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ABSTRÁ,CT

The literature is replete with academic defrnitions and descriptions of "health".

Government surveys attempt to estimate the population's experience of health, whether

of higher or lower socioeconomic standing, by detailing a host of illness reports. There is

little that speaks to the 'emic' or personal every day experience of health from the lay

perspective that might inform health care providers or educators about the real world of

people's health.

This qualitative project was designed to explore and describe the experience of

health and the values and behaviors related to health, as held and practised by women

living in poverty. A focused ethnography was used to elicit the experience and

understanding of health of six women. Twenty-two interviews, nineteen of which were in

the homes of the participants, were conducted over a period of six months. Data analysis

revealed four main themes: The journey to health - the quest for wholeness, The forces of

distress - it takes courage to be whole, Social assistance - there is nothing safe about the

safety net and, The Insuring of illness - it is health and care that is beyond reach.

The findings of this study validate many of the nursing theorists' definition of

health as wholeness and challenge care providers to bring a holistic understanding of

women's sense of health to all their interactions.
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Chapter 1

The Problem

"We don't see things as tltey are; we see them as we are."

Mary A. Scott (1983: p.t)

Statement of the Problem

The past ten years have been witness to a global awakening to that which makes

and keeps people healthy. There is no longer any doubt of the distinction between health

care and medical care, and no illusions about more medical care being equated with the

enjoyment of better levels of health. There is clear consensus as to what the requirements

are to make and to keep people healthy: adequate income; clean, safe living environments

and housing; genetic endowment; meaningful societalroles; nutrition, education; health

behaviors and community social support networks (Manitoba Health, 1992; National

Forum on Health, 1997). Government health surveys of the past decade (Health and

Welfare Canada,1985 and 1990) focused on health problems, mortality and morbidity

rates, and risk factors associated with poor health. The reports of these surveys have

highlighted populations within Canada that have good health practices, groups that claim a

desire or tendency to change health practices, and characteristics of populations with less

healthy lifestyles. The list of health behaviors rated and the selÊreports of personal health

collected in these surveys, however, are by no means a definitive measure of health. The

questions posed in the surveys were meant to capture a sense of physical, social and

mental well-being of the participants, but there is not consensus amongst health
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professionals nor in the professional literature that the survey items are in fact essential

behavioral indicators of health @eather & Green, 1993). The questions posed may in fact

have little to do with the lived experience and concept of health held by individuals in the

population.

Public and academic concern has focused as of late on the determinants of health in

the hopes of discerning policy and programs that will address the health requirements of

people @vans, Barer & Marmor, 1994). Within the context of this discussion, there has

also been an increased interest in gender as an influencing factor in people's experience of

health. There is a renewed focus on women's health and a desire to broaden the scope and

context of the understandine of women's health. Of the determinants of health about

which there is consensus, income is said to represent the most significant contribution to a

person's experience of health (Evans, Barer & Marmor,1994, Townsend & Davidson,

1982). In addition to income, there is a link between position on an employment hierarchy

that has a distinct bearing on health (Evans, Barer & Marmor,1994). Economic

impoverishment is almost synonymous with poor health and the numbers of people living

in poverty are on the increase, to which Statistics Canada (1996) and the food banks of

the nation attest.

In the latest government document on health Q.{ational Forum on Health, 1997),

there is specific emphasis on the concern regarding the impact of poverty on health. It is

widely known that more women than men live in poverty and therefore suffer the effects

of low income on their health with greater frequency and severity. The evidence nationally

and internationally for this appears to be overwhelming (National Council of Welfare,

1990; Perales, 1988; Statistics Canada, 1995).
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Winnipeg, Manitoba has not escaped these dire economic realities as the steadily

increasing poverty rates over the past decade con-firm (Social Planning Council of

Winnipeg, 1996; Winnipeg Harvest, T996).If we accept the notion that recipients of social

assistance are among the poorest of the poor in society, as the National Council on

Welfare purports, then the 500 % increase in the welfare roles in Winnipeg in a ten year

period should be shocking testimony of the economic crisis being experienced in the lives

of many people in Winnipeg (Winnipeg Harvest, 1996). Although these statistics are not

gender specific, what is known is that the poverty rate for single parent families headed by

women is 3 to 4 times that of other family configurations (Winnipeg Harvest,1996).

In order to be able to talk about the meaning of health of women in poverty and to

have any sense of where to begin work on health promotion issues, an understanding of

their experience of health is essential to naming behaviors and relationships between

behaviors. To know the meaning of health for women in poverty, the voice of their

experiences must be heard.

A Hamilton, Ontario survey stated that women generally reported different worries

about health than the health problems actually experienced (Walters, 1992). That is to say

women's health concerns may have little or nothing to do with any personal health or

illness experiences. Thirty-eight percent of the women surveyed, for example, worried

about heart disease and yet only eleven percent were experiencing problems. In the

reverse, thirty five percent of women worried about tiredness and yet sbrty-eight percent

of women were fatigued (Walters, 1992). This distinction points to a need for a greater

exploration of the meaning of health and health behaviors for women. It is well known that

women, as the primary care givers in the families of the world cope with the crises of
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everyday by putting their own needs last, including health needs (Jacobson, 1993).

perhaps health concerns for women have everything to do with those in relation to them

and very little about personal well-being. The questions about what it is that women do to

protect and reclaim the health of themselves, in addition to their family members or

significant others need to be asked and answered by women themselves. Health

professionals' conception and perceptions are and have been borne in an atmosphere of

malestream and economic privilege. Questioning the relevance of health care

professionals' definitions of health for the everyday experiences of women living in

poverty is warranted.

Purpose ofthe Study

This research project was designed to explore and describe the experience of

health and the values and behaviors related to health as held and practised by women in

poverty.

Research Ouestions

The research questions providing direction for this study were:

l. How do women living in poverty define health?

2. Do these women practise behaviors that they define in terms of health?

3. What are the values that underpin the behaviors related to health maintenance?

4. Do these women see themselves as responsible for their own health?

5. Do these women perceive barriers to doing what they think is important in terms of

health?

6. What facilitates the achievement of their own sense of health?
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Conceptual Framework

A research project concerning women's experiences and thoughts, drawing on

\ryomen as participants, and conducted by a woman should, of its essence, spring from a

feminist theoretical basis. The fit seems abundantly obvious and consequently principles of

feminist theory were used to delimit the scope of inquiry, provide the raison d'etre for the

problem itself and inform the methodology as well.

In the literature, four perspectives of feminist theory emerge: liberal feminism,

Marxist/socialist feminism, radical feminism (encompassing ecofeminism) and

contemporary or poststructural feminism (Cook & Fonow, 1986; Donovan, 1985; Gray,

Pratt & Lawler, 1995). Any attempts to distill theoretical essences are prefaced by a

warning that the exercise itself is contrary to feminist thought generally (Cheek & Rudge,

1995; Cook & Fonow, 1986;Donovan,1992). Acknowledging this concern, the following

main ideas of feminist theory appear ubiquitous in the feminist literature and are

particularly supportive of this project (Love, Jackson, Edwards et al, 1997).

First and foremost, gender (as a construct versus sex as biology) is, and should be

recognized as a basic and pervasive feature of everyday life and the prism through which

the world is viewed. Gender permeates and pervades every aspect of every day and must

be attended to continuously and consciously in attempts to know and understand the lived

reality (Cook & Fonow, 1986;Meleis, 1991).

Secondly, the goal or application of all feminist theorizing is consciousness-raising.

In the context of this research project, this encompasses a process of transformation or

awakening for researcher, participant and reader of the research. The identified agenda is

to increase a\ryareness generally of the integral role of gender in the understanding of our
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experiences, relationships, and social systems (Cheek & Rudge, i995; Cook & Fonow,

1986; Meleis, 1991). What is hoped for, is that participant and researcher together will

come to a new understanding of the context and concept of health as is defined by the

experience of a woman living in situations of poverty.

Thirdly, the notion that it is possible (and useful) to separate the subjective and

objective world is refuted and replaced by belief that truths are multiple, contextual and

the knower and the known are of the same world. The assumption that the world is

personal and disciplinary and value-laden is key to any theory of feminism. The very idea

of the notion of 'all women' detracts from the tenet of truth being personal and contextual

and therefore attempts to have theory encompass or generalize for the entire female

population are contrary to the theory (Cook & Fonow, 1986; Meleis, 1991). Feminist

theory enables women to put aside the distinction of the knower and the known and grasp

a collective reality from within (Cheek & Rudge, 1995). What are sought are glimpses of

the infinite faces of small 't' truths about health in the lives of the participants.

Fourthly, feminist theory recognizes and names the oppression of women within

society and postulates that strategies to inform, educate and empower women are essential

to any feminist view point. The emphasis of knowing the world is on the transformation of

it. The ethics of feminist pursuit must pass the scrutiny of the feminist vision of freedom

and not detract from this mission (Donovan, 1992; Webb, 1993). Part of this vision is a

respect for differences and a validation of the diverse realities of women.

The ethnographic method can be well informed by feminist theory in that

anthropology of the 1990's is characterizedby opportunities given to women to be heard,

to be understood and to speak (Cole & Phillips, 1995). Feminist ethnography places the



experiences of women front and center, privileging the voice of everyday. The

ethnographic method is also about felt experience, the localworld or social reality of a

particular group (Kleinman, 1992).

Seeking to hear, understand, and articulate the experiences of health from a

number of women was a project born of a reahzation that the stories of women are

generally in need of a forum. In addition, it is common knowledge that the present

understanding and definitions of health originated in theories and experiments on men by

men. It is thought that reflection on the everyday interpretations of women may shed some

light on how health is experienced, defined and pursued in the everyday. To further

prescribe the situation of the participants in this inquiry as one of poverty links two

marginalized entities and places their experiences front and center. Feminists subscribe to

the notion that everyone is more or less a product of their life context. Focusing on the

voice of women as heard through the filter of their everyday world would help to

articulate the knowledee borne in their social realitv.

Situating the focus of inquiry on the experiences of women in poverty and

acknowledging that truth is contextual and conveyed in the language of the everyday, a

second theoretical framework suitably addresses the logistics of how women come to see

and identify their own realities. This sociological theory not only speaks to feminist beliefs,

but is linked to Lincoln and Guba's thinking regarding personal perception as reality

(Lincoln & Guba, 1985). This conceptual framework is Berger and Luckmann's (1967)

social construction of realitv.

There are four components to this theory. The first aspect states that the

knowledge that guides everyday life is a social construction (Berger and Luckmann,
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1967) This means that commonsense reality is given its meaning by the experience of the

group apprehending that reality. Events, circumstances, and concepts derive their

definition and value from the social group in which they exist and not from some innate,

objective truth. An example of this may be the definition of remote. To someone in New

York City, remote may conjure up images of farm land in Manitoba. To a Manitoban,

Sable Island may represent the quintessential picture of remote. Perception of this word is

different depending on the everyday circumstance of the person defining it.

The second aspect of the theory suggests that this everyday world is one that is

shared by others who interact and communicate with each other in the same group.

Certain sectors of the population will, for example, place a value on dental health. These

people will adhere to the twice ayear check up and cleaning regime dentists recommend

and will do so for their families as well. Other groups will not see value in dental health

and not set aside money or make provision for these preventative measures, despite

possessing both the time and the financial resources. A third group may value dental health

but cannot afford the surveillance required.

The role of language is the third aspect of the theory. "An understanding of

language is thus essential for any understanding of the reality of everyday life" (Berger and

Luckmann, 1967,39) as meanings of reality are comrnunicated by the sign of language.

Therefore, not only are the experiences of everyday different for different groups, but the

communication of those meanings will vary group to group.

The final aspect of the theory deals with the perpetuation of group values by means

of primary and secondary socialization. Prìmary socialization is the first encounter with the

everyday world and the meanings and values absorbed in that here and now tend to
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persist, despite secondary efforts to change or resocialize. Children's socialization is at the

mercy of their parents for the most part, and the parents' world is TIIE world for the child

- it is the one world, taken-for-granted reality and one that is deeply rooted in the

unconscious (Berger and Luckmann, 1966). Certainly other forces are at work in the

process of socialization such as the mass media and peer group pressure for example.

These external factors cannot be underestimated in terms of their power to inform and

convert. In essence, what the theory suggests is that human kind constructs itself in the

spaces and places where life is lived day to day. For the purposes of this study, the way in

which women view and uphold their beließ about health in the everyday is the focus of

inquiry.

It is the intersubjective world that is continually being shared with others and

although others' perspectives will not be identical to one's own, a cornmon language

grounded in everyday serves to bridge the differences between our experiences. The

knowledge and language of everyday have their origins in face to face encounters and

provide the avenues for sharing the common reality. V/hat is known and internalized about

the self and reality is a social enterprise. "It goes without saying, then that the...self cannot

be adequately understood apart from the particular social context in which they were

shaped" (Berger & Luckmann, 1966, p 50)

It is apparent why this theory guides the research in this project, as the domain of

inquiry is health and like all of reality, it will take its meaning and direction from the

everyday situation of the group. Ideas related to health are perpetuated by the socialization

of one generation after another and communicated by way of spoken and unspoken

language. It is clear that hearing and understanding the everyday reality of health of
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women living in poverty would be absolutely crucial in order to work with them as

partners in the pursuit and maintenance of their health as they understand it.

That ideas and knowledge are fundamentally ordained by the human groups in

which they are produced is a capsule summary of the notion of the social construction of

reality. Feminist theory is at one with the concept of multiple constructed realities as it is

felt that women come to an awareness and knowledge of their worlds through interactions

within those worlds and with the hope of appreciating, affrming and sharing that

understanding.

Summary

Despite an increased interest, expressed by governments and academics alike, in

understanding women's health from within the context of everyday, there has been little in

the way of qualitative research in this regard. Lip service has been given to looking at the

social production of health as it is borne in situations of poverty for women. Our

understanding of health is still removed from the every day experiences and context of life

for women living in poverty.
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Chapter 2

Literature Review

"The world...(is) ...guided oniy by the masculine ha[ by masculine means,

for masculine meanings alone. And as a resr¡lt, the world walks on one leg
and sees with one eye and thinks with orúy one-half of the human brain."

Joan Chittister (1990b, p.5)

Introduction

The literature review encompasses three topic areas. health, women and health,

and women and poverty.

Health

As with so many words in the English language, health represents a construct that

at once would seem to be commonplace and yet often misunderstood, misused and

unclear. Webster (1992) talks about health in terms of soundness of an organism; at best a

vague reference to the dynamic condition of biopsychosocial well being and absence of

disease and abnormality described in Anderson, Anderson and Glanze (1996). The

Government of Canada, as well as the Government of Manitoba, informed by the World

Health Organtzatíon's (WHO) definition, look at health as an essential aspect, a resource

for everyday life, enabling people to deal with and make choices about their own ideas

about health. Health encompasses functional abilities and personal and social assets

(Health and Welfare Canada, 1986; Manitoba Health, 1997).

The literature on health appears to present itself from two distinct sources: medical

or academic viewpoints and lay perspectives. Pender (1990) describes these points of view

as the etic and emic observations respectively. Traditionally, the view of health has been
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the etic perspective: health care professionals and academics involved in theorizing about

the nature of health. There exists much diversity in the rhetoric concerning the etic

definitions of health as well as some comlnon ground'

From the nursing theorists' discussions about the concept of health emerge themes

concerning health as a dynamic, personal commitment, multidimensional actualization of

potential, a relative, process-based energy, and a type of orientation toward life in general.

Although the many images of health differ amongst theorists, consensus appears to occur

around the facet of health as state or process of a whole person, existing apart from the

presence of disease (Woods, Laffrey, Duffy, Lentz, Mitchell, Taylor, & Cowan, 1988)'

From nursing's earliest beginnings, it can be seen that the concept of health was

centralto the core of what nursing concerned itself. Nightingale (1969) emphasized the

relationship of health to the environment in which the person found themselves. Peplau

(Ig5Z), as did Roy (1976), King (1981) and Orem (1985), stressed the dynamic evolving

narure of health or well-being. Orlando (1961), Henderson (1966) and Wiedenbach (1984)

related health to need fulfillment (Woods et al, 1988).

Some nursing authors, namely Levine (1973), Johnson (1980) and Hall (1966)

emphasized the positive aspects of health as the balance of an integrated whole. The

concept of health as a dynamic process in which people participate in the course of

becoming, a sense of wholeness in continuous interaction, is espoused by Rogers (1970),

paterson and Zderad (I976),1ùy'atson (1985) and Newman (1986) (Jones & Meleis, 1993;

Woods, 1988).

There exists a cornmon element in many nursing models of health and that is the

theme of the individual's role in capturing health; the idea of health as a matter of personal
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consideration ( Meleis, 1990). What this suggests is that for all peoples, the choices to be

made in pursuit of health are available and possible. Healthy choices are simply not

accessible to all in the population. Meleis suggests that in addition to the personal situation

and commitment so often described, there exists the social dimension in which the person

dwells that defines for the individual what their particular view of health will be.

Affordable, clean, safe food, water and housing are a few essentials in the equation of

health that are sadly lacking for the people living in poverty. For marginalized and

disenfranchised people, the assumption of health as being simply a personal matter is not

valid (Huch, 1991; Jones & Meleis, 1993). It is akin to victim blaming.

What the aforementioned definitions of health ignore, in addition to the social

nature of the production of health, are the vital influences of gender and culture. Nursing's

interpretations of health are all-inclusive, global and academic. While collectively, they do

address the notion of health as'becoming'and'wholeness', they are'etic' and not

research-based. What is required to inform apractical knowledge of health, as it is

understood and lived by people within the context of their local worlds, is to have the

ideas validated and brought to life by the details of real people in the real world.

Canadians have participated in two health promotion surveys over the past twelve

years (one in 1985 and another in 1990) to aid in the identification and definition of key

health behaviors, beliefs, attitudes and knowledge of the population. Survey topics

included items regarding: selÊrated health status, beließ and supports for health, social

relationships, workers' health, environment, smoking, alcohol and drug use, nutrition,

exercise, heart disease prevention, women's cancer prevention, injury control and safety,

sexual health and STD prevention, dental health practices and health behaviors and
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intentions The results focused on what Canadians believed about their own health, what

they thought would contribute to improving that state, and if they were active in reducing

the incidence of disease and injury for themselves (Stephens & Graham, 1993).

Self reports of health as "poor" or "fair" in Canada's Surveys parallel the results of

similar surveys in the United States and indicate the same percentages in both 1985 and

1990. Stress levels and proportions of people considered overweight increased in the 5

years between the 1985 and 1990 surveys. During the same time period, smoking and

daily consumption of alcohol and physical activity declined, as did driving after drinking

(Schoenborn, 1993). What this meant overall in the 1990 survey, was that although more

women than men had taken some action to improve their overall health, more men than

women were able to claim an overall healthv lifestvle when considerine some 14 health

practises (Feather & Green, 1993)

The emic view is underrepresented in the literature (Colantonio, 1988). Health

professionals have taken the paternalistic view of knowing what is best for clients and

have superimposed their ideas, beliefs and values so as to represent the populous (Stern,

1986) Hence, few studies exist that delve into the perceptions the public holds about

health. The most notable and perhaps one of the first, was Herzlich's 1973 study of

professional and middle-class Parisians on lay perceptions of health. It revealed a notion of

health which came from within, and had three dimensions: the absence of illness,

possession of a functional capacity, and a positive state of equilibrium (Blaxter, 1990).

Colantino conducted a pilot study to investigate lay conceptions of health in an

adult population. Using open ended questions regarding health, Colantonio's sampled 100

adults from Connecticut. Seven categories of health concepts surfaced in the content
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analysis of interviews: being fit, feeling well, good health behaviors, looking well, and

environmental concerns such as clean air, having money and friends. There appeared to be

significant differences in the concepts accorded to health, relative to the socioeconomic

status of the respondent. For instance, positive notions such as vitality were listed by those

of higher socioeconomic status, whereas the absence of illness was more likely to be noted

by those of lower socioeconomic status. However, no diffferences were revealed between

men's and women's health perceptions (Colantonio, 1988).

D'Houtaud's work in France is the most extensive study to date on lay concepts of

health (D'Houtaud & Field, 1986). Participants were asked to give a "yes" or "no"

response to definitions or themes listed under two questions; where does health come

from and what is health? These items were gleaned from the content analysis of previous

research by the same investigator. Responses to the question dealing with the derivation of

health, from more than half of the 11,011 participants, suggested that it was the social

environment (i.e., hygiene and working/living conditions) on which the state of human

health depends. The idea that health is somehow related to the social environment and

deals with a sense of wholeness or togetherness is shared by some nursing theorists

(Woods et al, 1988). To the question of "what is health", to feel well in one's skin, to not

be aware of one's body and to be at the top of one's form, account for more than a third

of the choices made (D'Houtaud & Field, 1986). Although roughly half of the participants

were women, gender differences were not identified. That well-being is the result of

personal commitment and choice is not heard in the survey.

