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Voices From the Community
Guest Editorial by Yvonne Atwell, Policy Analyst

Atlantic Centre of Excellence for Women’s Health

The editors of the Centres of Excellence for Women’s Health Research Bulletin
have invited me to comment on the ar ticles in this issue devoted to capturing
“Voices fr om the Community .” The r esearch featur ed her e explor es the
experiences of women who hav e been marginaliz ed in and b y society ,
including immigrant women, A boriginal women, female sex trade wor kers,
women living in poverty, lesbians, women in conflict with the law and women
who have been subject to violence and other forms of abuse. These articles
detail the numerous and overwhelming barriers to health and w ellness faced
by disadvantaged women—whether they ar e trying to navigate thr ough the
legal system, the health care system, social services or the tasks of daily living.

The studies suppor ted by the Centr es of E xcellence for Women’s Health
represent a modest but vital contribution to the enormous amount of wor k
that remains to be done to impr ove the health and well being of vulnerable
and marginalized women in our society. By giving voice to women who have
typically been silenced, these ar ticles confirm that ther e is a crisis in health
research, policy and practice. Although hundreds of thousands of women in
this countr y ar e living in conditions of pr ofound personal, social and
economic insecurity, they continue to be ignor ed by many r esearchers and
research funding agencies, by many of those who formulate and implement
municipal, provincial and federal policies, and by many of those who deliver
housing, income, social and health car e ser vices. B y focusing on specific
populations of women, by examining health through a comparative “gender
lens,” this research also confirms the differential impact of economic, social,
political and cultural factors on div erse gr oups of women and betw een
women and men. For example, Lynn McIntyre and her colleagues in N ova
Scotia interviewed Mi’kmaq youth living on r eserve and found that y oung
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women were twice as likely as y oung men to r eport feeling
sad, depr essed or extr emely str essed. A buse, lack of
education, poverty and discrimination all weigh more often
and more heavily on women than on men and compound
the disadvantages experienced by specific groups of women.
At the same time these studies stress the imperative of moving
from research to action. F or example, w e have long kno wn
that immigrant women ar e at high risk of depr essive
conditions, including Post Traumatic Stress Disorder (PTSD).
Many have endured traumatic experiences in their countries
of origin and many ar e further stressed by immigration itself.
The study fr om the P rairie Centr e confirms that PT SD is
exacerbated by the “day-to-day struggles of adapting to a new
environment, often without language skills, community or
family support.” Yet many of our policies and practices remain
insensitive to the needs of ne w residents and aspiring citizens
of Canada. S tudies conducted with A boriginal women,
women of colour and women living in po verty or abusiv e
situations lead to similar conclusions. These women need a
more equitable and inclusive society. They need to know that
leaders in Canada will endorse new policies and practices that
ensure fair and appr opriate care for all. They need to kno w
that service providers will r espect cultural div ersity as w ell as
social and economic differ ences. They need adequate
resources and political will committed to the goal of cr eating
a just and caring society.

Some of the r esearch highlighted in this issue is decidedly
action-oriented and empowering. Wanda Thomas Bernard,
who has conducted health r esearch studies with African
Nova Scotian women, concludes “action means sharing
individual and collective power in health research and using
power and privilege to effect change. ” F rances S haver’s
research with sex trade wor kers like wise emphasiz es the
importance of “giving back to the community ” and
empowering disenfranchised women. B ut some studies still
shy away fr om explicitly addr essing the effects of systemic

discrimination. Annette B rowne and J o-Anne F iske ar e
among the fe w investigators who grapple openly with the
implications of racism, sexism, and other forms of prejudice
in our society. They acknowledge that it is the “interests of
dominant gr oups [that] float to the sur face, as does the
language that promotes their interests.”

Moreover, the r esearch highlighted her e focuses on the
deplorable conditions that characteriz e the liv es of many
disadvantaged women in Canada, but largely ignor es
positive dimensions and effectiv e coping strategies. O ne
possible interpretation is that an essentially white, middle-
class, urban standard of wellness and health is in place. Lives
that do not r esemble this standar d then appear shabb y,
unwholesome and thor oughly unpleasant, rather than
unnecessarily difficult. The Centr es of E xcellence for
Women’s Health, increasingly mindful of the need for more
and deeper analysis of the impact of systemic discrimination
on women’s health, hav e begun inv esting in r esearch and
policy activity about relevant themes, including “racism as a
determinant of health.” We eagerly look forward to the fruits
of this groundbreaking work.

In the final analysis, the research supported by the Centres of
Excellence underscores our r esponsibility to vulnerable and
marginalized women and men —both as r esearchers and as
citizens of civil society . When people w elcome us into their
lives in the name of r esearch, we must be r eady to r espond
with information, skills and oppor tunities to effect genuine
and lasting changes. When we go to the polls, when we meet
with politicians and policy makers, w e must be pr epared to
advocate for a more equitable and inclusive society.

c o n t ’ d

Women need adequate resources and political
will committed to the goal of creating a just and
caring society.
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Research Bulletin: In the first phase of y our research study
you looked at encounters betw een Carrier F irst N ation
women and health service providers in the northern interior
of B ritish Columbia. Your r eport described the unequal
power r elations in these encounters and their negativ e
impact on the women. What are you doing in the second
phase of your study?

Jo-Anne Fiske: We took another look at the women’s narratives,
applying cer tain theor etical perspectiv es. E mbedded in the
women’s inter views w e found explicit and implicit
recommendations for policy changes. We analyz ed
provincial and federal health policy r eform and found that,
very fr equently, F irst N ations women ’s par ticipation in
policy reform does not bring about the r esults they desire.

Annette B rowne: Women w e’d inter viewed had described
the v arious ways in which health pr oviders unwittingly
conveyed dismissiv e attitudes —making women feel as if
they were essentially invalid medical subjects. The processes
of health policy reform and consultation, and existing health
policy, also tend to constr uct A boriginal women as
“incredible” medical subjects.

RB: What does “incredible” mean?

AB: Discredited, non-credible. I’m thinking of the local clinic’s
policy of imposing a $20 penalty for missed or late
appointments. That kind of policy may be necessar y to the
financial viability of the clinic, but it ends up penalizing and
constructing Aboriginal women as incompetent. The policy
positions the women as “incredible” b y r einforcing this

notion, this popular notion, of A boriginal women as
irresponsible because they ar e not able to meet the
expectations of the clinic operations.

JF: The women don’t have $20 to pay the penalty, they don’t
have cars. The 20 kilometre trip from the reserve to the clinic
is not easy to arrange. So they leave the clinic and walk across
the parking lot to emergency care at the hospital. This is much
more expensive to the health car e system, but they hav e no
alternative. So what y ou have as a r esult of this policy is a
greater emphasis on a negative image of women because they
failed to treat the clinic properly. The policy creates conditions
that reinforce stereotypes, difference, and social distance.

RB: Are you saying that health care reform and consultation
does the same thing?

AB: Within health policy discourses of citizenship—for example,
the appeal for citiz ens to respond to health car e reform through
the R omanow Commission, and the R oyal Commission on
Aboriginal P eople (1996), which was a fiv e-year intensiv e
consultation pr ocess—there’s a parado x. There’s an appeal to
“citizenship,” to rights and obligations to dir ect health policy
through participation in governance. But what actually happens
is that Aboriginal people are undermined by these discourses and
positioned as lacking power.

