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Abstract
Breast cancer is a serious health concern for women. Early detection has been hailed as key to
reducing the morbidity and mortality associated with this disease. Largely as a result of three
large trials that failed to demonstrate a mortality reduction with breast self examination (BSE),
the usefulness of this screening method has been seriously questioned. In 2001, the Canadian
Task Force for Preventive Health Care concluded there was fair evidence to recommend
physicians no longer routinely teach BSE to women. Through reports in the academic and lay
literature, women have been advised that BSE may not only be ineffective, but harmful to them.
The research problem i1s that there is a poor understanding of the meaning of BSE to women
within a society that does not value it. Previous research on BSE was chiefly concerned with
measuring women'’s knowledge, attitudes and beliefs related to BSE with the primary aim of
increasing compliance. Yet, little was known about how women really felt about BSE. To
investigate this phenomenon, women were engaged over time in a cycle of collective self-
reflective inquiry to explore personal and social factors influencing their practice of BSE. This
was achieved through a series of group discussions with two groups of women as they examined
their everyday experiences related to BSE. Consistent with a participatory action approach, the
women were considered co-researchers and were actively involved in the framing and analysis of
the research problem. Thematic analysis allowed for the collaborative identification of the
temporal map components that described the context of BSE for these women. These
components were later organized by the women into a concept map, which provided a
meaningful schematic representation of the meaning of BSE to them. Consistent with a feminist
experiential approach, the standpoint of women was considered a valuable source of knowledge.

Through this collective inquiry, the women developed a critical consciousness of the
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commonality of their personal experiences in relation to BSE, and their relationship to the larger
social environment. In this way, the women were able to more fully understand the complexity
of personal and social factors influencing the meaning of BSE to them, which was empowering.
At the beginning of the research process. the women'’s subject position was characterized by
their feelings of vulnerability in relation to their perceptions of breast cancer as a lethal disease
and their inferior status in the world in relation to men. BSE is an intensely personal issue for
women. It brings to the fore a complex web of interrelated meanings and experiences such as
those related to cancer (breast cancer in particular), being a woman (and having breasts), and the
health care system (including their treatment by physicians). By situating BSE at the juncture
between these phenomena, a greater understanding of its meaning to women can be achieved.
Three dominant discourses are relevant to women'’s practice of BSE: (a) femininity, (b) medical
and technological dominance, and (c) lifestyle and responsibility for breast cancer. To the extent
that breast cancer is seen as a threat to a woman's self-worth, she will be reluctant to do it. To the
extent that a woman is ambivalent about her relationship with her physician and medical
technology, BSE may be seen as a threat to her ability to care for herself. To the extent that the
prevention, diagnosis and treatment of breast cancer is not well understood, BSE brings to the
foreground the uncertainties of the disease and the reluctance of women to be held accountable
for its trajectory. This research study has shown that experiential knowledge held by women is
important and should not be subjugated by increasing medical and technological dominance.
Relying solely on scientific evidence to evaluate BSE provides an incomplete measure of its
value. Future research into BSE and other issues affecting women'’s health should be carried out

collaboratively with women so that their voices are heard.
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Chapter 11

Breast Cancer Screening

[ntroduction

The purpose of this chapter is to provide an overview of seminal and often-contradictory
information related to breast cancer and breast screening including BSE, clinical breast
examination, and mammography. It will begin with an examination of the epidemiology of
cancer and breast cancer in particular. Conflicting information related to risk factors for breast
cancer is highlighted to demonstrate the contradictory and changing messages to which women
are exposed, which may cause confusion and bewilderment. An in-depth exploration of the three
large BSE trials will follow, including a critique of their methodology and findings. A review of
evidence related to the usefulness of clinical breast examination and mammography will also be
presented, along with a discussion of the inconsistent application of evidence related to

screening.

The burden of cancer

Cancer is a growing threat to the health of our world’s people. Over 10 million people are
newly diagnosed every year, and global incidence rates are predicted to increase by 50% within
the next 20 years (Stewart & Kleihues, 2003). In Canada, it is the largest contributor to
premature death at present (National Cancer Institute of Canada [NCIC], 2004), and will soon

become the leading cause of death overall (Canadian Strategy for Cancer Control, 2002).

The epidemiology of breast cancer
Breast cancer is a disease almost exclusively affecting women. The global incidence rate

of breast cancer is increasing, even in countries with historically low rates (Russo, 2002).
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Approximately one million women develop breast cancer every year, making it the most
common cancer {World Health Organization [WHO], 2003) and the most common cause of
cancer-related death (Anderson et al., 2003) among women worldwide.

Breast cancer incidence has been increasing in Canada over the past 15 years. This year,
it is projected that more than 21,200 women will be diagnosed with the disease (NCIC, 2004).
And while breast cancer is considered to have a good prognosis overall, one quarter of all
women with the disease will die from it. Compared with other types of cancers, breast cancer
disproportionately affects the young. Twenty-one percent of Canadian cases are found in women
less than 50 years of age, for whom mortality rates are highest and there are no clear screening
guidelines. Due to a combination of prevalence, earlier age of onset, and relatively shorter
survival times, breast cancer is among the top causes of potential years of life lost in Canada

(NCIC).

Natural history

Breast cancer is a complex disease. It is usually slow growing and indolent and may take
as long as eight years for a single neoplastic breast cell to become a | cm mass, during which
time the woman is asymptomatic. Once diagnosed. however, the median survival time is about 3
years if left untreated (Bennett, Steinbach, Hardt, & Haigh, 2001). Breast cancer most commonly
begins in the ducts (86%), followed by the lobes (12%), and the remainder in the surrounding
tissue (ibid).

The term cancer signifies the spread of the primary tumour into surrounding tissue.
Tumours that have not spread to surrounding tissue are termed non-invasive or in-situ. There is
no definitive way to know how many of these in-situ tumours would progress to cancer

(Humphrey, Helfand, Chan, & Woolf, 2002). For this reason, in-situ tumours in the duct (DCIS)
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are often treated as if they were true cancers, and in-situ tumours of the lobe (LCIS) are generally
considered to be a marker for an overall increased risk of breast cancer (Bennett et al., 2001). It
is very likely that many instances of DCIS, which ultimately posed little threat to the woman’s
health, have been over-treated with the usual cancer therapeutics. In these cases, the treatment
was more dangerous than the ‘disease’ (Humphrey et al., 2002).

Cancer staging 1s determined by the size of the tumour, lymph node involvement and
presence of metastasis (Bennett et al., 2001). The stages of breast cancer range from 0 (in-situ;
100% 5-year survival) to IV (distal metastases; 10% 5-year survival). Metastasis refers to the
growth of abnormal cells distant from the primary site and most often occurs within two years of
initial surgical treatment (Bennett et al., 2001). This is not necessarily the case with breast cancer
as some tumours can take up to 25 years to be detectable as a recurrence. For this reason, breast

cancer should be thought of as a chronic disease (Love, 2000).

Risk factors

The majority of breast cancer cases (67%) are termed sporadic, meaning the woman has
no known risk factors. Almost one-quarter of women have a family history, and 10% have a
known genetic link such as BRCA1 and BRCA2 (Bennett et al., 2001). In addition to a familial
or heritable risk, increasing age and being a woman are the greatest risk factors. These factors are
not modifiable.

Suspected risk factors include early menarche and late menopause, nulliparity, late
childbearing, obesity, high fat diet, smoking, alcohol, the environment, and atypical breast cells
(Bennett et al., 2001). But epidemiological studies have sometimes provided contradictory and
confusing results about these and other risk factors. The following is a brief summary of recent

reports regarding the risks associated with breast cancer.
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Genetic mutations
While early studies indicated that individuals possessing BRCA1 and BRCA2 mutations
had a lifetime risk of breast cancer of 71-85%, a recent study by Begg (2002) suggests this risk
may have been overestimated as there were other shared genetic and environmental risk factors

left unexplored.

Pregnancy and breastfeeding
The long-held belief that pregnancy has a protective effect against breast cancer was
upheld by a recent meta-analysis of 47 studies (Collaborative Group, 2002). However, a report
the same year from the Society of Obstetrics and Gynaecology ([SOGC]; Helawa, Levesque, &
Prevencher, 2002) raised concern there may actually be a transient increased risk of breast cancer
for the first 3-4 years after delivery of a singleton baby, followed by a subsequent reduced
lifetime risk. In the same reports, the protective effect of breastfeeding was upheld, regardless of

the number of children born to the breastfeeding mother.

Diet and body weight
The association between diet, body fat, and breast cancer is sometimes unclear as age
appears to be a mitigating factor. In 2002, Shin et al. reported that low-fat dairy consumption
was associated with a moderate risk reduction in pre-menopausal women but not post-
menopausal women. The following year, the Nurses™ Health Study reported that consumption of
eggs may increase the risk of breast cancer in pre-menopausal but not post-menopausal women
(Holmes et al., 2003). In addition. the Nurses’” Health Study did not support many previous

epidemiological reports of a link between the consumption of animal protein and breast cancer,
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although a later study that year did (Cho et al., 2003). With regard to weight gain, Russo (2002)
reported that a gain of 10 kg or more increased breast cancer risk for women 55 years and older,
but this risk was not evidenced with younger women. A report the following year (Yanovski et
al., 2003) contradicted these findings for pre-menopausal women, reporting an association

between increased body fat and breast cancer.

Physical activity
Previous studies have demonstrated a dose-response relationship between exercise and
reduced breast cancer risk (Lee, 2003). However, a recent large cohort study among
postmenopausal women suggested there is little additional risk reduction with physical activity

levels higher than moderate (McTeiman et al., 2003).

Oral contraceptives
A case control study released two years ago found that oral contraceptives did not
increase the risk of breast cancer in women aged 35-64. This contradicted a meta-analysis of 54
studies published in 1996 that found a modest increased risk of breast cancer among oral

contraceptive users (Marchbanks et al., 2002).

Hormonal therapy
For decades women have been prescribed hormone replacement therapy (HRT) to
protect against various conditions associated with menopause. However, the Women’s Health
Initiative trial was halted in 2002 when combination (estrogen and progesterone) therapy was
found to be associated with an increased risk of breast cancer in post-menopausal women
(Working Group, 2002). Evidence provided by the United Kingdom (U.K.) *Million Dollar’

study (Beral, 2003) the following year supported this association, citing an additional 20,000
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Collaborative data analysis

Research using focus groups are generally analyzed using qualitative analytical
techniques (Wilkinson, 1998). In this study, thematic analysis was employed to assist in
understanding and interpreting the data collected. There were various stages in the analysis of
data and the group members, as co-researchers, were actively involved in a cyclical process of
data collection and analysis, one informing the other, until a reasonable interpretation of the

meaning of the data could be obtained.

Phase 1: Temporal mapping — Identifying the pieces

The first step in developing an understanding of the meaning of BSE to women involved
having them explore, through ‘learning conversations’, personal and social factors they felt were
relevant to their practice of BSE. To make sense of this information, a technique called temporal
mapping was employed. Denzin suggests temporal mapping as an approach to assist groups to
formulate descriptive accounts of their situations (as cited in Stringer, 1996). The purpose of
temporal mapping is to describe the problem (issue of concern) and its context. Thematic
analysis of the written transcripts of the women's discussions by the external researcher assisted
in identifying the key components of the issue. The transcripts of the first two meetings with

each group (four transcripts in total) were utilized in identifying the components of the temporal

map.

Thematic analysis
Thematic analysis allows for the “direct representation of an individual's own point of
view and descriptions of experiences, beliefs and perceptions™ (Butcher, Holkup, Park, & Maas,

2001, p. 474). 1t is an appropriate method of analysis for qualitative data derived from semi-
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structured interviews (Kelley, Swanson, Maas, and Tripp-Reimer [1999], as cited in Butcher et
al.). DeSantis and Ugarriza (2000) define a theme as —an abstract entity that brings meaning and
identity to a recurrent experience and its variant manifestations. As such, a theme captures and
unifies the nature or basis of the experiences into a meaningful whole™ (as cited in Saunders &
Byme, 2002, p. 220). In this way, a theme can provide coherence to an assortment of seemingly
unrelated experiences or phenomena and can therefore aid in the organization and interpretation
of data. The analysis is grounded in the sense that the data is anchored in the everyday practices
of individuals as they live their lives. Thematic analysis allows the researcher to remain close to
the data and be sensitive to the themes as they emerge and are refined, while more broadly
seeking insight into the meaning of individual or everyday experience.

The specific analytic technique employed in this study has been described by Crabtree
and Miller (1992) as an editing style of analysis. Using this technique, the researcher naively
approaches the textual data without a pre-conceived template of codes. It is a bottom-up or
inductive approach that is guided primarily by the data. The researcher makes interpretations
(observations) of the text through multiple readings. Reflection on the emerging interpretation
informs further reading of the text, which leads to deeper understandings. Codes are created,
applied to the text, validated and revised as analysis progresses. In the early phase of the data
collection and concurrent data analysis, pre-suppositions and pre-conceived notions from the
literature and the external researcher’s own experience were bracketed as much as possible with

the aid of journaling, memoing, and reflection.
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Figure 2: Editing Analysis Style
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Analysis began with listening to the audiotape of each meeting, reading (and re-reading)
the verbatim written transcript, and writing notes (memos) in the margin. The memos helped to
identify concepts that were recurrent in the data and added contextual information such as tone
of voice or laughter that provided further meaning to what was said. Recurrent concepts
identified in the memos were organized into categories. Data captured within and between these
categories were compared, refining and redefining them to ensure they reflected the emerging
data. Category reduction helped to ensure that the most important concepts were identified. The
refinement of categories occurred across the first four transcripts. These categories became the
components of the temporal map.

The temporal map components were presented to each group of women in their third
meeting to validate their relevance and accuracy. The temporal map helped facilitate further data
collection. By capturing the key issues discussed by the women and reflecting those back to
them. both new and elaborated accounts of their experiences were shared. This stimulated

thoughtful discussion that was critical in constructing the problem and its context.
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Phase 2: Concept mapping — Putting the pieces together

Concept mapping recognizes that there may be many relevant factors contributing to an
issue of concern. A concept map is a schematic representation of an issue, illuminating the
interrelationships between its significant elements. In this study, the concept map provided an
accessible record of the women's collective conceptual schema related to the meaning of BSE
and could be reflected upon to deepen understanding.

In this process, women in each group were asked to organize the components of their
temporal map (written on individual index cards), into a pattern or diagram that was meaningful
to them. The index cards were placed on the wall and women organized them into clusters,
indicating what were believed to be sequential or interrelated components. Both groups of
women created their own concept map.

The group discussions allowed the women to co-create the schematic representation,
taking into account the experiences and perceptions of all. It occurred in the fifth meeting with
each group so participants had ample time previous to this to reflect on the components of the
temporal map, to discuss issues, and share experiences that were meaningful to them. This led to
an examination of BSE with great depth and breadth.

The concept mapping exercise was chosen because it could be emancipatory for the
women in two ways. Firstly, it provided an opportunity for the collaborative analysis of issues
related to BSE practice. Because the women were constructing these maps themselves, they had
more control over, and input into, the analytic process than would have been afforded by other,
more traditional, textual analytic techniques. The women were able to scrutinize their schema,
discuss it, disagree over it, and ultimately change it until they were satisfied with its

representation. Secondly, through exploring the relationships between components of the
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temporal map (in essence the context surrounding BSE), they could identify elements of their
own personal experiences common to others in the group and discover broad social issues
common to women that influence the meaning of BSE for them. Through this process, the

women could better understand the complex and deeply rooted forces influencing their lives.

Phase 3: Extended thematic analysis - Understanding the pieces

Once the temporal map components were developed and organized by each group of
women into a concept map related to BSE, the external researcher began a more in-depth
analysis of the data, comprised of over 700 pages of text. The analysis served two purposes: (a)
To develop a greater understanding of the temporal map components and concept maps
developed by the women (one for each group), and (b) to explore the data for evidence of a
raised consciousness among the women, an indication they had changed during the research
process.

To more fully understand the two concept maps, the eleven transcripts were analyzed
using thematic analysis as previously described. Informed by feminist theory, a continued
reading of, and reflection upon, the text, combined with coding for themes and subthemes,
augmented the analysis until a deep understanding of the account was developed (Miles &
Huberman, 1994). As well as being grounded in the transcripts and the experiences of the
women's lives described therein, the analysis at this stage of the research process was also
informed by selective sampling of the current literature related to cancer and women's health.

To discern any change in the women as a result of their participation, the research process

was broken down into three sequential phases: The beginning, the middle, and the end, as

previously described.



Making the Connections 126

The beginning
The beginning of the research process incorporated the first meeting with each group of
women. The verbatim transcripts of these two meetings were analyzed to determine the major
issues of concern to both groups of women at the outset of the study. Themes, and corresponding
sub-themes, were identified for both Group A and Group B. These were conceptualized as the
subject position of the women at the beginning of the research process and are presented in

Chapter 6.

The middle
The middle of the research process included the second to fifth meetings with each group
of women. The eight corresponding transcripts were analyzed to gain greater understanding of
the meaning of the thirteen components of the temporal map, and the concept map itself, tor
these women. Through continued reflection on the text, the temporal map components became
clearer. Excerpts of the women's discussion that illustrated the essence of the meaning for each
temporal map component are presented, along with the concept map for each group, in Chapter

7.

The end
The joint meeting with both groups of women marked the end of the research process.
The transcript of this meeting was analyzed and compared with those from the beginning phase
to determine if and how the research process had changed the women’s consciousness in relation

to BSE. The results of this analysis are presented in Chapter 8.



Making the Connections 127

Increasing credibility of research findings

In qualitative research, the credibility of research results relate more to the
trustworthiness of findings than a measure of their validity and reliability, as is frequently
discussed in quantitative research studies. Care to increase the trustworthiness of the data will
help ensure the resulting knowledge generated makes sense (fits the substantive area), 1s
recognizable to the reading audience, has the potential to be applicable to other contexts, and will
help describe, explain and interpret the practice of BSE. This study utilized four approaches to
increase the trustworthiness of the research findings: reflexivity; triangulation; thick description,

and member checking.

Reflexivity

In qualitative research, the researcher is the ‘instrument’ (Brody, 1992). Qualitative
researchers acknowledge they are involved with their participants in the research process and
that they bring their own life experiences, assumptions and beliefs into the data collection,
analysis and reporting of results. What they see or choose to interpret in the data, and how the
data are interpreted. is influenced by their personal framework. In fact, using the researcher’s
personal experience, or even starting from their personal experience, is a distinguishing feature
of feminist research (Reinharz, 1992). For some feminist researchers, puzzling or troubling
experiences become a ‘need to know’ and a motivation to conduct research to understand
phenomena. Feminist researchers often write in the first voice, and present an explanation of
their relation to the subject at hand in a preface or post-script, to indicate their engagement in the
process and subject matter at hand. While personal bias cannot be avoided entirely, it can be

minimized by researcher reflexivity: essentially an ongoing reflection on themselves and how
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their values and views may bias the research process. In this study, reflexivity was achieved by
stating my socio-historical location (Murray & Chamberlain, 1999) in the preface, and through

personal reflection on, and journaling of, my thoughts and feelings throughout the process.

Triangulation

Triangulation (Flick, 1992) can refer to using different research methods, theoretical
perspectives, or participants within a study, or collecting information over a period of time. In
this study, the following approaches to triangulation were utilized: (a) Using different
participants - two groups of women were engaged in the same research process at the same time,
(b) collecting data at different times — the group discussions occurred over a period of nine
months, and (c) using a combination of research methods — the women were involved in group
discussions as well as journaling. Prolonged engagement with both groups of women built trust,
helped to identify personal and social issues of most concern, and limited the potential for

superficial examination of phenomena.

Thick description

Thick description (Geertz, 1983), a term often used in reference to ethnography, is an
important concept because what we often need to comprehend about a particular event or
phenomenon may be perceived as background information. Including detailed accounts of what
has been observed (thick description) allows the researcher to perceive broader, more abstract
interpretations from the analysis of minutiae. In this study, documenting extended segments of
conversations among the women, and copious amounts of them, serves to enrich the
interpretation by firmly grounding it in the multiple and varied experiences of the women's

everyday lives, as described by them. Thick description of what they discussed allows the
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women to “speak for themselves’: as well, it exposes the ways in which the women negotiated

their conversations, and conceptualized amongst themselves, the meaning of BSE for them.

Member checking

The ongoing engagement of the women in the research process ensured that they
validated the data collected and the resultant iterative analysis. This occurred during the
emergence of themes (temporal mapping), their organization into a schematic diagram (content
mapping), and in the final analysis and interpretation of results. This latter activity involved a
verbal presentation of findings to the co-researchers after the external researcher had completed
the interpretation. As a smaller example, field notes generated after one of the audiotaped
meetings had ended were circulated to the group participants at their next meeting to confirm

their accuracy.

Placement of external researcher in the text

[ have placed myself in the text of this research report as appropriate to indicate my
engagement in the research process. However, I was less involved in some of the discussions
than the other group members, as I wished them to take the lead in exploring and discovering
issues and experiences of relevance to them related to BSE. In the three ensuing chapters of
research results, I refer to the group participants as ‘they’ when I had limited involvement in the
conversation. and ‘we’ when [ was more actively involved. The term ‘external researcher’ is

utilized to emphasize the active role of the women as co-researchers.

Notation on the presentation of research results
Owing to the importance of providing ‘thick description’. long excerpts of the women’s

conversations are included in the presentation of research results. These excerpts have been
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cdited by necessity to decrease the length of the final report and provide increased clarity to the
information presented. Symbols are utilized to differentiate between pauses in conversation and
information deleted from the transcripts. Please see Table 11 for these and other symbols (and

their intended meaning) incorporated into the research results.

Summary

This chapter has described the participatory action research design for this study
including the use of convenience sampling to select participants, group discussion to collect
information, and thematic analysis to develop a greater understanding of the meaning of BSE to
women. The following three chapters will present the research findings according to the three

phases of the research process: the beginning, the middle, and the end.

Table 11: Symbols utilized in research results

Three dots (...) A pause in the conversation

Hyphen (-) A swift change of thought

Empty square brackets [ ] Data excluded

Italics Emphasis of the speaker

Italics in brackets (italics) Descriptive notes of the conversation (e.g., tone of

voice, laughter) and explanatory information inserted by
the external researcher

Question mark (?) to indicate | Speaker could not be identified
speaker
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Chapter VI
Women’s Views at the Beginning of the Study-
The Subject Position of the Women

Group A: Women's subject position in relation to breast cancer

At the first meeting with Group A (the younger group), the women were asked to bring
up any issues they felt were important in relation to BSE. The women required no prompting and
easily began discussing issues they felt to be relevant, reflecting on their life experiences as they
illustrated or stressed a point. The resulting conversation was very broad in scope and
highlighted the women's desire to take care of their health in relation to breast cancer and their
perception of the challenges they encountered in trying to do so. In this way, this discussion
illuminated their subject positions in relation to breast cancer at the outset of this research study.

Perception of ‘reality’ is influenced by an individual’s subject position. While not a fixed
identity, a subject position determines the way one understands the world and reacts to it (Hardy,
Palmer, & Phillips, 2000). It is influenced by the dominant discourses in society and the material
conditions of one’s life, including gender, and affects which aspects of experience are attended
to. Theorists such as Foucault (1973) assert that a limited number of positions exist within
discourses from which one can speak and act and an individual must assume one of these subject
positions in order to have a voice (as cited in Hardy et al.). As discussed in Chapter 4, women
have occupied a subservient position to men in society and in the bio-medical sphere. Evidence
for this subject position can be found in women’s language, which in turn reinforces their
position. The consciousness-raising approach employed in this study will enable women to

become more aware of their subject position so that they can begin to challenge it.
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In various ways, the women discussed how vulnerable they felt in relation to breast
cancer; they were aware of the seriousness of the disease but did not have a clear sense of how to
reduce their risk. They explored feelings of uncertainty, powerlessness, fear, frustration,
bewilderment, and being overwhelmed (among others). It is this expressed vulnerability that
characterized how the women were feeling at the outset of this study. However, they were not
passive; they took the opportunity to reflect upon their collective experiences in an attempt to
more fully understand their subject position in relation to breast cancer and how to change it.