A British Health and Lifestyle Survey was undertaken in 198415 (at about the same

time as D'Houtaud's work was being conducted), involving 9003 subjects from the



t6

population of England, Scotland and Wales. The survey included items related to health,

lifestyle, fitness, attitudes towards health and health-related behaviors such as diet,

exercise, smoking and alcohol consumption (Blaxter, 1990). In part, participants were

asked to respond to two open-ended questions, one dealing with their thoughts about

someone they knew as healthy and the second one dealing with their thoughts about

themselves when healthy. In describing others, participants talked about never being ill,

physical fitness, functional capabilities, psychological fitness, leading a healthy life and

being in good health for their age. When describing themselves, respondents mentioned

lack of disease, physical fitness or energy and functional and psychological fitness. Some

of the closed-ended items dealt with information regarding disease/disability, fitness,

psycho-social health, social integration, perceived social support and specific behaviors

such as smoking, exercise, diet, and alcohol consumption (Blaxter, 1990). With respect to

class, another finding indicated that middle-class participants were more likely to conceive

of health in positive, expressive terms. Working class people talked about negative,

instrumental ideas of health and the lower the social class of the participant, the worse the

subjective and objective ranking that was given to individual's health (Blaxter, 1990).

Clear gender differences were reflected in women of all ages, expressing health as a much

more multi-dimensional concept than men and including social relationships as an integral

part of health. These findings reiterate the conclusions of Herzlich's work (Blaxter,

1eeO).

Whereas the etic view of health appears to stress a personal commitment to

enhancing a dynamic energy that utilizes a multidimensional approach to actualizing

infinite potentials, the emic posture focuses on avoiding illness, maintaining a functional
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capacity and an overall sense of well-being and fitness. Nursing theorists' definition would

seem abstract in the extreme and rather quixotic and visiona ry Layperceptions on the

other hand are rooted in the knowledge and experience of everyday.

Women's Health

The health of women has of late taken on increasing dimensions, as international

concern for the well-being of the world's \ryomen has become an issue for study. Over the

past twenty years, this has translated into an outpouring of literature on and an increased

interest in women's health by governments and researchers (Barroso, 1994;Dan,1994;

Roberts, 1992). Authors refer to the women's health movement, which apparently began

in the early seventies with an information seeking and sharing goal, moving rapidly to a

selÊhelp focus. The movement promoted the concept of knowing one's body and from

there branched into a perspective of reclaiming aspects of health from the grips of

medicine; this in turn leading to the establishment of women's health clinics. The physical

health interest broadened to include the area of mental health and has now moved the

agenda into the political arena (McDonnell & Valverde, 1985; Stacey, 1985; Tudiver,

1994;Trypuc, 7994).

It is not uncommon when addressing women's ( as well as men's) health that the

following three facets are the focus of the discussion: mortality, morbidity and

preventative health behaviors (Verbrugge, 1985). The entire range of concerns touches on

illness, disease, sickness, wellness, and activities that prevent, diagnose, heal, care and

cure (Lewin & Olesen, 1985) The trends in mortality, looking at both developing and

developed countries, show a steady increase in the life expectancy for women since the

early 1900's to a present day figure of 83 years Morbidity statistics show women to
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experience more chronic illness than men (Dennerstein, i995;

FederalÆrovinciaUTerritorialWorking Group on Women's Health, 1990, Kane,lgg7,

Leslie & Swider, 1982)

The interpretation of the British Blaxter health survey of 1990, is support of the

aforementioned trend of women living longer than men, having a greater prevalence of

self-reported illness conditions, and using health care services with greater frequency

(Dennerstein, 1995). The survey emphasized that women were more likely to include

social relationships as an influence on health and cited psychologic fitness as the main

indicator of health. Walters (1994) concluded that women saw personal behavior and

interactional circumstances as major contributors to disease.

The interest in women's health has also been spurred on by the growing

recognition that much of research and current practice in health and medical care has been

based on the male perspective (Kettel,7996;NationalForum on Health, 1997). For

decades, women were excluded from participating in medical research and yet the results

of that same research were generalized to women (Dan, 1994; Kaufert, 1988). Women

represent over half of Canada's population, yet as little as three to five percent of

Canadian medical research funding is devoted to women (Linton, 1,996). Meleis suggests

conceptualizing health without the research on and the views from women, renders any

and all discussions to nothing more than the level of a cliché (Meleis, 1990).

Prior to the 1 970' s, the maj ority of articles in the professional j ournals dealing with

woman's health spoke primarily to childbearing, fertility and disease @an, 1994;

Koblinsþ, campbell & Harlow, 1993; Leslie,1992;Walters, 1994; Woods, 1982).

Women's health meant reproductive health. The issues raised in the more recent literature
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of the past 25 years include: reproductive - menstruation, pregnancy, infertility (Graham &

Oakley, 1986), child birth and menopause (Kaufert, 1998; Kaufert & Gilbert, 1987)

sexually transmitted infections (Statistics Canada, 1995): mental health - depression and

anxiety, substance use, addiction and eating disorders; chronic illnesses - osteoporosis and

fatigue; active living; violence against women - incest, harassment, pornography;

occupational and environmental impacts; female cancers such as breast, uterine and ovary,

(Statistics Canada, 1995; Federal./ProvinciaUTerritorial Working Group on Women's

Health. 1990)

Several studies examining women's social and health priority concerns (the emic

view), from an experiential and theoretical point of view, identified the following as major

points of disquiet. fatigue, stress, anxiety, being overweight and specific disease processes

namely breast cancer and heart disease (Walters, 1994). However, over 70o/o of research

allocated to women deals with pregnancy, reproductive cancers and infections, while a

mere sixteen percent is directed at the social and mental health components (National

Forum on Health, 1997. Weisensee, 1986).

Three studies have focused on health from the woman's perspective. An

assessment of women's health needs was undertaken in Australia in 1984 - 1985. One

hundred and fifty-seven women were interviewed using open-ended questions as to their

impressions of the most pressing health or social issues facing Australian women. The

results indicated that the issues about which they worried or had experienced, were

fatigue, anxiety, being overweight and stress. The authors concluded from the data, that

women's own priorities did not resemble public health efforts in health promotion in the

least (Redman, Hennrikus, Bowman & Sanson-Fisher, 1988). The focus remains on a
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perspective.

The next study was part of a larger study on perimenstrual symptoms and included

528 women of multiple ethnic groups from northwestern United States. The respondents

were asked a single open-ended question about the meaning of health to them. Three

categories emerged: "negating" images denoting the absence of signs of illness; "being"

images representing desirable attributes and "doing" images identifying health related

activities such as exercise. The variety of the images of health from this study is

remarkable. Some of the images emerging from the "being" and "doing" categories such

as role performance, adaptive, exuberant well-being, practicing healthy ways and fitness

are reflective of the author's assertion that each person's health can be known only

through hearing a personal description (Woods et al, 1988).

Walters (1992) interviewed 356 women to determine their views on health

problem priorities for Canadian women and for them personally. The list of most frequent

experiences is extensive, but the most frequently reported concerns as being among the

three main health problems (in order of percent reporting) were stress, arthritis, being

overweight, back problems, headaches and blood pressure. Among the most frequently

cited worries were road accidents, breast cancer, being overweight, stress and arthritis

(Walters, 1992). For these womeq health primarily meant avoiding illness and injury

The Health Promotion Surveys in Canada (1985 and 1990) both analyzed data

from a gender and socio-economic perspective. The Active Health Report on'Women

(1988), which followed the 1985 Survey, reported that while women in Canada rated their

own health highly, they reported a high incidence of activity-limiting health problems. The
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1993 analysis of the 1990 Survey looked at gender differences in health status, health

behaviors, health knowledge and attitudes. It would appear from that report, that women

have a health advantage over men when socioeconomic differences are controlled for

(Ferrence, 1993). When economic disadvantage was coupled with gender, it was found

that poor and very poor women were much less likely to rate their health as good or

excellent. This finding was reiterated in the 1993 analysis in that poor people have the

lowest selÊrated health reports and rich people have the highest @4anga, 1993).

Special groups of women within society have been singled out for study. There

have been studies on the health of immigrant women and women of color (Anderson,

1996, Currer, 1986, Dion Stout,1996). Studies on the health and health practices of

homeless women, Aboriginal women (Dion Stout, 1996), and women from around the

world (Whelehan, 1988) are also in evidence in the literature.

Although studies with a health focus can be found in the literature, much of the

research to date reflects an illness perspective, even though the title may suggest health.

Investigators and theorists are still attempting to understand health and women's health

from perspectives on worries and concerns about and deviations from health, as opposed

to concentrating on what is health, how is it lived, how is it maintained and achieved. The

emic view is sorely underrepresented and when solicited, the questions asked more often

illicit ideas about health problems or illnesses.

There is ample evidence that suggests women base their impressions of reality in

the context of every day, with respect for the contingent order of life @onovan, 1992) It

is the connectedness of women's knowledge and experience of health, specifically as it

occurs in the local worlds and everyday lives of economically disadvantaged women, that
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this project explicated

Women and Povert]¡

On a global scale, it is estimated that two out of three women live in poverty

(Jacobson, 1993; Smyke, 1991). Statistics Canada (1995) reports that women aged l5 and

over, in this country, generally have lower incomes than men, make up more than half of

the population with low incomes, and head more lone-parent families with low incomes.

The disproportionate representation of women among these numbers, increasing over the

past few decades, has led scholars and human rights organizations to paint the face of the

poor as a woman and explicate the feminization of poverty (Harman,1992; Mahowald,

1993; Paltiel, 1988). More women than men are poor, women own fewer goods and less

property, work longer hours and earn less than men, poor women stay poorer longer and

women are the prime beneficiaries of social welfare programs (Kettel, 1996; McBarnette,

1988; wilson, 1988). From the Health Promotion Survey of 1985, rwo trends were

apparent: women reporting "fair" or "poor" health decrease in numbers as income

increase, and the percentage of women reporting "excellent" or "good" health increases

with income level (Health and Welfare Canada, 1988, McBarnette, 1988 ).

When discussing poverty, it is necessary, although difficult, to define poverty.

What is clear is that poverty is a relative concept. It is comparative by its very nature.

Calculations of poverty levels are configured in a number of different ways, but a common

low income designation bases its calculations on family size, basic nutritional

requirements, cost of food, and the proportion of household income spent on food

(Statistics Canada, 1992).

Canadian poverty statistic calculations do not describe a poverty line but instead



refer to low income cut-offlevels. These low income cut-offs represent strata of gross

income wherein people spend disproportionate amounts of money on the essentials of life,

namely food, shelter and clothing (National Council of Welfare, 1996) For a family of

four in 1993, the range of the cut-offincomes extends from $31,017 in a large urban area,

to $21 ,435 in a rural setting (Statistics Canada,1995). Regardless of the exact income,

when looking for the effects of financial impoverishment, those individuals and families

finding themselves in the lowest income bracket or level in a country represent poverty in

that context irregardless of formal govemment designations of proclamations.

There is ample evidence to show that there is a link between financial resources

and health (Evans and Stoddard,7997; Morton & Loos, 1995) More often than not,

socioeconomic status is the umbrella under which income levels are considered, along with

educational and employment status. To suggest the interplay of these factors is not a

complex one would be naive, but it is felt that income is the most straightforward indicator

of socioeconomic status within society (f{elson, 1994). Poverty implies low

socioeconomic levels and therefore identifying economic impoverishment as a health risk

is perhaps the key issue, despite confounding factors such as ethnicity, age, education and

gender $Jelson, 1994).

The connection between health and financial impoverishment is one of increased

risk of experiencing poor health (McBarnette, 1988; Morris, 1992; Reutter,1995; Wilson,

1988). Simply stated, all major diseases affect the poor more than the rich. The

conceptual links made between income and health may fall into one of the tkee following

groups: access to medical care, individual behavior and lifestyle, and physical and social

environmental effects within the broader context (Nelson, 1994). The documentation of
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the effects of poverty on health relates to insufficient diet, unclean overcrowded housing

conditions, unsanitary water supply, dangerous neighbourhoods and insufficient clothes

(Moccia & Mason, 1986). The poor have less income to spend on food, housing, clothing

and shelter (Jacobson, 1993). Furthermore, some of the problems in Canada related to

access to medical care and personal behavior are underscored by the values and

perceptions constructed in an atmosphere and environment of financial deprivation. This

perspective is supported by the theoretical context of this study as described in Chapter

One which identifies the social context as the breeding ground for individual's notions of

health.

Critique of the Literature

There is limited qualitative data on the experience of health for women in the

context of their every day life. Knowledge and understanding about the meanings of health

and health defining behaviors and values are also lacking (Conway-Welch, C., Fogel, C.,

Holm, K., Killien, M., Marion, L., lr{cBride, A., Shaver, J., and Simms. L., Swanson, K.,

Taylor, D., Woods, N., 1997;Dennerstein, L., 1995; Stern, 1986). Women's knowledge

about health, embedded in the experience of everyday warrants research (Kaufert, 1988;

Oakley, 1993). There is not sufficient qualitative research that allows women's own

perspectives to be heard directly Qtlational Forum on Health, 1997). It is necessary to

understand how women define and experience health and what meanings they ascribe to

the experiences. The definition of health needs to move beyond professional

intellectualization into the realm of the lay perception (Pender, 1990). As was evident in

the literature on health, in the realm of women's health, there exists much more

professional or etic views and little emphasis on lay or emic perspectives (Walters, 1994).
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context of their lives, is a current theme as of late. Health care professionals have defined,

dealt with and treated what they regarded as health concerns and problems for women and

not been attentive to the stories of everyday women (Dan, 1994;Dan, Jonikas & Ford,

1994; Oakley,7993; Phillips, 1995; Walters, 1994). Research into women's health has

ignored the questions of power, value, resource, beließ, and attitudes @an, 1994; Trypuc,

1ee4),

Almost without fail, the topic of women's health in the literature either translates

into a litany of illness-related statistics or a discussion of health care services. Textbooks

on women's health deal with medical definitions of disease and disability. The meanings

of health for women are missing (Dennerstein, 1995). The National Forum on Health

(1997) speculates inattention to women's health issues is predicated upon the assertion

that since women live longer, men's concerns are more urgent and therefore should usurp

research priorities and health policy direction.

More research is needed in the area of health definition and values. There remain

many gaps in our understanding of the social production and meaning of women's health.

(Feather & Green, 1993;walters, Lenton & Mckeary, 1995). Problems identified by

women are seldom validated in any way. Their perceptions are dismissed by health care

policy makers and quantitative researchers as subjective and suspect. Researchers would

be wise to locate the health experiences of women within the social structure and context

of the women's lives so as to capture the truth of the matter as it is lived every day

(Walters, Lenton & Mckeary, 1995).

There is little research as to how impoverished people define health, and manage
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their lives and their interactions with the physical and social environments in which they

find themselves, as they strive to meet their everyday needs (Moccia & Mason, 1986).

What we do know is that the traditional prerequisites for health (i.e. sufficient and

adequate food, shelter and clothing) are absent (Stewart, 1990). An emphasis on health,

as simply individual's choice, more or less blames the poor for being poor and calls health

care professionals to the rescue (Stumpfl 1983).

There have been two health promotion surveys conducted in Canada over the past

fourteen years and the verdict suggests that they spoke more to issues of illness and illness

behaviors than experiences of health. The questions and categories of information, restrict,

instead of enhance an understanding of health both for men and for women (Dennerstein,

1995; Oakley, 1993). Analysis of the results of the 1990 survey concludes that the items

in the survey are a diverse collection of indicators of health behaviors and self perceptions

which lay no claim to being a generally useful measure of health. Practices, thought of as

healthy, simply because they reduce or avoid illness or disease risks, were canvassed

(Feather & Green, 1993). If the conceptualization of health is to be congruent with the

experience of the everyday, investigations of groups underrepresented to date need to be a

priority. Experiences of health can onlybeunderstood inthe context of the every day, in

the voice of the people in their own words (Meleis, 1990). The intent of this project,

therefore, was not to pigeonhole the health behaviors, values, and practices of poor

women, but to provide a venue for their articulation by poor women. If the lay person's

voice remains silent and the health professionals and academics continue to articulate their

version of health definitions, poor women will continue to be unhealthy and poor

(Colantonio, 1988)
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Summarv

Although recent attempts have been made to elucidate the emic view or lay

perceptions of health from women, still much of what is examined when talking about

health has more to do with illness and disease. And as the numbers of women living in

poverty rise in times of economic restraint and crisis, an understanding of the meaning and

context of women's situations of health retains its salience and urgency.
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Chapter 3

Methodology

"As long as one soul remains who can tell the story...it will be enough."

Clarissa Pinkola Estes (1993. p. 30)

Introduction

The choice of a qualitative study design flowed easily from the feminist theoretical

perspective. The characteristics of naturalist inquiry reflect feminist thought: realities are

multiple and constructed, the knower and the known are interactive and inseparable,

context and time bound hypotheses are the paradigm's sole claim to generalizability, cause

and effect are in continuous interaction, and all investigation is value bound (Lincoln &

Guba, 1985).

Feminist Methodology

It is apparent in reading the literature on feminist methodology that multiple

definitions, explanations, and understandings of what constitutes this methodology exist.

Each discipline, be it sociology, psychology or anthropology has incorporated various

ideas of the dimensions of feminist methodology. The concept as interpreted by Cook and

Fonow (1986) encompasses epistemological assumptions about different ways of knowing

as well as practises or strategies utilized in the understanding of women's issues or life

circumstances. The following are the overarching principles that encompass the main

stream of feminist thought in sociological inquiry.

This project embraces several principles of feminist methodology by its very

definition. Firstly, in attending to women's stories about health, the pervasive influence of
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gender as a basic fact of life is acknowledged. The intent was to capture and validate the

personal world as lived by the women participants. This focus also served to recognize a

prior fact of investigation that used male subjects and generated information about human

behavior, thereby ignoring the gender aspect of the equation (Cook & Fonow, 1986)

Secondly, focusing the investigation into understanding of the experience of health

in women's everyday life incorporates the concept of consciousness-raising That the

investigator is a feminist woman permitted the deliberate integration of the personal

experience of being woman into the research process itself (Cook & Fonow, 1986) The

class position of the investigator can simply be acknowledged as privileged. It cannot be

set aside. Engaged in articulating their experiences of health, the participants developed a

new awareness of their everyday reality and their experiences were affirmed. The idea of

knowledge for change rests at the very heart of consciousness-raising (Cheek & Rudge,

1 ees).

In selecting the ethnographic approach to qualitative investigation adherence to the

third principle of feminist methodology was evidenced in that subject/object dichotomy

was rejected in favour of researcher as instrument and implementation of an interactive

interview format. Ideally, there is no deliberate separation between the knower and the

known. Rather, there is a conscious link between them (Cook & Fonow, 1986). Within

the context of my study, there were factors that set the knower and the known apart. In

addition to the recognition of my position of privilege, I recognized the tension between

my need for the women's participation, my agenda, and their need to cancel interviews or

abbreviate the number of interviews in total. It was also evident at times, that my use of

the English language was too esoteric and I struggled to rephrase questions in a more
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understandable fashion, so as to elicit the kind of information I came to hear.

The ethical considerations of the research process itself situated this project within

the feminist methodology. Had a participant requested assistance, I was committed to

attend to the participant's need. If I had perceived an urgent participant need, it would

have been attended to within the context ofthe interview. That the possibility of need

arising had been anticipated constitutes awareness of the methodology (Cook & Fonow,

1e86)

The final perspective on feminist methodology emphasizes empowerrnent and

transformation. Research that is about poor women and for poor women, can provide a

vision for the future and therefore be used to transform a sexist society (Cook & Fonow,

1986) Providing women with the opportunity to think about their lives, to view

themselves in a new way can be a stepping stone to change. Consciousness raising,

however, could also be a risk to some, as more selÊknowledge can lead to despair when

the distance between reality and possibility is not within reach. The consequences cannot

be known with any certainty

Research Desisn

The overall plan or blueprint for arriving at answers to the research questions is

known as the research design (Polit & Hungler, 1991). The manner in which the research

questions are addressed should spring naturally from the purpose of the study. The very

characteristics of quantitative methods, namely reduction, objectivity, and manipulation,

are not gerrnane to the intent of this project. In looking at the experience of health in

women's lives, only a qualitative method can capture the unique and authentic character of

the data. Specifically, the ethnographic approach seemed the most likely and logical
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choice.

The ethnographic approach has as one of its goals the explication of implicit

aspects of culture however that culture may define itself. The understanding of what

women do, say, and believe about their health can be explored by ethnographic means.