RB: Lacking power in what way?

JF: When you start the process, certain interests of dominant
groups float to the surface, as does the language that promotes
their inter ests, sometimes not consciously . F or example,

C E N T R E S O F E X C E L L E N C E F O R W O M E N ’ S H E A L T H R E S E A R C H B U L L E T I N

The Discredited Medical Subject in Health Policy 
and Practice: Carrier First Nation Women in Northern
British Columbia
Annette Browne, Assistant Professor, School of Nursing, University of British Columbia, and Jo-Anne
Fiske, Associate Professor, First Nations Studies and Women’s/Gender Studies, University of Northern
British Columbia, British Columbia Centre of Excellence for Women’s Health. The authors spoke to
Leslie Grant Timmins of the Research Bulletin.

FIRST NATIONS WOMEN
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during our study, Aboriginal women told us they wanted to
have more advocates in the local and regional hospitals—First
Nations liaison workers—not only in the acute care sector, but
in primary care and community care as well.

AB: The women wanted these liaison wor kers because of
dismissive attitudes that are often conveyed towards them in
these sectors. Through their attitudes, though often
unintentional, wor kers disparaged the women ’s r ole as
responsible mothers, sho wed r esentment to wards them as
undeserving recipients of “free” government aid, and showed
a lack of sensitivity or understanding of their behaviour
(shyness, for example) during medical exams that ev oked
past sexual abuse they’d experienced in residential schools.

The local health clinic has no F irst Nations workers at all.
And there is still only one such liaison worker in the regional
hospital. The women wanted mor e liaison people to be
public advocates, to speak to things that need to be changed.

JF: Requests for policy changes thr ough the pr esence of
Aboriginal workers can be positiv e, but not necessarily so .
All too often policy makers take up these recommendations,
but translate and r eframe them in a manner that suppor ts
the existing po wer structures. This is what appears to hav e
happened with the liaison position: the women ’s
recommendation for advocacy—a way to make change and
address structural problems—is translated into, for example,
a need for more social workers, who will give more directives
about how the women should change their lives. It’s another
gatekeeper appr oach to the women ’s “lifestyle.” The very
terms the women wanted to challenge are used to frame the
policy. And the power structure stays the same.

AB: By identifying the invalidating encounters that Aboriginal
women experienced in a health clinic, our r eport on the first
phase of our r esearch added fuel to the argument for

additional hours and funding to expand the N ative liaison
worker position at the hospital. The findings of our r eport
have been taken up by the Medical Officer of Health, but to
date there’s still only one Aboriginal liaison worker.

RB: You recommend “cultural safety” over “cultural sensitivity”
training of health care practitioners to address problems at the
service level. What’s the differ ence between “sensitivity” and
“safety”?

AB: There has been a movement to make both health policy
and health ser vices more culturally sensitiv e. These policies
are founded in concepts of cultural differ ence: I learn about
your cultural differences and can therefore understand your
“different” behaviour . This stigmatiz es. I t also dir ects
responsibility for “cultural differ ences”—which may be
structurally mediated —back onto individuals and away
from relations and structures of power.

JF: Cultural safety looks bey ond cultural differ ences. I t is
concerned with changing attitudes, but mo ves bey ond
superficial understanding to place responsibility on members
of the dominant society to look at the po wer and privileges
of their o wn social position. That is, in or der to offer
professional services that ar e safe, the pr ofessional needs to
gain an awar eness of the political and historical for ces
shaping the dynamics of health car e interactions with
Aboriginal people. So, for example, practitioners can r eflect
on the structures they’re wor king in instead of tr ying to
account for or blame an individual ’s behaviour.

AB: It’s a r elatively new concept. I t originated fr om Maori
nurse-leaders in New Zealand who were involved in health
reform. N ow all nurses ther e hav e to study the colonial
history and are tested on it. This is different from learning a
superficial etiquette about cultur e. I t’s v ery effectiv e at a
micro lev el, in ev eryday encounters betw een patients and

The dominant culture ends up being the driving force

in health care and health reform.
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health care providers. How it can be mobiliz ed at a macr o
policy level has to be explored in more depth.

JF: What we’re trying to argue in the report we’re preparing
now is that some gr oups’ perspectiv es and kno wledge ar e
privileged over others and that the dominant culture ends up
being the driving force in health care and health reform.

RB: Is awareness about privilege and po wer really sufficient
to bring about significant change?

AB: No, but awar eness is an impr ovement. And w e’re not
trying to blame individual providers and fall into the trap of
labelling individuals as racist. This also takes the focus off
power structures. Let’s talk about racism as embedded in the
fabric of society.

RB: How can culturally safe practices change the discrediting
attitudes in the health clinic?

AB: Clinic practices and policies that conv ey r espect for
Aboriginal women’s primary roles as gate-keepers to the health
care system and community leaders. That take into account
poverty and the social and historical for ces behind po verty.
And, just as impor tantly, practices and policies that ensur e
the meaningful participation of A boriginal women in
decision making at the local health lev el.

JF: At national and r egional policy lev els, instead of
continuing to focus on inviting A boriginal people to make
health policy more “culturally sensitive,” ways can be found
to address the underlying social determinants of health. F or
example, when we look at policy on Aboriginal health, we see
a highlighting of cer tain illnesses and a link to “lifestyle.”
HIV, substance use, for example. This tagging reinforces and

marks Aboriginal women as discredited medical subjects.

AB: And ignores the underlying causes of high rates of these
illnesses and problems. There’s a lack of focus on the social
determinants such as economic marginalization, w elfare
colonialism, extr eme rates of po verty among women and
kids on and off reserve, and regional underdevelopment that
have a greater impact on health status.

RB: Aboriginal people in Canada have a high rate of diabetes.
How does diabetes fit into the constr uction of illness and
“lifestyle”?

AB: It can work both ways: sometimes it ’s constructed as a
“neutral” disease and sometimes as caused by irresponsibility.
But in the latter case y ou have to ask, what about the diets
of people who are economically disadvantaged?

JF: Health policy embraces a v ery str ong N orth American
belief in illness as a matter of lifestyle. I f it’s lifestyle, then it ’s an
easy fix. This has an appeal at every level of health administration.
“Stop eating X.” But policy does not analyse why certain foods
are av ailable and others not. And ther e ar e other disabling
diseases that are not marked as part of the “epidemics of lifestyle,”
such as arthritis, that may receive less attention.

AB: What we’re seeing and tr ying to make explicit is that
there is an ongoing ideology of individualism that has
tremendous impact on A boriginal people ’s health and the
sorts of solutions that ar e offer ed. A t the r egional health
authority level, if you have HIV or a problem with substance
use, getting “soft” money, shor t-term pr oject money, into
your community is seen as a solution. Launch a counseling
program, for example, as if a thr ee-week program can solve
the pr oblem. O n paper it looks like the r egional health

In order to offer services that are safe, the health care

professional needs to gain an awareness of the political

and historical forces shaping the dynamics of health care

interactions with Aboriginal people.
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In 1997 the M i’kmaq Health Research Group, made up of
health coordinators of three First Nations organizations and
academics fr om D alhousie U niversity, conducted the
Mi’kmaq Health Survey.1 The single most arresting finding
of this study was the str ess experience of y oung females
living on r eserve. Thirty percent of M i’kmaq female y outh
compared to seven percent of Mi’kmaq male youth said they
were “quite a bit or extr emely str essed.” F eeling “sad or
depressed for two weeks or more” was selected by 47% of the
female youth compared to 21% of male y outh. And male
Mi’kmaq youth were much more likely to report “I like the
way I am” (84%) than were female youth (57%).