Challenges highlighted by these women in relation to breast cancer included the quantity
and conflicting nature of information related to BSE (and other aspects of women's health), the
array of potential external risk factors that cannot be controlled, and the quality of health care.
These challenges. along with the women'’s expressed desire to care for themselves. form the
basis for the themes and sub-themes identified in the first meeting with Group A. These are

presented in Table 12.

Table 12: Themes identified in the first meeting with Group A: The subject position of
women in relation to breast cancer

Themes Sub-themes
Lack of knowledge despite much How to do BSE
information What to look for
Meaning of a breast cancer diagnosis
Risk of HRT
Usefulness of mammography
At risk despite self care Gender
Family history
Fate
Cell biology, the physical environment, and
the unknown
Social environment
Non-confidence in the health care system Poor medical care
despite seeking reassurance Wanting to be reassured
| Need to be vigilant
Seeking control Importance of self care
L Importance of a positive attitude
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r’f | But cancer is still lethal B

e

Lack of knowledge despite much information

The women expressed concern they did not know how to do BSE or do it well. They
indicated they had read material or were taught how to do BSE but did not do it properly, did not
know what normal breast tissue was, or when a medical opinion should be sought. These gaps in
knowledge existed despite many sources of information about breast cancer in our society
including pamphlets, magazine and research articles, physician teaching, and stories from family

and friends.

How to do BSE
Adele volunteered that she did not examine her breasts because she did not know how to
do it properly. She felt that BSE was a special technique and she had not looked into it seriously.
Anne: Have you ever examined your breasts?
Adele: Not properly because I've seen the brochures and things but I’ve never really
looked into it very seriously. My doctor done an examination before - a long time ago -
but since that [ ] sure, like I touch my body but I’m not doing a proper examination. I
just figured that if there was something wrong I’d know.
Anne: How do you think you’d know if there was something wrong?
Adele: Well, I guess I would feel something. [ mean you just assume but I know that’s
why there’s a special technique they use for the examination.
What to look for
Several women expressed that they did not know what normal breast tissue felt like and
were therefore uncertain about how to detect an abnormal breast change. Some of the women

described their breasts as having some type of perceived abnormality such as tenderness or

lumpiness. or as ‘feeling funny’. Uncertainty about these findings caused various reactions in the
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women in relation to BSE including their choosing not to do it, feeling anxious while doing 1t, or
in some cases. feeling sufficient “panic’ to seek a medical opinion.

Janet indicated that she performs BSE very quickly because it causes her to be fearful.
She related her anxiety to conflicting information she had read about the significance of tender
breasts, which she considered herself to have.

Janet: I do self exam but I find I'm scared when I do it. I'd like to get over that fear. Like

I'll do it and I'll do it very quickly and I’ll ... oh my God! It’s over with now! I would like

to become more comfortable with doing it [ ] There are conflicting things too. For years,

they say if it was tender or sore you have nothing to worry about.

Various: Yeah, right.

Janet: And I have tender breasts. And then [ read an article by a doctor who says that’s

not true. It can be something if that’s the case. You’'re at peace of mind and then you’re
not.

Brenda reported hearing inconsistent messages about what would constitute a significant
breast lump. Given her cystic breast tissue, she wondered if doing BSE would even make a
difference, even though she reported doing it. The mixed messages about what to be concerned
about has caused her to occasionally become “panicked’ enough to seek the advice of her
physician. She expressed a tension between " freaking out prematurely’ versus attending to a
potential change early, as widely recommended. She became very reflective as she wrapped up
her thoughts by stating that it is the “lack of clarity’ that is really difficult.

Brenda: There’s a lot of conflicting information too [ ] oh well, if it’s sore and tender it
doesn’t mean anything or. oh no, even if it’s sore and tender. it can mean something. If
it’s a hard lump, then that means something. Well. no, if it’s a soft lump it could mean
something. Well, no, if it’s a soft lump, it could mean ... you know. and I have I guess
what they refer to as lumpy breasts so ... and plus I also tend to have cysts anyway. So
part of it for me is like I do it but most of the time I am thinking to myself - crap shoot - it
could be something or it could not be something; and then it’s like if I get anxious
enough and panicked enough, I go see the doctor so there’s that ... what should I say -
that lack of clarity - that I think is really difficult [ ] But hey, it's a hard lump and a hard
lump is supposed to mean something you know. I think it is that tossing up between
freaking out prematurely versus attending to something that could be...
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In many instances during this first group meeting (and those to follow), Adele expressed
the opinion that it was very important for individuals to take care of their health, make the right
lifestyle decisions, and have a positive attitude. However, with regard to BSE, she expressed
conflicting feelings. On the one hand, she would like to take control of her breast health as she
felt that one would know their own body better than anyone else would. But she also
acknowledged that she too felt unsure about how to differentiate normal from abnormal breast
tissue. This uncertainty has caused her anxiety; in fact, like other women, she too used the word
‘panic’. The negative feelings caused by doing BSE have discouraged her from doing it. even
though she believes in self care. She ““almost™ preferred to have her doctor examine her. She
recognized the dichotomy in her feelings.

Adele: I almost feel like I'd better have my doctor do it; but on the other hand. you know

your own body and everybody is different [ ] But [ know like when I’ve tried to do it

myself, where I don’t really know, it feels kind of funny and there’s like different texture,

[ guess, and things like that. Mmm, "is this? ... it’s like this’ - mmmm - kind of lumpy,

you know — ‘I guess not - no. it’s the same on this side’. Okay. And then [’d rather not do

it, I guess, because you panic and why worry yourself - all these opposite thoughts.
Meaning of a breast cancer diagnosis

The copious amount of information in our society related to breast cancer has created
confusion among women. Adele expressed the sentiment that she is not even sure what all the
information about breast cancer really means for her. After all she has heard from magazine
articles and others’ stories. she wonders how concerned she should be. She indicates she is left
with more questions than answers.

Adele: There’s so much out there in the city and you read and you read stories in

magazines and I guess most people have cases in their families and well it’s like "am [

supposed to be really worried about it or is it good to be paranoid about it and” ... all these
questions! (chuckles)
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Risk of hormone replacement therapy

Some women expressed confusion about what course ¢ action to take with regard to
HRT. Rose related the conflicting messages she had heard fror others with respect to the risk of
breast cancer with HRT and how difficult it is to assimilate this information in a meaningful
way. In addition to not yet knowing whether or not to take HRT, she was bewildered about why
there was so much ‘hype’ about menopause now in compariso to her mother’s generation and
what could be done about that. Janet points out that despite the written information circulating
about HRT, the number of women taking it and the encouragement she has received from her
physician, the research is not yet conclusive. Similar to Rose. she felt quite fearful about having

to make that decision as well.

Rose: I find her (family physician) very supportive and she’s not trying to sway me one
way or another - just educate me, and I appreciate that. But, you know, you hear this,
‘this could increase vour chances’ and somebody else says, ‘well, look, after the age of
sixty your chances increase a little bit more with every :cade’. You may ... you're sort
of a little higher at risk and a little higher at risk. So by the time you're 85 - if you live to
be that long, you might get it, you might not. Should hormone replacement be sort of
thrown out the window because of that? There’s an awful lot of things to look at. I mean I
would prefer not to do anything that put me in that risk category anyhow; but then on the
other side you look at hormone replacement, oh that doesn’t seem to come from it so you
think well ok. I'm in this category. Well. I think I’ve got a pretty good chance of not
having this because of family history, so maybe I'll go this way so I'm vacillating right
now. [ don’t know if I’m ready to make that decision yet.

Brenda: Do you want a broken hip or breast cancer?
Various: Yeah, right. You know. [ ]

Rose: All of these things are coming up. And then I look and say here's my mother - 86 -
who really has never been very ill at all in her life [ ] She has never had anything [ ] she
went through menopause [ ] She didn't go off the wall. She didn’t do anything weird.
And, you know [ ] well, my friends’ mothers were exactly the same way and there s all
this hype about us (whispered).

? I know.
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At risk despite self care

The women spoke about the importance of a healthy lifestyle (e.g., diet, exercise, rest,
doing BSE) in reducing their risk of breast cancer and other illnesses. They not only
acknowledged, but embraced, the important role the individual plays in protecting their health.
However, they also discussed various factors influencing their risk for breast cancer over which
they had no control such as their gender, cell biology, family history, fate, the physical and social
environment, and other yet unknown factors. The women began to question the importance of
self care within this context and the extent one should feel responsible for their health status if
there are so many factors out of their control. They also discussed the fear they felt because they

could not control their risk for illness despite self care.

Gender
The very fact they were women was identified as a factor. In the following quotation,
Brenda discusses her fear in relation to being a woman and the ubiquitous risk of breast cancer
associated with just having breasts.
Brenda: I mean I'm petrified of having breast cancer. [ ] It’s that sort of omnipresent ... if
you’ve got breasts. you can get it.
Family history
While filling out the questionnaire related to cancer at the first meeting, Beth reflected on
the question about her perception of the likelihood that she would develop cancer at some point
in her life. She based her perception of risk on her strong family history of various types of
cancer. To her, it was very likely that she would be diagnosed with cancer but she did not want
to acknowledge this perceived risk. On the likert scale provided for that question, she ticked

‘50 50’ instead of the next box on the scale. it is likely that I will get cancer’.
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Beth: [ mean ... I put down 50/50, but in reality ... I don't know. my mom died of lung

cancer at age 52. My grandfather had skin cancer. My grandmother had breast cancer.

Great-grandmother had stomach cancer. My sister has a mole disease [ ] and I'm sitting

here going, I’'m just a ticking time bomb! [ ] I really was going 50/50 or you're getting it!

(laughter) It was like I can’t tick that box!

Fate

Adele and Beth talked about the role of fate in getting breast cancer or any other disease.
They felt that everyone is due for some type of misfortune; that it is pre-ordained and something
over which the individual has no control.

Adele: You know something is going to happen to you out of all the things that are out

there - breast cancer and many other things - it’s almost like okay, what am I going to get

and when is that going to come [ ] It’s almost like you're ... it’s something that you owe

or that you're due for and then just -

Beth: What’s your lot in life? What are you going to get, your karma (agreement from

women).

Cell biology, the physical environment and the unknown

Brenda questioned the importance of personal health choices and how much one should
feel responsible for illness, as if it were a consequence for doing something wrong. While Adele
acknowledged it is one perspective to compare illness to an indictment for poor lifestyle choices,
all the women reflected on the myriad of other factors in the environment outside personal
control such as cell biology, the physical environment, and the unknown.

The women expressed anxiety related to not understanding the process, or knowing the
health impact of, recent technological advances such as genetically engineered foods or
pesticides. They feared for their own health and that of generations to come. Rose reflected back

to her childhood when she felt people had more control over their environment. There is a sense

that the women felt they had less control now about these issues.
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Rose stated she feels anger toward ‘the whole society’ that is driving the unhealthy fast-paced

social environment, but is powerless to change the situation.
Brenda: And, maybe that’s part of the lack of doing BSE’s as well; its just that sense of
what the hell difference does it make [ ] Because I mean sometimes it can be
overwhelming when you think of all those things and it’s like what — /’'m going to do a
breast exam - like that will make a difference [ ] But it’s not a healthy culture. It’s like,
you know, the way we work, the things we eat - all of those things. I mean I think health
is in us too but if you work in a job that’s in an air-tight building and you’re expected to
put in 8 hours a day in an airless box and you have a family and other commitments so
that you're not getting exercise. You're not getting out and working. You’re grabbing
food on the run. It’s like all of that health goes [ ]
Rose: Sometimes I get really angry at ... not just me or my friends or [ ] but the whole
society - the way we have geared ourselves to be maniacs about work and time and losing
sleep and worrying and competing and [ ] you know, I mean, were killing ourselves!
We're really killing ourselves and were not teaching our children any better. What’s
going to happen with a couple of generations down the line? Like, you know, are we just
going to be on automatic pilot all the time - just going here, here, here and here and
there’s going to be no time for ourselves.
Brenda: You know, it’s always interesting to me - is everybody feels that way. [ ]

Rose: I often thought I'd like to just stand up and scream - stop!

Non-confidence in the health care system despite seeking reassurance

The women expressed concern about the quality of health care they and their families
were receiving. At the same time, they expressed a strong desire to seek out medical care and
reassurance. In recognizing the inadequacies of the health care system they were reliant upon,
they stressed the importance of individual vigilance, although the usefulness of that was

questioned as well.

Poor medical care
Concerns raised by these women related to poor medical care stemmed from experiences

they or their family had within the health care system. They included cursory examinations,
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physician error, poor communication with physicians, and inequities within the health care
system itself.

Janet talked about a clinical breast examination she was given by a gynecologist that she
felt to be brief and incomplete; she even recognized that some components, like axillary
palpation, were omitted.

Janet: And the other thing for me is like | saw my gynaecologist today and she did a
breast examination and it’s a riot. It’s a total riot! You know. it’s not good enough.

Anne: How long was the exam?

Janet: The breast exam?

Anne: Yes.

Janet: I’d say five seconds (laughter). It’s true. [ | and then the doctor said. lift up your

bra, and I did, and it was just that quick. There was no ... nothing up in the armpit or ... it

was just very, very quick.

In reference to physician error, Janet talked at length about the care her father and
husband received for cancer. Her father had died within the past year “through an error with the
doctors”. She related that when he was diagnosed with his initial cancer, the doctors missed a
concurrent cancer, the treatment of which eventually killed him. In addition, her husband had
been diagnosed with cancer four months previously. Janet felt that the report of an
investigational scan had not been read closely enough, resulting in a missed secondary cancer.
This second cancer had been picked up only after Janet kept waking up at night feeling uneasy
and finally asked her physician to pull the report again so she could read it herself.

Janet: But the only reason they found it was because I had uneasiness inside of me — an

intuition — that I asked. It had gone on for a couple of months and I just wasn’t feeling

good about the two tests he had; and when they were brought out, there it was. It was just
put in the file.
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Another example of inadequate medical care discussed by the women was poor
communication by physicians, both in terms of withholding critical information or in delivering
information in an insensitive way. Beth brought up two instances of a physician withholding
information in relation to her mother’s terminal lung cancer. In the first instance, Beth recounted
that it was only after her mother’s death that the family was told her primary cancer had already
metastasised to her heart when she was first diagnosed. They had previously been told “they got
it all’. Beth attributed her “distrust” of the medical system to this withholding of information. It
also left her with the view that a cancer diagnosis for her would be lethal and that she would be
very fearful if she were ever diagnosed with it. Janet agreed with her that she should be afraid.

Beth: Anyway, when she finally died, Dad spoke to one of her doctors [ ]| and he told us

when they took out (the primary cancer) the first time, there was cancer in her heart. It

was everywhere! And they didn’t even tell us! They didn’t tell her - nothing! And [ mean

[ have such distrust in the medical system because of that and just things like that that I

know if I got cancer. I'd be like ‘oh my God. my number is up! That’s it!” I’m terrified!

Terrified!

Janet: And you should be terrified.

In the second instance, Beth recounts that her family was not told she was dying until the
end stages of her mother’s life. And when they were informed. it was done abruptly in the
hospital corridor while they were on their way to the cafeteria. The insensitive way they were
informed of her mother’s terminal prognosis added to Beth’s terror of getting cancer. Beth
expressed a concern about “this kind of attitude” displayed by the attending physician.

Beth: I remember when my mom was in the hospital, like she was dying. We had no idea

that she was dying, honest to my God, and ... we don’t know these things anyway. [

remember ... me and my dad left her room - we were going downstairs to get a sandwich
and ... walked in the hall, her doctor was there. He walked up to us and he said. “where
are you going?’ [ ] he looked us straight in the face and said, ‘you know she’s dying,
don’t you’. We just nearly collapsed on the floor! And it’s this kind of attitude that’s like
if I ever got breast cancer, lung cancer, whatever, I’'m ... I’'m serious ... I’d freak! You

have no idea! Like even just thinking about it is ... is ... it raises my blood pressure, just
even thinking about it.
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Brenda also admitted to a distrust of the medical system because she did not feel
confident it had the capability to adequately diagnose and treat breast cancer. She expressed fear
that if diagnosed, her cancer would metastasize in spite of modern technology, without her
physician’s knowledge, and be ultimately lethal.

Brenda: I guess also there’s kind of this inherent distrust in the medical system because I
guess [ imagine myself going in and having a lumpectomy or something and then they’ll
say, you know, we got the lump and yet [ know that it’s already somewhere else in my
body by then. It’s like it’s already in my liver [ ] waiting in my liver or waiting in my
lungs or something like that and so even if they say, we got it all and you're better. I have
this sense that I know it’s just like a time bomb [ ] It’s lurking, yeah. because I guess |
feel like I heard that happens so often that on the one hand I think, hey people survive
breast cancer but there’s really a part of me that thinks, no. once you've got it. it gets you
in the end.

Another concern the women expressed about medical care was related to inequities
existing within the health care system, based on who you are, and whom and what you may
know. Janet associated finding an error in her husband’s medical workup with having personal
contacts in the system and knowing some of the terminology. Brenda agreed, stating she was
infuriated by a presentation made by a nurse at an oncology conference who admitted that her
personal contacts made a difference in her care.

Janet: You know, we had a few contacts who knew a little bit, and some of the lingo; but

anyone who just doesn’t know - not a clue - I mean they wouldn’t even ask. They would

just take the doctor’s word: this is the results and never ask, right (agreement). So ... 1

don’t know ... it’s so scary. It’s just so scary (agreement).

Brenda: ... It seems to be if you don’t have contacts or if you don’t have someone who

can advocate for you in the system [ | (in reference to the nurse's presentation) But you

know, it was all about who...and she acknowledged that it was all about who she knew,
what contacts she had. who she could get to advocate for her and it was infuriating

because if you're not part of that system. it’s like you're chopped liver!

Janet: It’s true [ ] But people don’t realize what’s going on. People don’t realize [ | How
many mistakes are being made that people just don’t have a clue about.
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Wanting to be reassured

Even though the women spoke of perceived inadequacies in the health care system, they
expressed a profound desire to seek and receive medical reassurance. Rose responded to Susan’s
comment about “panicking” when she did her BSE and making an appointment to see her
physician. Rose stated that it was desirable to have someone else tell her she was fine; that she
could then stop worrying.

Rose: I think that’s a good idea really, that you're doing that. It’s better [ ]I think I

would I do that too. At least then you have your peace of mind someone else is going

‘that’s ok, don’t worry’, you know.

Susan made the point that women will seek a medical opinion for potential breast
changes and be reassured by their physician’s assessment. even though the examination may not
have been thorough. She relayed a story about her friend’s mother whose breast cancer may have
been missed in previous clinical breast examinations. This possibility scared her.

Susan: [ think you’ve raised a good point too that a lot of people go and they get these

like 5- or 30- second examinations and because you’ve gone to a doctor and they say, ‘oh

everything feels fine’. then it’s okay. And I'm just ... in the last six months, one of my
friends I grew up with - his mother has been diagnosed with breast cancer and one of the

things she said when [ went to see her [ ] ‘[ don’t know. [ always got an exam when I

used to go for my pap smear or for whatever™ and it was kind of left at that and that kind

of set a trigger off in my mind again that I got a ... you know, a bit of a scare, and |
thought *is it an effective examination [ ]?’

Brenda succinctly described the dichotomy between wanting to take care of oneself and
also wanting the reassurance of a physician. She told the story of a young journalist who died of
breast cancer. When her lump was discovered, her physician told her she was too young to get
the disease (she was in her twenties) and to go overseas as planned. When she was finally
diagnosed, it had metastasized and she died within six months. Brenda was greatly moved by this

woman’s death and described it as “pointless”. She speculated that the journalist may have

struggled with wanting to take care of herself on the one hand while feeling relieved to give
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responsibility for her health to her physician on the other. The women strongly identified with

the desire to be reassured when seeking medical care and their relief when they have been

declared well by their physician, even though they knew that physicians sometimes made

mistakes.

Brenda: I remember when they announced it on the radio; I just sobbed because it was so
pointless. [ ]I guess she felt like she was trying to take care of her health but I think
sometimes it’s easier to give a little responsibility to a physician or something and then,
you know, feeling bad about how she didn’t follow that up.

Adele: If you suspect that you might have something wrong and then you go and check
with someone just to know it’s okay - you don't want to believe there’s a possibility of
cancer.

Rose: Yes. exactly. We want to be reassured, don’t we? (agreement from women) [ ]
Janet: It 1s not always the case though.

Brenda: What? No.

Janet: That the doctors say you can be fine and then not be.

Brenda: Yes. but you want to be reassured so you’d rather believe that.

Beth: Yeah, there’s one part of you when the doctor says you're fine. you’re like “whew!’
- you know what [ mean?

Need to be vigilant

Given that the women were aware of the inadequacies within the health care system but

were still dependant upon it for reassurance, they agreed they had to be vigilant over the health

care they received. Janet cautioned them to be very careful to detect potential medical errors.

Janet: So never take anything for granted. If you have a test done, ask for it in writing. If
you can’t understand it, get someone to read it for you - but there's a lot of errors being
made. A lot.

Various: I agree. I definitely agree. Yeah.
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to breast cancer. However, despite these feelings, there were also instances in which the women
were actively trying to find ways to increase their control of the situation: most notably by taking
care of themselves and having a positive attitude. It is remarkable though that the women
returned to their discussion of what a cancer diagnosis would mean to them at the end of their
meeting. In this discussion, the lethality of cancer was stressed; that the fear associated with
cancer in general is related to the perception that it is ultimately terminal. So, while the women
endeavored to find ways to reduce the risk associated with breast cancer, the underlying context

of the disease was death, and this was very frightening to them.

Importance of self-care

Throughout this first meeting, Adele stressed many times the importance of taking care of
one’s health by making prudent lifestyle decisions and having a positive attitude. She
spontaneously shared with the group the reason she volunteered for the research study was that
she was hoping to understand why she did not examine her breasts even though she was aware of
its importance, had a family history of breast cancer, and felt that she should. Attending these
meetings was a strategy Adele chose in order to do something about breast cancer.

Adele: Well, personally [ ] I hope that will get me to do BSE because [ do not do it. |

know it is important but I just don’t do it -  don"t know why. So I am hoping I get that

out of it, and you hear different things, I guess, related to it and I know in my family

there’s a lot of cases of breast cancer so I think that I should do something about it, but I

know I’m not so I’'m hoping that will get me to start.

In reference to Janet’s discussion of her 5-second clinical breast examination, Adele
stressed the importance of knowing one’s own body in order to detect a change as early as

possible, as no one else would know their body better. Although she did not do BSE, she

articulated well a rationale for doing it.
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Adele: Nobody else like yourself to know your own body and from what you were
saying, sounds like you should know your body very well so then when there is a change
you know, whereas when you have a stranger who has never touched you before, you
know they don't know what your breast feels normally so how are they supposed to
know.

Rose agreed with Adele that self care was important. She spoke about the need for
individual decision-making around health issues. While still vacillating in her decision about
HRT, and feeling stressed about hearing differing opinions, she recognised that ultimately she
had to be the one to make the choice and live with the sequelae. Other women agreed that
making decisions about health was an individual responsibility, albeit a stressful one.

Rose: [ know. I guess it comes down to ... it really has to be an individual choice and you

just have to say, okay. either "I'm going to do this thing and accept the consequences’ or

‘I’m not going to do this thing and accept the consequences’, and come to a decision.

Like I'm still vacillating ...

Adele: You have to make a decision, no matter what you do.