The essential core of the method is extracting the meanings in actions and events of the

group in questions (Streubert & Carpenter, 1995). Ethnography should be about felt

experience within the context of a local world, in an interpersonal, transactional, social

sense (Kleirunan, 1992).

Leininger (1985) discusses two types of ethnographies of interest to nursing: the

mini ethnography and the maxi ethnography. The mini ethnography is a small-scale study,

focused on a particular aspect or domain of inquiry and best reflects the nature of the

present study. Kleinman (1992) suggests that health-oriented ethnographies have an

advantage of being higltly focused in the examination of a very particular slice of life in the

local world examined. The goal is to come to women where they live. It was a

particularly good fit for the questions posed and the feminist theory supporting structure,

as both seek to understand the view and detail the experiences and lives of the participant,

specifically women.

It is suggested that ethnography is of particular benefit when little is known in an

area of interest, when a broad perspective of a concept is desired, when the questions

asked are relatively new ones, when meanings in context are pursued and when detailed,

in-depth descriptions are important (I-eininger, 1985). The literature review revealed little

of women's own perspectives and conceptions of health. What has been attributed to

women has likely been generated by men from extrapolations of information on men. The
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gap in "insider information" noted in the literature critique is most aptly addressed by a

mini or focused ethnography, as it is a method designed to elicit the emic view. Of the

primary reasons for selecting ethnography as a research approach, documenting alternative

realities and understanding human behavior apply particularly well to this project (Streuber

& Carpenter, 1995).

The Sample

A purposive sample of five to seven women f¡om a class of sponsored students at

a local school was solicited. These women were recruited from a group of financially

impoverished students selected for acceptance into local school programs. In naturalistic

inquiry, it is not the sample size but the provision of new information to the point of

diminishing returns, accomplished through multiple interviews, that is significant (Lincoln

& Guba, 1985). In fact, this held true for my study. By the time of the final interviews with

each woman, I was not hearing anything I had not already heard, and similarities among

the ideas about health were evident.

Criteria for Particinants

Participants were recruited from a class of approúmately forty-five school

preparation students who.

1. spoke English

2. were women

3. volunteered to be interviewed

4. were wholly supported because of dire financial need by an outside funder

5. were willing to be interviewed in their homes, and

6. were non-nursins students
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The Setting

The interviews were conducted in the homes of four of the six women. It was

important that the entire context of the information gathering sessions be a participant's

choice so as to be able to appreciate the effect of one's personal context (Lincoln &

Guba, 1985) What rhis meant for me was that I should afford my participants the choice

of venue for the interviews and hope that some of the women opened up the doors of their

home to me, in order that I might have the experience of being where they live.

Recruitment of Participants

A letter was read by a colleague (a fellow teacher at the school) describing not

only the project, but also the right of individuals to participate or not. The nature of the

inquiry, the provision of a stipend at the completion of the required number of interviews,

the expectations of the researcher and the way in which the researcher might be contacted

were all outlined in the letter. A copy of this letter was then distributed to all women in

the class (see Appendix B).

Had this initial request for participants been successful in obtaining only one

participant, a snowball sampling technique would have been applied, with the hope that

the one participant would be able to assist in securing other women to participate.

A third plan for recruitment, should the first two prove unsuccessful, was to

distribute a letter to women accessing Provincial or Municipal Social Assistance or

Winnipeg Harvest food banks. Although it is acknowledged that these avenues would

present major problems of access, there appeared to be no further venue for pursuit of

participants.

The final sample consisted of two women who responded to the initial recruitment
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attempt, two women from employing the snowball technique with one of the initial

participants, and two women from another school class, four months after the process

began.

Data Collection

Four one hour semi-structured interviews were conducted with four of the

participants and three one hour interviews were conducted with the final two participants.

The first four participants were interviewed in their homes over a five to eight week

period. The last two participants were interviewed th¡ee times each at a local school over

a 5 week period. The first interview was more general in nature than the subsequent ones

in each case and the presumption was borne out that the later interviews would be more

focused. An initial open-ended statement such as "Tell me about your life" was the

approach initially, and as the participant's story unfolded, it served as structure (May,

1989) This is known as a grand tour question and was useful in generating a broad

picture of the participant's world (Fetterman, 1989). The total number of interviews was

to fall into the range of 20 to 35, depending on when a sound database was achieved and

the data showed evidence of repeating patterns and saturation. Twenty-two interviews

were done and in fact, saturation did occur. By the time of the final interviews, there was

no new information or patterns forthcoming.

Trustworthiness

Qualitative research methods continue to battle the tests of methodological rigor

put forward by the critics of the paradigm. The basic issue of trustworthiness is whether or

not the findings of the study are worthy of attention. The issue is not how the tests of

quantitative research can be applied to qualitative work, but what criteria are adjudged
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appropriate for studies of a qualitative nature. Lincoln and Guba (1985) offer four

questions to be answered when weighing the findings of any qualitative work: What is the

rruth value of the findings? Can one determine the extent to which these findings apply in

other contexts? A¡e the findings consistent over time? and, Can the neutrality of the

findings be established?

Gven that the qualitative domain assumes multiple constructed realities, truth-

value can be determined by establishing credibility of the representation of the

constructions with the constructors of the realities. Whether or not the participants present

the experience as it is recognizable by other people having that experience by simply

reading about it is a sign of trustworthiness (Sandelowski, 1986). Applicability is

translated into fittingness as a criteria and it is said that any participant who belongs to the

specific group included in the project is considered to represent that group. Credibility is

also demonstrated by repeated interviews, prolonged engagement of sufficient time to

learn the 'culture', and building trust (Lincoln & Guba, 1986) Spending time with the

participants in fieldwork is crucial to substantiating credibility. It was hoped that, through

the process of building rapport with the participants, over the course of three or four one-

hour interviews, and engaging them in discussions about themselves and their ideas about

health that trust would be established and the truth as the woman knows it, would be

spoken. The strategy that was employed to manage th¡eats to credibility and fittingness

was member checks (Lincoln & Guba, 1985).

Member checks were carried out on an informal basis as opportunities arose

during interviews to "play back" categories, interpretations and conclusions previously

gleaned from the participant (Lincoln & Guba, 1985). Insight gained from one
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participant's experience was "tested" on another.

Consistency in quantitative inquiry relates to the auditability criterion of qualitative

work. The decision trail of the researcher needs to be clear and traceable. Specifically this

means a record of how the project was generated, how the researcher views the

participant, identification of the purpose, explanation of recruitment means, relationship

between participants and researcher, and the step by step details of data collection and

analysis (Sandelowski, 1986). Therefore, in this study, field notes were kept as the

recruitment and interview process progressed. The accounting for the experience was well

documented in the notes kept by myself.

Data Analysis

The interviews were transcribed verbatim by a transcriptionist solicited through

word of mouth by other graduate students. Analysis was an ongoing process. With the

reading and reviewing of each interview transcript and set of field observations, patterns,

categories, and themes emerged which helped to direct the inquiry in the next set of

interviews. It was anticipated that if clarification or validation was required, the need for

this would be apparent in the review of one interview before proceeding to the second

round of interviews. Once all interviews were transcribed, listening to and reading them in

their entirety provided a sense of the whole. A thematic analysis followed codification of

the interviews as an entire data set (Fetterman, 1989). The analysis hinged on familiarity

with the data (Rose & Webb, 1998). Over a period of four months, I read and re-read the

transcripts. I felt that I knew the stories and the women and the words intimately. I

reflected on the codes and categories numerous times before settling on the final draft.
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Ethical Considerations

Ethical concerns for this project involved the access to the students, recruitment of

participants, the right of individuals not to participate, the well-being and treatment of

participants during and after the interviews, the protection of the confidentiality of the

information obtained as well as the non-exploitation of the participants.

Access to the student body required that the school's external research committee

be approached for formal permission to conduct my study, using school students as

participants (see Appendix A) The school committee accepted the Faculty of Nursing

EthicalReview Committee's approval (see Appendix D).

A colleague of mine read the request (see Appendix B) as written by myself to the

class from which participants were being recruited. The colleague then distributed the

letter to the women in the class. I did not directly solicit participants in this study

A consent form (see Appendix C) was given to each of the participants at the time

of the first interview which identified the purpose of the project, the expectations of the

participants, the perceived benefits to the participants and the reassurance that there were

no consequences for refusing to participate. This consent form was explained and read

through at the outset of the first interview. Subsequently, on-going consent consisted of

verbal permission from the participant before each interview. The participants were made

aware that I kept field notes before and after each interview and that the interviews were

discussed with the thesis advisor on a regular and on-going basis.

Included in the consent form were statements regarding the protection of the

anonymity of each participant by changing the names and identifiable data as necessary in

the articulation of the findings of the project. Interviews were audiotaped. Code numbers
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were assigned to the tapes and verbatim transcripts. The transcriber of the tapes agreed to

protect the anonymity of the participants as well. Access to the audiotapes was restricted

to myself, my thesis advisor, and the transcriber.

Because of the possibility of the discussion of sensitive material and extended self-

disclosure, participants would have been referred for appropriate treatment and/or

counseling at the conclusion of the interview as was necessary for their safety and well

being. The therapeutic imperative of nursing took precedence over data collection and the

research objective (Munhall & Oiler, 1986). Had emotional support during the course of

an interview been interpreted by the interviewer as the moral imperative, such action as

was necessary would have been taken. For example, the recall of memories of unhappy

past events did result in moments of tearfulness for more than one woman. I simply

offered comfort through silence, listening, presence and affirming non-verbal behavior. I

offered to turn offthe recorder at one point in an interview, which I did for a few minutes.

One woman, after having postponed several interviews, came to see me about the

difficulties she was having personally, and to explain her situation. I suggested that if

continuing with my project was a hardship, then she should attend to the urgent matters at

hand and not concern herself with completion of the interviews. She was interested in

completing her part in the study, and I then suggested that we could conclude with a third

interview at which time I would ask all the remaining questions. Gratefully, she was able

to attend this final interview. Another woman also had difficulty arranging for four

interviews, and it was agreed that three was appropriate with her as well. Catharsis

occurred but was not encouraged as such. It is recognized that a personal view of the lives

of the participants is a privilege and that any and all measures to protect the participants
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from exploitation are seen to be respectful of their person and in keeping with the

theoretical foundations of the research project.

In view of the financial disadvantage of the participants, I thought that a stipend of

$40.00 per participant would recognize the value of their time and contribute positively to

their present circumstance but not be so large as to entice women to "sell their stories".

The stipend, identified in the letter of recruitment, was given at the substantive

completion of the interviews, whether that was at the end of interview three or interview

four. It had been decided that if substantive completion of the intent of the interviews was

accomplished before the fourth interaction, that a full stipend was to be made available and

it was.

Summary

A mini-ethnography or focused ethnography was carried out with six women

participants taking part in three to four interviews each, over a five to twenty - four week

period. The taped interviews were transcribed and a thematic analysis followed. It was

hoped that the interviews and the analysis would be complete within a four month time

frame, from the beginning of the interview sessions. In fact, the interviews were completed

as of the middle of October, 1998 and the transcription, analysis and recording of the data

were completed as of the end of February, T999.
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Chapter 4

Findings

" Above all, he learned from it how to listen, to listen with a still heart,
with a waiúng sou-l,...without judgment, without opinions."

(Ilesse, 1951, p. 87)

This chapter contains the categories and themes which emerged during the period

of reflection on each woman's story. The stories were understood as a consequence of

familianzation with and interpretation of the interview transcripts and field notes. Initial

opening coding of the transcripts was done over a period of th¡ee months, followed by the

clustering of codes into many categories. The major themes became clear as the categories

were reviewed. Multiple categories were subsequently collapsed into only a few categories

that clearly supported each of the themes. The themes provide the structure around which

the transcript data cluster.

I began the interview process with all participants by a general request for a brief

life review. It is the whole life context for each person from which the meanings and

values of health and present circumstances are derived. Health is a vital part of a person's

life story (Mordacci & Sobel, 1998). The life events of these six women have innate value

and are important in the sense that they give each story roots and perspective. Beginning

the relationship with a participant in this way also allowed me to enter into each woman's

life context and develop an understanding of each woman's history.

Shaylene, Erica, Diane, Savannah, Colleen, and Jesse are the six participants. At

the end of the first interview or the beginning of the second, I asked that each woman

think about how I might name them in the body of the thesis, wherein I would be

describing them and their ideas about health. I wanted their names to be a reflection of
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them, just as their stories and thoughts were apart of who they were. The above names

are aliases. Each woman chose a name for herself and offered an explanation for the name:

two are birth names, changed by virtue of adoption or immigration, and another is a

reflection ofthe ancestry of the father of one of the woman's children.

Shaylene, Erica, Diane, Savannah, Colleen, and Jesse ranged in age from 25 to 46,

and with the exception of Colleen, came from families with 7 to 13 siblings. Colleen was

adopted into a family shortly after birth and her adoptive parents subsequently had two

biologic children, Colleen's half brother and sister. To this day, all of these women's

families figure largely in their lives and exert an influence on the perceptions or

circumstances of everyday life for these women. All women still have at least one living

parent with whom they communicate, whether by telephone or writing and through

periodic in-person visits.

Each woman experienced difficulty in her education, whether at the secondary or

post-secondary levels. Jesse' fourth language is English and so many technical post-

secondary courses taken in English are a struggle. Erica experienced racism throughout

her primary and secondary education and came to post-secondary education as a mother

of four children with multiple responsibilities. Diane and Shaylene's high school was

intemrpted by pregnancy. Colleen's memories of secondary education are unhappy ones.

Those years were fraught with eating disorder problems and personal identity issues. And

Savannah had an undiagnosed learning disorder, causing her to leave grade nine after th¡ee

unsuccessful attempts at the content.

The experience of poverty occurred at different times in these women's lives. Two

women (Erica and Savannah) were born into dire circumstances and lived with cold,
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hunger, abuse and neglect. The others were "thrown" into poverty, either as a

consequence of emigration, having left school without employable skills or having to

provide for themselves and their young children without employment income.

Five of the women were born in Winnipeg, and four of them have lived all of their

lives to date in this city. Colleen had lived elsewhere in Canada until five years ago when

she returned to work and eventually study at a school in the city. Jesse immigrated to

Manitoba fourteen years ago from Europe. Four of the women (Erica, Savannah,

Shaylene and Diane) have Aboriginal roots and to varying degrees experienced the

traditional ways and practices, as well as the cultural, socioeconomic, and spiritual

oppression of many First Nations people in Canada.

Three of the women ( Shaylene, Diane and Jesse) had positive memories of their

childhood and a warm, loving relationship with their parents. The others endured

somewhat painful childhoods and struggle even today to get past the negativity of their

parents and siblings on an on-going basis. However, they identified the guidance of a

positive role model at some time in their lives, and having enjoyed a loving relationship

with a significant adult during their youth. Erica, Colleen and Diane currently have male

partners who share their homes and their lives. Four of the women invited me into their

homes for the interviews. The last two participants found it easiest to meet me at school

and I used a conference room for the interviews. The lives of these \¡/omen were a daily

struggle with managing homes and families and lives on a shoe-string budget of time,

energy and money. Their resources were few and the demands on them were mwiad and

multiple.
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Themes

Overall, four themes developed from my understanding of the typed interview

transcripts (Figure l: Health as Described by Women Living in Povertlt, page 43). The

preponderance of the dialogue between myself and each of the women found expression in

the first theme of The journey to heolth - the questfor wholeness. The women identified

what the components of health were for them, mind, spirit and body, as well as what

behaviors and conditions encouraged or were barriers that stood in the way of, moving to

health . The forces of distress - it takes courage to be whole captured the devastating

pathogenic elements within the lives of these women that detracted from their efforts to be

healthy. The situations of financial hardship were reflected in the third theme Social

ossistattce - there is something unsafe about the safety net. Five of the six women

interviewed were receiving montlrly financial assistance from one level of government or

another (that is either provincial or city assistance), and the unanimous sentiment was one

of chagrin at the inadequacy of the support. The last theme, The insuring of illness - it is

health that is unaffordabl¿ described the women's experiences with the health care system

and their analysis of what is missing.

During the course of three months, I poured over the transcripts three or four

times in their entirety, checking codes and adding other thoughts as my familiarity with the

interviews increased. The process of identification was one of reflection on and review of

the entire set of interviews. I also reviewed Chapter Three in order to juxtapose the lives

of my participants with concepts in the literature. White it is held by feminist theorists that

no common knowable reality exists outside the context of a particular experience, some

information is transferable or generalizable from one human context to another. The idea
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of the shared experience is not incongruous with feminist ethnography And so it is that a

discussion of recurring themes is fitting within the theoretical basis for this study (Kikuchi,

Simmons & Romyn, 1996). In the discussion of each theme, portions of the interview

transcripts will be offered as illustrations of my analysis and interpretation. These excerpts

will be referenced as to the participant, the interview number and the transcript lines.

Figure 1. Health as Described by Women Living in Povert)¡

I The journey to health - the quest for wholeness

A. Wholeness of the mind & spirit
B. Working toward Wholeness

C. lùy'holeness of the body
II The forces of distress - it takes courage to be whole

A. The lack of an encouraging word
B. The face of intolerance
C. The humiliation of want.

III Social assistance - there is something unsafe about the safety net

A. The toll of 'being saved"
IV Insuring of illness - it is health that is unaffordable

A. The cost of health.
B. The lack of carins in health care.

A Journqt to Health -The Quest-for Wholeness

The first theme that emerged was a journey to health- the quest for wholeness.

This theme was supported by three categories. wholeness of the spirit and of the mind,

working toward wholeness and wholeness of the body. The separation of these aspects of

self is artificial. They are set apart solely for the purpose of illustration. It is abundantly

clear that wholeness or health is experienced as a seamless garment; an experience of the

sum being greater than the individual parts.

Wholeness of spirit and mind

There was an intimate connection between the idea and experience of health and a

sense of spiritual wholeness. The women did not speak of the separateness of the



45

experience of health, but how being healthy meant being whole. The 'connectedness'

encompassed ideas of the past and present, the body, mind and spirit and an understanding

of present realities in light of a past history.

Yea. And after [sharing] I feel complete. So seeing the spirit and the soul
are connected. When they're connected that makes me whole.
(Shaylene2,10,4I9 -421).

I guess [health ] it's feeling connected and whole. (Colleenl,2l,918)

For Jesse, Erica and Savannah, the experience of a relationship with their God,

was cited as an aspect of life that was integral to being healthy. There was a sense that

communing with God gave them good feelings and an energy they could not realize in any

other way. Fostering this relationship with a transcendent being was part of the work of

being healthy.

It's a good thing you mentioned bring things into my life to feel better
because like God is, I met these Mormons and I got them coming to the
house...and they give us a little bit of good positive talk @rical ,23,968-
e76)

I'm going over things with God, you know. Like me and God or whatever
but just getting out my anger, my frustrations and not having to bounce
them offto, on somebody....God's really, really strong. I'm sure he's going
to be able to take one of my tantrums (Savannah2,2l,971-913; 938-939).

I'm going for the spiritual part...Like it's meditation. It's beautiful. It's
peaceful. It's powerfirl. I feel very energetic (Jesse4,3,97-I04).

The sense of the spirit when people are well is peaceful (Colleenl,20,89l-
8ee).

Part of this sense of wholeness was reflected in a drive to discover or recover or be

true to one's identity. Knowing who they were and from where they came resonated in the

life stories. It was an important component of life for all the women. In order for these

women to be healthy or regain health, they felt the need to reclaim their roots and gain an
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understanding of their heritage and culture. This was true for Aboriginal and non-

Aboriginal women alike. The search for discovering, understanding and reconciling the

past and present was integral to their personal and spiritual sense of wholeness.

Like knowing, for me, that was part of my becoming healthy was going

back and knowing part of my culture. (Savannah4,14,602-604). It's like
finding my heart and my soul (Savannah1,55,2354)

I guess it's alljust identity issues. I thought I had, you know, one identity
and then I met my birth mother and she was so much like me that I just felt
like this...biological product of her. It was a let down and a relief.
(Colleen3,4, I 50- 1 63).

This year alone, I've been to the reserve four or five times and each time I
wanted, like each time I go there I have this sense of, I have to come back

and learn about, more about the people and see how their lifestyles are.

(Erical,27,1 1 3 6- 1 i 40).

Aboriginal, traditionalways would probably be just who I am. My culture
and who I am. (Diane3.I0.406-412\

When asked what value or tradition or perspective drove her to act or feel in a certain

way, Jesse would preface her thoughts or behaviors as they related to family practices or

family values. She was not so much looking for who she was, but integrating her past into

the everyday expression of her life in the here and now.