The findings of the H ealth S urvey, our first r esearch
undertaking, led to our study of adolescent Mi’kmaq women

(12 to 18 years old). An Exploration of the Stress Experience of
Mi’kmaq O n-reserve F emale Youth in N ova Scotia (2001)
examines physical str essors (e.g., being o verweight), mental
stressors (e.g., depression, self-esteem, and emotional health)
and stressors related to social relationships.

The o verall goal of this study was to identify policy and
programs that might be effectiv e in r educing the negativ e
stress of y oung M i’kmaq women. A second goal was to
develop research expertise in First Nations organizations and
communities. To capture gender differences and similarities,
Mi’kmaq females’ stress experiences were compared to those
of male y outh on r eserve. The perspectives of pr ofessionals
working in youth services were also sought and compared to
those of the male and female y outh groups. An all-female,

A Gender Analysis of the Stress Experience 
of Young Mi’kmaq Women
Lynn McIntyre, Professor, Faculty of Health Professions, Dalhousie University, Frederic Wien, Professor,
Maritime School of Social Work, Dalhousie University, Sharon Rudderham, Former Health Director,
Union of Nova Scotia Indians, Loraine Etter, Health Director, Confederacy of Mainland Mi’kmaq, Carla
Moore, Health Policy Analyst, Atlantic Policy Congress of First Nation Chiefs, Nancy MacDonald,
Assistant Professor, Maritime School of Social Work, Dalhousie University, Sally Johnson, Acting Health
Director, Union of Nova Scotia Indians, Ann Gottschall, Study Coordinator. This study was funded by
the Atlantic Centre of Excellence for Women’s Health.

FIRST NATIONS WOMEN

authority is sending lots of money into A boriginal
communities, but that is misleading. I t’s really a v ery small
amount of money for v ery big community issues, spr ead
thinly over a large territory.

AB: When health policy and health car e practices construct
Aboriginal women as r esponsible for their illnesses, as
“in/credible,” discr edited subjects in health ser vices, they
create a significant barrier to women’s health.

JF: The str uggle to get outside the colonial legacy and to
achieve what you desire through policy reforms is immense.
There is an ever present danger of recreating the very power
structures that led to the problems in the first place.

The first phase study report, First Nations Women’s Encounters
with M ainstream Health C are S ervices and S ystems (2000),
can be downloaded at www.bccewh.bc.ca/Pages/pubspdf.htm
or to order a copy contact:

British Columbia Centre of 
Excellence for Women’s Health
BC Women’s Hospital 
and Health Centre
E311 – 4500 Oak Street
Vancouver, BC  Canada V6H 3N1
www.bccewh.bc.ca
Tel: (604) 875-2633  
Fax: (604) 875-3716
bccewh@cw.bc.ca
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on-reserve Youth A dvisory G roup r eviewed the r esearch
process, advised us on the content of inter views, and
contributed to a description of stressors for their peers.

Literature Review
To facilitate an understanding of the str ess experiences of
female Mi’kmaq youth, it is useful to begin with the historical
background. The Royal Commission on A boriginal Peoples
(1996) stated that “Many Aboriginal people are suffering not
only fr om specific diseases and social conditions but also
from a depression of spirit resulting from 200 or more years
of damage to their cultur es, languages, identities and self-
respect.”2 Aboriginal peoples suffered from diseases brought
by the E uropean population as w ell as “traumatic social
practices”3 that were part of colonization. The aftermath of
the r esidential schools experience and other go vernment
policies and practices hav e resulted in a socio-health trauma
that continues to today, with many inequities still evident in
Aboriginal people’s health status and access to health services.
Yet ther e ar e some signs of change: secondar y and post-
secondary school graduation rates ar e much impr oved over
the pattern of two or three decades ago, although still behind
the Canadian average, and First Nations are taking advantage
of treaty and Aboriginal rights provisions to obtain r enewed
access to r esources, an expanded landbase, and funds for
economic inv estment. A boriginal peoples ar e gradually
regaining control over conditions that affect their health and
over health policies, and ne w data on A boriginal health ar e
becoming available.

The stress experience of M i’kmaq women is shaped in par t
by historical, socio-economic and health conditions, but also
by gender-based differ ences and b y pr ospects for their
children. A pattern of giving birth at a younger age than the
general population, a shift in family str ucture r esulting in

more single parent families, higher lev els of child mor tality,
higher lev els of po verty than A boriginal men, and a high
level of violence against women are key health indicators. In
order to deepen our understanding of what lies behind the
stress experience of y oung M i’kmaq women today , w e
applied a gender equity analysis to a r eview of published
literature. In the studies w e reviewed about depr ession, we
found that the incidence among Canada ’s y oung female
population is significantly higher than for y oung males. 4

With r espect to racial/ethnic differ ences, R oberts and
colleagues found that while it appears that these differ ences
in depression are present, it is actually the socio-economic
status of the gr oup that encourages or discourages the
presence of depr ession.5 Aboriginal y outh w ere found to
have one of the highest rates of depr ession because they live
in the lowest socio-economic conditions compared to other
groups. Ov erall, the highest pr evalence of depr ession was
found among A boriginal females due in par t to their
decrepit living conditions.6

Other literatur e suggests that learning difficulties ar e a
significant health pr oblem for A boriginal y outh and
contribute to A boriginal childr en’s higher rates of school-
leaving.7 A factor that may contribute to poor school
performance may stem fr om teachers ’ and others ’
misunderstanding of cultural differences.8

Focus Groups and Interviews
We conducted 21 semi-structured individual interviews and
8 focus gr oup discussions with female M i’kmaq youth. In
order to pr ovide a basis for gender contrast, fiv e individual
interviews and two focus gr oups with male y outh living on
reserve w ere conducted. Youth w ere also asked to suggest
policies and pr ograms that might lessen their str ess. Upon
completion of the study , w e r eturned the findings to the

Young Mi’kmaq women left school because
of pregnancy, young men left because of
frustration doing school work.
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Youth Advisory Group for feedback and discussion.

Interviews were also held with youth-serving counselors and
health workers about their per ceptions of y oung Mi’kmaq
women’s str ess experiences, as w ell as about policies and
programs that they felt might assist female y outh.

Findings
In the focus gr oups the y oung M i’kmaq women talked
about stress primarily as an internal emotional response. For
example, being emotionally on-edge was mentioned 13
times (including irritability , fr ustration, anxiety), feeling
down or sad was giv en 11 mentions, and feeling angr y, 9.
The women said they found str ess relief by communicating
their feelings with others. We obser ved the ease of
communication among focus gr oup women, with one
group ev en claiming that the data collection ex ercise was
therapeutic in itself.

In individual inter views, however, young women spoke of
stress in externalizing terms, such as expr essing anger or
frustration (17 and 13 mentions r espectively), and acting-
out behaviours that included self-harm (12 mentions). S elf-
harm is usually considered a male phenomenon. This raises
the alert that women may be at risk for self-harm.