Various: You do! Yeah. [ ]

Rose: And who do you listen to.... It comes right down where you’re going to have to do
what you’re going todo [ |

Adele: I'm after reading a lot lately about books that talk about taking care of yourself.,
being healthy. It all comes down to you do what feels right. [ ]

Rose: We seem to be all stressed out about it.

Late in the meeting, Adele asked what could be done to increase individual control over
health. While she had emphasized the importance of self care throughout the meeting, she now
seemed to consider the impact of external forces upon the individual, such as the amount of
information available and the quality of the health care system.

Adele: It’s like what can we do to be in control of that ownership of our health and our

body and just ask the right questions and know what to do when? ... because I guess
sooner or later, you do have to go see the doctors even though people...
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Importance of a positive attitude

In addition to taking care of themselves, the women also discussed the value of a positive
attitude about being diagnosed with and surviving cancer. In spite of their fears related to cancer,
they stressed the importance of not letting negative thoughts or pessimism take over.

Adele discussed the questionnaire regarding their knowledge, attitudes and behavior
related to cancer. While forming an opinion on her risk for cancer, she differentiated between
what she thought might happen (there was a “pretty good chance” she would get cancer) and
what she hoped would happen, choosing to think positively instead.

Adele: ... do you think you’ll have cancer or hope it will be or what I actually think. it’s

two different things. [ ] How likely do you think it is that you will develop cancer at

some point during your life? So you know the statistics and everything and say, well, |

guess there’s a pretty good chance but I don't want to think that way - positive attitude!
(chuckles)

In relation to surviving cancer, Adele discussed how she used visualization to help her
cope with her perceived likelihood of getting breast cancer. She talked about picturing herself
well again post-treatment, while not actually thinking about the treatment phase at all.

Adele: When I think about breast cancer - I just picture it because I know it’s a very

possible thing that I'll get breast cancer - and then the whole treatment or whatever is just

a complete blank and then it’s just after. After. I just get on with it and life goes on.

You're good now and you appreciate it: but it’s like there’s that gap there vou don’t think
about.

While Beth acknowledged she was “terrified” of getting cancer. she did not want to have,
or be seen to have, a pessimistic outlook towards it.
Beth: And it’s not a defeatist attitude, don’t get me wrong.

Janet: [ know.

Beth: It’s not like I'm saying ['m going to get it and I’'m going to die and that’s it and I'm
... you know.
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But cancer is still lethal

The women’s strategies to reduce their risk of breast cancer by taking care of themselves
and having a positive attitude were juxtaposed against their comments that cancer was lethal.
The following two comments were made towards the end of the group meeting. Beth’s
comments about the terminal nature of cancer are in keeping with her earlier statements that she
was terrified of getting cancer. The following statement was made in relation to her mother’s
cancer experience. She recalled sitting with her mother during one of her chemotherapy sessions
and intuitively knowing that her mother would not live to see their plans to fruition.

Beth: ....and [ remember sitting there thinking. “there's no way in hell you're going to

see where I’m putting my furniture’. [ was right. And just having done stuff with her like

that, that I know if [ had breast cancer, lung cancer - whatever - [ would freak! If I had

breast cancer, I'd be like. cut it off! Get it out - now! Not next week! Now! Find a

scalpel! Get it off? ....

On the other hand. Adele’s comments on the lethality of cancer are in stark contrast to
her numerous comments throughout the meeting that she would be healthy if she made the rnight
choices. The following quote provides a good summary of her statements with regard to staying
healthy.

Adele: And then you wonder what it does to your health to worry, like for so long until

you get cancer or whatever and [ just take care of myself and sleep well and everything

else. I’ll just be healthy and I’ll be alright.

However, at the end of the meeting, Adele stated that surviving breast cancer would be a
miracle. She attributes some of this sentiment to the state of the health care system.

Adele: The word cancer to me is like a death sentence; and if you can survive it, you’re

like really lucky. You are like a story to print in a magazine - [ mean, against all the odds

and you made it. I know there are some types that are very treatable but you have to get it
early and [ mean there’s a waiting list...
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Subject position of Group A

At the outset of the research process, the women in Group A expressed vulnerability in
relation to breast cancer in three ways: (a) Feeling they did not have enough information or
understanding about breast cancer and breast screening, related to a plethora of conflicting
information in society, (b) feeling at risk despite their efforts to care for themselves, related to a
large number of factors outside their control, and (c¢) not feeling confident in the health care
system, related to poor medical care and inequities in the care provided. However, despite this
subject position and their perception of cancer as lethal, the women were committed to taking
control of their breast health by continuing to care for themselves and maintaining a positive

attitude.

Group B: Women'’s subject position in the world

The first meeting with the women of Group B began spontaneously as one of the
members entered the room and commented on a TV show she had recently seen where women
were described as being “size zero’. This set the tone for the ensuing discussion. and even while
the purpose and method of the research study were explained to the members of Group B, and
they were filling out their short questionnaires, the women were discussing how ‘woman” was
portrayed in our society. Not surprisingly, discussion related to women’s subject position in the
world dominated the rest of this meeting. In various ways, the group members discussed how
frustrated they felt about the way women are represented and treated in society. This was
expressed in feelings of anger, bewilderment, confusion, sadness and incredulity.

Like the members of Group A, the women drew on their day-to-day experiences to
inform their discussion of BSE. Various phenomena were highlighted by group members

including the sexualization of women's bodies and how this influences the way women are
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treated in society, the social standard for female beauty, and feelings of shame associated with
the female body. At the end of the meeting, as the women were exploring possible reasons why
women do not examine their breasts, they reflected on their preceding discussion, and stated that
it was a complex issue touching on something “inner and unidentified”. See Table 13 for a listing

of the themes and sub-themes identified in the first meeting with Group B.

Table 13: Themes identified in the first meeting with Group B: The subject position of
women in the world

Themes Sub-themes
Sexualized children Women as sexual property
Women as children
Trivialized but at risk by Medicine Minimizing women'’s agency
Minimizing women’s risk
The ideal androgynous body Beauty is size zero
The quest to be thin
Shameful female body Menstruation is dirty
Touching oneself i1s wrong
BSE is a complex issue Older women are not worth it
Something inner and unidentified

Sexualized children

The group members talked about the contradictory place women occupy in our society,
such as the glorified object of male sexual attention, while at the same time holding little social
power in legitimate public roles traditionally occupied by men. In other words, valued for both
their mature sexual characteristics and their underdeveloped place in society. Their limited social

power is more characteristic of children than adult women.

Women as sexual property
The women spoke of the female body as the property of men, and their breasts as the
dominion of the entire society. In the first excerpt, the group members discuss the dress Jennifer

Lopez wore to the Academy Awards. It appeared to be two swatches of sheer fabric that met at
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the navel. The women felt that her male partner at the time was proud of her revealing dress
because she was displaying his property.

Mary: Some of these dresses they are wearing, some of these openings where...

Lynn: Absolutely.

Mary: There’s barely anything there.

Anne: Do you mean Jennifer Lopez?

? She’s just one of many.

Diane: Was that a dress?

Marion: She was on TV last night and someone asked her ‘is that a dress?” “That’s a
dress’, she said. She asked her boyfriend if it was a dress...

Diane: And he told her it was a dress.

Marion: She said, ‘what do you think of this?” He said, "now that’s a dress’ and she wore
it.

Joanne: Of course she did because he wanted people ... he could see and he wanted
everybody else to see the skin that he owned.

Joanne brought up a news item of a billboard campaign for breast cancer awareness that
had gotten pulled because of public outrage. The campaign featured women with mastectomies.
Joanne questioned why this type of representation would be offensive to the public. The women
easily articulated the view that women's bodies could only be seen in public as sexual objects,
and were liberally portrayed as such in the media. They felt that a reminder of the reality of
breast cancer would disrupt the fantasy of the sexual female body.

Joanne: Yeah. It’s like the ads they were going to put up in America on breast cancer and

they had photographs of women who had their breasts removed and there was an outcry,

and I’d like to know why there was an outcry [ ]

Mary: But I guess that’s facing reality, isn’t it — that’s really what it was about - and it
was just not nice,



Making the Connections 155

Joanne: And women cannot be portrayed as anything but size zero (agreement).
Diane: Yeah, Barbie dolls.

Mary: But. [ mean you know. with women's breasts glorified all over the place and why
show a woman without. I mean, you know.

Joanne: [t’s just too stark.

Diane: That’s right... A billboard of two breasts would be just dandy [ ] A woman with
two breasts is just dandy.

Joanne: But minus one? ... What is this? It’s a hint of reality ... It puts women or it
removes women from that fantasy world that objectifies women ... Being sexy and
feminine and everything - everything that we are supposed to be.

Diane: That’s right.

Joanne admitted she had often wondered about the rationale for the outrage over the
billboard. Diane wondered if it was related to the societal objection to breastfeeding in public;
that it is not socially acceptable to present the female breast in any way that is not sexual. As
well, the women discussed how breastfeeding was not even encouraged when they had their

children.

Joanne: But it really bothered me. I thought about it several times like even driving in the
car and seeing a billboard and thinking *wonder why they wouldn’t put up those’.

Diane: ... I’'m wondering would this be related in any way to the objection to women
breastfeeding in public? If breasts are anything other than a sexual object [ |

Joanne: Which they are ...

Diane: It’s not going to be permitted so you can’t use them for nourishment, which is
after all what they’re there for.

Marion: That’s what they are there for — originally [ ]

Joanne: Exactly, and that’s how you get pregnant in the first place. [ | So which comes
first and why do we have to remove one from the other?

Diane: There is that dichotomy.
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Joanne: Well, I breastfed all my four boys; and when I did back 32 years ago, I was the
only woman on the floor who was breastfeeding ...

Mary: Yeah. It certainly wasn't encouraged.

Lynn: [ had a doctor come in and tell me that I probably couldn’t produce enough.

Women as children

The women discussed that despite being glorified for their obvious adult female sexual
characteristics, they were often treated as children. They were not expected to participate fully in
the world and were not encouraged to experiment beyond their social boundaries. There were
several instances provided by the women from their experiences that exemplified this. In the first
instance, Joanne reflected back on the initial foray of women into the broadcasting business. Her
mother was a pioneer on CBC Radio but was restricted to discussions about fashion and recipes.
When women were finally assigned to the news, it was thought of as “cute”. The group members
agreed that the portrayal of women in the media at that time reinforced the traditional roles of
women in society, and that other representations of ‘woman’ were not permitted.

Joanne: It’s like what can yo compare it to? It’s like when women first read the news on

TV - [ ]It was kind of a cutesy thing to be. It was a new thing for us. It was still in that

cuteso kind of genre, (agreement) shall we say, but then she got kind of actually to do

some news coverage and it became more popular. [ ] My mother was on CBC for years

doing women'’s ... a Women's Broadcast it was called and it had to be recipes and fashion

because that was what women were interested in, right?

Jean: That was women's work

Joanne: And this whole concept of what is the woman’s role ...

Marion: Whether it’s in this role.

Joanne: And if [ ] interested, you had to fit into this little slot or whatever.

The women discussed examples of how, even today, women are not taken seriously in the

traditional male sphere and are not expected to take on or handle responsibility well. They shared
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experiences from their lives, and those of their family members: Joanne owns her own business
but it is continuously attributed to her husband: Jean's sister is a building contractor who is often
ignored on site when deliveries are made, as the bearer of goods searches for a male to take
responsibility for the delivery; and Lynn spoke of her experience of being ignored and patronized
in the hardware store.
Joanne: The perfect thing is ... like I own my own business and my husband works for me
in the summertime { ] every time we do anything together in the business, people always
refer to him.
Jean: Him.
Joanne: And people always say to him “oh. you have this business - you and your wife
have this business?” - and he says "no, actually. my wife has the business. I work for her’
(laughter) ... but it’s always that way.
Jean: My sister is a building contractor. She builds houses, you know, and people come
up to her ... and there could be a little fellow there about 10 years old and it’s him they go
to, bypass her sort of thing and that, you know.
Diane: When they do that. what's her response?
Jean: She’s says *I’m the one who ordered this cement or hardwood floors, not him. Me’.
Lynn: It’s that way when you walk into a hardware store too.

? Oh yeah!

Lynn: A woman in the lumber store - any of the big lumber stores - all the men get served
first and then they pat you on the head and say, ‘now dear. what would you like?’

Diane: That’s right.

Upon reflection of the way that women are still being treated in society, they discussed
how slow public perception changes, even their own. Physicians were male when they were
having children. Today, even though medical school graduates are at least half female and there
are many female physicians in practice, there is still that assumption that a physician is male.

Joanne pointed out that it is difficult to change what has been socially instilled.
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Joanne: Let’s say the word. doctor - when you hear the word doctor, you don't
automatically think male or female. Most people still today - if you say, “oh I'm going to
see the doctor - Dr. So-And-So - or I went to see Dr. So-and-So” — “what did he say?’.

Mary: Oh yes, you still think of it, 50% of the classes now are female and you still
automatically ... think.

Joanne: Because we're geared that way. [ ]
Mary: And there were only male gynecologists. [ ] and now there’s more female than

male ... there’s more of a ... at the time when [ was having children. there was only male
(agreement).

Trivialized but at risk by Medicine
The women explored their relationship with their physicians and their feelings about the
health care they have received. While discussing their personal experiences, they acknowledged

that women have been simultaneously patronized and put at risk by Medicine.

Minimizing women's agency

Lynn discussed how she has felt patronized in her encounters with male physicians: that
they did not communicate with her well, or even ask her to provide her illness narrative, while
telling her that "everything will be fine" and prescribing medication. The group members agreed
that historically women have been trivialized by their physicians. However, they explored
whether this was a function of physician personality, or if it was more indicative of the power
wielded by, and accorded to, the profession of Medicine in society, a profession traditionally
male-dominated. While Joanne expressed the view that both male and female physicians could
provide excellent care, Mary felt that the female physicians with whom she has worked were

different than their male counterparts and developed more of a partnership role with their female

patients.
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Lynn: Well. Anne. the only reason I have her is that [ ] if [ walk into her and say, 'I’'m
not feeling right’. she will say, okay. “what are you doing?’ - not, “now dear’ - which I
find a lot of them ... when [ had male physicians. quite often, they’re just so bloody
patronizing and, you know, it’s ‘now, now’ and. you know, "things will be okay’. She
will stop and say, ‘okay. what’s going on? What are you doing?’ And she doesn’t give
pills very easily. [ ]

Joanne: But there are female doctors that are patronizing too because I’ve encountered
them.

Mary: I think that’s more personality perhaps.

Diane: Although there probably are more male just because of an age function ... older
doctors (agreement). | ]

Joanne: I think a lot of the older doctors, that was their role. They were put into ... they
were there to take care of you, to cure you, to set you right and that was the job that they
tried to fulfill; and if it made them paternalistic, it was probably a function of the role.

Lynn: Yeah. They were all Marcus Welby.

Diane: They had secret knowledge and ... it was society — gave them - allowed them or

created the role for them and they performed it beautifully! (laughs) They took it over. I

suspect that younger male doctors will not [ ] I suspect it wouldn’t be quite as prevalent

among the younger male doctors. I don’t know that.

Mary: I find that the female gynecologist or obstetrician that [ know are more into

preventative rather than just ... you know, like when they’re talking, theyre letting you

make the decisions and they give you the information about hormonal replacement

therapy and encouraging you to go forward to the breast screening clinic and things that

the others didn’t do over the years (agreement) ... | worked with a whole lot of them so

[’m familiar with the trends - change - a different kind of - and I can see a change, a

change for the better.

Minimizing women’s risk

In additional to feeling trivialized by their physicians, the women felt the health risks of
common “female’ treatments were minimized. placing them at further risk. To illustrate this
point, Joanne shared her feelings regarding a tubal ligation she had several years previously. She

described her anger about not feeling fully informed of the invasive nature of the operation and

the recovery time needed for the procedure. She was told there was ““nothing to it” and then
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experienced a difficult six week recovery, During that time, sI : wondered why she had put
herself through that and why her husband did not have a vasectomy, a far less involved
procedure.

Joanne: It was also the same time when I had my tubes tied. / was so angry about that

after I had it done and found out how miserable I was oing to be for six weeks. [ ]I was

ready to kill any man that ever walked (laughter) [ ]

Diane: You were given a choice ... but were you pressured into it -

Joanne: I don’t know what it was. It was just [ had passed the stage where I should have

children. My kids were older. I had a business. It was the sensible thing to do and I was

told there was nothing to it and Jesus Christ (whispering) ... 1 really was. ’'m not angry
now but at the time [ ] But having said that, the more I thought about it - why couldn’t he
have the vasectomy. Why did | have to, why did I put myself through that?

The women discussed how Joanne’s experience was not unique and that there were. in
fact, serious risks associated with a tubal ligation. Diane described a recent newspaper article
where a woman had experienced severe adverse effects from the procedure. Lynn felt that the
attending physician’s response was cavalier and insensitive, seemingly conveying that these risks
were just a matter of course. The group members also remarked that women have been put at risk
for decades, especially in relation to birth control, even when less invasive procedures for men

were available.

Diane: Did anyone else read the ... [ ] an article about a woman who had an operation
for a tubal ligation and then ... That out of every 10, I guess we can call them
sterilizations, two are vasectomies and eight tubal ligations. But the tubal ligations are
much more dangerous (agreement).

Anne: She lost both arms and both legs.

Diane: Both hands [ ]

Lynn: Doctor went to Vancouver and he said: ‘well, that happens’. That was my
impression on reading it.

Joanne: Now, you can’t believe everything you read.
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Lynn: I was appalled at the same number you were appalled at ... and I thought “it’s really
odd - we could have a tubal ligation and they wouldn’t want to get it snipped’. [ ]

Marion: It was the women'’s duty to have it done. for the women to have it done.

Lynn: And we did, we went on the pill, we took all of those risks with the pills ...

especially the early pills. And there were a lot of risks.

The i1deal androgynous body

In addition to discussing how the female body itself is sexualized, and the central role of
the breast as a symbol of this, the group members explored how women's beauty is being
portrayed in society. According to popular media images, the current standard for female beauty
is to be ultra-thin, ironically with very little fat or breast tissue: in fact, to be androgynous or

male-like.

Beauty is size zero

Joanne was quite concerned about the reality show “Who wants to marry a millionaire”.
It was this program that sparked her question *What is it with size zero?’ as she walked into the
room at the outset of the meeting. She was very concerned that size zero was listed as an asset
for the contestants who were competing to be chosen to marry the millionaire: that it would send
a damaging message to women that zero was the size to be to marry well or be valued. She
wondered if size zero also sent a message to women about their worth or perceived worth.

Joanne: The female image or the female's impression of the female image. Size zero. Do

you want to marry a millionaire? (laughter). Size zero ... what does that tell us? That

we’re nothing? [ ] Sends women a very, very significant message that size zero is the

size to be if you want to get chosen by a multi-millionaire (agreement). Not for our age

group., we're past that but for the younger age group. [ ] And if you don’t conform,

you're out! [ ] Did she have to have a pretty face and be intelligent and speak well and
everything. No - she had to have the perfect body image... two breasts too.
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The women also spoke of other popular television shows and magazines that featured
women who were extremely thin such as “*Ally McBeal”, the women on “Friends™, and “*People”
magazine. They commented that these women all looked alike, and all looked androgynous.
Beauty was no longer the full and voluptuous body portrayed by Marilyn Monroe (who would
now be considered overweight), but a waif with no breasts. Joanne commented that Twiggy had
this look, as well as the slim and firm shape modeled by Jane Fonda, indicating that this standard
of beauty has been a long time in the making.

Joanne: I think her size (4/lv McBeal) is giving women - young women especially - a

terrible message. [ ] And if you look at some of the other programs that young women

are watching - like “Friends™. They all lost 20 pounds.

Diane: They re all the same size.

Joanne: They all have the same hair color. I can’t tell one from the other. [ ] And then

they decided ... “People” magazine, which is a very popular magazine for young people

in particular, and they did an article on weight. Ally McBeal is in it as an anorexic and
she defended her position that she isn’t and ... all this kind of thing and [ ] they’'re using

Marilyn Monroe and somebody else said. ‘oh God, if | was as big as she was, I’d make

away with myself basically’, or words to that effect. And in some article they did a - in

the same magazine - they did a whole article on anorexia and then you turn one more

page and they said, ‘oh, look at so-and-so. she’s really slobbing on the weight’.

? Give me a break. Give me a break!

Mary: To us it doesn’t matter because it doesn’t mean anything; but to the young people
that are growing up ... thin is in and everything else is unacceptable (agreement) ... but in
the meantime, these very, very thin people like models you see on the runways and the

shows ...  mean they don’t have breasts! [ ]

Joanne: True. But, you know, I have a theory on that too (laughter). The majority of
fashion designers are homosexual and they pick women that look like boys.

Anne: Interesting theory.
Mary: Yeah, that’s true.
Anne: They are pretty androgynous these days, the models. [ ]

Diane: Well Twiggy, we all know about her.
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Jean: Yeah, she was our generation.

Joanne: Someone should have been taken out and shot her. Jane Fonda was another one.
She should have been hung dry and quartered. Imagine 50 years old trying to look like
they’re 16! (very loud laughter).

The quest to be thin
The women discussed how they and their friends endeavored to stay thin and achieve this
standard of beauty through diet and exercise. Joanne talked about how foolish this seemed to her
at age 46, when a friend of hers died. She stated she then stopped caring about maintaining her
‘ideal” weight. This standard was both self-imposed and encouraged by husbands.

Joanne: Women should be allowed to be comfortable with yourself. And not always
striving to be - dieting and dieting. | remember from the time I was 13 years old until I
was 46. [ can tell you the day I gave it up. If [ went to a 130 pounds, I thought I was
huge! Huge! I was always trying to be a 110 pounds and I thought that I had to be. I
really did! And then a friend of mine, who was always dieting too, and we used to joke
and say when we are 65 and get the pension, we’re going to live at Tim Horton’s and
have all the bowties and we’ll eat whatever we like ... and she died and that was a real
wake-up call for me [ ] And I said, enough of this! I don’t care! I stopped dieting and I
went from a size 8 to 18. [ ] But it took that. And I mean, I did ... [ had a husband that
insisted that I stay thin.

Various: Oh!!!
Diane: Now this is another story.
Joanne: If he saw me at that cookie there tonight, he’d say ‘you don’t need that’.

Marion: Well, my husband does the same thing and I say to him ‘look at yourself’. I
know what he’s trying to do - get me to watch it.

Anne: I agree because Tony is the same way with me. [ ] there is a pressure to stay thin.
And I feel that very much.

Joanne: I have a friend who walks two hours every day ... because she afraid she’s going
to gain weight. Terrified! [ ]I used to go to Aerobics classes, I used to work out. I never
went to bed without doing my exercises, for years.
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Even though group members acknowledged that the pressure to remain thin was
influenced by popular representations of women in the media, and was imposed by both
themselves and their husbands, they wondered for whom exactly women were trying to maintain
this standard? Perhaps not to feel better about themselves or to be more physically fit, but for
public consumption. Jean talked about an acquaintance of hers who worked out of her home with
her husband.

Jean: ... in their home they have a business ... and she is absolutely gorgeous ... you

can't tell her age. She’s probably in her early 40's or something. She musn’t eat because |

] and I think to him it’s very important for her to look because there's a lot of people

coming back and forth to her house. you know. She’s just gorgeous. [ ]

Mary: But then you wonder if she’s happy or is that what she’s doing because

he wants her like that ... comfortable or to be just on display? People who are always

done up, are they doing that for themselves? [ ]

Various: [ know people like that ... who are you doing this for? [ ]I guess when people

are like that all the time that you ever see them, like who are they doing it for?

Shameful female body

There were two ways that the women expressed shame in relation to the female body.
The first was their discussion that menstruation was to be kept secret; neither menstrual blood,

nor feminine sanitary products, could be seen. The second was that touching oneself was not

appropriate and was not discussed easily.