Cause I have a very supportive family...They never say go and they never

say stay. (Jesse1, 16,680-685)

I always think I've been interested in that because of my home...my family.
(Jesse2,3,93-94)

Mealtime for me is the most pleasurable I can describe...it wasn't just the

food. It was all the family. (Jessel,18,73-76)
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Another component of wholeness which was voiced by the women in describing

health was the idea of being safe. This was an emotional safety. There was a sense of

compartmentalizing life into bearable parts in order to carry on the business of living in the

present. Wholeness for them could be realized through the healing of many past wounds

and broken relationships at a pace that permitted attending to the everyday struggles of

life as well. This meant that although they acknowledged the need for counseling, the

burdens of the day made summoning up the energy to integrate the difficulties and

sotrows of the past virtr-rally impossible. There was an element of only taking on what they

felt was manageable, considering their available energy and time. These women were

staging the integration of their past and controlling when and how the past could be

embraced in the present.

I started getting these books on survivors..and I couldn't read it. It was just
too..I couldn't. Finally I gave up. I said I'm sorry that I cannot read this
stuff There's stuffthat I can't deal with. And I need to past that, put it in
the past. I felt like it was just too much. It would have put me over the
edge (S avaw:.ø'lt2,24,l 03 6- 1 048)

I know I haven't dealt a lot of personalthings in my life.....you know I
don't want to remember. Not right now...not at this time (Shaylene2,73-14,
ss 1-s63)

So people there were sexually abused and so was L But nobody usually
talks about stufflike that. But nowadays there's more and more people
coming forward. Good for them, it's about time. Cause you can't hold stuff
like that within your system forever. You gotta let it out and I haven't
come forward but one of these days I might. Whenever I feel right
@'i,cal,29 -3 0, | 228 - 1 2 5 1) .

I waited and I tried to, you know, feel out who would be a good person to
get to know. Because, you know, the fear, like making friends and then
having them turn on me. Really trusted them and then have them turn
around and just, just blow me away. Just too much and so now I take more
time in getting to know people and sitting back, looking at them
(S avannah4,8,3 19 -326).
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Some of the women talked about protecting themselves emotionally by not turning

to their families when in circumstances of dire financial need. For them it was an issue of

retaining some semblance of personal pride and identity.

I didn't even ask for fhelp from home]. No, I didn't tell them
(Jesse2,3 0, 1259 -1263).

They said, go ask your family..I said, my father's poor...I couldn't ask. I
would be embarrassed to. (Savannah3,38, 1681-1695).

Working Toward Wholeness

This represented the actual work of becoming whole and being or keeping whole.

There were many common strategies that these women employed to be wellthemselves.

The starting point was often the conscious decision to be well.

People have to make the choice of being healthy themselves...do I want to
be healthy. And if I do, which way am I gonna go. Am I just gonna eat
healthy foods and, you know, pray to God that that's the only thing I do or
should I exercise as well and do, take healthy foods as well. It's up to the
person what they want to do...I guess it is a choice or an option that they
have to make (Erica3,15,649-663).

It was a mental thing. I realized it's (eating disorder) consuming my brain,
my life and it's just so unworthy...so I think I just, my interest
shifted (Colleen 1, 1 3,545-548).

The actual work of health and wholeness was not only focused on the promotion

of health. Health was also about avoiding illness for these women.

The value that drives the work of health maintenance is avoidine
depression (Colleen3, 12,503)

And also diabetes is part of the family too. But I've never, I've got myself
tested and I don't have it. And I just pray to, you know, pray to God I
hope I don't get it either cause I don't need that as part of my lifestyle
(Erica1,19,775-778).



49

Well, I'm kind of scared like to get diabetes. Like all the natives I know
have diabetes...well most of the population has it so I guess that's what
scared me most so I'm trying to take care of myself and my family and try
to avoid it @iane3,9,373-380).

The avoidance of alcohol was a universal strategy for becoming and staying

healthy. Alcohol was a barrier to wholeness for these women. For Jesse, alcohol was an

economic luxury she could not afford and she was unwilling to hide in the oblivion that

drugs afforded in order to face her poverty. Colleen recognized that she would drink

alcohol whenever she was feeling less well. The other four women had put aside drinking

to be healthy because alcohol was the path to certain illness and death for them.

My parents were, I guess you could say they didn't really care about their
health because they were never there. They were always consuming
alcohol. And to this day, my dad passed away with alcohol. My mother's
still drinking and she's 72 years old. ...But my oldest, my other two sisters
passed away. They didn't care about their health. They actually, what's the
term you use, abused their health by drinking excessively, both of them,
and that's how they lost their lives, through cirrhosis of the liver and
kidney failure. So I'm trying to avoid alcohol...And my husband, to this
day, he's also drinking so doesn't care about his health. I guess he does

but he, every time he has a problem, he has to resort to alcohol and that
seems to be the sort of like a continuous line for these families and there's
got to be a stopping line somewhere. And I wish people would open their
eyes and see that your life is important. Your health is important too.
(Erical,l,15-42).

I quit drinking about 6 years ago after my son was born so...I'm actually
scared of it, like I find it evil...drinking is what made me realize that I, I, um
I couldn't do this anymore. Like my life just, like I just felt like I hit rock
bottom. Then...after I quit drinking I just felt like myself coming out
(Shaylene2 ,7 ,277 -312).

Just as not drinking was the path to wholeness, several women felt that health

meant not smoking as well.

What I would hope for is not smoking (Colleen2,2,56).
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Being health means that I don't smoke (Diane3,1,44)

The work of wellness for these women meant dealing with life, with the'stuff of

life on an on-going basis. What this meant was addressing issues and problems on a daily

basis and not ignoring or turning a blind eye to the struggles and problems of the

everyday.

I'd say probably the healthiest person that I've ever seen is Oprah and that,

I don't know, I just think she's healthy because she addresses issues, like
she addresses her own issues. And I think that's healthy like that, you
know. For sure. Like to deal with things. Like if you're in denial about

something you will always be a cripple (Savannah3 ,1,22-40).

I just carried all of that in myself. I tried to put those things at the back of
my mind, stuffthat is bothering me. Like I can't do that any more. I have

to get counseling (Erical, 10,392-401).

How I keep my sense of wholeness is by being able to share in the, see if
something has been bothering me for such a time, I share it with somebody.

And then after, after I speak it out then I feel a lot better, you
know(Dian e2,7 0,40 4 -407) .

I guess my family tended to, you know, not deal with things on a daily
basis and then have, you know, and just blow up and, you know, drove me

çrazJ.I'd rather look at things on a daily basis (Colleen4,5,202-205).

Part of the work of being and becoming healthy for Erica was reading and learning

about the different aspects of health and other people's ideas about health. She did not

know anyone with whom to share this interest, so she sought out magazines and books to

educate herself.

I don't know, I buy Shapes magazines, Living Fit, uh, I bought a book on
running some. Trying to read on the most latest, what everyone else is

doing and how it helped them lose their weight, etc., and get into a healthy
lifestyle, etc. Which interests me, all those magazines and stufflike that

@nca2,T0,44l-445)



51

There were occasions of encouragement for some of these women that made the

journey to health easier at times. Colleen, Diane and Shaylene felt supported by members

of their family and expressed their gratitude for the strength they received from these

significant people. Savannah talks about her daughters as the source of her salvation and a

sister who is f¡iend and confidante. Colleen talked about a circle of friends and supportive

partner. Diane said that (she) "...felt so lucþ to be in (her) family...: (Dianei, rg,776)

Jesse said that an inner richness of the heart, garnered over her lifetime of relationships

with her siblings and parents, helped her to look on the 'have' side of the equation even

when being overwhelmed by dire need. Shaylene talked about the need to return to her

mother just for the comfort of being with her.

Well sometimes I need to be around my family, like my mom. ..Yea, just to
be with her for awhile and then I feel good, you know .feel happy. To have
her with me. And when I, when I feelthat, sometimes I feel like a kid all
over again (Shaylene2,l8,7 23 -7 69)

In addition, there were opportunities for these women to offer their families

sustenance of the kind they received. Savannah felt that love made the world an easier

place to be. The screen saver on her computer, a constant reminder to her daughter, said "

I love you, Mary Jean. Love, Mom".

Ail six women felt that they were very much responsible for their own health.

Erica, Savannah, Colleen, and Shaylene identified a turning point in their lives wherein the

direction of their efforts turned towards concerns of wholeness. Erica came to a point in

her life when she felt 'enough was enough'. She quit drinking alcohol and going to bingo,

in order to focus on her health and that of her family. The death of a sibling and the

desperate, unhappy situation of her life and the lives of the other members of her familv
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gave impetus to her decision to turn her life around. Diane summoned up the power from

within to make a chanse.

And like I didn't need any [addiction counseling] program. I did it on my

own. I knew I could do it so I thought I know f'm, a strong woman, I
could do this. @iane2,8,32l -323).

Savannah's 5 year old daughter was the agent of Savannah's new beginning.

Here she is 5 years old. She doesn't even know what I'm on, she just
knows I'm on something cause I came home and I was toasted. And she

sat me down in the bathroom, turns around, so serious, and goes, "Ate you
going to be doing this for the rest of your life?" [And it hit me] No I said,

never (Savannah2,40,7852-1862)

Shaylene had been hounded by family and friends, time and time again, to make a

change in her life, to stand up and be heard. Finally, the change came.

I went to a training school on life skills and I really changed and became

less passive and more healthy (Shaylene2,23,928-968)

Education was seen to contribute largely to these women's journey to wholeness.

As was told in their life histories, formal education had been a struggle for all of these

women, at some point in their lives and yet it was from within the formal education system

that these women spoke to me of their journey to wholeness.

Getting an education is the answer. Making a decision [about life] from a

more intelligent place is the answer (Savannah3,4l,1833-1834)

What is important for my children's health ...is going to school, their
education. I try to instill reading .... a lot of reading into by children
(8nca2,2,56-58)

Education means. . . freedom and opportunities (Dian e2,l 1,459 -463).
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Wholeness of the body

For all the participants, care of the body was an essential component of feeling

and being healthy. Without fail, participants talked about eating right as a key component

of health. All of the women had a basic knowledge about the food groups and what foods

were necessary for health, for nutritious eating. They talked about eating vegetables and

fruits, cutting down on fats in thei¡ diets and the patterns and routines of mealtimes.

Well they served th¡ee meals a day and..they were healthy @rical,11,442-
443)

I buy fruit because this is what I grew up with, you know, fruits and
vegetables...like this is a necessity (Jessel,1,11-16)

I drink a lot of water..I eat my fruits and vegetables (Diane2,2,75-76).

I eat properly.. so I could try to speed up my moves because certain foods
make me sluggish and when I don't eat those foods I feel more energetic
(Shaylene2, 46, 138-252\

care of the body also meant exercise, working out or some type of physical

activity. Erica, Colleen, Shaylene and Diane talked about their present exercise routines

and the necessity of maintaining or augmenting their efforts to be physically active.

V/alking for at least an hour at a time was a preferred choice of activity for these women

as there was no cost to them, and it was an activity that was always accessible. Erica and

Colleen also regularly worked out in neighborhood fitness centers or in their homes.

I walk almost every day (Diane2,2,75)

But I have to do something an hour every day, even if it's just walking
@ncaT,10,440-442)

To maintain wellness, I work out regularly .at home, at gyms sometimes.
I walk everywhere (Colleenl, 22-23,955, 1030).
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I usually do walking around. Sometimes I bike ride. And I just put weights
on my, my ankles...sometimes for an hour at least twice a week
(Shaylene2,7, 266-288)

Physical activity generated feelings of positive self regard. It was seen as a fringe benefit

of the effort to get moving.

Exercise feels really, really good and you feel more positive about yourself
and that's part of being healthy. @nca3,7,278-300)

Colleen went so far as to say that it was impossible for her to feel terrible when she

was sweating and working out on a regular basis: exercise was an admission and

confirmation of being alive for her. The drive to exercise would disappear when she

would have periods of being less-than-healthy. However, the need to avoid being unwell

served as a motivating force to walk or work out in the gym.

The need to sleep well in order to care for the body was mentioned in the

interviews.

I sleep eight hours a day cause I know if I , if I sleep longer, f'm out of it
and if I sleep less I wouldn't be able to function (Shaylene2,8-9, 33l-346).

caring for your health means catching up on sreep (colleenr,2l,g43\.

caring for health means having plenty of rest. Sreep is important
(Erica2,1,32-36).

In summary, the meanings and experiences of health and the sources of strength

for these women were incorporated into the pursuit of wholeness of mind, spirit and body.

It is discernible from the life reviews that the movement to health is about the search for

wholeness and harmony in relation to their families, friends, and physical circumstance and

life pursuits. The research questions addressed by this first theme are:

l. How do women living in poverty define health?
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2. Do these women practise behaviors that thev define in terms of health?

4. Do these women see themselves as resnonsible for their own health?

6. What facilitates the achievement of their own sense of health?

The -forces qf distress - it takes courage to be health)t

The second theme that arose from the data concerned the public nature of lives

lived in poverty, and how life contexts seemed actively to work against their efforts to be

well. Categories that supported this theme were the lack of an encouraging word, the face

of intolerance and the humiliation of want.

The lack of an encouraging word

Several women often journeyed alone in their pursuit of wholeness, attempting to

work towards health on their own. Although the women owned the responsibility for their

health, and they engaged in selÊreliance, when succor was needed, it was not to be had.

Erica referred to the hardship of being positive without anyone's interest or support for

her actions. Her partner would create a negative climate which thwarted her desire to

work toward health.

Most of the time I try to be really positive all the time. Sometimes it gets
shot right down because my son doesn't want to get up, he's not going to
school and R. (husband) gets up, he starts yelling at the kids and, I don't
know, couple of times hitting them over the head and making them cry.
How could you be positive with that kind of stuffgoing on?

@rica2,15,664-669)

And I don't get any compliments from anybody, like not my husband, not
my family members and people from [the]reserve. (8nca2,27,1184-1 185)

Erica felt the neighborhood in which she lived encouraged her in the sense of modeling of
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positive behaviors such as hard work, and caring for children and tending lawns and

houses. It was the lack of positive relationships between neighbours that Erica felt most

deeply. The alienation of people that is experienced the world over is a critical feature for

those with little or no social support. When difficulties arose between her children and

those of the neighbours, the skills of problem solving and reconciliation between families

seemed to be lacking.

[People] come to my house and say, so and so hit my kid and
what are you gonna do about it. Last week a parent came here and said
my son got hurt by your son and so I'm going to do the same to him. I
mean, wouldn't it be nicer if you would say, hi, I live just down the street
from you. My name is so and so and I've lived in this area for such a long
time. [Our children] go to school together and today an unusual situation
happened and then sort of lead into the problem.. I'm pretty sure there's a
different way to handle fproblems] in a more positive way. Because in one
way you're asking for confrontation but we're not here to start up another
fight in front of the kids (Erica3,12-13,520-546).

The ongoing problems between children were a constant concern for Erica, in the school

and the neighborhood. She felt the need to be prepared to deal with them and she felt

there must be more positive wavs to resolve the difficulties than that of confrontation or

retaliation.

Savan¡ah has maintained a relationship with her mother throughout her life but the

affection and loving support Savannah showers on her own daughters does not find

resonance in her mother's attentiveness.

...my mom's not very loving. She's not very touchy, feely. She's actually
vici ous. (S avannah4,24,l07 2- I 07 3)

Erica also felt the social support system should be more of a two-way street. All

the initiative had to come from her. There was no follow-up on the agency's part. There
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was no out-reach on the part of her worker.

well, I'11 eventually do it (go for counseling). It's just I keep putting it
back because nobody's contacting me either... and how come they can't
come to me?... There's no follow-ups to see how things going along.
(8nca4,23,992-1003)

When Savannah's first child was born, Savannah was directed to the social

assistance program. She was told by the social assistance system to ask her family for help

with furnishings for her unfurnished apartment. Notwithstanding her embarrassment at

having to ask her family for help, Savannah felt they were in need as well.

But I was even told once by Welfare to go ask my family for furniture...I
said, my father' s poor (S avannah3, 3 8, I 67 6- | 682)

The face of intolerance

The four women with Aboriginal ancestry grew up surrounded with circumstances

of racism. They were exposed to verbal abuse, encouraged to deny their Native roots, and

discouraged from using their mother tongue.

The children, like the kids at school made sure that I knew all of them was
white and I wasn't. cause they're always making fun of native people. And
I was practically the only one that was native.....But I never quit going to
school. I didn't let that stop me. I still kept going. And I'm glad I did.
(Erica1,9,363-381)

Every year they (teachers) would say, what's your background and I'd get
up and say, we're Indian. They'd say, no you're not. And I say, yes we are.
They told us we couldn't even say our name. we had to learn how to say it
their way because they said the way we said it was offensive. ...growing up.
Always having to be a little bit ashamed (Savannahl,l0,403-41g).

Beauty comes within the heart, not from the outside...and this happens by
accepting myself, who I am and accept others the way they are. And cause
I always look at myself as an equal person..I know that alot of people are
racist but no matter what, people are always equal. I don't want to look at
them differently (Shaylene3,2,5 6-84)
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The value I want to get across to my son is that the stereotype that natives

are drunk and they can't do nothing is not the truth. He can do whatever he

wants when he sets his mind to something (Diane2,9,394-387)

These women came to feel that pursuing their heritage would clearly help them in

their journey to wholeness. Yet on a regular basis they would need to defend their

birthright, if not overtly to the ignorant, at the very least in their hearts, to themselves. The

ubiquitous nature of racism made the struggle to find their roots all the more difficult.

Diane says that she needs to debunk the stereotype of Natives on a regular basis for her

son so he can grow up knowing the value and beauty of his ancestry.

Erica and her children lived with racism on a daily basis. There was name-calling,

and blaming behavior against which she had to defend herself and her family constantly,

whether at school or in the neiehborhood.

Well most of the time the neighbors are OK, but there's a few that aren't.
Like the one next door here, he specifically told me..you should take care

of your fucking Indian kids or else move on the reserve. And sometimes
when he's out there cutting his lawn, he's got garbage in his yard, he

th¡ows it right over the fence (Erica2,76,707-719).

There was [prejudice] at schooljust a couple of times but I let them know
how I felt about the situation...and they've never actually repeated it again
It only happened a couple of times. (8nca2,20,851-862)

Savarurah grew up feeling parts of herself were missing. She went to sweats and

healing lodges and received her own name from an elder. This was very much apart of the

journey to wholeness for her.

The humiliation of want

Threads of the ignominy of existence are evident in the tapestry of the lives of

these women. Their lives were held up to scrutiny and their personal sense of privacy
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invaded. These adult women had to ask for the bare essentials of existence; food. shelter

and clothes. This necessitated admitting that they had no ability to provide these essentials

for themselves or those in their care. They literally had to turn the pockets of their lives

inside out to expose their need to a stranger.

Like going to the social assistance, it's very humiliating. And they fthe
workers] make you this small and almost like criminal... And then you just
feel so degraded, so ashamed And it almost like you have some kind of
disease... They chomp you to small pieces that you can't even put them
together. (Jesse2,3 1 -32,1302-137 3)

The system \ryas supposed to be of assistance but it wasn't. .I still find it
hard to dealwith them because of a lot of negative responses...I think they
just looked down at you so much. You just couldn't get passed there. Like
I want a better life. Help me find a better life. But you, I just couldn't get
past their attitude towards me. (Savann ah3,40,17 37 -17 7 8)

Not only was the need financial, but in the case of Colleen, who was among the working

poor, she felt there was a dearth of personal time. The relentless need to work to support

herself, required of her to pursue a job from nine to five, only to come home to do

whatever freelance writing she could produce at night. Publisher deadlines meant less

sleep and no personal time.

Having health means having time for myself It's necessary to have time
and space for oneself. (Colleen4,2,66-78)

Jesse found that she was in a position of being asked to defend the choices she

made to whoever questioned her actions. She was offended by the seeming necessity for

the transparency of her life, by virtue of her reliance on social assistance. It was as if

choice was a privilege available only to those who could afford to purchase it.

I have an experience here with my friends. I buy fruit because this is what I
grew up with, you know, fruits and vegetables. But in my class some of the
students say to me: "How corne you can afford apples and fruit?" And yet
they will spend the budget on alcohol (Jesse1,1,11-18)
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The resounding chorus of the five women having to survive on social assistance

allowance was that there was 'never enoush'. What this meant was that food and clothins

were constant, relentless everyday issues of concern

You know there's just not enough. Yea, I show them you know, that it
wasn't enough. (Shaylene3,7,2l 4-288)

The level of income dictates how much groceries you can get. And you
can't eat a whole bunch of healthy foods cause it costs money. You have to
buy the necessities, milk, bread, eggs, soups, and macaroni. I would buy
salads cause the kids love it but its not possible when you're on a certain
level of income (Erica3,7 -6,32-23 4)

It was a real struggle to manage on the money you get from assistance,
but Id see my parents every weekend and they'd bring food from home.