The young women, in contrast to the y oung men and the
reports of youth-serving professionals, cited a broad array of
stressors. The fact that y oung women on r eserve ar e
experiencing multiple str essors must be consider ed in any
overall frame work of str ess amelioration. O ne telling
comment was that y oung men did not hav e “constant
stress,” implying that the young women did.

There was considerable o verlap in key str essors named b y
respondents acr oss the thr ee gr oups; the Youth A dvisory
Group also concurr ed with this list. All thr ee gr oups
recognized family problems (e.g., an absent parent, drugs or
alcohol) as an impor tant sour ce of str ess. Young women
rated school stress higher than did young men. Both groups
of young people named relationship issues with their friends,
including boyfriends/girlfriends, as a considerable sour ce of
stress. Violence and abuse w ere mentioned only b y young
women, and drug and alcohol use only by young men.

One of the unexpected positiv e results of this study is that
both male and female y outh described their identity as
Mi’kmaq and spoke of their backgr ound with considerable
pride. This positiv e identity is a r emarkable and pr ecious
advantage for this group of on-reserve youth and should be
preserved and capitaliz ed upon for building successful life
pathways as they mo ve to wards adulthood. I n contrast,
several youth-serving professionals cited lack of identity as
an intra-personal stress.

Impressions of reserve life by gender revealed quite rigid role
definitions for men and women. Young men also gav e the
impression that they were less likely to be forgiv en for their
mistakes (rowdy behaviour, for example) than w ere young
women, for whom pr egnancy (often r egarded as a mistake
by youth and adults) was commonplace. Both groups agreed
that economic factors, such as women as the main
breadwinner, could overrule male gender dominance. Both
groups also r ecognized that women w ere consider ed
responsible for the family. Some youth-serving professionals
said that girls talked about the pressure to take care of other
children in the family.

Both male and female Mi’kmaq youth

described their identity as Mi’kmaq and spoke of

their background with pride. This remarkable and

precious advantage should be capitalized upon.
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School is a major str essor of y oung people and ther e was
consistency among the r espondent groups about the r easons
for a y oung person leaving school. F or young men, it was
often because of difficulty doing schoolwor k, for which they
blamed themselv es, and for y oung women, it was often
pregnancy. Most focus group females qualified this r esponse
by adding that the y oung mothers had no child car e, which
made leaving school the only option. P regnancy was
unquestioned as an interrupter for female Mi’kmaq students.
Youth-serving professionals thought pr egnancy among teen
women was inevitable and did not distinguish betw een
planned, unplanned, wanted, and unwanted pregnancies.

Policy and Program Interventions
All groups we met with called for mor e culturally-relevant
education to help M i’kmaq female y outh r educe str ess,
recover fr om str essful experiences, and generally impr ove
their lives. An improved school environment—described as

one with less racism, less bullying, and mor e sensitiv e
teachers—might also be achiev ed thr ough on-r eserve
schools. Counseling and learning suppor ts w ere also
deemed necessary. Only the y oung women mentioned the
need for y oung mothers to hav e access to bab ysitting in
order to remain in school. Starting school at 10 a.m. might
be considered as a strategy for school retention given the late
night lifestyle of youth, and the universal sleep disturbances
of youth.9 The Youth Advisory Group concurred with a late
starting time for school, and stated that M i’kmaq, not
French, should be the second language taught in school.

Most pr oposals w ere gender-neutral and v ery fe w y oung
people commented upon jobs or educational suppor ts.
While fe w long-term socio-economic strategies w ere
suggested, or strategies that addr essed the br oad
determinants of health, the r esearch team also r ecommends
these approaches.
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There has been an alarming incr ease in the number of
women in conflict with the law who harm themselv es. A
1995 study found that a full 59% of women in Canada who
were sentenced for federal offences have self-injured.1 In our
2000 study , Prairie Women, Violence and S elf-Harm, w e
examined the connections among women who self-harm,
critical events in the women’s childhood and adult lives that
preceded self-harm, and the women’s position in the broader
social structure. Although it is widely r ecognized that there
is a link betw een childhood experiences of abuse and
violence and self-harm, the linkages among self-harm, adult
experiences of violence and abuse, and social position ar e
frequently overlooked in the research literature.2

Our study found that adult experiences of violence and
abuse—particularly par tner abuse —were common among
the women. An impor tant finding is that some women
linked abuse b y their par tners to self-harming behaviours
and identified this abuse as a risk factor. Most of the women
also shared a history of having grown up in highly unstable
and unsupportive families and of being impo verished, both
materially and socially. Another key finding of this study is
that both A boriginal and non-A boriginal women said they
benefited from and highly valued traditions from Aboriginal
culture and said that these teachings should be incorporated
into programs to address self-harm.

Data Sources
We interviewed 46 women with a history of being in conflict
with the law , some of whom liv ed in the community and
some of whom liv ed in corr ectional institutions. A boriginal
women made up 64% of the sample. (The remaining women
identified as Caucasian (32%) and other (3%).) We
conducted a focus gr oup with six incar cerated women. We
also inter viewed nine staff members in community and
correctional agencies. In addition to a sur vey of correctional

staff, we reviewed several community service and correctional
institution policies and practices on self-harm.

For the data analysis, the narrativ es of the women in the
community and in corr ectional institutions were combined
because all of the women had a histor y of having been in
conflict with the law, with the majority having experienced
incarceration. Information gather ed from community and
correctional staff members was combined due to the limited
number of staff respondents and the overriding similarity in
responses between the two groups.

Based on the women’s narratives, staff accounts, and a review of
the inter disciplinary literatur e, w e defined self-harm in this
study as: Any behaviour , be it physical, emotional, social, or
spiritual that a woman commits with the intention to cause
herself harm. Self-harm is a means of coping with and surviving
emotional pain and distr ess that is r ooted in traumatic
childhood and adult experiences of abuse and violence.

Violence and Self-Harm Among Women 
in Conflict with the Law
Cathy Fillmore, Colleen Anne Dell, Elizabeth Fry Society of Manitoba, funded by the Prairie Women’s
Health Centre of Excellence

MARGINALIZATION –  BARRIER TO HEALTH

An important finding

is that some women

linked abuse by 

their partners to self-

harming behaviours.
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Research Findings
In general w e found that our r espondents mirr ored the
profile of the female in conflict with the law in the P rairie
region of Canada. 3 The average age of the women was 31
years with a common educational lev el of grade 10. M ost
had relied upon social assistance at some point in their lives.
Many of the women had been placed in v arious group and
foster homes as y ouths. M ost women r evealed highly
unstable and transient r elationship patterns. The women
had an av erage of two childr en, with the majority of the
children in foster care, group homes, or adopted out.

The gr eatest likelihood of self-harm occurr ed when the
women were in highly unstable and unsuppor tive families
and adult partnerships. Such families were characterized by:
frequent moving and intermittent or permanent placements
in foster and group homes; absent, weak, or traumatic bonds
with primar y car egivers (especially the mother); unmet
emotional and social needs; and childhood abuse and
violence (sexual, emotional, physical, and neglect). I n the
women’s adult r elationships, abuse and violence, primarily
by a partner, were common experiences.