Menstruation is dirty
The women talked about various ways they handled menstruation so that it was kept
hidden. as if it were both secret and repulsive. ‘Secret’ was conveyed by the way feminine
products were handled: by not asking their husbands to buy them; by not having them out in

front of children; by sneaking them into the house. ‘Repulsive’ was conveyed by the way blood
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was handled: by not letting it be seen on clothes or in media ads; by burning soiled feminine
products; by not letting soiled clothing mix with other laundry or soak in the sink. As the women
said, violent blood is okay for television but menstrual blood is not. In this exchange, the women
were talking all at once.
Joanne: You know something ... how many of you ... I shouldn'’t be telling all this
(whispering) ... How long did it take you to ask your husband to go to the drugstore and
buy Tampax? [ ]
Diane: Well it didn’t matter about asking. It was... (laughter)
Joanne: Oh, you never asked?
Various: No ... no ... [ never asked ...
Mary: Not that he wouldn’t do it. I'm the one who’s - [ ]
Joanne: ... I was walking down the hall and my husband said. xxxx. get that nightdress
off (whispering). It’s got blood on the back of it; and | turned around and said, it 's blood
xxx. Not shit! (laughter) ... And my mother came down and my boys had a package of
Tampax opened and they were using the tubes for [ ] and she was appalled that I would
even have them anywhere in front of them and I said ‘mother, I gave them the directions

to read when they were old enough to read because I didn’t want them to grow up
thinking this was something secret, bad, dirty, abnormal’. [ ]

Various: ...use a blue strip... blue ink... (in media ads)

Diane: To go on diapers too...blue is a neutral color.

Joanne: What is it? When are they going to show real blood?

Diane: Never.

Joanne: Only when they shoot someone.

Diane: That’s right [ ] not going to broadcast that all over the place. ..
Anne: Oh I see! They don’t use the right color.

Mary: No... a little drop of water on the pad...

Lynn: A lot of men film these. [ ]
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Joanne: I mean when we were girls - and ['m sure you'll remember this: pre-Tumpax. [ ]
They came into the house in a brown paper bag and you couldn’t ... [ mean. heaven help
you if you left one around or if you had one with blood on it that was wrapped up, you
always had it wrapped up, right (agreement); and if you left it on top of the toilet box
while you were washing your hands... You couldn’t put in the wastepaper basket. You
couldn’t flush them down the john. You had to take it and burn it (laughter) ... and my
thing was, why? Why do we have to do that?

Anne: If you had blood on your panties, what would you do then? Throw them out?
Joanne: No, you washed them in cold water with Sunlight soap right away.

Anne: Could you hang them in the bathroom?

Joanne: No (said very quietlv) [ ] We were lucky - we had a dryer ... we never let it go in
the laundry like that. It would never go in the laundry like that. No. It would never go in
the laundry bin. [ ] And that’s something else men don't know how to deal with. I mean
you take the pants and you stick them in the sink and soak them in cold water cause
they’ve got blood on them and my husband comes in and looks in the sink and goes, “oh

my God?!” (laughter).

Various: I mean, what is it? ... isn’t that funny! Isn’t that true!

Touching oneself is wrong
In this brief interchange, Joanne asked the other women if BSE was somehow related to
touching oneself, with the implication that touching oneself was shameful. Dianne admitted that
she did not know if her young adult daughter examined her breasts, because she had not asked
her. Diane wondered aloud why she had never discussed this with her daughter, and felt this
meeting might provide a good reason to bring the subject up.
Joanne: Like for our age group too, does it go back to touching yourself? [ ]

Diane: [ don’t think [ ] are younger girls going to have a different attitude toward their
body? ... My daughter doesn’t do it, [ don’t think ...

Anne: You don't think she examines her breasts?
Marion: Who's this?

Diane: My daughter (softlyv).
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Marion: Did you ever ask her?

Diane: No, I'm just thinking that.

Marion: What age group is she?

Diane: She’ll be 23 tomorrow.

Marion: She’s in the age group where she should be. you know.

Diane: Or maybe this group, actually - this focus group will give me a good ... yeah.

Because she was asking me where [ was going [ ]

BSE is a complex issue

Towards the end of the meeting, the group members reflected on all the issues previously
discussed and how they were related to BSE. Recognizing that most women do not examine their
breasts, they wondered if it was because women do not feel they are worth it, and if this feeling
grows stronger with age. They agreed that BSE is a very complex issue that could not be easily

explained or understood and that it was something very personal.

Older women are not worth it

Joanne remarked that she 1s doing BSE less now than when she was younger. She made
an analogy to wearing nail polish and conjectured that women who do not wear nail polish do
not take care of themselves. Diane reflected on this and remarked that young women take
enormous amounts of time on their general appearance, while older women generally do not -
perhaps because they do not feel worthwhile. Joanne agreed, stating that Diane’s query was
touching on an essential issue of how women relate to their sexualized public image and do not
feel they are worthwhile if they do not measure up.

Anne: Believe it not or I think all of this has to do with breast self-examination.
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Joanne: 1 do too.

Anne: Do you?

Joanne: Because it’s all part of why we don’t. Why don’t we examine our breasts?
Jean: Yes ... a good question.

Joanne: [ mean why ... gee. [ should be doing this every month and I was really good
when [ was younger because | remember my doctor saying the obstetrician is going to do
that, examine your breasts when you start your period or just after your period so you do
it every month, just remember that and then you do it. And I did, for years [ ] let it go on
for longer and longer [ ] and then you kind of get to the point where you think, gee... [ ]

Anne: You don’t examine your breasts if you don’t wear nail polish?

Joanne: Because the women who don’t wear nail polish are the women who don’t take
care of themselves. [ | We don’t spend that time on ourselves. Do you know how long it
takes to put on nail polish? [ ]

Diane: I was thinking about the same thing, Joanne, earlier when you were first talking
about some of these things and I think a lot of it has to do with maybe we think we don’t
have the time or we’re not worth it or this isn’t important — we’re not ... like focusing on
ourselves 1s not important. But ['m thinking as you 're were talking about this - as
someone who taught a lot of young girls - who obviously do spend a lot of time on their
hands and on their hair and their make-up - flawless and I'm thinking, well, does this
mean they will spend more time and they seem to be much more comfortable with their

bodies [ ]

Joanne: I think the most interesting comment was yours. Diane, do we think we’re worth
it. You know, are we ... I think that’s a very essential question. Are we made to feel if
you don’t conform to that certain level image there, are we made to feel like we’re
therefore not female enough, not - [ ]

Diane: Which comes right back, Joanne, to your billboard. A woman with one breast off
is not worth it.

Joanne: Exactly ... should not be seen

Something inner and unidentified
Finally, the group members discussed some of the common reasons women give for not

doing BSE including fear, lack of time, denial, and seeking other forms of screening. While
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Diane does not disagree with these reasons, she contends that BSE is more complex than this —
that it is touching something “inner and unidentified” in women.

Mary: Do you think that most women because they are so well informed now about self
breast examination. why is that [ wonder that they don’t? ...

Joanne: - breast examination because it can't happen to them.

Mary: Oh, I know that. That’s the main reason why they don’t do it regularly, all the time
a routine and saying like ...

Joanne: Denial?

Mary: And the doctor does it and says everything is fine and you have the mammogram
and everything is fine...

Anne: I still don’t do it every month. I mean I have every reason in the world to do it. [ ]
Joanne: I know. I have a sister who has a breast off to cancer and I still don't...

Mary: But is it because we’re afraid of what we may find [ ]

Joanne: Yes, I suppose ... but yet, no - I don’t know...

Diane: It’s not that simple because we would never get in our car and go driving. [ ] If
you were worried about what may happen...

Anne: For me it’s about making the time.

Diane: I feei it is more complex than that.

Joanne: It’s very time consuming | ]

Anne: For me, [ guess... [ examine women's breasts, I teach breast self examination. I
am adamant about women doing BSE. I can do my own breasts - They’re not large - in
five minutes, tops, so for me there's no excuse whatsoever.

Various: No excuse for any of us... no...

Diane: It’s much more complex than that. Somehow it’s touching something inner and
unidentified.
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Subject position of Group B

At the outset of the research process, the group members expressed frustration at the way
women were portrayed and treated in society. In particular, they were concerned that: (a) Women
are treated like children in society while simultaneously being valued primarily for their physical
sexual characteristics, (b) women are put at risk by Medicine at the same time that their concerns
are trivialized, (c¢) the standard for female beauty is an unattainable male-like body, and (d) the
female body is considered shameful. At the same time, the women took the opportunity to reflect
upon these issues and wondered by the end of the meeting if BSE was associated with profound

feelings of self-worth.

Summary

At the beginning of the research process, through examining their everyday experiences,
both groups of women expressed feelings of powerlessness in relation to the issue of BSE, albeit
in two different ways. For Group A, this was demonstrated by their statements of feeling
vulnerable in relation to knowing how to protect themselves against the threat posed by breast
cancer, a disease they know to be lethal. On the other hand, members of Group B expressed
frustration related to the inferior status of women in society, in comparison to men. That both
groups were discussing BSE is an indication of the myriad of issues associated with the act of
examining one’s breasts. While members of Group A focused mainly on personal issues related
to BSE, the members of Group B were clearly examining broader social issues that impact upon
that practice. As indicated in the study purpose and objectives, an exploration of personal and
social factors related to BSE 1s important in order to more fully grasp its meaning to women.

This will be explored in greater detail in the discussion.
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Highlighting the subject positions of the two groups of women is important in order to
understand how they felt about BSE at the outset of the study and how they may have changed
over time as a result of participating in the group discussions. It also illuminates the diversity and
complexity of issues related to BSE practice which will be described in greater detail in the next

chapter.
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Chapter VII
Women’s Views at the Middle of the Study-
The Women Reflect on BSE
Introduction
The purpose of this chapter is to present the results of the women's discussions and
collective self-reflections in their second to fifth meetings. Over this four-month period, they had
ample opportunity for both personal and group reflection, which enabled them to identify and
more clearly understand personal and social factors influencing their practice of BSE. The result
of this collective action was the development of temporal map components and their
organization into a concept map that can increase understanding of the meaning of BSE for these

women.

The process

As discussed in Chapter 5, temporal mapping can assist groups to formulate descriptive
accounts of their situation by describing the issue of concern and its context. Thematic analysis
of the first four transcripts (the first two meetings with each group) by the external researcher
identified 13 components in the temporal map. In order to increase the validity of the
components for these women, the wording used for each component was consistent with the
words and expressions used by them in their discussions.

During the third meeting with each group, the 13 components of the proposed temporal
map were presented to the women for their validation. This was achieved by writing each
component on a separate index card and distributing them among the women. Each of the
women took turns reading out their index cards. One component at a time, they discussed its

relevancy, often citing related experiences they had had. Each woman was given a copy of the



Making the Connections 173

temporal map components on index cards so they could take them home to reflect on them in
private and at their leisure. During this meeting and for subsequent meetings, they were
encouraged to reflect on and redefine this conceptualization of the phenomenon through their
journaling and group discussions.

Only one theme was questioned: ‘Mistrust in the medical / health care system’. During
their third meeting, some members of Group B indicated they were uncomfortable with the
wording used in this component, even though they agreed with its general meaning. They elected
not to reword it at that time. Upon further reflection during their fifth meeting, the women agreed
the wording was appropriate and it remained unchanged. It is significant to note that none of the
components of the temporal map were added to or changed in any way through the remaining
group discussions, indicating their reasonable representation of the context of BSE for these
women.

The temporal map components are presented in this chapter in their original wording and
punctuation, even though the external researcher, on further reflection and analysis over a period
of years, would have liked to modify the wording and composition of some components. This is
to maintain the integrity of the analytic process carried out collaboratively with the women as co-
researchers.

This chapter will provide excerpts from the women's discussions to add depth and clarity
to the meaning of the temporal map components for these women. For most components, at least
two excerpts from the transcripts are provided for illustration (generally one from each group of
women). There are more lengthy excerpts provided for two components (‘Responsibility: BSE
for tfinding it / diagnosed to fight the battle’ and ‘Female Beauty = Beautiful. slim. 2-breasted,

youthful’) because the women in Groups A and B respectively identified these as being the
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overriding or general context of their concept map. The concept map for each group will be

presented at the end of this chapter.

In order to provide some clarity to the temporal map, it is presented within an organizing

framework. The 13 components were deemed to be related to three major issues: cancer, being a

woman, and the health care system. The rest of this chapter will follow this organizing

framework. See Table 14 for a listing and brief description of each component of the temporal

map.

Table 14: A temporal map of key issues related to the meaning of BSE

Cancer

No control / no guarantees

Cancer diagnosis and survival is unfair
and outside of individual control.

It’s everywhere — fate; lotto / roulette; karma;
environment

Cancer diagnoses are prevalent and
without any discernible pattern leading
one to believe multiple factors,
including individual fate or karma,
plays a role.

Once diagnosed — never free; lurking; invader
in the body

Cancer is never truly cured; once
diagnosed, it is an unpredictable silent
threat dwelling within the body.

Cancer = death, pain, loss

Cancer is associated with physical pain,
loss of time, personal attachments and
goals, and death.

Conflicting information

It is difficult to know how to prevent or
reduce the risk of breast cancer due to
the presence of so much conflicting
information.

Responsibility (BSE — for finding it; diagnosed
— for fighting ‘the battle’)

The responsibility women feel to find
breast cancer early (if doing BSE) and
to survive breast cancer well (if
diagnosed).

Woman

Sexism — our doctors; the hardware store

Attitudes and practices prevalent in
many social spheres that influence
women'’s identity and behaviour.

Menstruation is dirty / bad / secret

Social messages portray menstruation
as shameful, repulsive and something to
be kept hidden.

. We don’t value ourselves

Women find time to care and nurture
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others but not themselves.

"Human condition: We make bad choices The tendency of individuals to make
lifestyle and disease-related decisions
inconsistent with dominant health

advice.
Female beauty = beautiful; slim; two-breasted, | A prevailing and widely promoted ideal
youthful of woman that is defined narrowly as

very slender, young, and sexual.

Health Care System

Denial of death — scientific breakthroughs; Increased scientific information and

increasing technology technology is changing the way health,
illness and death is viewed.

Mistrust in health / medical care system Uncertainty related to medical policy

and recommendations for breast
screening, and dissatisfaction with
experiences of patriarchal medical care.

The temporal map

Cancer

No control / no guarantees

The women talked about the uncontrollable and unfair nature of cancer, and breast cancer
in particular, in terms of who develops it, and who survives it. They discussed factors outside of
individual control that may atfect cancer risk, such as those within the human body and in the
environment.

During the second meeting with Group A, the women talked about ‘undeserving’
individuals they knew who did “everything right” in terms of lifestyle choices to prevent cancer,
or treatment choices to survive it, but still found themselves diagnosed or dying. They spoke of
feeling anxious knowing there is only so much individual control one has over cancer, and the
difficulty of predicting or understanding who will get the disease, and who will survive.

Madonna summed it up by saying that anyone, even themselves, could get cancer.
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Rose: I think what disturbs me most [ ] it’s always the friend or the mother of a friend
who did everything right and still ... like maybe even three or four months after it was
detected and everything was done, the person is pretty dead (agreement). You know, like
it’s still upsetting. You still are never sure of that thing. You try and do everything that’s
right but there’s always somebody you know who just didn’t make it even though they
did all the right things. That disturbs me more than anything. And I know there’s nothing
we can do about it. A lot of it is, as you said, the type of cancer and how people react to
the different types of treatment and things like that. That’s the part I don’t even want to
think about sometimes.

Susan: All my experiences with cancer have been in people where they shouldn’t have
gotten it. You know, they led healthy lives and almost, I guess, what you were saying,
Rose - they did everything right and the family history really wasn’t there and they got it
and they weren’t survivors.

Adele: 1 guess we just have this mentally [sic] of you get what you deserve. You know
someone who smoked all their life and yet they’re very healthy and they live very, very
long. Somebody who never smoked and they get lung cancer or ... you know. that’s not
right. That’s just not fair ... It’s your genes. There’s a part, I guess, that you can’t control.
[ think we talked about that last time. You want to do everything right and be healthy and
yet you feel that there are some factors that you cannot control and I guess you feel a bit
powerless facing that. [ ]

Madonna: What it comes to is the fact that you see so many people with cancer you see
so many people ... and you say. “oh God, they’ ... you know. ‘Why did? ... I could end up

with cancer or I could end up with anything’ ...

During the second meeting with Group B, the women talked about a variety of

environmental factors that may increase their cancer risk including genetically engineered and

otherwise chemically treated foods, pesticides, growth hormones in the food chain, cleaning

fluids, and synthetic fibres. This discussion brought up similar concerns to those raised by the

women in Group A during their first meeting.

Mary: - we eat is so chemically treated ... Now they’re genetically engineering the food,
whichis [ ]

Lynn: ...And they're making them not just pretty broccoli flower, which seems to be a
perfectly logic ... they’re making them ...

Various: Disease resistant ... that’s what it is ... it’s something else ...
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Lynn: Disease resistant and long lasting and so they’re changing the actual nature of the
plant - [ ] as opposed to pollination.

Marion: That’s why I say, what we eat causes a lot of it.

Anne: We are what we eat.

Marion: I agree with you. [ ]

Joanne: But I mean I’'m more concerned with all the chemicals in our lives ...

Mary: All chemicals that they use to spray all the food that we’re eating - the pesticides ...

Anne: The growth hormones to cows.

Various: Yes, and all that stuff.

Mary: It’s not put on ... you know, not just picking up things that are coated with

chemicals but the chemicals that go into the growing. It’s almost like genetically

engineering, isn’t it? It’s the same thing. They’re putting all these pesticides onto ... grow

better plant food that will be resistant to disease.

Joanne: It’s all the cleaning stuff that we use, the synthetic fibres that we have that we

breathe in from the carpet that we re walking on ...

It’s everywhere = fate / lotto / roulette / karma / environment

Both groups of women talked about the high number of women they knew diagnosed
with breast cancer. There were at least 27 documented cases cited by the women during the
course of the group discussions. Joanne listed so many people she knew in the second meeting
that she said, in reference to cancer, “it’s everywhere”. This component of the temporal map is
similar to ‘no control / no guarantees’ in that one cannot predict with any certainty who will be
diagnosed with cancer. However, it is different in that it stresses the high prevalence of the
disease among their family and friends, and conjectures about the role of fate or karma in its

diagnosis. The women in Group B even conjectured that one might unwittingly increase their

risk of cancer by thinking about it too much or participating in screening activities.
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In the following excerpt from the second meeting with Group B, Joanne described how
afraid she felt when she was in the waiting room prior to a recent mammogram. She felt like she
was participating in a lottery or game of roulette and that she might have increased her chances
of being diagnosed just by being there. Her use of the term “sitting duck™ emphasized her
feelings of helplessness to control her risk for breast cancer. In the fourth meeting, Joanne again
referred to potentially increasing her risk for breast cancer by talking and thinking about it too
much. She worried she might be more likely to be diagnosed because she was participating in
these discussions. She compared a breast cancer diagnosis to a lethal attack when she used the
term “line of fire” to describe her perceived increased vulnerability. Also in the fourth meeting,
the women discussed the tension they felt when doing BSE; fear that one might find a breast
cancer because they were “looking for something”. Diane referred to this dilemma of wanting to
do BSE, but being afraid of increasing their risk, as “‘approach avoidance”.

Joanne: Well, I started writing the day [ had my mammogram.

Diane: It was the turning point.

Joanne: I just wrote it down because I thought, now I must write this down, because [ was
really ... I got there - all of a sudden [ was really afraid.

Mary: Was that your first one?

Joanne: No. And I said ‘this is ridiculous’. I mean ‘why am [ feeling this knot in my
stomach, feeling really nervous about this?’, sitting with all these other women and it’s
almost like you’re waiting for ... it’s like a lotto. Is your name going to be the one to be
drawn type of thing.

Mary: Roulette wheel, right - spinning.
Joanne: Yeah. [ ] I wrote down then about all these women - (gives a list of six names) -

all having breast cancer and just a comment that it’s fearful ... (reading): ‘It makes you
feel like you're a sitting duck, waiting - waiting for your number to be called’.
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During the fourth meeting, Joanne reiterated her fear of increasing her risk of breast
cancer by talking and thinking too much about it.

Joanne: I’'m starting to become paranoid about it now. It’s like we’re talking about it too

much. I’m thinking about it too much, being involved in it too much and is that now

going to put us right in the line of fire? (laughs)

Also in this meeting, the women talked about increasing their chances of being diagnosed
with breast cancer by doing BSE.

Joanne: I’'m nervous about it, [ have to say. It’s still a little frisson, you know. that fear

that you just might come up against something. There is definitely ... you know, you’re

looking for something. [ ] That you don’t want to find. [ ] You know; and I can’t get

beyond that.

Lynn: It’s not hidden treasure.

Diane: No. It’s approach avoidance, isn’t it?

Joanne: It is.

Once diagnosed - never free, lurking, invader in the body

The group members discussed how cancer is never perceived as being fully cured; once
diagnosed, women live with the risk of recurrence every day for the rest of their lives. They
described cancer as being an “it”, an unpredictable silent threat dwelling within the body that
could strike out anywhere, at any time, regardless of the treatment received.

During their second meeting, the women in Group A discussed how cancer, unlike most
other illnesses, could stay hidden within the body for years. Brenda talked about losing trust in
your body once diagnosed with cancer. Although she acknowledged that the body is not a
separate entity from one’s consciousness, she described it as becoming vulnerable and fallible
and letting “you’ down.

Brenda: And the other thing is too [ ] the other thing I think that we also touched on last
time is my view of it is that there's no guarantee that it’s not already somewhere else so,
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you know. I find a lump and they take off the whole breast and it turns out it’s in my liver
or whatever already so ... you know ... [... [ ]

Rose: Oh! I'd want it gone! There’s the sense of it lurking. My mother spent 10 years
after she had breast cancer - even though she was very strong all the way through it - she
would always say “that’s the cancer back’. When something would go wrong, "that’s the
cancer. It’s back’ ... [ ]

Diane: That’s the thing - you're living with it after - even if you’re healthy, it’s always on
your mind [ ] you know, you had cancer. It was in your body. You know. it’s like an

invader. It’s in there somewhere. Maybe there’s a little trace left. You must think about it

every day, you know. How do you go on and say, nothing is wrong with my life and not
think about that?

Mary: No one can give you a guarantee that cancer is gone. No matter how they treat
you, they can say "okay. we have you in remission’ but they cannot say to you ‘it is gone;
you will never have it again’. You might never! [ ]

Brenda: - but I think when your body - I guess the way I think of it is - when your body

lets you down, I think somehow that ... you never get that trust back [ | Yeah, and maybe

that’s sort of talking about your body like it’s an alien but I think that your sense of being
vulnerable and fallible, that is hard to overcome.

During their second meeting, the women in Group B also talked about the ability of
cancer to function in a subtle or sinister way, both at first diagnosis and for many years later. For
example, they talked about the ability of cancer to travel in the body through the lymphatic
system to affect distal sites. Mary talked about a woman who had a bilateral mastectomy and a
bilateral oophorectomy and still had a recurrence of the same cancer 25 years later. Note that in
part of this discussion, the women talk all at once and finish each other’s thoughts.

Joanne: And the other thing about cancer is that nobody seems to know they have it until

you’ve got it - it’s too late or so far advanced you’ve got a 40% chance of survival or

you got ... it seems to be such an insidious ... [ ] Is it true that once you’ve had cancer,
your chances of getting it again are increased considerably? [ ]

Diane: Because you often hear of someone who has one kind and ...