@iane3,6,248-253)

I was always rururing short. I didn't like to pick up a second hand mattress
but you had to (Savamah3 ,37,1636-1642).

Once the doctor realized I didn't have the money to buy food, they phoned
social assistance right away. And then I started to have more but not much
more, about $30 a week for food and utilities and bus fa¡e
(Jesse2,26, 1096-1 I 14).

For Savannah in her twenties, her own family saw her as the author of her own

misery for refusing to marry the father of her second daughter. Not only did Savan¡ah live

with the humiliation of being on social assistance, her own family lay the blame for her

poverty on her choice of remaining a single parent. They saw marriage as her salvation.

She saw it as a potential threat to the well-being of her daughters and a living arrangement

she did not need or want.

For one thing, they see me as putting myself in this position cause I
wouldn't get married. So I get ostracized. (Savannah3,38,l696-1698).
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Although Colleen was not on social assistance, she did know what it was to be

without

I mean I will go without buying groceries for long periods, sometimes
because of lack of funds, sometimes lack of time. I've got other things to
do.....if I had more money I would probably be healthier because I
wouldn't have to worry so hard. I wouldn't have to work as much.
(Colleen 1,22-24, 97 2-107 3)

Another aspect to circumstances of want is the oppressiveness of the necessity of

being ever vigilant. It is the constant struggle to meet basic needs. It is a matter of

survival.

It's constant, the constant struggling of every month saying what is the
priority to set to the budget. (Jesse2,45,1900-1901)

Having more money would be a way of making a better life. Cause when
you're practically within the poverty line, you want to try and make more
money. I live with very tight budgets and had to learn to be a good
budgeter. (8nca2,22,9 5 I -992)

And a few times I had to resort to the Winnipeg Harvest. And sometimes
when I'm really, really short I would have to go to the pawn shop and
pawn something offin order to buy food. I don't want my kids to
starve..So that's always on my mind. They're not going to starve. I'm
always going to make sure there's food (Erica3,2,54-82)

I always was so afraid to spend the money when the kids were young. I
always had to save everything for the end of the month.
(Savannah3,37,1648-1 65 4).

Because it's hard to be on social assistance even in provincial. Like hard...
You know there's not enough... and every day you have to be careful..it
would be easier with more money just to feel comfortable so that you don't
run out. (Eri ca3,6,266-3387)

In summary, there were elements in the lives of these women that mitigated against

being able to pursue wholeness within the context of the everyday. These were ubiquitous,

destructive elements in their lives that eroded their sense of self, their hope for tomorrow
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and their ability to work towards wholeness in the present.

The distress created by the want of willing, caring and eager partners in living is

felt in every corner of existence. Not having someone with whom to share the strain of life

makes it difficult to focus on becoming whole. The pernicious and pervasive nature of

racism would fly in the face of any and all attempts at picking up the pieces of one's life to

journey to wholeness. To be constantly on the verge of deprivation and having to ask for

the bare necessities of life for themselves and their children was to live in shame. They

suffered the pain of having to refuse their children healthy food and new clothing. The

research question addressed by this theme is:

l. Do these women perceive barriers in their life situations that prevent them from

acting for the betterment of their health?

Social assisÍance - there is something unsafe about the safet)) net

The third theme that pervaded discussions of health with two of the women who

had experience with social assistance was the inadequacy of the welfare system, over and

above the fact that the financial support was woefully inadequate. The category that

supported this theme was the hidden cost of being 'saved'.

The first contact with the social system came more as a surprise for Jesse and

Savannah. They were unaware of the availability of public funds to support those in

financial need. In both cases, a social worker in the health care system was contacted

when health care providers became aware of the dire circumstance of their lives. Once

they were receiving funds, they came to feel ashamed of being unable to provide for

themselves the bare essentials of existence. This was reinforced for them bv each and
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every contact with the system.

And they like make you this small and almost like a criminal...it's like we
have some kind of disease (Jesse2,32,7349-7357).

I think they just looked down at you so much. You just couldn't get past

there. Like I want a better life. Help me find a better life. But I couldn't get
past their attitudes towards me. ( S avarur ah3,40,1 7 7 5 -17 7 9) .

Jesse had provided for herself for over fifteen years after leaving the family home.

Some of those were lean years of struggling to make ends meet. There were times when

she would eat only every two or three days, having only enough money to cover rent and

bus fare to and from work. Her employer demanded that she dress well and she had not

enough money to feed herself. She expressed feelings of disbelief and dismay when finding

herself in this circumstance. She was educated, from a respectable, selÊreliant and

industrious family How could this be her reality?

And then to find herself, in a social system, ostensibly existing to support the

poor, being treated with total insensitivity and disgust, was almost more than she could

endure. No one seemed to appreciate how excruitatingly painful it was for Jesse to be in a

situation of having to ask for help.

Savannah found herself in serial, low-paying waitressing and clerking jobs that

taxed her reading and mathematical skills to the maximum and insulted her sensibility and

womanhood. Already fragile and rebuked by an educational system and a disapproving

family of origin, Savannah came to the social system as a single mother in need and was

treated as a pathetic and undeserving supplicant.

The 'system' or the workers in the system were seen to give money with one hand

and take personal worth in exchange with the other. The price Jesse and Savannah felt
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they had paid for their poverty was their dignity and self-worth.

I felt very much more ashamed. It was just like a nightmare lt's like you
have to be ashamed. I had high self esteem and they take it away.
(Jesse3,32, 1 3 73- I 3 80)

I'm always getting some kind of..negative remarks...They just looked down
at you so much. You just couldn't get past that. Like I want a better life.
Help me find a better life. (Savannah3,40,1770-1778)

This scenario was not true for Diane and Shaylene as they found in their contact

person in the social system a willing, and sympathetic ear. Any fault found with the system

was laid at the foot of the government whose guidelines determined the level of financial

support available and who was seen to be unresponsive to the needs of those on social

assistance. Both Shaylene and Diane appreciated the relationship they developed with their

workers and had nothing but praise for their efforts.

In summary, while Jesse and Savannah suffered and continue to experience

personal insult at the hands of the social assistance system, Shaylene and Diane, while

unable to meet the basic needs of themselves and their families with the financial

supplement, were and are being treated with kindness and some positive regard. Erica said

she was not sure if respect was part of the relationship with the social system. She did not,

however, articulate a negative rapport with system workers. The research question

addressed by this theme was:

l. Do these women perceive barriers in their life situations that prevent them f¡om

actins for the betterment of their health?
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The insuring qf illness - it is health and care that is beltond reach

The last theme relates to the high price of wholeness. Categories supporting this

theme are "the cost of health" and "the lack of care in health care". Health, regardless of

its definition as process or comrnodity, is a series of unaffordable luxuries for some

women living in situations of poverty. Human compassion and concern, food, time,

adequate meaningful and sensitive medical information, counseling, and peace of mind

were often beyond their reach.

The cost of health

The bare essentials of wholeness were beyond the scope of these women on the

level of income afforded by social assistance. Shelter nearly consumed the entirety of the

living allowance provided by social assistance. During certain times of the year, in order to

pay tuition for post secondary courses, Jesse paid her rent by using Visa. The financial fact

of life before going to school was a mere thirty dollars a week to meet all expenses. Once

school began, there was less than thirty dollars a month for food, clothing, transportation

and all utilities. Managing with little more than nothing became the status quo for Jesse

and Savannah and Erica. Savan¡ah felt that she was not an adequate manager. She

wondered how others, also on social assistance, were able to accrue the things they did as

she hoarded the allowance until the next cheque was within reach.

I don't know how [other people] manage to get the things they got...I
would walk past other people's apartments [who were on assistance] and
say, wo\il, where' d they get that. (S avann ah3,3 9,I7 24-17 27).

Savannah was incredulous that information on money management and budgeting were

not offered with the financial aid.

Erica's main concerns for her children became enoush food to fill their stomachs
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their education, exercise and recreation, personal safety and appropriate clothing for the

season and activity, all elements that fuel the basic level of wholeness. She felt that healthy

foods cost more than foods that satisfied the hunger of her children.

fud if I did buy salads, it goes just like that. Cause the kids love it and they
eat it just like that too...It would be kind of nice to have that every day, buy
some sort of a coleslaw or a salad every day and fruits every day, but it's
not possible when you're on a certain level of income (Erica3,6,222-234).

I think good food is quite expensive. Like when you buy chicken, fish,

fresh vegetables and all of that is quite pricey but that's what I like so I buy
that but not as often as I'd like. There are days when my fridge is empty
(Colleen2, I 0-l 1, 448-460)

Being able to buy clothing was a constant issue. Notwithstanding the fact that Erica

availed herself of the second hand clothing markets, she still fell short of being able to

dress her children appropriately.

...to buy clothes.. is always a major problem. Today my boy was wearing
S's pants and they're big and he had to have a string to tie around his
waist and oh they were big (8rica2,24,1072-1076).

Erica felt that although Medicare paid for the treatments and medications of the ill,

goods and services that promote health, like food and supplements are uninsured and

inaccessible because of cost. Society has decided thatit willtreat its citizens when they fall

ill but will not cover the basic elements of health or prevention of illness for those in need.

I would like you to include vitamins that we can afford and that we can
possibly put on out Manitoba medical treaty number because some medical
stuffwe buy using the treaty and then others we can't. Vitamins are one of
the items and there's a lot of stuffthat we can't get with the treaty
card...Unless you're a diabetic..or ifyou have cancer and all that willbe
covered (Erica3, 7-8,3 13 -3 49 -8,3 13 -3 49).

When I do not have any money, I can go to the doctor, but I can't buy any
pain killers or whatever at the pharmacy. (Jesse4,34,1488-1492)
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There is little caring in health care

People approach the health care system in the hopes of receiving compassionate

healing. Being treated with less than common decency is demeaning and undermines

health or wholeness - rather an ironic twist; health care being unhealthy. Interacting with

the health care system often meant that these women came looking for caring and a

compassionate ear, but would go away feeling ridiculed and less than well served

I had a really awful experience about two months ago. I felt a lump on my

cervix and it felt like a growth. I saw two male doctors and they were like,

how can you possibly know you've got a lump on your cervix. It was as if
I shouldn't know where that is but if you use a diaphragm for birth control,

you should know where your cervix is! (Colleen2,74,584-612).

Some doctors they don't really tell you anything. Just do this and that.

Doesn't give me complete information. And if I ask a question she doesn't

give me enough information. (Shaylene3,4-5, I 70-l 85)

Erica's association with the health care system had been both positive and

negative. Her main experiences centered around the labour and delivery of her four

children and episodic visits with children for injuries. On one occasion, Erica sought

medical assistance for her son in Emergency. She came for care and compassion and

professionaltreatment for her son's knee injury.

My son hurt his knee. Riding his bike, he split this thing open. And I took
him in that day and I was waiting around for 2 hours and 3 hours and then

finally I says "I'm just going to wait until in the morning I can take him to

the pediatrician. They says, "Well if you do that, \¡/e're going to call Child

and Family Services, because he needs immediate care. I said, " if he needs

immediate care, you need to see him like right now. And if you want to go

ahead and call CFS, I have something to tell them too." (Erica4,3,716'

r26)

What Erica received instead was suspicion and th¡eats. Was it because she was

Aboriginal? Was it because she was poor? Does it matter? A system of professional health
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care providers needs of its essence to offer solace and support, and not judgment and

condemnation. In his particular instance, the health system was itself sick and in need of

care.

There were suggestions from the women as to how care providers might better

serve those who come for health or illness care. There were fwo main messages. The first

message was that people do not come to care alone, but rather in relationship to their

families, friends, work situations and day to day life situations, and this should be

recognized and affirmed. Every time these women approach health care, they bring the

context of their lives in their entirety with them. Health care providers need to understand

the individual in the circumstances from which they come. Every issue, every complaint,

every question of every client should be viewed as a part of a whole, and not an entity

unto itself.

[My daughters' health] is inseparable from my own. If they're sick, I feel

sick...I'm not sick in the same way she is, but I'm sick. Like for me I guess

heart sick. (Savannah3,8,3 1 8-328)

Secondly, healing and a return to wholeness require that care providers

acknowledge the life context of each and every client, but not judge it. Whether or not

people are products of their environment or co-producers in development, all individuals

come from somewhere, and the context of that life needs recognition and simple

affirmation of its existence.

He [my family's doctor] listened and he heard what you were saying. And I
think he wasn't very judgmental on our life kind of because we were really
poor. Talking to another doctor, they were really freaked out. Like really
my lifestyles shouldn't have anything to do with it but I sometimes feel very
judged (Savannah3,20,858-873).
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The last theme speaks to the barriers these women faced in their pursuit of wholeness and

address the final research question.

Summary

Open coding and thematic analysis were used to develop the four themes from the

multiple categories evident in the transcripts of the six participant's stories. Excerpts from

the transcripts were used to illustrate the various aspects of the four themes.

The six women participating in the study were Jesse, Erica, Savannah, Colleen,

Shaylene and Diane. A brief life history of each woman was gleaned in the first interview

and concerned the story of their birth place, parents, siblings, early education, and living

experiences to the present time. Their situations of poverty were explored.

Two major themes were identified that represented the voice of the six women in

this study in regards to what health is for them. The first theme of the iourney to health -

the quest for wholeness captured the essence of what health meant. This theme reflects the

ideas of wholeness of the mind, spirit and body and the work of moving towards

wholeness. Each person represents a seamless whole that forges a path to health. There is

a sense in this analysis of health as including the integration of the past and the present in

this movement towards health. The notion of 'becoming' in its broadest sense would seem

to lie at the root of what health is for these women.

The second theme, the forces of distress - it takes courqge to be healthy, embodies

the barriers these women encounter on their journey to health. The lack of support from

family and outside groups made the work of wholeness a lonely endeavour. The

motivation and encouragement to succeed in this quest needed to come from within. The

outside world of people and institutions often heaped reproach on these women by
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subjecting them to racist and humiliating interactions

The last two themes illustrate the experiences these women had with the two

Canadian social welfare systems established ostensibly to support people in situations of

need, be it financial or health. Social assistance - there is something unsafe about the

safety net speaks primarily to the human toll of shame and derision expected in exchange

for the financial support as experienced by two of the women on social assistance. Ifte

insuring of illness - it is health and care that are beyond reach tells of the goals and

philosophies of the health care system gone awry. These women came to the health care

system to have health augmented, for care, caring and compassion, and they left feeling

less than satisfied.

The following research questions were answered by this analysis:

2

J.

4.

5

How do women living in poverty define health?

Do these women practise behaviors that they define in terms of health?

Do these women see themselves as responsible for their own health?

What facilitates the achievement of their own sense of health?

Do these women perceive barriers in their life situations that prevent them from

actine for the betterment of their health?



71

Chapter 5

lnterpretation of the Findings

"It is only with the heart that one can see rightly; what is essential is invisible to the eye."

(St. Exupery, 1943. p. 87)

In this chapter, I provide a capsule summary of the study, discuss methodological,

nursing practise and nursing education issues, and link the findings with the literature. In

addition, a discussion of the effect of the research process on the researcher as well as

recommendations for future research, nursing education and practise are offered.

The study

There has been a world-wide focus over the last decade or so, on what makes

people healthy, as economies struggle with exponential costs for health care on the one

hand and the irony and tragedy of a less well population on the other. Attention has rested

on factors at work that make people healthy or unhealthy. There is growing consensus

among health care economists and health policy makers around what constitute the

indicators or determinants of health. There is a growing body of evidence about the

significance of the following specific health promotion factors: income and social status,

social support networks, education, employment and working conditions, physical

environments, biology and genetic endowments, personal health practises and coping

skills, healthy child development and health services ( Evans, Barer & Marmor,1994

Federal, Provincial and Territorial Advisory Committee on Population Health, 1994).

There is general agreement about the fact that income level is the indicator that represents

the most significant marker of a person's ability to be and keep well (Evans, Barer &

Marmor, 1994). What this means essentially, is that without sufficient financial resources,
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people are relegated to the ranks of the ill or less well, primarily as a result of having less

money.

It is known in Canada, that more women than men live in poverfy and that the

poor have poorer health (Morton & Loos, 1995; Statistics Canada, 1995). Lack of income

cannot be proven to be the cause of poor health, however, the association between the

two is strong (FederaL/ProvinciaVTerritorial Working Group on Women's Health, 1990)

Although the poor have been identified as a vulnerable population, the health care system

and its care providers have not viewed or considered poverty in particular, as a problem

for health (Morton & Loos, 1995)

There has been heightened interest as well in the academic community regarding

the meaning and context of people's experience of health, and particularly the influence of

gender (Colantonio, 1988;Kaufert, 1988, Walters, 1994). Despite this interest, little has

been written about the experience of health of women in circumstances of poverty

(Meleis, 1994). Health research per se has been biased towards males and frequently omits

women as subjects and researchers (Federal./ProvinciaVTerritorial Working Group on

Women's Health, 1990). In addition, the voices of women providing their own perspective

on health in their everyday lives are conspicuously absent in the literature (Walters, 1994).

Captured in this study are rryomen's voices - their thoughts about what health is for them

in the context of their everyday lives.

The definitions of health as offered by professional groups, care givers, academics

and health organizations are idyllic and without context. For example, the World Health

Organrzation's definition is quoted in many documents, studies and reports on health.

"Health is a state of complete physical, mental, and social well-being and not merely the
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absence of disease and infirmity. Health is, therefore, seen as a resource for everyday life,

not merely the objective of living" (WHO, 1986). This utopian notion hardly

acknowledges the often dire and hopeless reality of so many of the world's women

rendering it a rather useless benchmark in the understanding of the everyday experience of

health. It also says nothing about the relational and contextual nature of women's views of

health or bears little resemblance to their every day health experiences. This study was

borne out of a desire to give voice to women living in poverty so as to affirm their stories

and learn where it is that health care providers can meet these \¡/omen to journey with

them to health.

Research Ouestions and Stud)¡ Design

The questions to be advanced to the participants in this study were worded

carefully so as not to reflect the answers or preconceived notions as put forward by

theorists writing on health and women's health. The research questions were.

1. How do women living in poverty define health?

2. Do these women practise behaviors that they define in terms of health?

3. What are the values that underpin the behaviors related to health maintenance?

4. Do these women see themselves as responsible for their own health?

5. Do these women perceive barriers in their life situations that prevent them from acting

for the betterment of their health?

6 What facilitates the achievement of their own sense of health?

The theoretical context within which the study was situated was feminist in nature,

which means that feminist principles were instrumental in designing the study itself (Cook

& Fonow, 1986, Meleis, 1991). There were four general features of feminist research that
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guided the process and provided a framework for developing the research proposal,

namely:

ø gender is a basic and pervasive feature of everyday life and it provides the lens through

which the world is viewed:

n consciousness-raising is the goal of all theorizing;

ø separating the objective and subjective worlds is impossible; and

o in educating and empowering women, in any way, their oppression is recognized.

These truths about feminist pursuits proved an excellent fit with the research

questions and the study purpose. The six participants were selected because they were

women, living in financial poverty. Throughout the interviews, it became clear that their

lives were fundamentally defined by their experience of being female. Women's

experiences were the focus of the investigation and so put women front and center in the

discussion. Consciousness-raising as a goal of feminist theorizing occurred on two levels.

I became aware of how powerfully poverty affects health and the participants expressed

surprise at how the interview questions caused them to regard their lives from a unique

perspective. All six of the women spoke of an interest in their own health or women's

health generally, but indicated that they had not considered their views and values about

the topic in such depth or so deliberately before. Each woman's story unfolded as a

personal account of a life being lived, totally as a woman in relationship to her world. And

lastly, the discussion of health with each participant served to validate that woman's story

and life and was reverenced and acknowledged as it was told.

My responsibilities as a feminist researcher reflected criteria developed in nursing

for determining the extent to which feminist research meets certain guidelines (Dut,
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1984). First and foremost I brought my own feminist consciousness to the study. The

actual topic for the study rose out of a desire to have the voices of women heard and

recorded. Secondly, the methodology chosen allowed for the expression of the ideas and

experiences of women about health. The choice of focused ethnography as method

presumes the existence of multiple truths and therefore the feminist ideal of

acknowledging many views ( value plurality) was appropriate. Lastly, it is th¡ough the

development of rapport with the participants that thick, rich data were generated. My

stance as a feminist researcher served to bridge geographies ofsubject - object and

researcher - participant.