Women in the community identified par tner abuse, loss of
and separation from their children, isolation, and loneliness
as leading risk factors for self-harm. Similar risk factors were
identified b y incar cerated women, but with a str onger
emphasis placed on traumatic r ecollections of past child
abuse as a critical risk factor that was activ ated in prison.

The role of partner abuse has not been widely recognized in
the r esearch literatur e or in institutional and community
responses to women’s self-harm. Yet all of the women in this
study (with one ex ception) had experienced violence and
abuse as an adult, primarily by a partner. “With your spouse,
you’re too scar ed [to fight back] sometimes, ” one woman

said. “You’ve been hur t so many times, why not hur t
yourself? ‘There, I did it, y ou happy? ’” The relationship
between women ’s self-harm and par tner violence is an
important area requiring further investigation.

The women mentioned sev eral functions of self-harm that
enabled them to sur vive and cope with their unbearable
feelings of emotional pain and distr ess. These functions
included self-harm as a way of managing an abusiv e partner.
However, several other important functions were identified: a
need for attention and nur turing; self-punishment and self-
blame; dealing with isolation and loneliness; distracting and
deflecting emotional pain; release and cleansing of emotional
pain; an opportunity to feel or bring oneself back to reality;
an expression or communication of painful life experiences;
and an act of control or power over oneself.

Most of the functions of self-harm identified b y the staff in
community and corr ectional agencies corr esponded quite
closely with those specified b y the women. There were two
main differences that should be noted. S taff minimized the
importance of some of the functions identified b y the
women, such as to meet needs for attention and nur turing
and as a response to isolation and loneliness. Another major
difference was in the staff ’s interpr etation of the women ’s
self-harm as a form of manipulation and a way of getting
staff to take control over them.

The women expressed a need for more opportunities to talk
about and expr ess their emotional pain and distr ess. I n
particular, they wanted gr eater r ecognition of their
experiences of abuse and violence, both in the form of
specific programs and in staff interactions. The women also
felt a str ong need to dev elop gr eater understanding and
insight into their self-harming behaviours and to learn
healthier and more empowering coping mechanisms.

Women’s self-harm cannot be abstracted

from social contexts and structures.
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The women said that Aboriginal approaches to healing were
helpful and felt that these would be an effectiv e component
of programming on self-harm. This view was shared by the
staff. Traditional Aboriginal programs were generally seen as
offering a balanced and meaning ful appr oach to self-
recovery for women.

The women also emphasiz ed that a harm r eduction and
protection planning appr oach was a mor e r ealistic and
helpful response to self-harm. Their view was that many of
the current practices to prevent self-harm are inappropriate.
Research, in fact, has found that women ar e more likely to
self-harm when pr eventative measur es such as segr egation
are enfor ced.4 Punitive r esponses, such as r estraints and
segregation, may also r e-traumatize women who hav e
suffered experiences of childhood and adult violence.

It is impor tant to note that the women in this study also
demonstrated personal agency and a cr eative capacity for
identifying alternativ es to self-harming behaviour . The
women wrote in journals and engaged in vigor ous physical
activity. Daily smudging (burning sage as a cleansing ritual)
was used to attend to spiritual needs. The women also
turned to friends and par tners, sought individual
counseling, group therapy, community pr ogramming, and
community agency suppor t. Volunteering, babysitting, and

other activities in which the women felt they were making a
contribution were other resourceful responses.

Clearly, a holistic, woman-centered approach in policies and
practices on self-harm is needed. This requires an account
not only of women ’s unique personal histories and
biographies, but also an understanding of the social
antecedents of self-harm that ar e rooted in child and adult
experiences of violence and abuse. M ost impor tantly,
women’s self-harm cannot be abstracted fr om the social
contexts and structures in which they live.

Following this study the E lizabeth Fry Society of M anitoba
developed a br ochure that suggests coping behaviors for
women who ar e thinking of harming themselv es. See below
for contact information. 5 A copy of the full r eport, Prairie
Women, Violence and Self-Harm (2000), may be downloaded at
www.pwhce.ca/pdf/self-harm.pdf or to order a copy contact:
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The traumatized person is often relieved simply to learn the
true name of her condition. B y ascertaining her diagnosis,
she begins the process of mastery.

~ Judith Lewis Herman1

Between 1991 and 1996, over 4,000 women immigrated to
Saskatchewan.2 Among these w ere women fr om war-torn
countries or countries wher e ther e has been high risk of
exposure to incidents of extr eme trauma, sexual violence,
and disasters such as ear thquakes, floods, and dr oughts. In
themselves these experiences could pr oduce a syndr ome
known as P ost Traumatic S tress D isorder (PT SD), but
research has sho wn that, in addition, the pr ocess of
migration and the experience of settling in Canada adds to
the distress and trauma.3 Our study of Post Traumatic Stress
Disorder illuminates some of the barriers that immigrant,
refugee, and visible minority women in S askatchewan face
in self-identifying or r eceiving a diagnosis of PT SD and
healing from it.4

Most significantly w e found that a complex set of barriers
prevented the identification of PT SD in the women who
suffered from it. A lack of sufficient training in the E nglish
language and a lack of kno wledge about PTSD meant that
most of the 20 women in the study group did not know “the
true name of her condition. ” S ome women r eported an
exacerbation of symptoms as a result of experiences of racial
discrimination, pr ofessional decer tification, and other
consequences of settlement in Canada. O f the women who
had sought help from physicians, some reported encounters
in which their symptoms w ere ignored or trivialized. While
there appeared to be strong theoretical knowledge of PTSD
among the one general practitioner and four psychiatrists we
interviewed, they r eported that they had wor ked with fe w
immigrant or refugee women in the province.

Because one objectiv e of the r esearch was to gather
information about the experiences of Aboriginal women with

PTSD in or der to r ecognize parallels with immigrant and
refugee women and build par tnerships, we also inter viewed
Aboriginal women. Only two, ho wever, par ticipated in our
study. I t was thr ough our inter views with mental health
professionals and ser vice pr oviders that w e learned that
there ar e str ong links betw een A boriginal, immigrant,
and r efugee women and PT SD. This finding warrants
further research.

What is PTSD?
Before a diagnosis of PT SD is giv en b y a psy chiatrist or
psychologist (based on the description in the Diagnostic and
Statistical M anual of M ental Disor ders (DSM)), suffer ers
must display at least one of the follo wing symptoms:5

• recurrent and intr usive distr essing r ecollections of the
event;

• recurrent distressing dreams;

• dissociative episodes (flashbacks);

• intense psychological distress at exposur e to ev ents that
symbolize or resemble the traumatic event.

It’s impor tant to note that PT SD is not the equiv alent of
being mentally ill. “The problem does not originate within
the individual’s personality, but rather that an external event
has cr eated lasting, but not incurable, symptoms or
reactions.”6

Those who seek tr eatment for PT SD ar e often
misdiagnosed. Therapists may focus on presenting problems
such as eating disorders, depression, and substance use.

Research Findings
While PTSD may have a devastating impact on the liv es of
sufferers, many avoid treatment. The immigrant and refugee
women in our study confirmed this. They r eported that,
within their countries of origin and cultural communities,

The True Name of Her Condition
This article contains highlights from a study by the Immigrant, Refugee and Visible Minority Women
of Saskatchewan, Inc., which was funded by the Prairie Women’s Health Centre of Excellence.