Marion: Yes, and they develop another -

Diane: Five years later it just -
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Marion: It resurfaces -

Diane: It’s seemingly unrelated but -

Mary: Another part of the body entirely. [ ] You always live in dread that i1t'll return or

you’ll find another lump. [ ] But I know a person who had breast cancer [ ] this was

probably 28 years ago [ ] and had ovaries removed and, you know, all this ... and had her

breast removed - both of them - and everything. And she did really, really well; but 25

years later, she developed a lump under her arm, you know, and then died from it. [ ]It’s

interesting, isn’t it? But they said it was exactly the same type of cancer that she had
originally. [ ] And so many times it travels through the lymph nodes and appears
somewhere else.

Cancer = death / pain / loss

The women talked about the way they associated breast cancer (and cancer in general)
with physical pain, loss of time, personal attachments and goals, and death. Both groups of
women talked about individuals they knew who refused to seek medical care for an obvious
breast cancer, or waited until it was extremely advanced. The women wondered if fear and denial
of death were associated with this behaviour. They also talked about the influence of the media
in supporting this association as news reports often stress the number of individuals who die of
cancer, as opposed to the majority (in most cases) who survive.

During the second meeting with Group A, the women talked about the losses associated
with cancer such as time with children and grandchildren, and time to achieve goals and bring
future plans to fruition. After they had discussed this at length, Brenda remarked that it was
telling they were meeting to discuss BSE and breast cancer, but had spent substantial time on
death.

Rose: I think what bothers me more about dying than the actual thing is I’'m not going to

be here. I’m going to miss my children. I’d like to be around a little longer. I’d like to see

grandchildren if they’re coming. That would bother me [ ] what I think I’m going to lose.

[ ]11It’s just the sense of loss that you feel like you’d like to be here to see life go on in its
next generations and that sort of thing. I thought of that and I think the loss I would feel
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would be time, I suppose - time to do the things you want to do - things you want to see
accomplished.

Brenda: But [ think it’s interesting just from a process perspective that this ... the focus of
this is about breast self exam and about breast cancer and we’re talking about death. |
think that they really are interconnected in our minds (very softlv). That’s kind of telling
about we feel about that whole issue.

During the third meeting with Group B, Joanne talked about a woman who had a lump in
her breast for four years but refused medical care. She had two close family members who died
of breast cancer despite receiving medical treatment, and felt that treatment for her would not
make any difference. The women discussed how often cancer is still thought of as a death
sentence, and that those who have it will die.

Joanne: Well, I'll tell you another instance of that. She’s dying now and she knows she’s

dying but she has had a lump in her breast for four years that she knows about [ ] but her

mother and her aunt - they both died of breast cancer. They had had surgery done; and
once they had the surgery done - you know, the doctors thought they had gotten it all -
and they died quite quickly after it. So she felt - when she found the lump - well, that’s it.

I’ve got breast cancer and my mother died and my aunt died. They went and had the

surgery done. They died within months of the surgery. ‘I’'m not going to do anything. I'm

going to die anyway. [’'m just going to live my life out’. And that’s exactly what she has

done. [ ]

Anne: Who has the card: Cancer equals death? [ ]

Marion: It’s true.

Joanne: Not always. It certainly equals pain and it can mean loss of parts of you. It
doesn’t necessarily mean death but it often does.

Mary: But I think anybody who hears the word that they have it, right away,
automatically, thinks they are going to die from it

Joanne: [t’s a death sentence

Mary: Yeah, it is. It’s a death sentence. There's no doubt about it because you can’t see
pastit. [ ]
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Conflicting information

The women discussed not knowing how to prevent or reduce the risk associated with
breast cancer because of the presence of so much conflicting information. This phenomenon was
discussed earlier in Group A under the theme "lack of knowledge despite much information’.
The following excerpts provide two brief additional examples of conflicting information causing
confusion and anxiety in women.

In the fourth meeting with Group A, the women discussed how difficult it is to know if
there are abnormal changes in their breasts because of the lumpy nature of breast tissue itself.
Madonna spoke about feeling lumps in her breast and her physician telling her there were no
lumps present and that she did not, in fact, have lumpy breasts. Madonna is confused about the
discrepancy between what she knows to be true, and what her physician is telling her. She is not
certain how to interpret her BSE in light of this conflicting information, so she does not feel BSE
is of benefit to her.

Madonna: But it’s still always that thing of when you do it, you say, ‘okay, it all feels

lumpy to me’. [ don’t know [ ] every time that I do remember to do it, [ always ... after [

say, “well, that didn’t tell me anything’ [ ] I thought I felt about ten different lumps but I

mean it was everywhere. Everything felt lumpy. [ ] You know, my doctor - my family

doctor - tells me that - she says my breasts are not lumpy - you know, that it’s not - they
feel lumpy to me! [ mean. [ don’t know, that feels like lumps to me! (agreement) [ ] this
doesn’t feel lumpy? My legs don’t feel lumpy. My breasts feel lumpy. [ ] - it’s not like
an arm or a leg. If there was a lump on my arm, I would know it right away but |
wouldn’t ... it’s different: and I don’t feel it’s doing iz - not doing me any great deal of
good because I'm ... you know.

The women in Group B discussed the changing nature of information related to breast
cancer prevention and treatment. Although not included here, the women spoke about the

internet-generated warning related to the increased risk of breast cancer with anti-perspirant use,

calling it an urban myth. As well, they discussed recent recommendations to eat soy protein to
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reduce menopausal symptoms and breast cancer risk. As Joanne stated in the second meeting
every week it’s something different’.

In this excerpt taken from the fourth meeting, Joanne is talking about her sister who is
living with breast cancer. At the time of her treatment, adjuvant chemotherapy was not
recommended for her based on her cancer staging; however, she acknowledged that now it
would be recommended. The women stated that it is difficult to make treatment decisions
because of the variable nature of medical evidence over time.

Joanne: But see, she had the breast off at a time when. I guess, if it hadn’t gone to the

lymph nodes. which it hadn’t; and when they sliced it, it was contained far enough away

[ ] they felt that she would be fine if they just took the breast off. Now they're - and

fairly recently I think - the new thinking is that you do the chemotherapy anyway. So ...

Diane: You know, my God. it’s ...

Mary: You don’t know what to do.

Responsibility: BSE for finding it / diagnosed to fight the battle
The women talked about the responsibilities associated with breast cancer: These
included doing BSE *“right” in order to find the cancer as early as possible; and for not only
surviving breast cancer and its treatment, no matter how difficult, but doing so with a positive
attitude. The following section includes two excerpts for each dimension of responsibility;

although lengthy, it provides meaningful insight into the meaning of BSE for these women.

For finding it
During the fourth meeting of Group A, Madonna talked about a negative experience she
had the only time she consulted with a physician about a change in her breast found during BSE.
Even though this was 14 years ago, she stressed how embarrassed she was to hear from the

physician that she was doing BSE ‘wrong”. She has never since sought a medical opinion for a
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suspected abnormality and doubted that she would in the future. Previous to this encounter, she

had successfully been able to differentiate normal from abnormal breast tissue, but described her

reaction on this occasion as “panic’.
Madonna: And I guess first when I sort of took it on that I was going to do the
examination and that kind of thing - it was way back, it was before I got married - and I
thought I had found this lump. Of course, I panicked and I went right off to the doctor [ ]
and I was so embarrassed because she just said, ‘oh, how are you doing the exam?’ and
then ... you know, I explained. ‘Oh’, she said, ‘you were doing it wrong’ and. ‘oh, there’s
nothing there’ and it was ... [ was right embarrassed by the whole thing. I said I think if
found something, I don’t know if I'd go back. [ ] And that was the only time and, like I
said [ ] I didn’t find her very comforting [ ] lots of time I think I feel something but I
keep saying ‘oh, it’s just lumpy. It’s just lumpy’ - and that’s it. Just pass it off. [ ] It was
like, ‘oh. you're just doing it the wrong way. This is the way you should be doing it” and
‘that’s nothing, don’t worry about it’. And that was the end of it. It was like. ‘okay’
(sounding acquiescent) - and I left.

Anne: What a message, you know — “you’re doing it the wrong way".

Madonna: Yeah. That was her exact words, I think and that was like 14 years ago or
something.

During the second meeting with Group B, the women discussed the responsibility they
felt for finding breast cancer as early as possible when doing BSE. They recalled conversations
with family and friends in which they stated they had no problem seeking health care, including
having a CBE or mammography, but they did not want to do BSE: they did not want to ‘deal
with it” or “take the chance’ by doing it. This was related to not wanting to feel responsible if
their breast cancer was not found early, and not wanting to face the questions they would ask
themselves, such as if they had done something wrong.

Joanne: And they also agreed that they don’t mind if their doctor examines them or if

they’re examined by somebody else because ey find it. They’re not responsible for

finding it themselves.

Anne: Really? Well. that’s interesting.

Joanne: Isn’t that interesting. [ ]
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7 1 feel the same

Joanne: Yes! ... But the younger girls were saying [ ] “well. you know. it would be great
if there was somewhere where you could go on a regular basis and have somebody else
examine your breasts for you. you know™ [ ]

Anne: But I’ve never read that before that women don’t want to find it themselves
because then they’re responsible for it.

Lynn: But [ had a friend say the same thing and she - last spring - went through finding a
lump and having a biopsy and the whole bit [ ] and she said ‘I haven’t done it since
because I don"t want to find anything now’. She said ‘I did it once. I found it once. Thank
you. That’s it’. [ ] It wasn’t cancer. [ ]

Joanne: So I found that quite interesting [ ] that this group of young ... and there were
what - six, seven. eight young women who all said. ‘yes! Wouldn’t that be great if there
was someplace we could go and [ ] have your breasts examined and somebody else
would find it and you wouldn’t have to do it". And it is! - it’s that thing about having to
take responsibility for finding your own ... [ ]

Lynn: [ don’t know why she decided that. She said she just simply doesn’t want to find
anything. She doesn’t want to take the chance. [ ] [ would imagine she’ll go back for her
mammogram but she will probably not do a breast self-examination for a while. She sees
her doctor regularly but she’s certainly not going to - [ ]

Diane: But that’s what were hearing with some of these women - comments of some of
these women. [ | Then I’'ll be responsible if I find it. [ ]

Mary: Why didn’t [ find it sooner? or ...
Joanne: Why didn’t I find it sooner? ... what was I looking for? ... what did I do wrong?
You know, it’s like the mother of the child who has the cancer and they think, why didn’t
I feed him differently? What did I do? What could I have done?
For fighting it
The women also discussed the tremendous responsibility associated with surviving
cancer (and its treatments), no matter how difficult it might be. In this excerpt taken from the

second meeting with Group A, Rose talked about helping a family member through her cancer

treatment and how important “fighting” the cancer was. She wondered if she would have the
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same attitude and personal will to “fight” if she found herself diagnosed with cancer: if she
would be able to endure the required treatment.

Rose: - so I went on and spent three or four days with her in hospital right from recovery

room right through and I thought *boy. you know. if there’s any way we’re going to get

her through this, it’s certainly going to be getting her to fight this all the way™. [ ] But I

also thought ‘I don’t know if I'd have the energy to fight like that if it was me’. and that’s

crossed my mind so much. [ ] ‘God, is it worth this?’ - because [ saw what she went
through and in those days - this was almost 30 years ago - and the radiation that she had

... that was pretty rugged stuff in those days. And chemo — (agreement) it was really

rugged stuff - and it just wasted her away.

In addition to feeling the responsibility to overcome breast cancer successfully, the
women also discussed how admirable it is to see individuals maintain their positive attitude or
zest for life in spite of life’s travails. In this conversation taken from the fifth meeting ot Group
B, Diane and Joanne discuss two different women who are friends of theirs who had breast
cancer. Although their full discussion is not included here, they talked at length about the
admiration they felt for the way their friends had overcome their cancer and other life challenges,
as if they were talking about the same person. They often finished each other’s sentences. They
described the characteristics of a role model for breast cancer including a woman who survived —
without dwelling on it, without being morbid, by doing her best, and by being fun and positive

through it all.

Diane: Well, she doesn’t deny it. | mean if it comes up, she’ll talk about it. She’ll talk
about other women that were on the floor with her who had it worse, had it better. didn’t
survive - whatever; but it just ... she also lost a son. At 30, her son died of an aneurysm
and it’s just ... she just doesn’t dwell on it. You get on with your life.

Joanne: Exactly.

Diane: You do the best you can. You live for today because you never know what’s
going to happen to you, but you’'re not morbid about it; and she is the most bubbly, fun.
gregarious, socially outgoing, poised, groomed person that you could meet. She’s had
grief in her life but she sort of ... deal with it and go on. [ ]
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Joanne: And I have ... my friend is exactly the same. but she has had a child die with
spina bifida. She’s had so many miscarriages in her life. She’s had a sister die from
cancer. She’s had her husband die from cancer. [ ] She’s had her breast off herself. She’s
had to have a knee replacement. [ ] and I love her - I have to say - because she’s always
up and positive. She’s positive about what you do. She’s hard on herself but she’s the
most ... and she’s ... like she’s just great! [ just find her to be ...

Diane: I mean there really are role models ... she volunteers [ ].

Joanne: Yes! I was just going to say... [ ] But they really are exemplary people.

Marion: Yes. So she has the right attitude.

Diane: She has the right attitude [ ]

Joanne: Oh absolutely! [ ] And she’s always got this laugh and ...

Diane: It’s not a “woe is me".

Woman

Sexism — Our doctors / the hardware store

There were many instances where the women discussed how the perception of woman in
society influenced their actions and how they felt about themselves. The women explored their
personal experiences where they felt their place in the world as women was established.
reinforced or questioned, and how they negotiated a place for themselves within this social
structure.

In the first excerpt taken from their third meeting, the women in Group A described
occurrences 1n the business world, in their professional life, and within the school system when
they had experienced discrimination based on their gender. Madonna talked about an experience
she had in a wholesale plumbing business where she was waiting in line for service but was not
certain she would be treated fairly by the customer service representative. She recalled coaching

herself to be assertive in the presence of so many men even though she felt intimidated. Both
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Susan and Madonna had experienced sexism in the school system where their ability to perform
their teaching duties were questioned because they were women. They described their feelings of
frustration, anger, and ultimately resignation at having their professional role repeatedly
questioned.

Madonna: That’s funny because [ was in a plumbing, wholesaler place [ ] with these big
contractors, these big, you know, guys - I’'m in there and I looked around and I said ‘now,
am [ going to stand and just wait and wait and wait because all these guys just come
barreling in the door?” [ ]I thought ['m going to be here forever if I just don’t go and
right down here and sort of catch this guy’s eye so that’s what [ did and I got served next,
the other guys were just standing around. But it was just that I sort of ... *ooh, am I going
to be intimidated by this or am I just going to get in here and ask for what [ wanted?’ and
I did that. Which I was pleased [ ] It was a bit intimidating, [ must say.

Susan: [ did my graduate work in administration. ['m a teacher. [ ] one of my courses I
had to do - the whole notion of discipline came up and I was one of two women in the
class and then there was eight men, so there was ten of us; and one of the men actually
just point blank looked at me and said. ‘as a woman, do you think you're going to be able
to like say handle a junior high for discipline?’ [ ]

Madonna: [ was asked that in an interview for a high school position.

Rose: s that right?!

Madonna: *You’re female and you're not very big; how would you handle a situation
v ere you've got two 16-year-olds that are. you know. 6 foot?’ [ ]

Anne: How did that make you feel? What was your initial reaction to that?

S san: That sort of came when [ was half way through my program so my initial reaction
to that was sort of ‘oh, here we go, someone is making a comment again’. But |

rc 1ember when [ was starting out in the program, [ used to get really frustrated - you

k w, that people - because you’re a woman - assume that you couldn’t handle stuff like
that. [ ]

Madonna: It angered me.

S an: Yes, yeah. [ ]

The following interchange is taken from the third meeting with Group B. Lynn

recounted an experience her friend had in which she was encouraged by her physician to have
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her second breast removed for a potential cancer as “she did not need it”. Lynn asserted that this

comment was related to the recent death of her friend’s husband and her age of 65 years. The

women indicated she would have been particularly vulnerable to this message because it was

from her physician. After the breast was removed Lynn’s friend felt very upset over the loss of

her second breast and the impact of that on her perception of herself as a woman. It also later

became known that the cells were only pre-cancerous. At the end of the meeting, the women

acknowledged that it is not only in the medical system that women are treated differentially to

men, but also in business, politics, and the legal and religious systems. Marion indicated at the

end how the discussion helped her to make the association between sexism in Medicine (of

which she was aware) and the way women are treated in other social spheres.

Lynn: Since we started these meetings, I had a friend that has had her second breast
removed and two things occurred with that: One was, less than a year ago she lost her
husband and a number of years ago, she lost the first breast; and when she went in to see
the doctor, his comment was, well ... it was a mass - they weren't sure if it was malignant
- and he said. ‘well, we might just as well - with your history we might just as well take
it; you don’t need it anyway’. And she bought that, because she called me soon after and
told me. She said, ‘well, I guess I really don’t need it". However. just before our last
meeting, she called me because she was very, very upset and her current perception is
that she is no longer female. She decided she did need it. [ ] She’s 65, lost her husband;
of course, she doesn’t need the other breast. What the heck! I found that ...

Joanne: Just insinuating that is enough to make you think that you’re useless, doesn’t it? .
Lynn: I found that appalling. [ ]

Joanne: That’s too bad ... If she had said that herself, that would be different.

Lynn: That’s correct.

Joanne: But for somebody else to say it to her ...

Jean: And especially, a doctor, I suppose.

Lynn: Especially the doctor - and then when she did talk to me on the phone, she said,
“well I guess [ don’t need it, you know, because after all ...’
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Mary: ['ve been told.
Lynn: Yeah. I’ve been told and ... [ ]

Joanne: But, I mean, you have to look at society per se. How have women been treated,
period.

Anne: Oh yeah, the medical is not special.

Joanne: It’s not just the medical system.

Lynn: No.

Joanne: It’s everything. It’s the business world.

Anne: It’s the legal system.

Joanne: It’s everything.

Anne: The religious structures.

Diane: Don’t get us started on that (laughter).

Joanne: Don’t go there.

Marion: ... politics. [ ] It was interesting because while Lynn was talking first, [ was

looking at my card and [ said, yup - sexism by doctors. What this one has to do with it, I

don’t know - a hardware store. Think about it.

Menstruation is dirty, bad, secret

As previously described in the first meeting with Group B, the women discussed how
social messages portrayed menstruation as shameful, repulsive and something to be kept hidden.

Group A also discussed the negative connotations associated with menstruation. In the
following excerpt from their third meeting, Adele talked about how the young girls she has
taught would never speak to her about their periods, even if they were feeling 1ll at school;
menstruation was always kept secret. This reminded Brenda of the TV commercial that advises

women not to take their purse to the bathroom because “people would know” they were
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Adele: She’s going to have a lot more on her plate too than the man did. didn’t they? -
like the women had the children and the men was like maybe a little bit of family and ...

Rose: Mostly you're progressing through your career, eh?

Adele: Yeah. He seems to have an easier time.

Janet: [ think men were more self-centered, you know what I mean - did more for
themselves as opposed to us women. Like we put everybody else first instead of

nurturing ourselves.

Adele: I guess we’re raised as being the caring ones (agreement from women). But then
again. there’s differences. right. with that. but I guess in general.

Janet: Yeah, in general.

During the third meeting with Group B, Joanne described a conversation with her
physician in which he asked her what would make women take care of themselves. Her
recounting of their conversation included a reference to the tendency of women to “get after” or
tend to the needs of their family members, but to put off meeting their own needs. Lynn pointed
out the card Joanne was holding: *We don’t value ourselves’ as a possible explanation, which
prompted Joanne to wonder if the popular refrain of having no time was an excuse for her to not
take care of herself.

Joanne: You know, one of the things my doctor did say to me [ ] ‘What is it?” He said

*what do we have to do to get women to take care of themselves?” 1 said “you're talking

about me now, aren’t you?’ *Well we know you only come for the immediate cure - an

instant cure’ - but ...

Marion: I think we’re all like that.

Joanne: *What is it?” he said [ | “you can get after ... say to a woman now - you haven’t

had a pap smear done in a year. It’s time for you to get your pap smear done. Oh. I can’t

have that done today. I'll come back for that. Next time they come back - look, you
haven’t had your pap smear done. Oh my God, they say, I forgot about that; and then
finally, they’ll come in and they say. well, I’'m here. Let’s get it over with. You know. it’s

like it’s a big deal. Like. what is it?* It’s true. isn’t it? [ ]

Lynn: Isn’t that on your next card?
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Joanne: On my card? We don’t value ourselves ... Do you think that’s the answer?

Lynn: I don’t know.

Joanne: But what is it about that? And the same way with the ... you know, like this

mammogram - [ mean [ haven’t had a mammogram done in four years; and even though

when [ had the last one done, it showed a calcification and I had it removed surgically, it
still took me four years to get around to getting another one. Why? I’ve been asking
myself this question. I’ve been told to examine my breasts and [ haven’t done it. [ ]

When [ put my feet on the floor, I’'m going for it. I’'m flat out going! It’s crazy! And I use

that ... do I say to myself? - Do I use that as an excuse to? ... you know, can I not find the

time? I find the time to - .

Mary: You’'re always told that you make time. [ ] For the things that you want to do, you

make time.

Human condition: We make bad choices

Both groups of women talked about the tendency of individuals to make lifestyle or
health-related decisions that are inconsistent with dominant health advice. These decisions are
made in relation to both the prevention of, and care for, disease states. The members of Group B
referred to this phenomenon as “the human condition”. While it is applicable to both men and
women, in the case of BSE, it is applied solely to women.

The women in Group A discussed how individuals negotiate with their bodies to keep
working in the present with the promise they will take better care of themselves in the future.
Adele referred to the questionnaire they had filled out in the first meeting, in which the majority
of respondents stated their health was ‘good’ but not ‘very good’ or ‘excellent’. She surmised
that most people responded this way because they knew they were not taking the best care of
themselves to protect their health. Brenda felt it would take substantial time and energy to

significantly change one’s lifestyle. Rose agreed, but then questioned why she felt that way and

rhetorically asked “why can’t we make time for ourselves?”
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Anne: But I think we negotiate with our bodies all the time, don’t we? (agreement from
wonien). | mean you push yourself and you say ‘oh, let me do x. y, and z and then I'll lie
down or I will eat better tomorrow and I'll exercise’.

Rose: Exercise is the thing. *Oh, oh, oh - if I can get through this year, this summer I'l]
walk more” (laughter).

Adele: Yeah. I guess deep down you know you're not treating your body as well as you
should. Most people aren’t and that’s why we put *good’ for health. We didn’t put
‘excellent’ or ‘very good’ because most of us [ ] you know, we’re not as well as we want
to be or we should be (agreement) [ ]

Brenda: Takes a lot of time and energy though. [ ]

Rose: But I was just thinking the same thing. If I was going to focus on getting my body

in gear. I’d have to stop work because there’s not enough time. [ can’t ... that’s stupid to

say that, isn’t it? — Really, when you say it. Why can’t we make time for ourselves?

The women in Group B talked about the same tendency for people to make choices that
are in apparent conflict with their health. Specifically in relation to diabetes, the women
discussed the ““perverse” nature of some affected individuals to make ““‘wrong” dietary choices,
skip medical appointments, and play with their insulin even while aware of the associated risks.
The women referred to this common “Russian roulette™ lifestyle approach as the human
condition.

Diane: I wonder if that’s just with breast cancer. I'm thinking of friends who have

diabetes and who almost deliberately make wrong dietary choices. You know. if there’s

something healthy and there’s something that’s not healthy and they know which they
should have. they’ll go for the cheesecake every time without fail. [ ] And deliberately

make these choices. [ ]

Lynn: And I’ve seen a lot of people that do that - or they don’t go in for their vision
checks and they run into problems with diabetic retinopathy.