Focused ethnography was most appropriate given it provided the women with an

opportunity to speak and be heard. I was briefly in the homes of four of the women. four

times, which gave me an opportunity to be in the place where they lived and to enter into

their stories more fully by being physically present to them. The lives and stories of these

six women were at the heart of this investigation. As feminists contend, everyone is more

or less a product of their life context. The second theoretical structure of reality as a social

construction was confirmed in that the physical and social context of the lives of these

women gave birth to their sense of their health and the barriers that halt their journeys to

wholeness. The k¡owledge that drives everyday lives is born in the reality of that

everyday and everyone involved in that reality shares in the perspective @erger &

Luckman, 1967). How these experiences are corrrmunicated is a function of the

development of a language of the everyday, that is understandable and recognizable to

those who share that everyday world (Berger & Luckman,1967) The values and beliefs

that underscore people's lives are perpetuated through the process of socializationwithin
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the groups (Berger & Luckman,1967). In this study, the women's understanding of their

own health was shaped by their personal histories, their families, their living situation and

translated into the way in which they cared for themselves and the health of their family

and friends.

The women in this study articulated what Kleinman (1992) calls their "local

worlds". The social context and the people, places and meaningful things of the local

world are in constant engagement with and relationship to each of the women. One

woman in this study poignantly asked that people recognize and appreciate the context of

her life and not simply judge it. Although Kleinman's focus is on the illness narrative, an

appreciation of the meaning of the search for health within the local world is no less valid

an endeavour for the ethnographer (Kleinman, 1992).

Methodological issues

Ethnography-as-method was a particularly good fit for understanding the idea and

experience of women's health. This fit was evident in the shared fundamental concepts in

ethnographic and feminist research; holism, context and multiple views of reality

(Fetterman, 1989; Webb, 1993). No theoretical dissonance between the precepts of

feminism and those of the ethnographic method exist, as feminist anthropologists of the

past decade will attest ( Cole & Phillips, 1995). In this study, the feminist ideal found

resonance in the ethnographic method in that it promoted egalitarian interchange between

participant and researcher, allowed for the expression of any and all thoughts that these

women had about health, and raised the awareness of both participant and researcher

about the issues and concerns of how health is defined and lived.

The prepared interview questions (see Appendix D) were an effective way to begin
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to develop rapport with the participants. I began with a general invitation to share

something of their lives, from the beginning to present day, and this knowledge provided a

reference point for future questions and probes, as well as a way of entering their world.

Prior to an interview, I reviewed the substance of the previous interview's transcript or

notes, and chose or devised questions for that interview. Although conversation rambled

a little at times, it was not usually a problem to maintain focus and concentration on the

topic at hand. I was cognizant of wanting to keep each interview to less than sixty minutes

as promised in the initial request. In addition, the list of written questions was useful in re-

focusing the conversation or bringing the interview to a natural conclusion.

In the final interview with each participant, I brought forward my sense of what

had been said about health throuehout the course of the interviews. I asked each woman

to confirm that I had in fact heard them correctly and completely. The participants were

very helpful in validating my interpretation of what they had given to me. Their

confirmation of my findings supports the overall trustworthiness of the data. Erica, upon

hearing my interpretation of what I thought she had said about health, laughed, and

wondered aloud if in fact she had said all that. I worried more than a little about language

and whether I had obscured her truth through my way of using the English language. As

an advocate of 'clear speak' in health caÍe, a discipline that I believe often obscures the

truth th¡ough the use of esoteric language, I questioned whether I was falling into the

habit of those I criticize. Or, was this event an affirmation of what is done with qualitative

data? By virtue of processing qualitative data into textual amalgams and abstractions, we

carve up people's stories, isolate phrases and stages of life and then, theorize about them.

Perhaps the process and language of interpretation removed some of the recogrrtzable real
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life detail for Erica.

Samplins

Sampling was a convenience sample from a school class of women students

meeting the following criteria: between the ages of 18 - 50, English-speaking, non-

nursing, wholly subsidized, and willing to be interviewed. The desired number of

participants was to be between five and seven. This was deemed to be a manageable

sample size f¡om the standpoint of doing between twenty and thirty-five interviews in total

and one which should be large enough to generate a rich, thick data set. An unexpected

problem arose in recruiting enough participants and resulted in extreme frustration for me

and lengthy delays in progressing with the study. Entree was not an issue initially, as

access to the participants was offered enthusiastically by the director of the program in

which this class of women was registered. The director anticipated that having 5 -7

women respond to the request would not be a problem, as there were many vocal, and

articulate women in the recruitment class.

The letters of recruitment were made available to all the women (approximately

45) matching the criteria on Friday, May 22, 7998. By Tuesday, May 26, 1998, two

women (Participants A and B) had indicated their interest and first interviews were

arranged. Participants C and D were both obtained by snowball technique through

Participant A. Interviews with { B and C proceeded throughout the month of June.

Interviews with Participant D, however, were stalled because of several postponed

appointments, making the time interval between the first and fourth interviews

approximately three months.

By mid June no further participants were forthcoming from the first recruitment
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attempt. I then contacted the director of the program and she suggested that she would

make arrangements to distribute letters to the twenty-five sufiImer students who matched

the criteria for the study. The letters were sent and no one responded to that request.

An attempt was made during July to recruit participants from another group of

students who met the criteria, attending an oñcampus school program that was to begin

during the last week of August. The research proposal was sent to the directors of the

program and upon review, access was denied as of the middle of August. The request was

denied, based on a perception that the timing of the interviews could pose a personal

threat to the students. The request for participation and the subsequent interviews would

fall in the beginning stages of their program, which coincided with a life skills course. This

is a period of intense self review and often one of extreme wlnerability

In discussing difficulties with recruitment with the dean of the division at the

school, a final group of women, meeting the criteria were identified and access to them

was initiated on the 14th of September. A meeting with the director of that program

clarified my intent and purposes, and letters of recruitment were left to be distributed to

those women meeting the criteria. As the group was divided into three classes, letters

were given to the three different instructors who explained the project and distributed the

letters to members of each class. As the en¡ollment in the three classes was over sixty

individuals of which two thirds would meet my criteria, I was fairly optimistic about

having one or two women showing an interest in my project, as once again the director

indicated that there were quite a number of out-going, articulate and energetic women in

the classes.

On the morning after the distribution of the letters, I received an angry telephone
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call from a male class member. He most strongly and angrily voiced his displeasure at the

project and claiming to speak for the women in the progtam, he stated in no uncertain

terms that no one was interested in speaking with me. Feeling unsettled and

misunderstood, a meeting with him, the program director, counselor and myself was

arranged to sort out the concerns and objections and clarifu any misconceptions in the

hopes of reconciling with the individual and avoid influencing the entire recruitment

group. The meeting began with the young man being invited to apologize for the

inappropriate verbal attack, followed by an explanation for his misunderstanding and

resentment of the nature of the project. He felt an outsider was taking something from this

group of people. He expressed anger over the historical treatment of First Nations people

and felt I was simply one more person who was intent on taking something from these

women. He was also incensed that I was only interested in women's experiences and was

going to overlook the men in similar circumstances. I was allowed to provide the

background for my interest in the students and the topic, and to convey my personal

beliefs regarding the value of story. We concluded the meeting by shaking hands and

thanking each other for the opporfunity to be heard and understood. Later in this thesis, I

will discuss the implications of this incident and how I would act differently in the future

to avoid misunderstandings of this nature. In between the time of the appointment and the

meeting, two women did contact me and interviews were scheduled for the following

week.

Participant E met with me twice and then canceled the third interview on th¡ee

separate occasions. This woman explained that she was going through a number of family-

related crises and was unable to meet with me atthat time. I explained that she was under
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no obligation to complete the project and that if it posed risks or difficulties for her,

perhaps it was best that we not continue. She expressed a desire to finish the interview

process in a week. Another interview was scheduled during which I promised that the

questioning would be completed, but the participant missed the interview. A note was left

for this woman, requesting a final interview of abbreviated proportion and several days

later contact was made and the third and final interview took place.

Participant F was interviewed once and a subsequent appointment was missed.

One attempt was made to solicit a further interview by leaving the woman a note, but no

further contact was made for several weeks after which Participant F called to say she was

interested in completing the project. Three interviews were agreed upon as a way to

accommodate the demands on her time and mv need for closure.

Problems obtaining a sample group are comrnon and well documented in research

texts (Burns & Grove, 1993). It was, however, not anticipated that more than ninety-five

percent would not be interested in participating in the study. The reasons for this refusal

are purely speculative and may relate to the contents of the letter of recruitment, the

amount of time requested of prospective participants, the abstract nature of the

information sought, the timing of the initial invitation to participate falling close to the

term's end and exam period, and the perception of researcher as an outsider, stranger and

intruder.

Literature Connections

There was resonance between the women's voices in this study and the literature

about health and women's health, and health and poverty. The work of nursing theorists

more closely approximates the ideas expressed by the women in this study.
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The notion of wholeness, as reflected in the first theme of a journey to health- the

quest for wholeness, was found in the literature. In coming to understand the theme of

wholeness as health, I returned to the dictionary to compare the roots of health and

wholeness, only to find both words have 'hal' or 'haelth as its Old English root word,

meaning well or whole (de Woll 1998). From this perspective, it is most interesting that

the six women in this study would use these words interchangeably and that for them, the

touchstone of health was the sense of wholeness from within They affirmed the old adage

that the whole is much greater than the sum of it parts. Phrases such as 'in harmony',

'body and mind in tune', and 'spirit-soul connection' typified the responses to the question

about the meaning of health for them. Health for these women was clearly about being

connected to all aspects of their being. There was no artificial separation of mind-body-

spirit, their environment and the people that constituted their family, but rather the sense

of being in context as a seamless garment.

The work of Rogers, (1970), Levine (1973), Paterson and Zderad (1976), Johnson

(1980), Pender (1982), Newman (1986), Parse (i987), Watson (1988), and Hall (1996)

cited previously in the literature review all espouse the notion of health as wholeness.

They do not speak of the separation of mind, body and spirit, but rather of the intimate

and inextricable connectedness of the various dimensions of being human. An individual

experiences health as an entire person. Canadian policy makers have reiterated these ideas

of late when writing about women's health as an emotional. social, cultural, spiritual and

physical concept Q'üational Forum on Healtlr, 1997).

The second aspect of this first theme speaks to the process that is health. Health is

a 'becoming', and an 'unfolding', a movement towards. The women in this study spoke of
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working to understand their past from the present perspective and move into the future

with a unified sense of themselves. Collectively, these theorists cited above see health as a

process of becoming whole (Woods et at, 1988).The women in this study articulated

health as a moving-to or striving-for, it was a process of becoming. Health \¡/as a dynamic

experience of everyday life, moving in the direction of wholeness.

The Heath Promotion surveys of 1985 and 1990, asked about health behaviors,

beliefs, supports and knowledge (Health and Welfare Canada 1987; Stephens and

Graham, 1993). Definitions of health practices include those activities traditionally thought

to reduce the risks of ill-health. What appears to be heard in these surveys are illness

reduction and injury avoidance behaviors such as smoking and seat belt use as well as

treatment measures such as tranquilizer and sleeping pill use (Stephens & Graham, 1993).

The use of these traditional markers for health does not get at the sense that people

experience health as a product of the whole. There seems to be dissonance between the

intent to measure health and the actual survey items reflecting concepts of illness. If the

findings of this qualitative study were to inform survey item writing, questions reflecting

the dimensions of health as a body-mind-spirit entity, and the connectedness of the

experience of health might more accurately capture the every day health experience of

women in the population. For example, a survey item might ask of the participant: "Does

your sense of health depend on the state of health of others in your life?"

It is interesting that the discussions with these women about their health resulted in

very little talk about women's traditional health issues, e.g., reproductive matters. There

was actually very little talk about illness in the discussions of health. What health was

about for these women was the fulfillment of human capacity in terms of body, mind and



84

spirit, for themselves, their children and their families, every day, at work, at school and in

relationship with significant others. The health of the significant people in their lives was

an intimate part of their own sense of wholeness. One aspect was incomplete without

discussion of the other. The literature supports the fact that it is impossible to consider the

health impacts of poverty on women without considering their families (Canadian Public

Health Association, 1997).

Glligan (1982) discusses the moral disposition of women to view situations and

decision-making in context and consider the interrelationships of the people, values, beliefs

and intent of the parties involved. This notion of connectedness also would seem to

pervade women's sense of their own health as there is no apparent separation between the

meaning of one's own health and the well-being of the others with whom these women

share their lives and their movement to wholeness. In short, women do not journey or

come to wholeness alone. It is evident in the literature, that women are more likely to

include social relationships in their definitions of health, and assess their own health

behavior in terms of the health of others as well (Roberts, 1990; Nettleton, 1995).

What was not heard in the stories offered by the participants was health as a

resource, as stated by the World Health Organization states (World Health Organization,

1986). For these women, health was a process, not a cornmodity of exchange. It was the

way in which everyday living was approached that expedited or delayed the movement to

wholeness. The Ottawa Charter talks about the prerequisites for health (flealth and

Welfare Canada, 1986). Perhaps the prerequisites for health - - peace, shelter, food,

income for example - - are actually the essential requisites for achieving a sense of

wholeness. The society that espouses the health and welfare of all its citizens should then



85

shoulder the responsibility for making available these essential resources to the entire

population, instead of blaming those for whom access to these elements is not a forgone

conclusion of their place and circumstance of birth. Without the requisites, the journey to

wholeness cannot beein.

The literature on women and poverty highiighted the selÊreports of poor \¡/omen

as more often "fair" and "poor" relative to women with higher income. All the women in

this study described their health as being "excellent" or "good". This discrepancy is not

peculiar to this study, but has been identified in other segments of the literature (Health

and Welfare Canada, 1988; Calnan, 1988;Pender, 1989). This particular finding is

supportive of the criticism of the false dichotomy that polarizes health and illness as

mutually exclusive experiences (Pender, 1989). The negative aspects of the circumstances

of the lives of these women may not change the direction of the movement to wholeness,

but rather are incorporated into the fabric of being in the world for those who are

journeying to health. It might also be said, that since the circumstances of the lives of poor

women offer no other choice than to carry on, they continue to respond to life as in

situations of health and so perceive themselves as in good health (Calnan, 1987) In

addition, perhaps this discrepancy points to the need to develop approaches to health that

are not based in problems or disease because, although women are diagnosed with a whole

host of disease conditions, they do not equate their experience of health with the absence

of disease. In short, what this means, is that disease and health for women are not mutually

exclusive concepts (Health and Welfare Canada, 1988).

On the basis of the findings in this study, I would suggest that health could be

defined as follows. health is the dynamic way of being in the world everyday, that
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encompasses the whole of the person including the relationships to significant others and

the environment in which the individual lives. Health is expressed in terms of the

movement towards a well-nourished, well-rested and fit body, a self-identity that

integrates the past into a positive sense of self and deals with the present on an on-going

basis, a spiritual relationship with a transcendent being and the avoidance of the activities

that present impediments to the work of wholeness, in spite of experiences and conditions

that present hurdles on the path toward health.

The second theme the forces of distress - it takes courage to be whole articulated

some of the circumstances and barriers to wholeness in the lives of these women. These

were situations that actively worked against the movement to wholeness and over which

they had little power or control, particularly the experience of racism and condemnation of

the social assistance system. Jesse, Erica, Colleen, Savannah and Shaylene all experienced

the lack of choice poverty engenders. As well, part of living in poverty, is the difficulty

maintaining respect and privacy in the face of a need for knowledge about what and where

support and resources could be found.

Discrimination against Aboriginal people is sadly a fact of Canadian life Q.{ational

Council of Welfare, 1990). That the four women in this study reported the experience of

racism throughout their lifetimes is testimony to this shameful tragedy. A pervasive

atmosphere of racism cannot help but impact severely on feelings of selÊesteem and self-

worth and selÊidentity, all of which are shown to have health implications The scourge of

prejudice most certainly impedes the journey to wholeness as Aboriginals have also been

denied the collective self-esteem of being associated with the 'winning team' or majority

(Evans, Barer, Marmor, 1995). These discriminatory attitudes can and do affect social
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environments to the point at which the atmosphere in some com.munities reflects attitudes

of non-acceptance, insecurity and threat (Canadian Public Health Association, T997)

The effects of the social milieu in which people find themselves, including the

behavior and actions of family, neighbors and friends, on health, have been well

documented (Federal/ProvinciaVTerritorial Working Group on Women's Health, 1990;

Health and Welfare Canada,1988). That social networks have a positive influence on

health is a given (Health Canada,1997) Social isolation affects th¡ee times as many

women as men and the effects of it on the nutrition and general well-being or mental

health of women needs investigation. The multiple role demands of women leave little

time for networking with neighbours which would reduce the sense of being alone

(Federal/ProvinciaVTerritorial Working Group on Women's Health, 1990). Social

barriers exist in Canada that leave people in unsupportive environments struggling alone

(Canadian Public Health Association,1997).In addition, when alarge proportion ofthe

monthly budget is given over to fixed costs of rent and housing expenses, little is left for

clothes, toys, outings, play-groups and orgaruzed recreational activities through which the

women and their children can also feel part of the world beyond their home (Roberts,

19e0)

Another consideration, and one that further isolated some of these women from

time to time, was their need to remove themselves from the company of negative family

and intimate friends. Some social relationships posed problems and caused stress

disproportionate to the possibility of garnering any positive effect from the social

interaction (Nelson, 1994).

The financial situation of people living on any form of welfare has been shown to
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be pathetically low. There is talk in government circles about the poverty line and non-

taxable income levels, but the fact remains, in reality, for most of the people on welfare,

there is no difference between taxable and non-taxable income. Despite contentions that

welfare income should only cover the bare necessities, it is known that bare necessities are

not always covered and people simply cut back on food, when money runs short (Statistics

Canada,1995) When money is scarce, available funds are directed to housing and living

costs (Mclntyre, Connor & Warren, 1998). Each of the women on social assistance spoke

about not having enough money for those essentials of life. We understand the path that

leads from poverty to poor nutrition to illness as documented fact (Canadian Public Health

Association. 1997\.

That tobacco, alcohol and poor diet contribute to ill-health is common knowledge

to these women. However, these women have chosen to cope with their circumstances of

deprivation, uncertainty, discrimination and lack of support without the use of these

substances. Courage is the quality that meets opposition with assurance and fortitude (de

Wolf, 1999). These women deliberately chose not to numb the gnawing burden of poverty

to face reality as best they could. This is courage! Courage is a vital quality related to

health and women living in poverty. With it, women persist in difficult circumstances to

work toward health in spite of disadvantage and a dearth of support and resources.

The third theme of social assistance - there is something unsqfe about the saÍeï)

net speaks to how the inadequacy of our social welfare system undermines the sense of

wholeness for some recipients. It has been shown that income levels of women translate

directly into their experience of health As the participants in this study assert, after paying

for basic shelter and food needs, little or no money is left. And when confronted with
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demands for more food within families, it is often the mother who forgoes her portion tn

favour of feeding the children. (Mclntyre, Conner, Warren 1998).

What is abundantly obvious is the actual cost in human wholeness of the treatment

received at the hands of the system. The notion of the woeful inadequacy of the financial

stipend for women and families on social assistance was repeated in the lives of all five

women in receipt of social assistance. There was never enough money to last the month

and what they received was spent on filling, yet not necessarily nutritious food and second

hand clothing. It has been said time and time again, that attention needs to be paid to

factors outside the health care system that directly affect the health of Canadians and in

this instance, particular attention needs to be focused on the economic circumstance of the

poor women of this country Q'{ational Forum on Health, 1997)

The disrespectful treatment at the hands of the officers of the social assistance

program generated feelings of humiliation among the women in this study. Decency

should be the hallmark of a civilized society and it seems only right to distribute basic

goods in such away as to avoid humiliation (Rorty, 1997).

Lastly, the women talked about the insuring qf illness - it is health and care thal

is bevond reach as a condemnation of what Canadians feel is the pillar of the just society

that is Canada, our universal health care system. The experience of these women suggests

there is little caring in health care and a lack of financial support for the tools of

prevention and health promotion. ln fact the health care system of the past decade has

been in a state of financial crisis and re-structuring. The illness care of the years since the

inception of the Medical Care Act of the 1960's has cost the taxpayers of this country

billions of dollars, and the ironic twist is a population that is not much the healthier for it.
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provinces have steadily been de-insuring elements of medical care without a subsequent

shift and commitment to finance illness prevention and health promotion strategies. The

identification of the determinants of health has received wide support and affirmation in

the health policy community, but as yet, concrete evidence of the move to change those

requisites for health for the deprived members of the population is lacking. Despite the

rhetoric of shifting health resources into health promotion and disease prevention

strategies, illness care delivery remains first and foremost on health budgets. Action must

be taken now on poverty to realize future cost savings in health care (National Forum on

Health, 1997)

These women had experienced an absence of caring at the hands of some health

care providers. There were reports of racism at the hands of care givers. There was a lack

of rapport between care giver and client. There was little consideration of the life

circumstance of the client coming to care. How can care providers and clients work as

partners in health when the paternalism and patronage of care providers insults the

humanity of women and discourages them from recognzing and taking hold of the power

they have to move toward wholeness? Women have identified that sexist and paternalistic

attitudes interfere with interactions between women and male care providers (National

Forum on Health,. Igg7).Inappropriate and insensitive care is not a myth and

considerations needs to be given about who is the most effective provider of care in all

instances CNational Forum on Health, 1997).

ln summary, the nursing literature is supportive of the concept of health put

forward in this study. Health is a way of being and a process toward wholeness. Women

experience health in relation to the context and significant others in their lives. People
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present as a whole, not simply a composite of multiple parts to be dealt with individually

as the need arises, in the hopes that restoration of a part will in fact mean health for the

enrire person. Health is about all of the individual. An individual is an indivisible whole to

be cared for in the context of their life, which must be known and acknowledged and

accepted as it is. What this means for care providers is that we must listen for the whole

story, we must see behaviors in the context in which they were borne and are being lived,

we must acknowledge the circumstances and relationships that clients bring with them to

care in their hearts and we must work as partners in planning for health. What this means

is doing something about providing the basic requisites for health to all the citizens of this

country and not simply contributing to the rhetoric about it.