MARGINALIZATION –  BARRIER TO HEALTH
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there is a stigma associated with sexual violence that silences
sufferers. There is also a stigma associated with having mental
health problems and using services for such problems.

Of the twenty women who participated in our study, only five
had been diagnosed with PT SD b y a pr ofessional. These
women, and others who found out about PT SD in other
ways, described the r elief they felt upon learning about the
syndrome. “A liberating experience, ” is ho w one woman
described it. Another said, “Actually, I thought I was going
crazy…when I star ted going to this counselor she gav e me a
book to r ead…that helped me. ” Kno wledge about PT SD
played a major r ole in the women ’s healing journeys. B ut it
was only the women who had the most w ell-developed
English language skills who w ere able to use media and
services that provided them with the information they needed.
This point was raised by virtually everyone we interviewed in
the study: the lack of ability to communicate in English poses
a significant obstacle to immigrant and r efugee women ’s
abilities to identify and address their problems.

The women described diverse traumatic events and symptoms
of PTSD. Witnessing violence, tor ture, disaster, or living in
situations of extreme violence were common. Experiences of
PTSD included fear, panic attacks, nightmares, memory loss,
flashbacks, sadness, loneliness, depr ession, and suicidal
ideation. Three women also expr essed fear for their childr en
who had been traumatiz ed b y war and b y the pr ocess of
migration and settlement. One woman described her elev en-
year-old daughter , “Every night. S he’s still dr eaming about
Kosovo, how the war it was in Kosovo.”

For some women, symptoms of trauma became enmeshed
with the day-to-day str uggle of adapting to a ne w

environment, often without language skills, community , or
family support. Four women described experiences of racism
and discrimination in Canada. One woman had lost her job
because of her language skills, another r elated that people
teased her about ho w she spoke, and another said she had
suffered v erbal abuse, including “racial comment. ” S ome
women could not find wor k because their pr ofessional
certifications w ere not r ecognized in Canada. F or them
living in Saskatchewan meant a loss of status, job, and career.

Of the women who had sought help , four noted that their
physicians w ere not helpful. “I r ead something about this
doctor,” one woman r ecounted. “So I w ent to see him and
said—you know it was like an act of desperation—like ‘I am
not doing w ell. I just want to see what y ou can do for
me.’…And he looked at me and said …, ‘Well, I can ’t
understand why you haven’t gotten over this…you should see
people from El Salvador coming her e. They were mutilated
and everything.’…I was devastated because that increased my
feeling of guilt and …those were the feelings I had to deal
with the most, you know, the guilt of having to sur vive.”

More positive experiences resulted from contact with service
providers in community-based organizations. I n particular,
women who used those ser vices w ere appr eciative when
there w ere dr op-in pr ograms with other immigrant and
refugee women. Kno wing other women shar ed their
response to traumatic events was greatly comforting.

The psychiatrists we interviewed expressed a strong empathy
and openness to wor king with the immigrant population,
but they had little oppor tunity to do so because fe w
members of that population attend mental health ser vices.
Service providers also stressed that they were learning much

A complex set of barriers prevented the

identification of PTSD in the women who

suffered from it.
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about PTSD from their interaction with Aboriginal women.
They described the large numbers of Aboriginal women they
were seeing who had been subject to, as one psy chiatric
nurse noted, “a lifetime ” of “all types of abuse. ” They
suggested that this learning might be useful when addressing
similar issues with immigrant and refugee women.

Recovery from PTSD will be facilitated when health services,
and pr ograms aimed at ser ving immigrant and r efugee
women, integrate awareness of PTSD into their staff training
and ser vice pr ograms. We also r ecommend that adequate
funding be allocated for ESL pr ograms for immigrant and
refugee people coming to S askatchewan. F inally, fur ther
research is needed to disco ver the links and differ ences
between immigrant and refugee and Aboriginal women who

suffer fr om PT SD in or der to dev elop par tnerships,
programs, and services that best suit their needs.

A copy of the full r eport, Post T raumatic Stress
Disorder: The L ived E xperience of I mmigrant, R efugee
and Visible Minority Women (2001), may be downloaded
at www.pwhce.ca/research.htm#immig or to order a copy
contact:
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Queer Women’s Health Research: 
Methodological Questions
Jacquelyne Luce, Social Science and Humanities Research Council Postdoctoral Researcher, Institute for
Women’s Studies and Department of Sociology, Lancaster University, Lancaster, England, British
Columbia Centre of Excellence for Women’s Health1

STUDYING DIVERSITY IN THE COMMUNITY

During the late 1990s images of pr egnant and par enting
lesbian/bi/queer2 women appear ed incr easingly in ne ws
stories, advice columns, comic strips, television sitcoms, and
feature films. Yet, as a graduate student in anthropology with
a passion for r eproductive health r esearch and as a queer
wanna-be par ent, I wonder ed about lesbian/bi/queer
women’s experiences of trying to get pregnant and/or trying
to become par ents. B etween M arch 1999 and O ctober
2000, I conducted ethnographic fieldwor k, primarily in
British Columbia, on lesbian/bi/queer women ’s experiences
of tr ying to get pr egnant or become par ents over the past
twenty years. I par ticipated in ev ents and activities within
queer and health service “communities” that were related to
reproductive health, par enting, and same-sex rights
legislation. Travelling to v arious cities, to wns, and r ural
regions of B ritish Columbia, I inter viewed 80
lesbian/bi/queer women about their experiences of choosing
donors, mail-ordering sperm fr om American sperm banks,
using fer tility dr ugs, experiencing miscarriages, getting
pregnant, and having difficulties conceiving. S ome of my
experiences and findings based on r esearch I conducted in
smaller communities w ere published in Making
Choices/Taking Chances: Lesbian/B i/Queer Women, A ssisted
Conception and Reproductive Health (2002). In that report I
integrated some of my fieldwor k reflections with the stories

of women I interviewed. Here I revisit three of the narratives
originally published in that r eport to explor e some of the
methodological questions that w ere raised in the pr ocess of
doing queer women’s health research.

March 1999, Vancouver: The taxi driv er picked me up
outside of my apar tment building on C ommercial Drive. I
was on my way to P rince George to begin my fieldwor k. As
we drove up Commercial and then Victoria Street, the driver
commented on the change in the neighbourhood. “It used to
be,” he said, “that you wouldn’t be caught in this area unless
you were a screaming faggot.”

A significant body of r esearch on “lesbian health ” has
emerged over the past two decades. M ost of this r esearch
focuses on lesbians ’ encounters with health pr ofessionals in
institutional health car e settings and consistently identifies
homophobia, heter osexism, and invisibility as barriers to
lesbians’ access to health car e.3 In my study I was inter ested
in exploring lesbian/bi/queer women’s experiences of assisted
conception and r eproductive health in the context of
everyday life. H ow did women negotiate the meanings of
health, choices about donors, and per ceptions of risk in
relation to their experiences as lesbian/bi/queer women
living in large urban centr es, small r ural communities, and

I was surprised by the absence of researchers’

experiences of homophobia in written reports.Yet I found

myself bracketing off various encounters and refusing

those experiences entry into the frame of my analysis.
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northern cities? The process of doing this research raised new
methodological questions for me about the meaning of
constructing boundaries betw een personal and pr ofessional
experiences. Writing about doing r esearch on midwifer y in
Ontario, Margaret MacDonald reflects,“Being in the field is
more a matter of looking and listening in par ticular
anthropological ways, rather than being in par ticular kinds
of places. ”4 Anthropology, then, is a perspectiv e, a lens
through which to view the world. One’s fieldsite can become
everywhere, ev erything. H owever, it was thr ough the
practice of focusing an anthr opological and ethnographic
lens on everything that I realized there were experiences that
I didn’t want to deal with and didn ’t want to analyz e. Prior
to beginning my fieldwork, I was surprised by the absence of
researchers’ experiences of homophobia in written r eports.
Yet I found myself bracketing off various encounters, like the
one with the taxi driv er abo ve, and r efusing those
experiences entry into the frame of my analysis.