Joanne: We’re a perverse society. People are perverse. [ ]
Mary: It’s the human condition [ ]

Lynn: And they play with their insulin levels even if they know that it’s going to affect,
possibly, their vision (agreement). [ ] He says. you know. when he’s taking the meds he
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doesn’t feel quite as good as when he isn’t. [ ] So he says “sometimes I’ve been known to
play’ ... he also drinks - and he counsels other diabetics.

Joanne: That’s like playing Russian roulette in a way.

Lynn: Yeah. It is, but people will do that.

Female beauty = beautiful, slim, 2-breasted, youthful

The women in both groups talked substantially about the popular images and
representations of women in our society. As previously summarized from the first meeting with
Group B, the women talked about the extremely slender, almost androgynous woman, as the
standard of female beauty and the breast as a physical symbol of that beauty. The women talked
about the high number of media messages urging weight loss and the difficulty with letting go of
the slender ideal. As well, they noted the negative connotations and sequelae associated with
being overweight, such as being labeled as *‘sly” and being shunned by others. Finally, some of
the women shared experiences of women with breast cancer who exhibited anger related to a
perceived loss of womanhood after mastectomy.

During the second meeting with Group B, Joanne talked about the frequent messages in
women’s magazines directing women to lose weight and reap the inevitable rewards, such as
having a better life.

Joanne: - and every week it’s how to lose weight. [ ] Every single women’s magazine

known to woman says, lose 10 pounds, get a better life. Lose 10 pounds, get a better man.

Lose 10 pounds, get a better job. Lose 10 pounds ... (laughter)

At the end of the next meeting with this group, I introduced two magazines to the women
that we would discuss at the following meeting. The women joked about the many messages that

were prominent on their covers related to losing weight.

Anne: We'll look at some of these (magazines) next week and look at how women are
portrayed in the media. How does that sound? [ ]
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Lynn: That means we’re going to have to sit and look at thin and emaciated. underfed
women.

Joanne: Is there anything on the cover on the magazine about losing weight?

Anne: Yeah — *Bye, bye bagels’. “Food ruts that make you fat’.

Joanne: Oh, there you go — ‘Lighten up!” [ ]

Marion: ‘Summer body jumpstart’.

Anne: ‘Lighten up’...*Seven day eating’ ...

The women in Group A also discussed television ads that promoted what they perceived
as an unhealthy way to lose weight in order to reach the largely unattainable goal of “size zero’.
They spoke about a prescription drug promoted over American networks that will cause weight
loss but may also cause liver damage.

Adele: As a society, we don’t promote health really. [ mean like you look at the way

people eat and there’s this commercial ... this commercial [ saw recently - can diet - or

it’s a product and zero comes up. Did you see this one? [ ]| ‘Zero is the number of
calories you allow yourself some days. Zero is the size of dress that you’ — [ ] Okay, and
it comes to zero-zero; and then they say about how this is not healthy - blah - and then
you see this woman lifting weights and she’s thinking this product and that s healthy and
then she loses weight. [ ]

? Oh my God!

Adele: It must be American because then they give like the side effects on the bottom.

Madonna: Big long list. Side effects of diarrhea. [ ]This could cause liver damage.

Beth: Yeah, yeah. it’s great. You'll grow another head but you’ll be thin.

During the fourth meeting with Group B, Mary talked about her long period of dieting in
the hope that she would feel better with some weight loss. She also highlighted how difficult it 1s

to reject the thin female ideal, even when one is very elderly. She spoke about the disapproval

her Mother (who is 87) felt over the “chubbiness™ of her younger sister (who is 85). Her mother






Making the Connections 200

Joanne: But they were all starving. The ones who were chewing gum were the little
skinny ones because they were all starving to death, poor little things. [ ]

Lynn: There were some big girls there and the other girls [ ] were talking about these
girls with the weight on and, you know, "look at them. Just look at them! God, they’re’ ...
and one of the words that they used for it ... like gross. *Aren’t they gross?’

Joanne: And they’re condemned outright because they have weight on. [ ] - but this
reference to personal shape that people have no compunction whatsoever about making
on the most personal level. [ ] Yes, and all the little skinny girls get together. You know,
they would all sort of run and throw their arms around one another and ‘you look so
gorgeous’.

Anne: The congratulations club.

Joanne: The congratulations club [ ] “‘Aren’t we beautiful?’...‘Don’t we outshine all the
others?’

Both Brenda and Rose talked about anger they saw expressed by women who had one or
both breasts removed. During the third meeting of Group A, Brenda shared an experience she
had with her roommate who had a mastectomy. In apparent frustration, she threw her breast
prosthesis at Brenda shrieking that she no longer felt like a woman.

Brenda: Yes. But [ remember coming home late one night. She was sitting up drinking

and I don’t remember what happened but she ended up freaking out and [ remember her

reaching into her blouse and taking out the prosthesis and flinging it at me and saying

‘that’s all  am!” - or something like that; but [ mean it was really ... it was that whole

thing about — "I don’t feel like a woman anymore. [ don’t know who [ am anymore. This

1s what [ am - this piece of foam rubber!’. It was ... It was ... [ was terrified. | was almost
thirty and it was like horrifying for me. I moved out shortly after.

During their next meeting, Rose shared an experience she had as a student nurse with a
female patient who had just had her second breast removed. The woman would walk around the
hospital floor with the top half of her body exposed. Rose felt the woman was angry and defiant
over the loss of her breasts. She stated previously that when they asked the woman to return to

her hospital room she told them *it doesn’t matter anymore™.

Mary: Yeah, she had these gorgeous silk pajamas - [ ] and she just walked around as if it
was a man because she had both her breasts off and the scars in those days ... they were
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really huge and ugly and blue and one was more recent than the other [ ] but I think she
was very angry. [ ] I think she was trying to prove something [ ] I think it was the thing
that shocked me most right through my training. Never forgot it. [ never forgot her face
and her attitude. It was almost like you could see the chip on her shoulder. She was
almost swaggering down, you know. It was really amazing. I never saw anything like it
afterwards and [ had never seen the like before.

The health care system

Denial of death: Scientific breakthroughs / increased technology

The women in Group B talked at length about the impact of increased scientific
information and technology on how we view health, illness and death. In their second and third
meetings, the women explored how we have come to believe that we can and should remain
healthy indefinitely, that all illnesses should be curable, and that we may even be able to avoid
death altogether if we just figure out the science associated with living well. Joanne remarked
that while death was an accepted part of their parents’ and grandparents’ lives, we are now
almost affronted by illness and death.

Joanne: Our generation in particular has taken on this quest for health, this quest for
longevity, this quest to live forever, this quest for eternal life, for eternal youth. You
know, you talk to older people - like my mother-in-law who’s 91 years old - and she says,
*well my sister Margaret died when she was 19; and when [ was young, I didn’t
understand why she died but as I got older [ came to terms with it’. Or mother had six
stillbirths or my grandmother’s greatest boast was I had nine children and they all lived. [
] It was part ... death was much more a part of life then. It’s almost like shock to us now.
It’s almost like, well, we're doing what we’re supposed to be doing. We’re taking the
vitamin C, we’re eating the fresh fruit. You know, we’re doing it all and people are still
dying! (laughter). I mean, what is wrong here?

Various: What’s the problem? What’s wrong with us? ... Yes. [ ]

Diane: And up until, [ would say, the Second World War., we didn’t think that way in
North America either. I think it has to do maybe with prosperity. I think it has to do with
the explosion of scientific information - and not just information but scientific
improvements in technology. [ ] Technology, right, that we can turn around - we can
cure some kinds of breast cancer. We can operate and we can replace heart valves. We
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can do by-passes. [ ] This is just one more thing. If we put enough money in it, enough
time in it, we can just solve this because we can solve everything else.

Joanne: We’ll work it out. We're going to live forever!

The following excerpt is also taken from the third meeting of Group B. I had relayed my
experience with a provincial screening program in which the emphasis was becoming
increasingly strong on technology to detect breast cancer early at the expense of BSE and CBE. I
indicated there had been numerous discussions at the provincial and national level to eliminate
both of these components of early detection at the breast screening clinics, so that all resources
could be focused on mammography as the sole screening technique. Later, | shared with the
women the way I taught BSE while with this program. Diane expressed bewilderment that health
professionals would not support a technique that had the potential to find breast cancer early
without the aid of expensive technology, especially in the current climate of fiscal restraint. She
described her realization as “chilling™ that the medical profession would choose technology over
teaching individuals how to care for themselves. She stated that this paternal attitude robs people
of a sense of self-responsibility for health and choice to which they are entitled.

Diane: And you say that ... let’s go back to what you said earlier, that doing that
procedure on a regular basis would have or has a really high probability of locating
lumps.

Anne: If you have a lump in your breast that can be felt ...

Joanne: That’s the trick. isn’t it?

Anne: [ really feel that you will find it.

Diane: And then it seems to me so peculiar then that health care professionals would be

dismissing that kind of procedure because it would seem to be in this day and age when

we’ve run out of money for the health care system - this is free. The training isn’t free but
the procedure is free.

Lynn: And you can train a whole lot more people a whole lot easier than you can pay for
equipment.
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Diane: It just seems to me to defy logic. [ ] I still find this attitude that you ... with the

medical profession and I find that ... I find it chilling and I find it mystifying. It’s like

saying, well, let’s not teach the public about nutrition. Let’s just go ahead and put all
these whatever ... we’ll rely on technology and we’ll add it to their food to ... we won’t
give them any sort of role to play. [ ] You know. it’s ... it’s really quite bizarre when you
stop to think about it.

Lynn: Well then, you know, it’s an attitude of they will take care of us and I don’t like it

either.

Mistrust in the health / medical system

Women's mistrust of the health/medical system was related to two issues: Their difficulty
in understanding the rationale behind some health care policies (such as those related to
mammography and BSE) and a questioning of whether methods of remuneration influenced
policy; and their experience of patriarchal health care from physicians.

In this excerpt, taken from the second meeting with Group A, the women expressed
frustration with inconsistent policies related to mammography depending on political climate and
funding models (inter-provincially and between Canada and the U.S.). They also discussed not
being taken seriously by their physicians because they are women, and essentially having their
medical complaints associated with their menstrual cycle. Several references were made to
feeling that a physician had “patted them on the head” when they sought medical care. Brenda, a
health care professional, postulated that this was a widespread problem for women and stressed
that women need to be vigilant to ensure they receive good care.

Rose had been discussing a friend of hers who was told by a physician she was too young

to get a mammogram even though her mother had breast cancer and she had a palpable lump in

her breast. The women started to question the policy on mammography screening, and why it

differed from one place to another.
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Madonna: I think in Canada it’s 45 and in the U.S. they take 40; and as it happens. the
cardiologist has said to me. “as far as ['m concerned the only reason why they say 45 in
Canada is because of the cost of it and in the U.S. everybody is paying for it anyway so
they say, go when you're 40°.

Brenda: But in B.C. I think it’s 40 or 30 - 35 or 40 anyway, one or the other.

Susan: But. you know, it’s funny you’d say that because we have a history of b ast
cancer in our family and my sister ... well, she has been in the U.S. now for two or three
years and she was told here because she’s 35 and they said. ‘you’re too young; »n’t
worry about it” and stuff, and when she went for her first check-up when theyr wved
down there, her doctor ... you know, with the family history we have, was quite surprised
she wasn’t sent for one by the time she was in her late 20's or 30's. Well, this physician
said there really isn’t any kind of an age thing so I've often wondered, like [ ]

Brenda: I had a client about a year ago - a woman who came in hospital having st her
uterus and most of her bowel because of cancer; and she had gone back to that ecialist
so many times and they kept saving it was irritable bowel [ ] we can’t allow ... we can’t
allow the medical profession to trivialize our concerns and just fob us off with pat on
the head. [ ] I think if you're not a very assertive person or you don’t even know what to
ask for, I think that’s very frightening when you think about what that means fi health
care (agreement). | |

Adele: ... and you feel like you have to be educated yourself before you go in there and
have your little note pad. [ ]

Susan: Well, I had an experience this week. [ believe that more than ever what e talked
about last month. I had an experience yesterday and today with the doctors [ ] I’ve just
been having severe headaches and migraines [ | Went to another doctor at the . .nic and
[ was basically getting prescriptions for Toradol and Atasol and, you know, it was just ...
‘you're under a lot of stress at work’ and you know "it’s your period’ and every iing else
and I kept trying to explain to this doctor that the pills weren’t helping and [ th ght it
was something else [ ] and in the last couple of days, I’ve [ ] found out that I have TMJ
and that’s what caused all the headaches [ ] But I went through this with this o er doctor
patting me on the head like you said and saying, ‘oh, it’s just this and it’s justt t’ and I
was like, ‘no, I live in this body. [ know it’s not that’.

Anne: It’s your stress - it was work; it was your period.

Rose: That’s really trivializing, isn’t it - to put it down to women’s problems. ( reement
from women) [ |

Brenda: It happens all the time. [ would suggest that there is not one female who’s got to
the age of 40 or 45 who haven’t had an experience like that with a physician.
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Also during the third meeting with Group B, I shared with the women some of the
rationale provided in the literature as to why women should not be taught BSE, such as the
resultant increased number of ‘unnecessary” visits to the family physician for ‘normal’ changes.
Lynn wondered if this perspective was predominantly male, or medical, in which case
technology may be more favored over a traditional hands-on approach. They also questioned the
physicians’ motivation as well by wondering if remuneration for reading mammography films
might influence their perspective.

Anne: And we need to keep telling women to examine their breasts.

Diane: Who says that? ... you said there’s some question about whether women should be
taught about self examination. Who raises the question that it wouldn’t be a good idea?

Anne: Well, I've gone to ... I've been at many meetings here - senior policy level
meetings, at national meetings of radiologists, surgeons, policy makers, nurses - and was
very concerned about what [ felt to be a shift in breast screening towards technology and
a shift away from women knowing their own bodies and the health aspect of ... breast
health - and helping women to feel comfortable about themselves and, you know, it
would be said at almost every meeting I went to, say in 1996 and ‘97 - which is when I
started to do research on it - that ... and written in lots of academic articles and a big
debate - should we be teaching women how to examine their breasts and all of the
controversy around it - for instance, women get hysterical; they don’t know what they're
looking for.

Joanne: Excuse me. Repeat that first one again. Huh! [ ]

Lynn: You heard it right.

Anne: Women are anxious anyway; theyll run to the doctor every second week - [ ]
Lynn: Pretty damn patronizing, isn’t it? [ ]

Diane: And none of those concerns address the issues that you have just said - that
women do find the majority of lumps. That sort of glosses over... [ ]

Lynn: Is the push coming boys with toys. You know, is that a male doctor, medical
practitioner point of view primarily or is it a female ... are the nurses saying that as well

or is ... you know what I'm saying?

Anne: Well, nurses generally are trying to push for the comprehensive approach.
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Joanne: I think it’s ... but it’s a way of making the dollar.
Mary: That’s the bottom line.

Joanne: That’s the bottom line. It has to be.

Concept mapping

As previously stated in Chapter 5, the concept map provides an accessible record of the
women's collective conceptual schema related to the meaning of BSE for them and its
examination can deepen our understanding of this phenomena.

During the fifth meeting with each group, the women were asked to organize the
components of the temporal map (on individual index cards taped to the wall) into a schema that
was meaningful for them in relation to the issues relevant to BSE. To prompt the women in
Group A, they were asked to look at the components and put them into some kind of logical
order indicating overarching issues and or relationships between components. The concept
mapping exercise with Group B began with the following question to prompt discussion: *What
are the factors that influence women’s practice of BSE?".

With minimal further encouragement, both groups of women organized and re-organized
the temporal map components into clusters. They labeled them, indicated perceived
interrelationships, and gave their maps an over-arching title to reflect the general context of BSE
for them. Despite several rearrangements of the temporal map components, overall there was
little disagreement within each group of women about their placement. Where disagreement did
occur, the women reached consensus through discussion. I facilitated the concept mapping
exercise but participated little in the creation of their maps. This was especially important in the

creation of the second map, in order to avoid biasing the process by introducing ideas from the
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way maybe - you know, because we have a lot of other things that we have to deal with
there.

Brenda: Although I seem to remember when we had that discussion - well ... and that was

my feeling anyway - was that [ didn’t want to have that res ... it was sort of the

responsibility was a burden (agreement). It was like, you know. if I didn’t find it. that

was my fault. If [ didn’t look at everything on the Internet and everything, like that was

my responsibility. I didn’t actually see that as a good thing.

Finally, Rose reflected on the concept map at the end of the exercise and remarked that
was reflective of the collective contribution of the group members.

Rose: ...these issues are issues for all of us in one way or ... and we all have contributed

something there and, you know, whether we agree with everything or not, I think we’re

all ... we all have a feeling for what’s up there. It’s part of all of us. (agreement from
women)

Group B

The creation of the concept map by Group B

The following excerpts provide a sample of the discussions that occurred in Group B
while they were organizing their concept map. In the first example, the women were clustering
the concepts they felt were related to being a woman. The women reflected on the discussion in
the previous group meetings as they put these components together.

Anne: ‘We don’t value ourselves® under *women’?

Diane: Under the ‘sex ...", well, where would you put that? It might be a stand-alone.

Lynn: I don’t know. I think that is part of the ‘female beauty’.

Diane: We meant it as part of that.

Lynn: That’s exactly ... yeah - because it’s in there with ‘menstruation is dirty, bad and

secret’. It’s all part of ... that probably ... yeah, I seem to recall - it was being done. It was

all part of if you weren't pretty enough, if you weren't ...

Joanne: Thin enough.
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The following excerpt illustrates how the women brought meaning to the clusters. In this
case, Diane suggested that of the four remaining temporal map components, two were under
individual control and two were not. The women accepted this interpretation.

Diane: I think the “conflicting information’ and the “mistrust’ maybe go together. [ ]

Because those are things that are external to us, but the ‘human (condition)’- and ‘making

bad choices’, those are personal decisions, right, and ‘responsibility’. [ ] That’s what an

individual could put into the mix, but the other two come from outside, right - can you

see what I mean?

Anne: Yeah, so ‘human condition’ and ‘responsibility’ a person brings. “Mistrust’ and
‘conflicting’ are outside.

Diane: They see ... they're coming from different directions (agreement from women).

In the following exchange, the women are labeling the three clusters they have created.
The women agreed on the following three labels: “woman’. ‘pre-diagnosis’ and ‘peri-post
diagnosis’. *“Woman’ was chosen as the overarching theme of the concept map.

Lynn: - or what women are thought to be. [ ]

Joanne: Portrayed as being. Yeah, I'm ... pushed into being. [ ] These are the negatives
(referring to another cluster).

Anne: These are the negatives? ... Out of control.

? This is like a roller coaster.

Diane: It’s sort of like after you ... that’s sort of what ... these other things maybe are

before you have it or it’s sort of around the situation but that column - those four - that’s

after you’ve got it, isn't it.

Joanne: Yeah. That’s exactly it.

This final excerpt illustrates that while the women were creating their concept map, they
were using it to reflect upon Joanne’s sister who was refusing to have a suspicious breast change

investigated even though she had previously been diagnosed with breast cancer. They indicated

that her reluctance might be related to any one of four of their temporal map components.
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Joanne: And my sister - [ spoke with her today yet again about going and having a
mammogram done. *Why don’t you just have a mammogram done and then, you know,
even let somebody else worry about it’ and she said. *“Why? I’'m going to die anyway’. [ ]
And I said, you know but this is a curable cancer if they find it early’. “But’ she said
‘there’s no guarantee a mammogram is going to find it anyway’.

Diane: Where’s that coming trom?

Joanne: I don’t know where she’s coming from but it’s total -

Diane: *Bad choices’.

Lynn: *Bad choices’.

Marion: *Bad choices’.

Joanne: But [ don’t know how to convince her.

Lynn: Well, actually, it could be under the "no control, no guarantee’.

Diane: Yes, the fate things.

Lynn: Or the "it’s everywhere — fate’ - that kind of thing.

Diane: It’s also misinformation ( ‘conflicting information’). isn’t it?

Lynn: Yeah.

Joanne: ‘But.” she said. ‘we're all going to die! Have to die sometime’.

Summary

This chapter has illustrated the consciousness-raising process the women were actively
engaged in over a four-month period as they collectively reflected on, and discussed, the issues
relevant to their practice of BSE. Through the identification of the temporal map components,
they were able to identify personal and social factors influencing their practice of BSE. These
factors were broadly grouped in relation to three major issues: cancer, being a woman, and the
health care system. In relation to cancer, the women identified as relevant the arbitrary and

unpredictable nature of cancer, its association with loss, the lack of clear information to guide
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Chapter VIII
Women’s Views at the End of the Study-
The Women’s Raised Consciousness

Introduction

The purpose of this chapter is to demonstrate that the women developed a critical
awareness of issues pertinent to breast self examination, in particular those related to cancer and
being a woman, through their participation in this research process. Change in the women, as
discerned through their group discussion during their final joint meeting, will be highlighted.

Following the first five meetings with each group of women, a four-month break
preceded a final joint meeting. The time lapse provided all research participants the opportunity
to reflect on what had been discussed during the first five months of meetings. Eight women
attended this final meeting, with equal representation from both groups. The final joint meeting
allowed the women in the two groups to meet for the first time to discuss issues related to BSE.
[t provided an opportunity to ascertain if they were satisfied they had discussed all relevant
aspects of BSE, and to determine if any change in the women, in the form of consciousness-
raising, could be identified.

The following discussion highlights evidence of the women’s increased awareness of
issues related to BSE, including challenges to BSE practice and recommendations for BSE

promotion, as identified by the women during this meeting.

The women'’s raised consciousness

Increased sensitivity to social messages related to BSE, breast cancer and women
The women became more aware of media advertisements related to BSE, breast cancer

and women, including an increasing consciousness of how women are represented.
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clicking sound - i.e., turn it off). That’s like looking at magazines - you know. it’s like a
test - like being more of a critic or something, you know, like ... or ... or it may be
emphasizing or strengthening your own values. That’s the way I see it.

In the next excerpt, Beth described her excitement at discovering that a television ad for

sanitary napkins had used the color red to denote blood. Reflecting on their earlier discussions of

how menstrual blood was always the color blue on TV, she felt this was a breakthrough. Perhaps,

to her, this was an indication that menstruation was beginning to be portrayed as less *dirty, bad,

and secret’. Note that several women in the group simultaneously said “blue” indicating their

shared consciousness about this phenomenon.

Beth: [ have to make a comment on that though. You know how we talked about how we
watch the commercials for pads and 7ampax and all this - everything is -

Diane and several others: Blue! (laughter)

Beth: - is blue. [ saw a commercial yesterday and it was red.

Diane: Really? [ ]

Beth: It’s a red dot and it follows the line of this pad and all this kind of stuff. And I was
going - it’s red! It’s red! And (my partner) was like, what is your problem? (laughter) [ ]

[ was like, it’s red! Finally! I just thought that was so great!

In the following exchange, the group members demonstrate a sophisticated degree of

political awareness of how women are represented in the print media. Using the example of

Chatelaine, Brenda remarked that even though some magazines seem to make an attempt to

show a broader range of ‘woman’ than traditionally depicted, the representations are still largely

within a narrow definition of beauty. When deviations from the norm were noted, such as a

handicapped woman, Brenda perceived it as a mere token attempt to be more representative of

“woman’.

Brenda: I must admit I'm not a big fan of Chatelaine. They’ve cleaned up their act a lot
over the years but they’ve been just as much offenders as any other.
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Diane: That’s right... they are complicit in that. (agreement from women) [ ]

Brenda: I mean they’re much better now. you know, the spokes-models that they have in
their magazines tend to be more toward normal weight than not, but you know, even so ...
but, you know, let’s face it - well now not all - but they ve got flawless skin, really nice
hair and once in awhile there’s this really attractive woman but she’s in a wheelchair -
like that’s sort of their -

Lynn: Token -

Adele: Token handicapped person.