The World Health Orgaruzation's definition of health is itself utopian and gender-

biased. Health, as understood from this study, is not a resource, a commodity. It is not a

unit to be bought or sold. Health is rather a process, a \¡/ay of being in the world, that

encompasses all that it means to be human, mind-body-spirit, indivisibly moving toward

wholeness. The WHO's definition is sanitized from the living of it in the world. There is

little that reflects the experience of health in context of every day.

The etic perspectives of nursing theorists defining health as a process or movement

to wholeness has been validated in this study through the details of the lives of the six

women participants What appears to be lacking are the qualities needed as requisites to

the journey; that of courage, perseverance, persistence in the face of opposition, self-

reliance. Women who live in poverty have fewer choices about where and to whom they

might turn for support, advice, information, direction and assistance in their pursuit of

wholeness.
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Where the literature departs from the findings of this study is around some of the

notions of health as ability to function or carry on, or of health as a reserve, as identified in

several studies on the lay perceptions of health. (Calnan, 1987;Herzlich, 1973). Whereas

respondents in the Black Report, an extensive landmark study in Great Britain Townsend

& Davidson, 1982) talked about health as not being ill, the participants in my study said

health was about avoiding illness.

Reflection

I have come to realize my position of privilege as of late. I enjoy, as a fact of my

everyday life, privilege; the unearned advantage of being white, middle-class (Saunders,

lggT).From the outset of this study, I worried about if and how my position of privilege

would block the establishment of rapport with the participants and limit my understanding.

I wondered if privilege would interfere with my ability to be present to them and their

stories. I was never so aware of this position as I was when Erica told me that the reason

she agreed to see me was because no one had ever asked her opinion about health or

any'thing else before. I am also now aware, thatrealizing my position of privilege does not

mean it can be set aside by simply understanding it. It is a lens through which I see and live

my life.

I felt that the response from the male classmate to my last request for participants,

was born out of frustration and anger with and resentment towards people of privilege.

My initial reaction was one of horror and dismay, that my intentions in this study had been

misconstrued and I was being seen as a voyeur and a thief. It was in this moment that I

had a glimmer of the face of privilege. In retrospect, I would have assured myself, before

providing the letters of recruitment to this final class group, that the teachers distributing
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the letters had a clear idea of my project and had given a verbal introduction as to who I

was, and a brief explanation of the nature of the project. I was certain that the delivery of

the letters and my intent had been conveyed to the teachers in the first recruitment effort

but feel the introduction to the project and myself may have been overlooked in the last

circumstance. Perhaps my explanation to the director was insufficient or my eagerness to

complete my sample led me to minimize the need for introduction and explanation.

There occurred a woman-to-woman outreach that was unanimous and unexpected.

There was a sense of women caring for women in each case. Jesse sought out Savannah

and Colleen so my sample would be met, Jesse and Savannah insisted on making coffee.

Colleen asked before the initial interview whether or not I had an allergy to cats and

offered me a drink every time I came. When having difficulty scheduling interviews,

Colleen set aside her schedule so as to accommodate mine. Diane and Shaylene's

schedules were very full and despite issues in their personal lives, did not abandon my

project. We were able to minimize the disruption by condensing the third and fourth

interview into one session.

I was very mindful of my need for these women's good will and their gift of time

and story. I needed them. They did not need me. I was truly touched by their willingness

to inconvenience themselves for a Stranger, not once but several times.

I felt it very important to invite the participants to choose their own aliases. I was

gratified that I had thought to invite them to name their words, as the anecdotes they told

about the names they chose, added another dimension to my sense of their lives. Jesse's

name reflected her birth name, changed officially when she emigrated. Erica said that she

had always felt a relationship to the name she gave herself. Savannah thought about giving
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her daughter this name to symbolize the African American heritage of her daughter's birth

father. Colleen was a birth name, changed by adoptive parents. Shaylene loved the name

of her first granddaughter and Diane loved her middle name.

I was concerned about the payment of the stipend as to the most thoughtful and

respectful manner in which this could be given. What came naturally at the time of the last

interview with Jesse was that I wrote a note of thanks, enclosing the stipend. It felt right

and I continued with this practise for all the participants.

I asked my transcriptionist for her reflections on the interviews once the transcripts

were complete. She commented on how tragic the life histories were, as told by the

participants. As an experienced and trained transcriptionist, Sherry said that she focuses

her efforts on hearing not only the words but also listening for the intent of the entire

thought, the emotion and the inflection of the spoken word, in order to reflect the whole

sense of what is said. It is in the careful listening that the punctuation becomes clear.

Although her focus throughout is the correctness of the word, she does enter into the

stories and so to have a sense ofclosure and understanding ofthe tapes, Sherry asked for

a copy of the analysis. Sherry voiced a concern with regards to the protection of the

confidentiality of the tapes and transcripts and was anxious to delete the electronic record

once all the data were safe and secure.

I also wondered how I would deal with the difficult life stories and how the telling

of them would be woven into the notions of health. After one particularly poignant hour

with Erica, I simply turned offthe tape and found myself acknowledging the tremendous

personal strength and immense courage of her heart: Erica simply said 'thank you'. I

brought the most tragic elements to my advisor and he offered presence and reverence for
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the lives lived.

Reflexivitl¡

It was not clear to me from the outset, what potential the participation in this study

might afford the women who volunteered. Having someone interested in their reflections

on their lives and their beliefs about health may have transformed the way in which they

regarded their health and the process of becoming whole. These possibilities need to be

reflected in the letter of invitation to participants. I referred to this information letter as the

"Letter of Recruitment", but keeping in mind the possibilities of growth or change that the

project engendered, I would in future consider participation an invitation. The prospects

for the transformation of self in some small way, is the raison d'etre of feminist work and

should be cited as a benefrt. What this study may have done for the women who

participated, was to affirm their thoughts and experiences and thereby give them courage

to persevere. I would hope that at the very least, these women would feel that their stories

and their ideas were of importance and value to others beside themselves.

I suggest that researchers wanting to share the lives of any individuals need to

know, that regardless of the questions they come to ask, they will be in the presence of

intense humanity. You will need to go into their lives with an open mind and heart,

committed to the sharing and not just the taking their stories. You will surely come away

from the experience with the dust and the tears of their lives on your eyes and in your

heart. That is very likely what you came to know, so be ready'

In the search for any participants, be prepared to seek and search. Have several

strategies in place. Despite what the people who know and work with your population

suggest, it is the individuals who come forward. I was crest-fallen at the lack of response,
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knowing from the woman through whom I gained entrée to the group, that there were

many articulate women who did not call.

Confening with your advisor with some regularity is absolutely key in maintaining

the energy and enthusiasm for the project, and breaking the thesis into manageable bits.

Thirteen months is a considerable length of time to be engaged in one stream of

consciousness, as all the while the rest of life continues to vie for attention. Every time I

met with my advisor, a new dimension was added to the data, new insight into the stories

were uncovered and considered and I saw things from a fresh perspective. I gained new

energy from each encounter and a greater zeal to do justice to the stories.

Recommendations

Nursing Education

The clear indication from these six women was that health is about wholeness in

the context of every day life. Nursing curriculums need to highlight the concepts and

theories of holistic nursing to help students understand who comes to them as client or

patient. There has been an overwhelming trend to specialize and divide the human person

up in all its complexities in order to understand the whole. What is heard from this study is

that understanding the whole, means seeing people as entire beings constantly being

affected by the environment in which they find themselves and to which they must

respond. To understand people out ofcontext is to not understand them at all.

Educators must instill in their nursing students that listening to clients is the key to

skillful communication and the demonstration of understanding and the offering of

presence. Erica said that she had never been asked about her opinions about health before.

Students need to become careful and active listeners if they are to work with women on
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their journey to wholeness.

The definitions of health as articulated by many nursing theorists deal with health

as a way of becoming. However the language of these theorists is arcane and idealistic.

Students need to be exposed to the theoretical views of health and then ground them in an

understanding of the real voices and perspectives of the women offering real life examples

of their journey. Students can then compare the tensions between the academic and the

experiential truth. There is a real need to understand that the lived definitions of health are

where the partnership between care giver and client must begin. Perhaps the realJife

stories of individuals that exemplify aspects of each definition could be told to bring the

text to life and inject the real world into the hallowed halls of learning. The teaching of

health in schools of nursing needs to explicitly outline both the academic and lay

definitions of health and explore the beginning student's understanding of their own health

so as to better enter into the experience ofthe patient.

So many students enjoy the privilege of being white and middle class. There is a

need to demonstrate to them how this birthright, this franchise on power, provides access

and voice and credibility. Students need to know what being denied that automatic

concession, means. Students need to appreciate and believe that poor women are persons

and as such should be accorded dignity and respect. Students need to practise nursing so

as to legitimizethevoice and perspective of poor women. It is the responsibility of

nursing education programs to incorporate these experiences and perspectives into the

curriculum.
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Health Promotion

Nurses need to broaden their focus and see that women come to health care

situations, whether in community or acute care agencies, as people in relation to the

significant others in their lives and the places and spaces from which they come' Women's

health should no longer be regarded as a list of reproductive concerns and complaints, but

instead as a process of becoming whole, through the acceptance and practise of the

positive activities necessary for the journey to wholeness. We cannot concern ourselves

merely with the presenting complaint of the women who come to us for care and caring,

thereby ignoring the family and community she carries in her heart. If we are to be

attentive to the health issues of women, we must appreciate all of what constitutes every

day reality for her.

What this might mean for the care provider is that careful attention be paid to the

nursing history interview, so that it is not simply reduced to a self-administered checklist

of symptoms and disease history in the interests of time. Health promotion for women

living in poverty means hearing her history and beginning wherever the woman is, at the

time she comes to care. The standardization of health histories forces people to reduce

their lives to a series of checks and dates. If we believe that women's quest for wholeness

encompasses not oniy all that she is, but also all of those she holds in her heart, we would

not presume to capture her uniqueness? her needs and concerns in a selÊadministered

questionnaire. Perhaps the real concerns of out clients will be heard with greater clarity

when we listen for the context and the feeling tone of the historian.

In terms of the practicalities of working with poor women to promote their health,

nurses need to meet these women where they live. The relationship between care provider
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and client needs to be a sustained one in which the caring nature of nursing is evident in

the presence offered to women, in the affirmation of their situation and the valuing of them

simply because of their humanity. Nurses can work with women, in their communities and

neighborhoods, to reduce the sense of social isolation by planning for group activities and

fostering cooperation among neighbors, and to talk about survival in terms of providing

nutritious food, adequate child care arrangements, and managing to pay for housing,

clothing and other living expenses on a minimum budget'

perhaps the health care relationship between nurses and poor women could

develop into one in which the contacts between care giver and client are not only initiated

by the client. The nurse could be a source of encouragement and support between

appointments to the clinic or office, by connecting with clients by phone or home visits as

a matter of course and not only in times of crisis or illness-

Nursing Research

The first recommendation for nursing research focuses on the methodology used

and simply challenges the status-quo of the benefit-risk considerations in participating in

qualitative research. Burns and Grove (1993) identifl' the broad overall benefit to

participants of increasing their knowledge of the research process, and expanding their

knowledge and understanding of their own health and that of their families. I would

suggest that qualitative studies have the potential to affirm and legitimate the stories of

participants that otherwise would not be heard. Participation in research provides

individuals with a voice and the value of voice cannot be underestimated.

The feminist research agenda was extended by this study. The women \ilere invited

to give themselves aliases as a sign of respect for their stories and as a way of allowing the
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women's voices and identities to be truly present in the report of the research. What

happened as a result, was that the invitation to name themselves allowed me access to

other aspects of these women's stories that reflected the story behind the name. I would

suggest that this strategy be incorporated into feminist research as evidence of the

egalitarian base of the paradigm.

A logical sequel to this project would be a participatory action study. The

researcher would be present to poor women in a particular neighborhood or community,

in order to understand how they define what health is for them in the every day and then

work with them toward the development of health promotion strategies and programs for

themselves and other poor women in the community.

Another possibility for further feminist research in this area might be the

establishment of a research partnership with a group of poor women, wherein both the

women and the researcher invest in the outcome of the inquiry. The outcome may be

bringing \ilomen together for some type of practical, mutual support that is designed by

them, and for them, geographically accessible and close to home. It could mean the

formation of a women's collective, a community kitchen or corÌtmunity garden. The

outcome would best be identified by the group so as to be seen as a worthy endeavour,

offering some way of improving to their quality of life

Another interesting sequel would be to conduct a similar study with women of

financial advantage to see where and if their ideas about health intersect with those of

women from circumstances of monetary want. In addition, I feel research by nurses using

case study and narrative methodology, would be invaluable to nursing education as it

would offer real life exemplars for the teaching of difficult theoretical concepts. These
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methods have the added feature of preserving stories in their entirety, and not co-

constructing reality as a composite of the individual experiences and ideas of all the

participants.

I appreciate that the feminist stance is but one perspective in viewing the world.

Other lenses through which poor women and health can be seen, such that of power or

culture, are just as valid. All standpoints will afford another facet of the truth of women

living health in the midst of poverty.

Educators, practitioners and researchers need to appreciate the importance of

attending to the needs and concerns of women living in poverty. I believe we as nurses

have a social mandate to work in partnership with poor women to better their situations

and by extension, the situations of the people for whom they care.

In summary, it was not anticipated the extent to which this project might educate,

inform and empower the participants in the study. What in fact occurred was that the

experiences and voices of the women were validated, given value and, in a sense,

transformed for the participants themselves, as they spoke of their lives and health in a

way that they had not done before. The interviews legitimized the voices that had been

routinely and systematically silenced. Repeated engagement allowed for the voices and

experiences of the participants to resonate in a way that acknowledged and valued their

context and made it possible for me to be present to these women in a meaningful way.

This study has given me the opportunity of valuing the stories of these women and

learning about the rigors of the journey to health for women living in poverty. It has

illustrated what the movement to wholeness is like for poor women and how much

depends on the courage of their heart. The life-long struggle for wholeness to which
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human kind aspires is made undeniably more difficult by lack of financial resources and the

less than dignified treatment received at the hands of the societal systems that profess to

offer help and solace.



103

Reference List

Anderson, J. M. (1996). Empowering patients. Issues and strategies. Social

Science and Medicine. 43 (5), 697 - 705.

Anderson, K. N., Anderson, L. 8., Glarr,e, W. D. (Eds ) (1996). Mosby's

medical. nursine. and allied health dictionary (5ü ed.).Toronto: Mosby.

Author. (1986). Achieving health for all: A framework for health promotion.

(1986). Ottawa: Health and Welfare Canada.

Barroso, C. (1994). Building a new specialization on \ryomen's health: An

international perspective. In A. Dan (Ed ), Reframing women's health. Multidisciplinary

research and practice (pp 93 - 101) London: Sage Publications.

Blaxter, M (1990). Health and lifestyles. London: Routledge.

Burns, N., Grove, S. (1993). The practice of nursing research: Conduct. critique &

utilization. Toronto. W.B. Saunders Company.

Canadian Public Health Association . (1997). Health impacts of social and

economic conditions: Implications for public policy Canadian Public Health Association

Board of Directors Discussion Paper.

Calnan, M. (1987). Health and illness: The lay perspective. London: Tavistock

Publications.

Cheek, J., Rudge, T. (1995). Only connect...feminism and nursing. In G. Gray, R.

Pratt, J. Lawler (Eds.), Scholarship in the discipline of nursing (pp 311 - 328) New

York: Churchill Livinestone.



r04

Chittister, J. (1990a). Job's daughters. Women and power. New York: Paulist

Press.

Chittister, J. (1990b)

City, MO: Sheed & Ward.

Colantonio, A. (1988). Lay concepts of health. Health Values. 12(5),3 -7 '

Cole, S., PhilliPs, L. (1995).

Ottawa: Carleton University Press'

Conway.Welch, C., Fogel' C., Holm, K., Killien, M., Marion, L., McBride, A.'

Shaver, J., Simms. L., Swansoû, K., Taylor, D., wOodS, N (1997). Wgmen's health and

women,s health care: Recommendation of the 1996 AAN experl panel on women',s health'

Nursing Outlook. 45(1), 7 - 15'

Cook, J. A., Fonow, M. M. (1986). Knowledge and women's interests: Issues of

epistemology and methodology in feminist sociological research. Sociological Inquiry.

56(1), 2 -29

Cowles, K. V. (1988). Issues in qualitative research on sensitive topics. Western

Journal of Nursing Research. 10(2),163 - 179'

Currer, C.(1986) Concepts of mental well-being and ill-being: The case of Pathan

mothers in Britain. In C. Currer & M Stacey (Ed ), Concepts of health. illness and

disease: A comparative perspective (pp 181 - 198). New York: Berg.

Dan, A.(1994). Introduction. In A. Dan (Ed ), Reframing women's health:

(pp i* - >or). London: Sage Publications

. Kansas



105

Dan, A. J., Jonikas, J. 4., Ford, Z. L. (1994). Epilogue: An invitation. In A. Dan

(Ed.) Reframing women's health: Multidisciplinary research and practise (pp 386 - 392).

London: Sage Publications.

Dennerstein, L. (1995). Gender, health and ill-health. Women's Health

International 5,(2), p. 53-59.

de Wolt G. D., Greggs, R. J., Harris, B. P., Scargill, M. H. (1998). Gage

Canadian dictionary. Toronto: Gage Educational Publishing Company.

Dion Stout, M (1996). Aboriginal Canada: Women and health. Paper prepared for

Canada - USA Forum on Women's Health. Ottawa: Health Canada.

D'Houtaud, 4., Field, M G. (1986). New research on the image of health. In C.

Currer & M Stacey (Ed ), Concepts of health. illness and disease: A comparative

perspective (pp.235 - 255 ). New York: Berg.

Donovan, J. (1985). Feminist theory. The intellectual traditions of American

feminism: New expanded edition. New York: Continuum.

Duffy, M. (1984). A critique of research: A feminist perspective. Health Care for

Women International. 6, 34I-3 52.

Evans, R. G., Barer, M. L., & Marmor, T.R. (1994). Why are some people

healthy and others not? The determinants of health of populations. New York. Aldine De

Gruyter.

Estes, C. P. (1993). The eift of story: A wise tale about what is enough. New

York: Ballantine Books.



106

Feather, J., Green, K. L. (1993). Health behaviors and intentions. In Health

Canada Canada's health promotion survey 1990: Technical report (pp.226 - 233)

Ottawa: Minister of Supply and Services.

Federal, Provincial and Territorial Advisory Committee on Population Health.

(1994). Strate_eies for population health. Investing in the health of Canadians. Ottawa:

Minister of Supply and Services.

FederalÆrovinciaVTerritorial Working Group on \ff omen' s Health. ( I 990).

Working for women's health. A Framework for the development of policies and

programs. Ottawa. author.

Ferrence, R. (1993). Sex diffFerences. In T. Stephens, D. Graham (Eds.). Canada's

Health promotion survel¿ 1990: Technical report (pp.237 - 245). Ottawa. Minister of

Supply and Services Canada.

Fetterman, D. (1989). Ethnograph]¡: Step by step (Vol. 17). Newbury Park: Sage

Publications.

Gilligan, C. (1982). In a different voice: Psychological theory and women's

development. B oston : Harvard University Press.

Graham, H., Oakley, A. (1986). Competing ideologies of reproduction: Medical

and maternal perspectives on pregnancy. In C. Currer & M Stacey (Eds ), Concepts of

health. illness and disease (pp.97 - 116) Leamington Spa: Berg.

Gray, G., Pratt, R., Lawler, J. (Ed ) (1995). Scholarship in the discipline of

nursins. New York: Churchill Livinsstone.