September 1999. P ride Day, Prince George: I’m holding
Samantha’s one-year-old daughter. I see a number of people
I r ecognize fr om my pr evious fieldtrip …Samantha looks
around at the thin crowd. “I really hope more people come,”
she says. “This can be r eally scary.”…The emptiness of the
sidewalks star tles me. O ccasionally a few people stop to
watch. A few people clap.

In “Agendas for Lesbian Health,” Jennifer Terry reminds us
of the energy it takes to make topics such as lesbian health
issues our subjects of study .5 Her r emarks emphasiz e the
need for lesbian health r esearchers to r ecognize ho w
encounters with homophobia and heter osexism in the
stories of r esearch par ticipants, the ev eryday practices of

doing r esearch, and our o wn daily liv es, impact our o wn
health and w ell being. When I initially arriv ed in P rince
George, another anthr opologist commented that perhaps
research like ours begins the moment w e step out the fr ont
door. Perhaps. As a r esearcher, it was much easier to talk
about constr uctions of queerness and discrimination in
relation to women I inter viewed and b y drawing on
experiences that I shar ed with them. I could engage with
discrimination against lesbian/bi/queer women through my
re-telling of their stories. H owever, the experiences of
homophobia and discrimination that I encountered over the
course of my fieldwork were relegated to the periphery of my
study and marginalized as “data.”

September 2000, Duncan: A woman standing in front of a
hair salon watches me tack a poster about my pr oject onto
the community bulletin board. I cross the street to see if she
knows anyone who might like to shar e their stor y. Reading
the poster, the woman nods. “I know a few people who might
know someone.” “Great. Could you please pass on the flyer?”
The woman shakes her head, “No. In my line of work I just
can’t do that. ” I kno w that I am supposed to nod in
understanding. But I don’t.

I wanted to inter view women who accessed ser vices but did
not come out to providers, women who became pregnant by
self-insemination or physician-assisted insemination, women
who had had sex with men to get pregnant, and women who
had not been able to conceiv e. In order to do so I needed to
tell as many people as possible about my pr oject. This often
meant asking strangers for permission to post flyers about my
study in public places such as gr ocery stores, libraries, dental
practices, and cafés. It meant placing my posters next to those

“Being in the field is more a matter of looking

and listening in particular anthropological ways,

rather than being in particular kinds of places.”
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advertising “Heterosexual P ride D ay.” And, when people
asked me “What do y ou do?”, I would tell them about my
project. I often found myself answ ering “straight” people ’s
questions about lesbians and listening to homophobic
perspectives on lesbian parents. Some people, like the woman
above, implied they were unwilling to pass on the poster for
their own protection, while many others expr essed that they
didn’t want to offend women they thought might be
interested in doing an inter view by passing on information
about a project about lesbian/bi/queer women. In many ways
lesbian health research is hindered by practices that maintain
the so-called invisibility of lesbian/bi/queer women in the
name of pr otection. M y r efusal to r ender lesbian/bi/queer
women invisible in the poster information, descriptions
about my research, and funding proposals became my way of
countering the normative expectation that sexuality or sexual
identification is a private matter.

Just as homophobia, heter osexism, and invisibility can
obstruct lesbians’ access to health car e, they can also inhibit
research on queer women ’s health issues. Women I
interviewed employed numerous strategies to maintain their
health in the face of ev eryday heteronormativity. My own
strategic reframings of my research, and what counts as data,
also pr ovide a means of maintaining my o wn health. B y
reincorporating experiences such as those described abo ve

within the frame of analysis, I hope to establish a basis for
thinking thr ough some of the methodological questions
facing queer health r esearchers and for dev eloping various
initiatives to support research on lesbian, bisexual, and queer
women’s health.

For a full account of this study see L uce, Jacquelyne. Queer
Conceptions: Lesbian/B i/Queer Women, A ssisted R eproduction
and the Politics of Kinship (unpublished doctoral dissertation),
Department of S ocial Anthr opology, York U niversity,
Toronto, 2002.

A copy of the r eport, Making Choices/Taking Chances:
Lesbian/Bi/Queer Women, A ssisted Conception and
Reproductive H ealth (2002) , may be do wnloaded at
www.bccewh.bc.ca/Pages/pubspdflist2.htm or t o o rder a
copy contact:

British Columbia Centre of 
Excellence for Women’s Health
BC Women’s Hospital 
and Health Centre
E311 – 4500 Oak Street
Vancouver, BC  Canada V6H 3N1
www.bccewh.bc.ca
Tel: (604) 875-2633  
Fax: (604) 875-3716
bccewh@cw.bc.ca



In the short run, even in the long run, the status quo and the
law on sex trade wor k are not going to change. We’re not
going to mo ve into decriminalization, for example. I n the
meantime, given the state of law , what can w e do to ensur e
the safety and w ell being of women and men and
transgendered people inv olved in the sex trade? That’s the
focus of this study . We’re interested in the extent to which
people in the sex trade hav e access to health ser vices, social
services, retraining services, education—things that those of
us who are less marginalized and stigmatized take for granted.

Sex trade wor kers are disenfranchised: they rar ely have the
benefits and protections available to other wor kers through
labour legislation. In our study some of the questions focus
on wor k issues. We’re asking sex wor kers for
recommendations about how they can make their work safer
and what others might do to make it safer .

Our study population includes women and men and
transgendered people who wor k as ex otic dancers, escor ts,
and in the str eet trade. We’re inter ested in exploring the
diversity of jobs within the sex industr y and in collecting
data about the div ersity of wor kers, rather than in
reinforcing a single por trait. The ster eotype is the str eet
prostitute—the poor victimiz ed woman or girl with a
background of physical or sexual abuse, some kind of dr ug

dependency, and an abusive boyfriend or pimp. This profile
represents only a small segment of the people I’ve met in the
field. U nfortunately, good comparativ e data about these
different gr oups or about the v ariety of for ces that lead
people into pr ostitution ar e har d to find. The data w e’re
collecting no w ar e designed to bring out similarities and
differences that may exist in terms of access to services. Some
sex workers are quite well established. They may own their
own home and those who do cer tainly have access to health
services. They’re still subject to the same stigma about their
work, however.