Recognition of the oppression of women

The group members articulated many examples of women’s oppression in society. Most
notably in the media, through mixed messages, stereotypical representations, and their
internalization by women and through acceptable or quasi-acceptable social practices.

Adele expressed frustration with what she perceived to be contradictory messages in our
society related to being a woman. We had been discussing how menstruation is still promoted in
the media as something shameful and secret. At the same time, common modern advice to
women 1s to take care of themselves; to be proud and independent.

Anne: Just listen though to all the things we used to do to hide our periods and hide our

breasts and hide whatever, you know (agreement) ... These women talk about ... hiding

their bodies and ... and then all of sudden we’re supposed to grow up and take

responsibility, you know, and get in touch with our bodies. (agreement)

Adele: What are we supposed to do, man? I find it very frustrating - like all this ... I
thought - bullshit.

Beth: Yeah, there you go.

Adele: All these mixed messages and all this stuff and I guess I see a lot of it at school
through my students, you know, and these ideas they have that come from TV
commercials, society, the parents.

As well, Brenda talked about the mixed messages women receive from the media and

how hypocritical these messages can be. She referred to magazines that tell women to break out
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beyond the boundaries of traditional female beauty in one article, while at the same time
reinforcing the stereotype in another article.

Brenda: I think they make an effort. I mean there's no doubt and you always, I guess.

have to balance your revenue with doing what your conscience dictates. I must admit

sometimes [ read those articles, like “"don 't be a slave to fashion”. You know, right in the
same magazine as they’ve got the latest make-up tips for the season. [ ] Yeah, it must be

a difficult balancing act so maybe publishing that kind of thing is one way of redressing it

but we find it sometimes a bit hypocritical.

In the following excerpt, Brenda suggested that the narrow representation of *woman’ in
society impacts on how women feel about themselves. She reflected on the two concept maps
that had been taped to the wall and commented that it was easy to understand, given all the
temporal map components, why women do not value themselves. She remarked that although
women have achieved some recognition for their work outside the home, the fundamental
measure of the value of a woman has not changed substantially since the 1960’s, and is still
based on a narrow definition of beauty. She commented on the recent resizing of women to size
zero as one reflection of women’s continued oppression in the world.

Brenda: Well, I think it is tied into some of the other things that are up there (on the wall)

as well and that if you think about women who are valued or why women are valued in

terms of what they look like, then it really makes sense that, you know, once you start
growing hairs on your face and have to dye your hair, that that no longer fits the standard
definition of what beauty is. [ ] It’s like you have a career. You have a profession.

You’re well respected in the community. People still value you for that; but in terms of

being valued as a woman, you know, I think that hasn't changed as rapidly because I

think that’s still caught up with beauty and with, you know, how womanly we are so [ ]

the physical [ ] there was no - what’s a size zero? To me. size zero is when the person is
not there.

Lynn: A skeleton.

Brenda: No. [ mean zero is nothing, right, so how can you be a size zero?

The following quotation is from a collection of writings by young women asked by

Chatelaine magazine to write about their bodies (Torres, 1999). It was submitted by a young



Making the Connections 220

woman within the 16 to 19 age group. I read it aloud to the women as part of a discussion of
women'’s place in society. Note in particular the emphasis Adele placed on her words “they
know". perhaps referring to the pervasive oppressive effect of the media on women, even young
women, and how it results in low self-esteem. Diane’s remark further validates the young
woman'’s feelings. Later in the meeting, Diane reintroduces the concept of the “bored middle-
aged men’ who create the media representations of women.

Anne: “My hips are too wide. My chest too flat. My arms are too chubby. My thighs are

too flabby. I'm too short. too small. too fat, too ugly, too flawed. Messages about our

body - not being good enough for the social standards set by bored middle-aged men and

the women who stand by and don’t correct them is heard and seen on radio, TV,

billboards, news. articles, movies, fashion runways and magazines everywhere. The

result so far of the bombardment of ‘if you don’t look like this, you don’t belong’ is

nothing but low self-confidence and self-worth and in some. death.” (Fuller, 1999).

That’s how she starts hers... 16 to 19 years old.

Adele: Yeah. They know.

Diane: She’s put a lot of thought into that.

The group members cited several examples of acceptable or quasi-acceptable social
practices that oppressed women. While a discussion of culture is outside the scope of this study,

these examples do cross cultural boundaries.

Diane: And xxxxx ... her daughter was a nurse - taught and worked in xxxxx (country
name edited out); and when they went out they used to wear the [ ] chador - but they
were spoken to in a market by males and they were arrested - she and one or more other
nurses and they were tried and their sentence was so many lashes with this whatever they
beat them with. [ ]

Adele: But sure in some of those countries if a woman is raped. she’s the criminal. [ ]

Anne: Well, sure, even in Canada. Up until like they passed legislation, it was her sexual
history on trial.

Lynn: But in these places she’d be put in jail, or killed. [ ]

Adele: Cause she was raped. and the guys are... they just -
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Anne: Remember in Xxxxx (country name edited out) one woman was stoned to death in
public because she had committed adultery or it was suspected. | ]

Beth: Oh my God! [ ]

Brenda: But yeah, there are a lot of murders of, you know ... by families ... like by the
males, the brothers, or cousins or fathers or something and that’s justifiable homicide.

Adele: Yeah, like in India they set you on fire and ... there was a show - an Oprah show -

Anne: Kitchen fire.

The crone is lost

The women demonstrated an increased awareness of the diminished value of aging
women in our society and the losses associated with this reduced status, such as not being
acknowledged or having a legitimate function. Lynn summed it up by stating that the role of the
crone has been lost in modern society, thereby leaving only two dominant social roles for women
— that of sexual object and mother.

Brenda discussed how she feels more invisible as she ages. While grateful that she has
moved beyond the *sexual object” phase of being a woman. she does feel a loss: a lack of a
clearly defined place in the world, of being a non-person or a “mother™. She felt this was
exemplified in the usage of the term "ma‘am” with older women. They remarked that the same

losses were not true for men.

Brenda: I'm so glad [’'m not young anymore. I really am! It’s a big relief because I don’t
have to ... you know, I mean I still have vestiges of all that stuff about I’m not tall
enough, thin enough, pretty enough, you know, whatever; but there’s some of it ... it’s
like hey, I don’t have to worry about this bullshit anymore because, [ mean, in a way it’s
an upside and a downside because as you get older you become invisible anyway.

Diane: You become what? Sorry.
Lynn: Invisible. [ ]

Brenda: People don't really pay that much attention so it doesn’t matter. [ ]
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Lynn: Younger people look through you.

Brenda: Well, and men ... and men!

Lynn: You mean there are men out there?

Brenda: I mean, you become a ma’am. you know.

Several: Yes, I'm a ma’am. (jumble of voices)

Brenda: Young guys do nice things for you because, well, you could be their mother. [ ]
Lynn: But it is true. Men look abso ... straight through you. You are a non-person. [ ]
Mary: You’re asexual. [ ]

Diane: Men become elder statesmen.

Beth: Oh yeah. Dignified.

Mary: Yes. And if men have gray hair, it’s distinguished. If women have gray hair,
they’'re old.

Brenda talked about the freedom she has experienced since becoming “invisible™ or
perceived as a “mother”. She does not receive unwanted sexual remarks and feels less threat of
physical or sexual harassment and believes this is because she is no longer considered to be
within the social boundaries of sexual attractiveness.

Brenda: But, you know. the upside of what you’re saying is that - I live by xxxxxx and I

walk through there at lunchtime and one of the things I find that I /ike about sort of being

quote-unquote invisible is that I can walk through a whole crowd of teenage boys and I

don’t even have to be worried.

Beth: They’re not interested. (laughter)

Brenda: No! That’s right! They’re not interested. They re not going to make lascivious

remarks. right. They're not going to whistle. They're not going to do any of that stuff. I

can just ... and in fact, they stand aside and let me walk through. (laughter) Yeah - parts

the sea - And I just find that such - so freeing, you know, not to have that kind of feeling

of tension. I actually quite like it. [ ]

Lynn: You're old enough to be their mother. you know.
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Various: Sure! Sure!

Lynn: It’s that again.

Finally, Lynn proposed the theory that the role of the crone, or the wise matriarch, was
lost in present society. She stated that at one time, women enjoyed more privilege and power as
they aged, but no more. Now, older women are not valued at all. Too far beyond the role of
sexual object, and even of mother, they do not have a replacement function in our society.

Lynn: I think we ve lost that theory of the ...

Various: Matriarch.

Diane: The wise woman.

Lynn: ... the mother and then the crone, the crone not being the old hag which is what we

always put on it as the connotation - but being the wise woman in the group - [ mean, the

woman that you refer to when you have a question or a problem; and in some cultures,
that was certainly the woman in power and in fact, once a woman had hit menopause, she
was given more power and more freedom. And in some areas she could do magic or she
could do whatever, you know, whatever made her heart happy. But in our society, you hit
menopause and you are a non-person. After all, you're no longer a woman, for goodness
sakes. (laughter) [ ] And if you have gray hair, you're not either. No, [ don’t think we
value our women ... our older women - at all.

Evidence of action: Rejecting dominant discourses of women

The following discussion will illustrate, using four examples, how the group members
considered, critiqued, and then rejected ways in which women are oppressed in our society. The
examples utilized are a research study pertaining to women's health, ads related to feminine
sanitary products, cultural practices that include the chador, and a TV ad that promotes BSE. In
each of these examples, the women demonstrated they have become more aware of, and critical

about, how messages related to women are generated, perpetuated and disseminated in our

society.
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Rejecting research

In this discussion, Adele brought up a research study that had been published in a popular
women's magazine. The researchers suggested a direct relationship between the number of
menstrual cycles experienced by a woman and her risk of breast cancer. They associated the
increasing incidence of breast cancer with women having fewer pregnancies and spending less
time breastfeeding than previous generations. The women challenged the legitimacy of the
research, including a query about gender bias, and the inherent recommendations to women to
spend a large segment of their life pregnant or breastfeeding to reduce their risk.

Adele: There was an article in The Homemaker about that, about having your periods and

how years ago women would be pregnant most of their lives and would have so many

periods in their lifetime and die early and what influence that has on your body because

now they say that women now have an average of four hundred periods or whatever [ ]

and these other women years ago would have maybe a hundred or two hundred because

they’d be breastteeding and that so. [ |

Brenda: That’s right and there’s some suggestion that it’s bad for your health to have that
many... [ ]

Anne: I read that and I thought - could it get worse?

Brenda: Yeah, yeah really! (chuckling) Something we have no control over and now it’s
bad.

Lynn: Obviously ... men.

Adele: There was a big thing about it... [ ] These two men had done this research, |
think. They didn’t take into consideration other things.

Brenda: Yeah, but initially when the results came out, because they were looking at
women having more periods ... partly because of that women having more periods and
stuff and how that in fact has had a negative impact on women’s health, it’s like - give
me a break. [ ]

Lynn: I mean the answer to that is simply be pregnant most of the time and breastfeeding
and die young. [ |
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Beth: What a wonderful life.

Rejecting feminine sanitary products ads

During this discussion, the women expressed anger and disbelief at the way sanitary
products for women were being promoted in both print and TV advertising. They brought up five
different ads for either sanitary pads or ‘feminine wipes’. Some of these ads showed men taking
a shower, or wearing a kilt or white form-fitting t-shirts and pants. They stated they found the
ads disgusting and offensive and could not accept the messages they felt were portrayed: ‘use our
products and feel like a clean man’ or, alternatively as Diane pointed out, “use our products and
be ready for your man’. The ads also implied that women's place in the world has improved —
‘being a girl just got better’ (i.e.. more like a man) - but Brenda challenged this with a tongue in
cheek question about wage parity. They were critical of ads that reinforced menstruation as
something secret and shameful; attitudes they had learned and internalized as children, and now
were being passed down to the next generation.

Brenda: There’s a series of ads for like sanitary napkins and they have like men ...

Anne: Showers - in showers.

Diane: Oooh... (sounding dismayed; jumble of voices)

Brenda: No. It’s on TV and it’s guys like with different builds or something like that. [ ]

Adele: But the other one - dancing with the kilt on and ...

Brenda: Yeah that’s right. [ ] And I’m looking at it thinking, what in God’s name? [ ]

Marion: Every time [ see it I get disgusted. I don’t think it should be done.

Anne: Like what do they think they’re trying to ... they got men building a pyramid.

They’ve got white tee shirts on and shorts, I guess, or pants and they tumble. They do this
and then they tumble.
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Beth: That’s a commercial for sanitary napkins? [ ]I know the ad vou're talking about. I
thought it was for like Tide or something - the men in the white shirts, right (laughter) [ |

Lynn: These ads don 't reflect... [ ]

Marion: But why do they have men doing ads for female products?

Anne: That’s a good question.

Lynn: Listen, why do they even have ads for those things anyway? [ ]

Anne: This one is ... I don’t get this [ ] here’s a man - handsome - underneath a shower.
There’s nothing in the background and it says, fresh - instant refreshment anytime, any
place. It’s for A/ways feminine wipes. [ ]

Adele: So what - and you feel refreshed like a man in a shower.

Anne: Like a man.

Beth: You feel like a man, excellent!

Lynn: You feel like a real man.

Anne: Oh! You use these and you no longer feel like a woman; you feel like a clean man!
Good God.

Diane: Or you feel ready for your man! You see, there are all kinds of layers.
Brenda: Anyway, it’s all got to do with men. [ ]
Lynn: Most of them are offensive. [ ]

Diane: But again, what kind of demographic. It’s fascinating to me! (agreement from
women)

Anne: Oh actually, this is young girls because you know what it says? It says "being a girl
just got better’. That’s underneath it. ‘Being a girl ...

Diane: Because of these wipes that makes you feel like a man.
Brenda: Why do we have complete employment parity now?

Beth: I really don’t like the commercials for Tampax and it’s a school classroom and all
you see is a desk and a woman's purse.
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Adele: Never take your purse to the washroom. [ ] Taking your purse in the washroom
means that you're on your period.

Brenda: Well, the thing is, we never would take our purse to the washroom anyway
because then people would know. [ ] If you had to. you'd stick it up your sleeve.

Diane: Isn’t that awful? [ ]

Negotiating the chador

The women discussed whether the chador was a form of protection or oppression for
women. This discussion began after I read out a quotation from a young woman who responded
to Chatelaine s request for writings about female body image. The woman quoted was originally
from a Middle Eastern country and stated that the representation of female beauty in Canada was
different than in her country, in that beautiful women here looked starved and unhappy. Note the
increasing levels of awareness as the discussion unfolds: First, the chador is a symbol of
women’s oppression; second. the chador may provide some protection to women; third. the
women use the chador to obtain some freedom but they are still oppressed; and fourth, the
women use the chador as an active form of resistance as they reduce their risk by becoming
invisible.

Beth: That’s interesting because XXXXX (countryv name edited out) is one of those

countries where if you go out as a woman, you still need a shroud over your head and

your face and ... [ ] My friend [ ] worked there [ ] And his wife wanted to come over

and he wouldn’t let her. He was like I’'m terrified for you to come here — [ ] because

when there would be American women and things, he said you could see the men leering

at them - literally - (agreement) [ ]just the way that these men were looking at the

women - he was like that’s just scary. (agreement) [ ] he said you could almost see the

thoughts - if we were 1n a dark alley right now —

Lynn: Pretty sexy to see that lower face. [ ]

Beth: - So it was interesting for this woman to make comments like that because it

doesn’t sound like they totally value their women as much over there as they do their
men, you know what I mean? (agreement) And you don’t see very much of the women.
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From just pictures and everything, every woman I saw in pictures were literally covered
from head to toe. You saw their eyes and that was it.

Brenda: But I think that’s part of the point and one of the justifications they use for even
some of the women for staying dressed like that is because that erases that whole thing.

Beth: Oh, that’s true.

Brenda: You can’t tell under that thing, you know, how big, how small, big breasts, little
breasts. you know. different size breasts. whatever, and so it’s like ... and so the whole
markers of beauty are different (agreement from women) because there’s not that same
obsession with [ ] the physical.

Beth: That’s a good point actually. [ ]

Brenda: Some of the younger women when they come here, either stay with the

traditional dress or ones that have been born in Canada go back to traditional dress

(agreement) and that's one of the things that they talk about. It’s like it just ... it levels it

all out. [ ]

Diane: Interesting though about your comments about leveling off but it’s leveling off at

the lowest common denominator because women have very few rights in those [ ]

countries. [ ] I mean they have no rights at all. (agreement) [ ] They’'re property still, so

whether there’s some kind of connection there between — [ ] It’s a much bigger issue

than ...

Brenda: Because they do ... Well, the sense I got was because they do feel very

vulnerable, because they have no power and in some way this gives them some

protection...

Diane: You become invisible.

Brenda: Yeah. You become invisible and when you’re invisible, basically people can’t

hurt you, right.

Rejecting a BSE ad

Several of the women described feeling surprise and shock after watching a promotional

TV ad in which an adolescent boy offers to do BSE for women. In the ad, he is ostensibly saying

to women, “you don’t examine your breasts. Let me do that for you™, while his two hands are

open and outstretched and his friends cheer him on. Although Beth originally thought the ad
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humorous, she, like other women. was confused by the purpose of the ad. They felt the target
demographic was not women, but young boys: further entrenching the stereotype of breasts as
sexual objects and BSE as a sexual act. They feared this would undo years of public education
that attempted to normalize touching one’s body as a necessary part of BSE. As well, the group
members thought the ad could increase the sexual harassment of women if young boys
responded to its message encouraging them to touch women's breasts. Diane stated this was an
example of a “bored middle-aged man™ creating questionable media messages about women.

Diane: Anne, have you heard or seen about those ads [ ] - the young boy? Did they pull
that or what’s the ... [ ]

Anne: It’s a young guy like a teenager going, okay, women. you don’t examine your
breasts, I'll do it for you. I’ll take on the job.

Adele: Then he’s like that! (gesturing with her hands outstretched; laughter)
Beth: When she told me that, I cracked up in the car. But I was like, oh my God!

Lynn: [ remember seeing it once. [ ] As [ recall, it’s ends off with ‘why don’t you do it’,
right? [ ]

Beth: Oh yeah, I see the point but it’s ...

Lynn: I mean what bright spark . it’s like, [ know, let’s get a voung guy ... you know -
(laughter)

Beth: Who’d do anything to cop a feel -
Lynn: - and have him do an ad for breast cancer -
Adele: - and his two buddies are on the couch going ‘Yeah! Yeah! Yeah!’.

Brenda: What do they have - like a woman going ‘okay guys, you don’t want to check for
prostate cancer but...” (jumble of voice; laughter and tones of incredulity) [ ]

Diane: - the girl (Denise Fuller) talking about the bored gray-haired man sitting at a desk
making decisions! (laughter) [ ]

Lynn: That was one of the ads that [ ] right at the end it was like, ok my goodness. Wait a
minute! I've missed something here! (laughter and jumble of voices) | |
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Adele: It was a bit of a shock first watching that commercial but ... [ didn’t know what to
think. It was like, okayv ... (laughter).

Beth: It kind of puts a funny slant on it because [ mean when you think, you know, breast
exam, it’s a non-sexual act as far as [’'m concerned (agreement) but when you see like a
seventeen-year-old doing this on the screen, it's all of a sudden - they’'ve made ... [ ]
But, you know what I mean - this medical procedure, whatever you want to call it, into a
sexual act. (agreement) What’s it got to do with a breast self exam. [ mean, I think it’s
funny. When she told me I laughed, you know, but I was like, okay ... [ ] It’s like two
completely opposite ends of what you're trying to do. you know.

Diane: I’ve never seen the ad but [ wonder - listening to you - you folk have seen it - who
would be the target demographic? Obviously, not me. [ ]

Beth: It’s a younger person.
Lynn: *These guys will examine any breasts’. (laughter) No. no. no. that’s what they
say... the way it starts — “wait a minute — you don’t have time to do your BSE’ — that’s

the way they say it - offering the service. And I think that’s rude.

Diane: But the people making the ads always state the demographics, So...who did this
middle-aged gray haired man...? Was he...? [ ]

Beth: Much younger. Like 15-24. [ ].

Lynn: I think 1t was on during a sports -

Adele: Oh! Watching the sports. [ ]

Lynn: It wasn’t the right place (sounding puzzled). [ ] That's the wrong demographic.
Anne: Like they were targeting boys with it.

Diane: That’s right. the wrong demographic. I think that’s sexist.

Lynn: Well no, they were going to be the ones who would offer to do it!

Diane: I know what you are talking about now.

Lynn: ‘I saw this commercial and I thought I'd offer my services.’ (as if quoting a young
man). [ ] You know, just to help you out, my dear.
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An increased awareness of challenges to BSE practice

During the joint meeting, the women were asked to consider how they would promote
BSE if they were charged with that responsibility. Their discussion demonstrated a good
understanding of the challenges women encounter as they perform or consider performing this
personal screening mechanism. This question had initially been posed to each group in their fifth
meeting, and their comments in the joint meeting reflected their previous discussions.
Consequently, quotations from both the fifth meeting with each group and from the joint meeting
will be used to illustrate their increased awareness of the challenges to BSE practice.

The women identified five challenges to the practice of BSE: (a) the perception that BSE
is sexual, (b) BSE is embarrassing, (c) there is a lack of understanding about its relevance and

how to do it, (d) fear of finding something, and (e) there is work involved in its performance.

BSE is sexual
The group members felt that BSE has been associated with sexuality, even for young
teenage girls, and women would therefore be reluctant to perform it. As one of Susan’s grade
seven female students told her, “well Miss, you know. it’s because every time you talk about
breasts. you’re talking about having sex™, and “sure, that’s just like feeling yourself up™, from a

grade nine female student.

BSE is embarrassing
The women also felt that from a very young age, girls receive messages about their
bodies that instill a sense of shame and embarrassment. Brenda pointed out that we need to look
at the “kinds of things that culture teaches us about touching your own bodies and about what

breasts mean”. They drew upon two examples to illustrate this: (a) the disgust that some women
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Susan: When vou hear the word cancer, it’s automatically negative and. you know, it’s
true. Like you would like to introduce it in such a way that they wouldn’t be anxious; but
honestly, I think that would take a very long time for it to come to that place.

BSE is work
Partially tongue-in-cheek, the women talked about the number of personal grooming
chores they performed on a regular basis such as flossing, shaving legs, plucking eyebrows, and
painting their nails. BSE was just one more activity they had to perform in an already busy life.
While the women laughed during this exchange, they brought this issue up several times.

Brenda: I find by the time [ wash my hair, shave my legs, you know, wash my body -
stuff like that it’s like - gee. is it that time already? I'll do it tomorrow!

Beth: It’s true. You can’t do all the maintenance in one shower!
Brenda: - and evenings are for flossing and plucking my eyebrows so -

Beth: It’s high maintenance, 1 tell you! (laughter throughout)

The women’s recommendations for BSE promotion

Within the context of the challenges to BSE practice identified by the women, they were
asked to consider how they would promote BSE; specifically, what would be the overall
messages they would give women and how to promote these, rather than the specific steps or
techniques to teach woman about how to perform BSE. In their discussion, the women made
three recommendations related to the promotion of BSE: (a) BSE education should start early,
(b) BSE should be promoted as normal and healthy, and (c) moral attitudes related to BSE need

to change.
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BSE education should start early

The group members recommended that BSE be introduced to young women at an early
age. They felt the more information young girls have, and the more open the discussion, the less
fear and reluctance they will experience related to touching their breasts to perform BSE.

Diane: I think any information 1s good information [ ]

Joanne: Education is power.