107

Hall, L. (1996). Another view of nursing care and quality. In K. Straub, K Parker

(Eds.), Continuity of patient care. The role of nursing. Washington, DC: Catholic

University Press.

Harman, L.D. (1992). The feminization of poverty: An old problem with a new

name. Canadian Woman Studies.l2(4),6 - 9.

Health and Welfare Canada. (1987). The active health report: Perspectives on

Canada's health promotion surve)¡ 1985. Ottawa: Minister of Supply and Services

Health and Welfare Canada. (1988). The active health report on women. Ottawa:

Minister of Supply and Services.

Health Canada . (1993). T. Stephens, D. Graham (Ed.). Canada's health

promotion survey 1990: Technical Report. Ottawa: Minister of Supply and Services.

Health Canada. (1997). Report on the health of Canadians. Available

on-line: www.healthcan.htm

Henderson, V. (1966). The nature of nursing. New York: Macmillan.

Hesse, H. (1951). Siddhartha. New York: ANew Directions Book.

Hongladarom, G. C., McCorkle, R., Woods, N. F. (1982). The complete book of

women's health. New Jersey: Prentice-Hall, Inc.

Huch, M H. (1991). Perspectives on health. Nursing Science Quarterly, 4(1), 33 -

40.

Jacobson, J. L. (1993). Women's health: The price of poverty. In M. Koblinsþ, J.

Timyan, J Gay (Ed.), The health of women: A global perspective (pp 3 -32). Boulder,

Colorado: Westview Press, Inc.



108

Johnson, D. (1980). The behavioral system model for nursing. In J. Roehl, C. Roy

(Eds.), Conceptual models for nursing practice . (Znd ed.) New York: Appleton-Century-

Crofts.

Jones, P. S., Meleis, A. L (i993). Health is empowerment. Advances in Nursing

Sciences.l5(3),i-14.

Kane. P. (1991). Women's health: From womb to tomb. New York: St. Martin's

Press.

Kaufert, P. (1988). Through women's eyes: The case for a feminist epidemiology.

Healthsharing. 10(1), 10 - 13.

Kaufert, P. A. & Gilbert, P. (1987). Medicalization and the menopause. In D.

Coburn, C. D'Arcy, G. Torrance, & P. New (Eds.), Health and Canadian societ)¡ (Znd

ed ) (pp ). Markham: Fitzhenry & Whiteside.

Kettel, B. (i996). Women, health and environment. Social Science and Medicine.

42(10), t367 - 1379

Kikucki, J., Simmons, H., Romyn, D. (Eds.).(l996). Truth in nursing inquiry.

London: Sage Publications.

King, I. (198i). Atheory of nursing: Systems. concepts. process. New York:

Wiley.

Kjervik, D. K., Martinson, L M. (1986). Women in health & illness: Life

experiences and crises. Toronto. W. B Saunders Company.

Kleinman, 
^. 

(1992). Local worlds of suffering: An interpersonal focus for

ethnographies of illness experience. Oualitative Health Research. 2(2), 127 - I34.



109

Koblinsþ, M 4., Campbell, O. M R., Harlow, S. D. (1993). Mother and more: A

broader perspective on women's health. In M Koblinsþ, J. Timyan & J. Gay. (Eds.),

The health of women: A global perspective (pp 33 - 62) San Francisco: Westview

Press.

Leininger, M. M. (Ed ) (1985). Oualitative research methods in nursing.

Toronto. Grune & Stratton, Inc.

Leslie, J. (1992). Women's lives and women's health. Using social science

research to promote better health for women. New York: International Center for

Research on Women.

Leslie, L. 4., Swider, S. M. (1986). Changing factors and changing needs in

women's health care. Nursing Clinics of North America. 21(1), 1i I - 123.

Levine, M. (1973). Introduction to Clinical Nursing. (2nd ed.). Philadelphia: F. A.

Davis.

Lewin, E., Olesen, V.(Eds.). (1985). Women. health. and healing: Toward a new

perspective, New York. Tavistock Publications

Lincoln, Y. S., Guba, E. G. (1985). Naturalistic Inquiry. London: Sage

Publications.

Linton, M. (1996). Do Canadian women still have an axe to grind about second

class health care? Rehab & Community Care Management. 5(4), 15.

Love, R., Jackson, L., Edwards, R., Pederson, A. Coburn, D., Eakin, J.,

McKeever, P., O'Neill, M., Poland, B., Polanyi, M. & Robertson, A. (1997). Gender & its

relationship to other determinants of health. Paper for the 5ú National Health Promotion

Research Conference Halifax. NS: Atlantic Health Promotion Research Center.



i10

Mahowald, M B. (1993). Women and children in health care. New York: Oxford

University Press.

Manga, P. (1993). Socio-economic inequalities. In T. Stephens, D. Graham (Ed ),

Canada's health promotion survey 1990. Technical report (pp.263 - 274). Ottawa:

Minister of Supply and Services Canada.

Manitoba Health. (1992). Oualit)' health for Manitobans: The action plan-

Winnipeg: author.

Manitoba Health. (1997). A planning framework to promote. preserve and protect

the health of Manitobans. Winnipeg. author.

Martin, E. (1989). The woman in the bod)¡: A cultural analysis of reproduction.

Boston: Beacon Press.

May, K. M. (1989). Interview techniques in qualitative research. Concerns and

challenges. In J. Morse (Ed ), Oualitative nursing research: A contemporary dialogue.

Toronto: Aspen Publishers.

McBarnette, L. (1988). Women and poverty: The effects on reproductive status.

Women & Health. 12(314),55 - 77.

McDonnell, K., Valverde, M. (1985) The healthsharing book: Resources for

Canadian women. Toronto: The Women's Press.

Mclntyre, L., Connor, S., Warren, J. (1998). A Glimpse of child hunger in Canada.

Applied Research Branch Strategic Policy, Human Resources Development Canada

Available o nline. http : //www. hrd c-drhc. gc. cal arb I

McKie, L. J., Wood, R. C., Gregory, S. (1993). Women defining health: food, diet

and body image. Health Education Research. 8(1),35 - 4I.



111

Meleis, A. L (1990). Being and becoming healthy: The core of nursing knowledge.

Nursing Science Quarterly. 3(3), 107 - 114.

Meleis, A. (1991). Theoretical nursing: Development and progress (2'd ed.). New

York. J. B. Lippincott.

Meleis, A. (1994). Women's health: A global perspective. In J. McCloskey & H. K.

Grace (Ed ), Current issues in nursing, (4ù ed.) (pp. 692 - 700). St. Louis, Missouri:

Mosby-Year Book Inc.

Moccia, P., Mason, D. J. (1986). Poverty trends. Implications for nursing. Nursing

Outlook. 34(1),20 -24.

Mordacci, R., Sobel, R. (i998). Health: A comprehensive concept. Hastings Center

Report. 28(1),4 - 12.

Morris, M. (1992). Poverty. a challenge for nursing in the 1990's. British Journal

of Nursing. 1(7),342 - 3

Morton, A. M., Loos, C. (1995). Does universal health care coverage mean

accessibility? Examining the Canadian experiences of poor prenatalwomen. Women's

Health International,5(3), 139 - 142

Munhall, P., & Oiler, C. (Eds.). (1986). Oualitative approaches in nursing

research. New York. Sage Publications.

National Council of Welfare. (1990). Women and poverty. A report by the national

council of welfare. Ottawa: Minister of Supply and Services.

National Forum on Health. (1997). An overview of women's health. In Canada

health action. Building on the legacy: Volume II: Synthesis reports and issues papers.

Ottawa: author.



112

Nelson, M A. (1994). Economic impoverishment as a health risk: Methodologic

and conceptual issues. Advances in Nursing Sciences. l6(3), 1 - 12.

Netrleton, S. (1995) The sociology of health and illness. GreatBritain. Polity

Press.

Newman, M. (1986). Health as expanding consciousness. St. Louis: Mosby.

Nightingale, F. (1969). Notes on nursing: What it is and is not. New York:

Appleton.

Oakley, A. (1993). Women, health and knowledge: Travels through and beyond

foreign parts. Health Care for Women International. 14,327 - 344.

Orem, D. (1985). Nursing: Concepts of practise. New York: McGraw-Hill

Orlando, L (1961). The

principles. New York: Putman.

paltiel, F. L. (198S). Is being poor a mental health hazard? In C. A. Perales & L. S.

young. (Eds ), Too little. too late: Dealing with the health needs of women in poverty

(pp 189 - 211). New York: Harrington Park Press.

Parse, R. (1987). Nursing science: Major paradigms. theories and critiques.

Philadelphia: W. B. Saunders.

Paterson, 1., Zderad,L. (1976) Humanistic nursing. New York. Wiley.

pender, N. J. (1990). Expressing health through lifestyle patterns. Nursing Science

Ouarterly. 3(3), i15 - 122.

Peplau, H. (1952). Interpersonal relations in nursing. New York. Putman.

Perales, C. A., Young, L. S. (1988). Too little. too late: Dealine with the health

needs of women in poverty. New York: Harrington Park Press.



113

Polit, D. F., Hungler, B. P. (1991). Nursine research: Principles and methods. (4ú

ed.). New York: J. B. LiPPincott

Redman, S., Hen¡rikus, D. J., Bowman, J. 4., Sanson-Fisher, R. W' (1988)

Assessing women's health needs. The Medical Journal of Australia. 148 . I23 - 127

Reutter, L. (1995). Poverty and health: Implications for public health. Canadian

Journal of Public Health. 86(3), 149 - 150.

Roberts, H. (1990).Women's health counts. New York: Routledge.

Rogers, M. (1970) An introduction to the theoretical basis of nursing.

Philadelphia: F. A. Davis.

Rorty, A. O. (1997). From decency to civility by way of economics: 'First let's eat

and then talk of right and wrong'. Social Research. 64(1), 112

Rose, K., Webb, C. (1998). Analyzing data. Maintaining rigor in a qualitative

study. Oualitative Health Research. 8(4), 556

Roy, C. (1976).Introduction to nursing: An adaptation model. Engelwood Cliffs,

NJ: Prentice Hall.

Sandelowski, M. (1986). The problem of rigor in qualitative research. Advanses in

Nursing Science. 8(3), 27 - 37.

Schoenborn, C. A. (1993). Health status and practices: Canada and the United

States. Canadian Social Trends. Ottawa: Statistics Canada.

Scott, M A. (1983). A woman's book. Freedom, CA: The Crossing Press

Smyke, P. (1991). Women and health. New Jersey: Zed Books Ltd.

SocialPlanning Council of Winnipeg. (1996). Winnipeg's downtown: A

comparative demographic analysis. Winnipeg : Author.



114

Spector, A. (1992). Measuring low income in Canada. Canadian Social Trends.

Summer, I - i0.

Stacey, M (1985). Women and health: the United States and the United Kingdom

compared. In E. Lewin & V. Olesen (Eds.), Women. health and healing: Toward a new

perspective (pp.270 - 303). New York. Tavistock Publications.

Statistics Canada. (1995). Women in Canada: A statistical report (3'd ed..¡.

Ottawa: Minister of Industry.

Stern, P. N. (1986). Women. health and culture. New York: Hemisphere

Publishing Corporation.

Stewart, M. J. (1990). Access to health care for economically disadvantages

Canadians. A model. Canadian Journal of Public Health. 8l (6), 450 - 455.

Streubert, H. J., Carpenter, D. R. (1995). Oualitative research in nursing.

advancing the humanistic imperative. Philadelphia. J. B. Lippincott.

Stumpf, P. S. (1983) The culture of poverty: An overused conceptual model. In P

Chirur (Ed ), Advances in nursing theory development (pp.265 - 289). Rockville,

Maryland : Aspen Publication.

Townsend, P., Davidson, N. (Eds.). (1982). Inequalities in health: The Black

report. Suffolk, England: Penguin Books.

Trypuc, J. M (1994). Women's health. In B. Bolaria & H. Dickinson (Ed ),

Health. illness and health care in Canada. (2"d ed.), (pp. 260 -275). Toronto: Harcourt

Brace.

Tudiver, S. (1994). Canadian women's health network: One step back, two steps

forward. Canadian Women's Studies. 14(4), 96 - 100.



115

Verbrugge, L. M. (1985). Gender and health: An update on hypotheses and

evidence. Journal of Health and SocialBehavior. 26(9), 156 - I82

Walters, V. (1992). Women's views of their main health problems. Canadian

Journal of Public Health. 83 (5),371 - 374.

Walters, V. (1994). Women's perceptions regarding health and illness. In B.

Bolaria & H. Dickinson (Eds.), Health. illness and health care in Canada (2"d ed.), (pp. 307

- 325). Toronto: Harcourt Brace.

Walters, V., Lenton, R., Mckeary, M. (1995). Women's health in the context of

women's lives: A report submitted to the Health Promotion Directorate, Health Canada.

Ottawa: Health Canada.

Watson, J. (1985). Nursing: Human science and human care. Norwalk,

Connecticut : Appleton-Century-Croft .

Webb, C. (1993). Feminist research: definitions, methodology, methods and

evaluation. Journal of Advanced Nursing. l8 , 476 - 423.

Weisensee, Mary. (1986). Women's health perceptions in a male-dominated

medical world. In D. Kjervik & I M. Martinson (Ed.), Women in health and illness. Life

experiences and crises. Toronto: W. B Saunders.

Whelehan, P (Ed) (1988). Women and health: Cross-cultural perspectives.

Massachusetts, PA. Bergin & Garvey Publishers, Inc.

Wiedenbach, E. (1984). Clinical nursing: A helping art. New York: Springer.

Wilson, J. B. (1988). Women and poverty: A demographics overview. In C. A.

Perales & L. S. Young (Eds.) Too little. too late: Dealine with the health needs of women

in poverty (pp ) New York: Harrington Park Press.



116

Winnipeg Harvest. (1996). Facts about poverty in Winnipeg. fOn-line]. Available:

http : //www. xpressnet. com/harvest/factswpg. htm

Woods, N. F., Laffrey, S., Duf,, M., Lentz, M. J., Mitchell, E' S., Taylor, D.,

Cowan, K. A. (1998). Being health: Women's images. Advances in Nursing Sciences.

11(1), 36 - 46.

World Health Organization. (1986). The Ottawa charter for health promotion.

Canadian Journal of Public Health. 77, 425-430.



111

APPendix A

External Research Comminee Request

February 20,1998

Ms. X

Chairperson

External Research Committee

School

Winnipeg, Manitoba

Dear Ms. X

I am a graduate student in the Faculty of Nursing at the University of Manitoba. I have

completed my course work and am now at the thesis stage of the Masters program. The

working title of my thesis is "Living in Poverty: Women and Health". I am proposing to

conduct a qualitative study to describe the everyday experience of health as lived by

women in circumstances of economic impoverishment. The thesis proposal has received

approval from the Faculty ofNursing Ethical Review Committee.

The participants I wish to recruit would be women students from this school. I have been

in communication with Ms. Y, the class teacher, who is interested in my project. I am

proposing to interview five to seven women four or five times each in their homes over a

five to eight week Period.

I will provide each participant with a consent form as attached to explain the voluntary

nature of their participation and the protection of the confidentiality of their information. I

will obtain on-going consent in the form of a verbal reminder of their voluntary status and
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freedom to withdraw as a participant before each interview.

It is projected that the interviews will take place between April and June of 1998. The

interviews will be audiotaped and a verbatim transcription will be produced. A thematic

analysis will be written on the basis of the data and incorporated into the thesis document.

I thank you for your time and I eagerly await approval for this research proposal. Should

any clarification be required, I can be reached at >ooc->ooo< (home) or )oo(-)ooo( (work) or

by fax )oo(-)ooo(. Dr. David Gregory is the chair of my thesis committee and can be

reached at 474-6655 at the University of Manitoba, Faculty of Nursing.

Sincerely,

Elizabeth Polakoff
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Appendix B

Letter of Recruitment

My name is Elizabeth Polakoffand I am a graduate student in the Faculty of Nursing at

the University of Manitoba as well as a teacher. I am interested in learning about the

experiences of health of women from low income backgrounds.

I am looking for five to seven women who will allow me to interview them in their homes

for a period of one hour, four or five times over a five to eight week period. I am

interested in hearing about your values, perceptions, and opinions concerning health, your

health practises, and beliefs, how you keep yourself healthy and those in your households

and the barriers that prevent you form being healthy. I will be tape recording the

interviews and making notes before and after the interviews.

Your participation is entirely voluntary and there are no consequences for non-

participation. All information will be kept confidentialby assigning code numbers and

changing any distinguishing names or references in the transcripts. Your name will not

appear in any written materials or in any presentations.

At the completion of the interviews, I am offering a $40.00 stipend for each participant as

a show of appreciation for the valuable gift of time.

You are free to withdraw your participation at any time and can ask questions of me at

any time, whether in person or by phone.

Any one who is interested is invited to call me at home - )oo(->ooo( or leave a messaqe at

)oo(-)ooo(. Dr David Gregory, my thesis chairperson, is available at 474-6655 to answer

any questions or concerns
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Appendix C

Consent Form

Thesis title: Living in Poverfy: Women and Health

Graduate Student: Elizabeth Polakoff

You are being invited to consider participating in a study entitled "Living in Poverly: Women a¡rd

Health". The study is being conducted by Elizabeth Polakoff, a Registered Nurse in the Masters

Program in the Faculty of Nursing at the University of Manitoba studying the concept of health.

Atthough there are no direct benefits to you of the research, it may provide some understanding of

women's ideas, beliefs, and practises concerning health that in turn may help health professionals

plan health promotion strategies more effectively. The only risks to you may concern self-

disclosure ofyour personal experiences and feelings.

The study and its procedures have been approved by the Ethics Committee of the Faculry* of

Nursing at the Uruversit-v of Manitoba and l,our school administration has approved the

recruitment of participants from this class. The study procedures involve no foreseeable risks to

you or your family. The procedure involves four or five one hour audiotaped interviews r¡'ith you rn

your home over a five to eight week period. You are free to ask questions or voice concerns about

this study or about being a participant in the study and the researcher can be reached at xx>i-xxxx

or xxx-xxxx.

Your participation in the study is voluntary;

the right to withdraw at any time should you

should you withdraw your participation.

you are under no obligation to participate. You have

begin the study and there will be no consequences
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The study data will be a¡ronymous and your identity will not be revealed while the study is

conducted or when the report is compiled. All data will be collected by Elizabeth Polakoff (xxx-

xxxx) and shared only with Dr. David Gregory @74-6655), the thesis chairperson, Dr. Wanda

Chernomas (474-6819), committee member, Dr. Barbara Payne (474-8903), committee member,

and a transcriber yet to be named.

A slnopsis of the findings will be offered to all women who participate.

I have read this consent form ard voluntarill' consent to participate rn this study

Participant's Name Date

I have explarned this study to the participant and sought her understanding for consent.

Investigator's Signature Date
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Appendix D

INTERVIEW GTIIDE

L What was your home like?
1.I With whom did you live?
1.2 How would you describe the home in which you lived?

1.3 For how long did you live in the same home?

2. Can you describe your conìmunity?
2.1 What was the size of the town or city?

2.2 Who were your neighbours?

2.2 What did you do in your home community?

3. What was your family life like?
3.1 Did your family do things together?
3.2 What kind ofthings did you do together?
3.3 Did your family practise any form of religion?
3.4 Who did the child rearing tasks?

3.5 Were you involved with your grandparents and aunts and uncles?
3.6 Tell me about vour familv's friends.

4. Tell me about me about typical breakfasts, lunches and dinners in your home.

4.1 From where was the food obtained?
4.2 Was there enough to eat?

4.3 Who prepared and served the food?
4.4 Did everyone eat together?
4.5 Did you have chores or jobs connected with mealtimes?

4.6 Were mealtimes usuallv the same?

5. Tell me about your schooling.
5.1 Where was the school you attended?
5.2 How long did your schooling last?

5.3 How did you feel about going to school?
5.4 Do you remember any of your teachers?

6. Tell me about your friends.
6.I What kinds of things did you do with your friends?
6.2 Do you remember who your best friends were?
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7

8.

9

l0

What responsibilities did the women have in your family?

7 .l Were there different jobs for men and women?

7.2 What kind ofjobs did women do? Child care? Home maintenance?

Income generation? Money management? Schedule orgaruzet?

What kinds of things prevented your family from doing what they thought was

important to do?

8.1 Was there enough time spent together?

8.2 What do you think was missing from your family life?

g.3 Do you think your family operated much like the other families in the

neighborhood or town?

What were Some of the important or urgent concerns in your home?

g.I When the family \¡/as upset, what often was the cause?

9.2 Were there health concerns for anyone in your home?

What does it mean to you to be healthy?

10.1 Can you describe someone who you know that is healthy?

10.2 Do you think about being healthy yourself?


