstream, highly deviant, underclass subculture of which
nurses disapproved. In this regard, they as individuals were usually seen to be wilfully
noncompliant and personally irresponsible."* This finding is very consequential. First, it
clearly contributed to the underdevelopment of Native-specific programing. Even though all
CHC staff would have agreed (rightly or wrongly) that Native people were the single
identifiable group or category of persons in Lethbridge with the poorest health prospects,
formally few Centre resources were directed specifically at this population, and these largely
comprised a set of erratically established programs aimed at increasing Native compliance
with extant nominally “universal” services. Informally, frontline nurses compensated by
adjusting their planning, visitation patterns and interactional strategies to best address what
they perceived as the most pressing medical or health needs of this “high risk™ group.
Otherwise, there were few institutional responses to the challenge of promoting Native
health, either direct or indirect. Moreover, it would be fair to cay that staff views of Natives
were coloured by an air of resentment and frustration at what was perceived as their willful
lack of discipline. Though no one ever said it so explicitly, nurses felt that they could have

given Native clients good service within the constraints of conventional programs if only

1% See Frideres’ (1988) discussion of how narrow medical thinking applied to Native clients
obscures a range of macro-determinants of Native lives.
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Natives would comply more often. It would not be too strong to say that there was an
element of blaming the victim underlying such attitudes. Certainly, without question, no staff
attempted a parallel with their talk about culturally different immigrant clients; Native
behaviours was rarely “excused” by reference to cultural, economic, social, or political

factors outside their control.

I would like to end by once more highlighting the central role of frontline CHC staff as
producers and reproducers of institutional culture and therefore, as key agents of change.
Throughout my nine months of participation in CHC affairs I was repeatedly struck by how
much initiative and innovation nurses expressed, albeit incrementally and always within the
constraints of programs, resource availability, their world view, and the selective inputs they
received on everything from the institution’s charter to individual client lives. This seems
to me to point to possible key institutional entry points to facilitate more extensive CHC (and
other like Centres’) involvement in meaningful cross cultural service delivery in the future:
entry points all involving the organizational and other constraints on nurses’ everyday
activities. Past cultural patterns continue to exist today because they are actively maintained,
not from sheer inertia. Frontline nurse orientations towards cultural diversity in this case
were constrained by a set of factors identified throughout this thesis; but “innate” nurse
conservatism was not one of them. My findings suggest that if internal or external forces
were to lead to significant changes in Centre mandates, programming, resource allocation
and liaison patterns with other institutions that more vigorously placed meaningfid
multicultural health promotion on the agenda, nurses would quickly fall into line. I believe
it would not be long thereafter before nurses would start to reformulate their collective views
and individual practice to reflect, legitimate and further facilitate such institutional changes.
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