We hir ed and trained people who ar e, or hav e pr eviously
been, sex trade workers to recruit and interview respondents.
We’re wor king closely with our community par tners, the
Exotic Dancers’ Alliance of O ntario, S tella Montreal, and
Maggie’s Toronto. Why did we take this approach? Because
we felt it would enhance the quality of the data to be
collected. Community par tners pr ovide a differ ent
perspective and it increases the synergy of ideas and resources
when you work in close collaboration with them. We can
also offer a choice to r espondents: do y ou want to be
interviewed by a sex worker or another member of the team?
And particularly when researching the sex trade people say ,
“Well, who ar e you? You drop in her e and disappear after
asking these questions. ” B y hiring and training sex trade
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Peer Research in the Sex Trade
How does public policy affect the health and safety of sex workers? Frances Shaver of Concordia
University and Jacqueline Lewis and Eleanor Maticka-Tyndale of the University of Windsor secured
funds from the Social Science and Humanities Research Council to study this question. With the
support of the National Network on Environments and Women’s Health, they held workshops and
developed The Sex Trade Advocacy Research Workbook to train sex trade workers as research
assistants for the study.

Frances Shaver spoke to Leslie Grant Timmins of the Research Bulletin.

STUDYING DIVERSITY IN THE COMMUNITY

It enhances the data and increases the synergy of ideas when

you work in close collaboration with community partners.
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workers it allows us to give back to the community in a very
real way , in terms of r esearch experience, mor e
understanding of how research operates, and employment.

There ar e always challenges in academic-community
research par tnerships, it doesn ’t just occur when wor king
with sex trade workers. Time wise it’s a very costly way to do
research. You spend a lot of time with your partners building
and maintaining tr ust. There are questions about things I
might take for granted, such as what r eporting means, the
difference between lay and academic articles, confidentiality
and anonymity . There ar e also ethical tensions about
whether one can be both a subject and a researcher. Does the
research assistant kno w the person they ’re inter viewing?
There’s a risk inv olved in inter viewing a friend in terms of
getting accurate information. We addr ess this in the
training. Another concern arises when something goes
wrong. I see it as exciting—at least intellectually—and think
we learn as much from failure as from when things go well.
But to community par tners and student assistants, this can
be threatening.

In Montreal we were able to find and train sev eral research
assistants from the industry to work with us. In Toronto, we
were less successful. I ’m not sur e why. Perhaps because in
Toronto many of the people who came to the wor kshop for
training w ere also key activists within their community
organizations. The majority of those who attended the
Montreal wor kshop w ere not inv olved in the r egular
activities of the community organization they r epresented.

I’d like the community research assistants to be involved in data
analysis, but there’s very little money left to pay non-students.
I want to involve them because they can help point out wher e
we might be misinterpr eting or concluding inappr opriately.
Even to the extent of pointing out that the language w e use
may type or marginaliz e the r espondents. Their involvement
may also cr eate tensions —the data could r eveal something
different than their own personal experience has shown them.
This provides for mor e synergy and becomes another par t of
our ongoing training. I do know that the sex workers we have
hired and our contacts at our community par tner, Stella, in
Montreal will want to look at the data, contribute to its
analysis, and provide input to the final reports.

From academic colleagues, but also in the media, when I ’m
presenting findings about sex trade wor kers there ar e other
challenges. People call in to a radio show, for example, and say
to you, “They’re not going to tell y ou the tr uth. They’re not
going to be honest about their dr ugs, their illegal activities,
their pimps.” I always hav e to do enormous wor k to ensur e
that nobody can challenge the v alidity of the data. This is
because facts ar e a poor eraser for the emotional baggage
coupled with the stereotyped profile of “the prostitute” and are
often the first aspect of the study to be challenged.

Would the manual for training r esearch assistants be
different if secr etaries were the study gr oup? Probably not.
What has to be built into this project is acclimatizing people
to this par ticular study envir onment. A cclimatizing the
students who are working on the study, who have never been
in a strip club and hav e to learn how to go in ther e and get
permission fr om the o wner or manager to put up
recruitment posters. A cclimatizing to get rid of ster eotypes
about how one feels about people inv olved in the sex trade.
The sex workers who come for training hav e to learn what
research is about, what the budgets involve, how to negotiate
within an unfamiliar academic envir onment. Both hav e to
learn ho w to r ecruit par ticipants and conduct inter views
with a hidden population.

The subject matter and collaborative method bring up other
issues. F or example, the sex trade wor kers who ar e
conducting the interviews already know all this stuff and so
they tend not to probe for more information. Students don’t

Community partnership

is highly valued by funders

but at the same time it’s

under-funded.
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probe either, but this is because they ar e shy or tend to feel
it is disrespectful. So probing is a skill we continue to address
in our ongoing training sessions.

It’s ex citing to be inv olved in a collaborativ e academic-
community par tnership, but it ’s also v ery, v ery time-
consuming. Community par tnership is highly v alued b y
funders but at the same time it ’s under-funded. We need to
educate stakeholders. We need to ensure there are monies to
pay our community par tners for their contribution. We
need our institutions to r ecognize the practical wor k we do
(write r eports for lay people, for example). C urrently w e
receive very modest kudos in the academic world for these
reports and they don’t count toward promotion. In addition,
our community par tners may ask us to help write a pr ess
release, or design a small survey, or write a letter to the editor,
or r espond to a go vernment r eport, get inv olved with
whatever they ’re doing to pr omote their concerns. These
activities are essential. They add time to the research process,
but rar ely count in our institutions. Those inv olved in
community-academic par tnerships ar e dev eloping a
different kind of kno wledge—we’re both building our
capacity—but w e need appr opriate funding and mor e
realistic time frames if we are to continue to excel at this type
of research.

This study will pr oduce pamphlets in har d copy and on the
Internet for sex wor kers about ho w to impr ove safety and
health while wor king. It will also pr oduce reports for policy
makers and frontline organizations on how their organizations
affect safety and health for sex wor kers and ho w this can be
improved. To do wnload or or der a copy of The S ex Trade
Advocacy Research Workbook go to www.yorku.ca/nnewh/.

Beyond Inclusion
by Wanda Thomas Bernard

In women’s health research, moving beyond inclusion
means establishing research agendas that specifically
deal with diversity and integrating an analysis of the
impact of diversity on any particular issue under study.
I use the term “diversity” to refer to the cultural, racial,
and social differences that mark off the oppressed or
marginalized: for example, poor people, Aboriginal
people, people of colour, persons with disabilities, gay,
lesbian, bisexual and transgendered people, and
women. The term also refers to diversity within these
groups. Understanding diversity means moving
beyond awareness and analysis of the dynamics of
oppression and marginalization, toward appropriate
social change and social action.

Action means sharing individual and collective power
in health research and health care and using power and
privilege to effect change. It means a major paradigm
shift in the way we think about diversity, moving from
a position of “adding on” diversity to making diversity
a central component of one’s work.

Women’s health researchers and advocates need to ask
tough questions about their own organizations: What
communities do they serve? Do agency programs,
services, policies and procedures reflect this diversity?
Who is and who is not sitting at the table with us, and
what can we do to get those who ar e missing there?

Wanda Thomas Bernard is Director of the School of
Social Work, Dalhousie University, and a member of
the Black Women’s Health Network. “Beyond
Inclusion” can be read in its entirety in Race, Ethnicity
and Women’s Health (2002). For a copy, contact:

Atlantic Centre of Excellence 
for Women’s Health
P.O. Box 3070
Halifax, NS  Canada B3J 3G9
www.medicine.dal.ca/acewh
Tel: (902) 470-6725
Toll Free: 1-888-658-1112
Fax: (902) 470-6752
acewh@dal.ca
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