Diane: I wonder if it takes away some of the fear. [ ] ’'m wondering if the more [ ]

young girls are - not taught to do it maybe as a young girl - but the more the topic is

broached, the more this just becomes part of being a woman, part of aging - if the fear

will diminish somewhat [ | Familiarity does have a way of sort of leveling your

responses to things. The more you see and hear something, the less you tend to react to it.

The women in Group A recommended introducing BSE as early as 10 years of age in the
grade-five school curriculum, reinforcing the message that BSE is just “part of being a woman”,

and not something to be frightened or embarrassed about.

Janet: They start in grade five, I think - teaching, you know, teaching about menstruation
- well, it would ... probably a good starting point - right then and there.

Beth: Almost like one is part of the other, almost - (agreement from others)

Madonna: This is part of being a woman and being healthy and whatever. Here’s the
things you should do. [ ]

Madonna: Get to know your body at such an early age. Where we started - and it was like
you’re frightened to death.
BSE should be promoted as normal and healthy
The women felt that BSE should be presented within the context of routine care that
women do to take of their bodies and their health. If young girls are provided with normalizing
messages about BSE at a young age, they may grow up with the attitude that it is just something

else that women do to stay well: part of regular body maintenance and a healthy lifestyle.



Making the Connections 236

Madonna: I think it should be taught as a normal thing (strong agreement from women)
and not as an abnormal thing *Oh my God. I have to have to check my breasts because
this is a real negative thing!’ (agreement from women) ... "I might have cancer!’

Adele: Like, you know, you got a tooth that hurts - you go see the dentist [ ] You think
you got a cold. you check it out. It’s just [ ] your body needs to be maintained [ ]

Madonna: You fall down; you cut your knee: we're going to clean it up and put a band-
aid on.

Janet: Yes, you know. It would be just normal. [ ]

Adele: You feed it: you clean it. [ ] You've got to do a lot of work! [ |

Beth: Just maintain your health, right.

Madonna: Or know your body.

Rose: It’s part of a healthy lifestyle.

The women also recommended that BSE education in school should include both girls
and boys, so that everyone becomes educated about that aspect of adulthood, along with
menstruation and sexuality. At the end of this excerpt, Adele is referring to a male cousin, who
was taught about menstruation by his mother, and who she felt had a respect for women not
shared by some other males.

Diane: When they talk about birth control, I mean the whole class is there, when they
bring in the box of condoms and the plastic penis. you know. Everybody’s there! [ ]

Adele: And I find then they have more respect for the other gender. (agreement) |
remember one of my cousins - a male cousin - who didn’t have sisters but knew all about
periods and all this stuff [ ] and he seemed to have a kind of like a respect, like knowing
how the female body was and just the way it is, and other boys were like this is
disgusting.

In addition to normalizing BSE, the women felt that educating boys as well as girls in

school would make them more aware of issues related to breast cancer and more supportive of

women in their lives who might become diagnosed with the disease.
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Rose: That’s the way it is done in our high school too. It’s done specifically for girls but I
really think that idea about making it a general thing is marvelous.

Beth: But another issue in making it a general thing is that, okay, yes, as a male you
probably won'’t get breast cancer. I mean the chances are slim; but your chances of being
married to a woman with it, you know [ ]

Rose: Supportive thing, you know. That’s right.

Beth: Right! You should be informed and if they’'re informed at a young age. they can be

more supportive and more understanding if ... [ ] if they end up with a woman with

breast cancer.
Moral attitudes related to BSE need to change

As previously discussed. BSE is associated with sexuality, and touching one’s body is
considered shameful. Acknowledging that attitudes young women have about their breasts and
touching their body are partially learned at home, they recommended parents receive education
about BSE. This would decrease any contradictory and confusing messages young girls are
receiving and internalizing about their body and BSE, from school and at home.

Brenda: So we also talked about - I think, in our group - about educating their parents and

older women so that they can also provide a different context in which girls can feel okay

about doing that because it’s no good if they’re getting it in school but at home are being
taught. you know. like you shouldn’t touch yourself or those kinds of things.

However, the women also realized this type of attitude change would take a long time,
possibly even a generation. For real attitude change to occur, young girls would have to be taught
BSE (in school) so that as they grew older and had children of their own, they could pass these
attitudes and practices on to their children.

Beth: Yeah. I think if you start with the kids [ ] when they're 10 [ ] by the time they get

to[ ]say30or35[ ]and they have a 10-year-old, well, the 35-year-old is doing the

breast self exam and that’s going good: so then when the 10-year-old learns it, ~oh yeah, |
think my mom does that. Yeah. that’s what you're supposed to do. Okay, well. I'll do it

too™. [ think it could take that long but ...

Adele: Yeah ... a generation.
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Reflection on the concept maps

The women were asked to reflect on the concept maps and suggest any ch  es they felt
were necessary. The women remarked on how similar the two concept maps were it did not
want to make any changes to either map. They stated that the headings of the two  cept maps
(woman and responsibility) are the two central concepts relevant to BSE. Their ag ement with
the concept maps, and assertion that any similar discussion of BSE by women wo  result in the
same concepts being generated, validated the research process and its results.

In this first exchange, the women remarked it was very difficult to tell whi  group (A or
B) created which concept map because they were so similar.

Anne: You look up at the posters on the wall, and this is what you came up  th when we
did our concept mapping in June. Does it look familiar? (agreement from\  en)

Diane: It’s interesting the similarities.
Marion: Yeah, [ was looking at it earlier.

Lynn: And maybe that’s what made it difficult to actually divide ... look at and
decide which group you were in. [ ]

Mary: You certainly wouldn’t pick it out. [ ]

While initially surprised, on further reflection they stated it was not that re <able
because the issues related to BSE were universal to women. They felt that any groo  f women
who discussed BSE would generate the same issues.

Beth: Yeah, it’s amazing that - two completely separate groups of people ..." at’s 90%
the same — it’s amazing.

Adele: Well I guess. .. It’s just the way it is. It’s supposed to be like that. |

Mary: That’s what I wondered - if you got several other different groups wh er -I'd
bet in the end they’d all come up with the same idea. [ ]

Beth: Yeah. Because the issues are the issues so.
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Mary: I think so... If you talk about it enough ...

When the women were asked if they would change any component of either concept
map, and how they would put them together, they stated that both maps were acceptable and
equivalent. They did recommend that if they were put together, the two maps would stay the
same with ‘breast self examination® as a major heading, over the two sub-headings of ‘woman’
and ‘responsibility’.

Anne: So would you think about how ... do you have any ideas how you might put them
together?

Adele: Well. to me, they're the same. They re just organized differently and they re both
just as good. (agreement) [ ] It’s just taking the same information and organizing it in a
different way. [ ] Just the jigsaw puzzle put together differently [ ] You know, maybe
one way | would put it together would be responsibilities of being a woman but ...
(agreement from women)
Beth: Pretty much. Put the two together.
Anne: So you wouldn’t change anything, given the option?
Adele: Because like, it’s not there but all of that was our discussion about breast cancer.
It’s not actually there but we know that’s what were talking about. That might be
something we want to put on the top of it. [ ]
Lynn: Yeah. Yeah. Breast self-examination. Responsibility - woman [ ] two separate
charts under one.
Women’s awareness of their raised consciousness
The women were aware they had changed as a result of participating in this research
study. During the last meeting with Group A, Adele described the research process as a positive
experience for her. She stated. “[it] made me feel somehow a little more empowered or you

know. you know where you’re going”. Joanne described the series of group discussions as a

process that all of the women went through. With respect to the effect it had on her, she stated,
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~for me this whole course of events has made a major impact on my life ... now I feel I’ve taken
control. I really do”. During the last meeting with Group B. an exchange occurred between Diane
and Joanne that demonstrated their unwillingness to be subjugated by Medicine and other social
institutions.

Diane: We don’t accept everything the medical profession says as law.

Joanne: We don’t accept anything anybody says anvmore.

Summary

The women’s raised consciousness was evident in many different ways at the end of this
research process. They demonstrated an increased sensitivity to, and critical awareness of, the
myriad of messages related to BSE, cancer, and being a woman. They identified two dominant
social roles for women, as sexual object and mother, and mourned the loss of the wise female
elder. They were particularly critical of evidence of women's oppression in society, and
discussed exemplars in television ads, cultural mores, and medical advice. As well, the women
reflected on their preceding discussions and identified five major challenges to BSE practice and
five recommendations for the promotion of BSE to women. Finally, they reflected on their
individual concept maps and validated them both.

The engagement of women in a series of group discussions over a period of time has
allowed them the opportunity to identify and reflect upon personal and social factors relevant to
their practice of BSE. The next chapter will provide a consolidation and interpretation of these

personal and social factors to increase understanding of the meaning of BSE to women.
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Chapter IX

Discussion

Introduction

The purpose of this study was to actively engage women in a cycle of collective self-
reflective inquiry to explore personal and social factors influencing the meaning of BSE to them.
This was accomplished by meeting with two groups of women over a period of time, using focus
group methodology, to provide them with the opportunity to reflect on their everyday
experiences related to their practice of BSE. As co-researchers, the women were actively
involved in the framing and analysis of the research problem. Consistent with a feminist
experiential approach, the events of the women's daily lives were considered a valuable source
of knowledge. As a result of their participation in this study, the women demonstrated an
increased awareness of the complexity of issues related to their practice of BSE.

This study has shown that BSE is an intensely personal issue for women that brings to the
fore a complex web of interrelated meanings and experiences such as those related to cancer
(breast cancer 1n particular), being a woman (and having breasts), and the health care system
(including their treatment by physicians). Most women, when asked, are unable to clearly
articulate why they do not perform BSE. By situating BSE at the juncture between these

phenomena, a greater understanding of its meaning for women can be achieved.

BSE: Challenging the power relations of knowledge production

The standpoint of women
This study challenges the perceived objective scientific model that has been applied to

the evaluation of BSE as an effective screening technique. Using the everyday experiences of
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women, it has illuminated other forms of knowledge minimized or dismissed by Medicine and
science. Women have a different understanding of what BSE means to them than can be derived
from a positivist approach. These understandings are shaped by complex social and political
forces related to their subject position, such as the representations of women in society, the
imagery associated with breast cancer, and the hegemony of Medicine in the present health care
system.

Foucault (1980) advocated for a critical appraisal of the production of knowledge.
Because no knowledge is value-neutral, it is important to ask questions related to what
knowledge is being produced, who is producing it, and whose interests are being served. This
perspective is taken up by Dorothy Smith (1990) whose feminist approach to the sociology of
knowledge illuminates the central role gender plays in the production of, and resistance to, what
is considered legitimate knowledge. Because women both live within and are oppressed by social
institutions, they can offer a unique and valuable viewpoint to the experience of BSE that cannot
be produced by those in positions of power, in this case the masculine bio-medical scientific
sphere. Within this critical standpoint, women can provide a useful critique of the dominant
system of knowledge production through sharing and exploring their everyday experiences. In so
doing, they can highlight where gaps and contradictions exist between the knowledge created
within the biomedical model and that known to women through their life experiences. Through
this examination, what has been accepted as ‘the truth’ is challenged and the systems of power
relations that subjugate the voices of the oppressed and marginalized (in this case women) are

1lluminated.
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The evolving discourses of breast cancer

Breast cancer is a private affair
Prior to the 1970’s breast cancer was firmly relegated to the sphere of the private
(Sherwin, 2002). Cloaked in secrecy, it was associated with shame and embarrassment. Women
did not publicly speak of their breast cancer and were not encouraged to do so. Whether a result
of the second wave of feminism, or the declaration of a ‘war on cancer’ by U.S. President
Richard Nixon in 1971, women began to talk amongst themselves and become organized, and
advocate for a concerted government and medical response to reduce the incidence, morbidity

and mortality associated with breast cancer.

The war on cancer

The coining of the phrase “war on cancer’ opened up a plethora of military metaphors
that have remained associated with cancer, most particularly cancer treatment. This metaphor
transmits many messages, not the least of which is the need for an all-out effort to control the
risk, which is contained wholly within the woman’s body. Several authors have written about the
war metaphor in relation to cancer including Sontag (1978), Lupton (1994a, 2000), and Sherwin
(2002). Words such as enemy, attack, fight, destroy and bombard are plentiful in the lay and
academic literature in relation to cancer. Once through treatment, affected individuals are called
survivors and often portrayed as brave heroes.

Similar to any other type of war, critical questioning of the means and outcomes is not
encouraged. That could be construed as an act of treason. A military metaphor encourages
compliance to those in command and a tolerance of ‘collateral’ damage in order to defeat the

enemy. It also justifies the expenditure of large amounts of money and a reliance on technology
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to develop and utilize maximal intervention to respond to this threat (Lupton, 1994a; Sherwin,
2002).

The battleground of the war against breast cancer is of course the woman’s body, and the
justifiable “collateral damage’ is the morbidity and disfigurement associated with recommended
treatment. As eloquently stated by Sherwin (2002):

It makes it a moral duty of women to join the fight by delivering their bodies to medical

authorities empowered to wield the high-tech interventions they have devised and to

permit that fight to be pursued until either the woman or the cancer is destroyed (p. 20).

As described by Kaufert (1998), the woman undergoing treatment is an extreme example
of Foucault’s *docile body’. under the control of external regulation. Women have to submit to
the medical assault in order to destroy the cancer and within this approach, physicians have
ultimate authority by virtue of their scientific education.

One caveat of this approach by biomedicine is that there can only be one true victor. In
the case of breast cancer in particular, Medicine had not been able to substantially reduce its
incidence, morbidity, or mortality in the first twenty years of the declared “war on cancer’. The
technological and scientific approach that dominated cancer treatment was not successful and

questions of prevention had not even been adequately approached within this paradigm.

The turn to early detection
The Western world has always valued individual autonomy and the responsibility of the
individual to take control of their destiny. In the last fifteen years of the twentieth century, this
extended into the realm of personal health management with respect to cancer. Early detection
became the new key to cancer control and individuals were encouraged to be alert for any sign or

symptom of emerging cancer. Critics of the turn to early detection stated that it had been utilized
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to keep the public from recognizing that accepted treatment regimens were not working
(Leopold, 1999).

Health promotion campaigns sprang up everywhere in the developed world and
emphasized the risk of cancer, and the pivotal role of the individual to reduce this risk. Twenty
years ago, there were three early detection methods widely accepted for breast cancer including
mammography, clinical breast examination, and BSE. To this day, early detection has been
presented to women as the best way to reduce their risk of breast cancer.

The widespread adoption of screening as a critical component of breast cancer control
had a number of consequences. Firstly, women began to overestimate their risk of getting this
disease, which leads to greater fear of the disease (Kaufert, 1999). Secondly, women were
encouraged to monitor their own bodies for potential signs of breast cancer. This is not surprising
given the directive from the U.S. National Institute of Health, “once the fear of getting a disease
has been created, people are encouraged to accept responsibility for their health, assess their risk,
and take appropriate action to prevent the disease™ (as cited in O’Brien Cousins & Edwards,
2002. p. 327). To some critics, including Lupton (1994a, 2000) and Potts (2000), this self-
surveillance caused women to question the integrity of their bodies, which in turn increased their
anxiety and feelings of vulnerability. Within this context of increased responsibility for health
care, the individual who did not perform the recommended self-surveillance or did not detect
cancer early enough had somehow failed (Lupton, 1994a, 2000; Potts, 2000). While illness has
historically been associated with ‘moral failure’ related to perceived insufficient self-discipline
to lead a healthier life (Lupton, 2000), now this judgment and responsibility was extended into
the realm of disease detection. A woman who failed to do BSE well, or on a regular basis, was

often described in ways that inferred she was irrational or irresponsible (Kline, 1999; Lupton,
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2000; Sherwin, 2000). In the case of breast cancer, the responsibility (and failure) is two-fold:
failure to prevent the disease in the first place, and a further failure to detect it early enough to
save one’s life. A third fallout from the turn to early detection is that mammography became a
tool for the widespread technological surveillance of women’s bodies. The emphasis on
mammography has increased over the years, with a trend toward recommending that younger
women begin routine screening, and at more frequent intervals, than previously recommended. It
is perhaps not surprising that mammography has risen to central prominence in the fight against
breast cancer. As stated previously, critics of early detection allege that it takes attention away
from the failure of treatment protocols to control cancer. It has been seven years since Bailar and
Gornick (1997) announced that the “war on cancer” had been lost, despite the billions of dollars

spent on medical care and research to treat or prevent cancer.

Disrupting dominant bio-medical knowledge

Women are positioned at an uneasy juncture in relation to breast cancer. On the one hand
they have been taught to take responsibility to screen their breasts regularly. On the other hand,
the care of any abnormal findings found through BSE, and in particular if breast cancer is
diagnosed, is under the control of the physician. The management of self is therefore negotiated
through the complex web of Medicine.

Women and Medicine have shared a peculiar and ambivalent relationship. While
Medicine has appropriated many normal life experiences such as menstruation, pregnancy and
menopause as requiring the care of a physician, they have, on the other hand, complained that
women seek their care unnecessarily for minor complaints (Chrisler, 2001). Malterud (1999)

asserts that the trivialization of women's health concerns by Medicine is unavoidable as medical
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theory and practice have been constructed by men, within their clinical gaze, and within the
context of their lives.
In addition to this uneasy alliance between women and Medicine, there are a number of

contradictory messages that women are hearing in relation to BSE including:

1. Early detection is key to survival but BSE is not effective.

2. BSE is not effective but do practice "breast awareness’.

3. BSE is not effective but report any breast changes to your physician without
delay.

4. BSE is not effective but most women find their own breast cancer.

Besides being confusing and disempowering to women, these contradictory messages
point to a conflict between positivist ‘objective’ knowledge disseminated by science and
dominant in biomedicine, and experiential knowledge held by women. Women know that most
breast cancers are found by women themselves, and most women, when asked, would most
likely feel they are the best person to find any change in their breast. In the case of BSE, the
knowledge held by women about their bodies and the value of BSE practice is subjugated by the
empirical evidence provided by epidemiological studies that failed to detect a mortality
reduction.

The term ‘breast awareness’, coined by the U.K. Department of Health in 1991, is a
confusing concept (English, 2003). Their Advisory Committee for Breast Cancer concluded that
the ritualistic nature of breast self examination creates anxiety in women who worry about not
doing it properly (referencing only one study conducted over 20 years ago). In its place, they
recommend that women practice breast awareness. which instructs women to ‘look and feel’ for

any changes from their normal breast tissue and report any suspected abnormalities to their
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physician without delay’. It is difficult to understand how women would know how to detect
changes in their breast with such vague instructions. Combined with the admonishment to
contact their physician without delay, women may become more, not less, dependent on medical
care.

Not all forms of knowledge are considered equal and what is accepted as credible reflects
social relations of power. As stated by Fosket (2000), “a crucial aspect of the multiplicity of
knowledges about breast cancer is the unequal distribution of credibility and legitimacy afforded
to knowledge derived from different sources™. In this case, the power wielded by biomedicine
and the scientific community dominates health care ideology and takes precedence over the
knowledge created and shared by women. Medicine has enjoyed the privilege of being perceived
as an unbiased, objective science. But the practice of Medicine is still much of an art form. Daily
decisions have to be made for which there are no clear answers; assumptions and biases
consciously and subconsciously affect these decisions.

The experiential knowledge shared by women disrupts the dominant biomedical
knowledge that is largely accepted as “truth’. It challenges Medicine to consider an alternative
approach to the examination of BSE effectiveness. When Baxter's review of BSE for the
Canadian Task Force on Preventive Health Care was released in 2001, there was a chorus of
outrage from women who were described in newspapers around the country as feeling betrayed,
indignant, patronized, incredulous, and angry. Women could not believe they were being advised
to rely almost solely on mammography for the early detection of breast cancer (as clinical breast
examination is not well taught or practiced). They challenged Baxter’s assertion that it caused
unnecessary medical work up and anxiety for women, asking if the same would be said about

testicular cancer. Whether or not women practiced BSE, they recognized it as a legitimate
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component of a holistic approach to breast cancer detection. BSE. long promoted to women, was
now being dismissed as useless because of the review of a small number of trials that attempted
to measure its effectiveness.

In order to understand what BSE means to women, it is necessary to first examine

personal and social factors influencing their practice of BSE.

BSE and women: Addressing the aim of this study

Through a cycle of collective self-reflective inquiry on their everyday experiences, the
women were able to identify and examine personal and social factors related to their practice of
BSE. Through this active engagement, they explored the meaning of BSE for them and

recommendations for its promotion to women.

Personal factors influencing BSE practice

The women were very enthusiastic in their endorsement of the need for self-care,
stressing in particular the importance of a positive attitude. However, they also were keenly
aware that despite their desire to take control of their health status, there were a lot of challenges
to them doing that. The women identified four personal factors influencing their practice of BSE:
(a) not having clear answers, (b) not having control, (c) not trusting health care, and (d)

ambivalence about seeking medical care.

Not having clear answers
The women were aware they had a lack of clarity about breast cancer. They spoke about
a copious amount of conflicting information they are hearing from family, friends, the media,

and health care providers. Without prompting, they discussed not knowing how to do BSE, what
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a normal breast feels like, when to seek a medical opinion, the risk factors for breast cancer, and

the usefulness of mammography.

Not having control
The women knew that despite their desire to take control of their health, there were many
risk factors for breast cancer beyond their control, such as their gender, family history, cell
biology, and the physical and social environment in which they live. Interestingly, the women

also identified fate or destiny as an important factor in determining their health status.

Not trusting health care
Despite the wide variety of health care professionals that play an important role in the
delivery of health services, the women singled out the role of the physician as pivotal in the
quality of care they received. In particular, they were concerned about cursory examinations,
errors in care, and poor or insensitive communication by their physicians. They also recognized
the inequities in the health care system in that the care received could be dependent on *who you
know’.
Ambivalence about seeking medical care
The women experienced contradictory feelings about seeking medical care. They
discussed their need for medical reassurance, to be told that ‘everything was alright’ by their
physician, despite their doubts about the quality of care received and their feeling of being
patronized when medical care was sought for legitimate health concerns. In addition, they stated
they “panicked’ when they sought a medical opinion for a lump or other change in their breast,
while at the same time describing cancer as a lethal disease requiring prompt medical attention to

increase the chance of survival. The women repeated this ambivalence over the course of the
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group meetings: feeling dependent on medical reassurance, even though the care was sometimes
perceived as poor, and feeling somewhat ridiculous about seeking care (‘I panicked’) even

though cancer was equated with death.

Social factors influencing BSE practice

The women explored social factors influencing their practice of BSE. Through the course
of their discussions, they came to realize that ‘BSE is a complex issue touching on something
inner and unidentified’. perhaps related to the way women are valued in society. They
commented many times on the way women are defined by their physical bodies, and how this
serves to oppress them by being related to both sexuality and shame. The sexualization of
women is the overriding social issue affecting their health in relation to BSE. The women
identified four social factors influencing their practice of BSE: (a) the ideal female body, (b)

hiding the messy body, (c) not valued in society, and (d) not valuing ourselves.

The 1deal female body

In our society, the ideal female body conforms to the physical standards of sexual
attractiveness. Paradoxically, the standard for female beauty is currently the woman who is thin
to the point of being androgynous, but has well-defined breasts. Women strive to achieve this
largely unattainable goal by chronically dieting or engaging in exercise regimes because they are
‘terrified to gain weight’. The relatively new “size zero’ and its common depiction in the media
is an excellent example of the current social obsession with female weight. While the whole
female body has been objectified as a symbol of sexuality, no part of the anatomy has been as
targeted as the breast, which has been glorified as the representation of female sexuality. As long

as breasts are seen as sexual objects, they are welcomed and glorified in the media and society in
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general. With very little censure, breasts are freely displayed and accentuated in the media.
However, the breast that has been disfigured by disease or trauma is not considered appropriate
for public display. As remarked by the women, the billboard displaying a mastectomy scar was
too stark a contrast to the sexual female body commonly promoted as it ‘remove[d] women from
that fantasy world that objectifies women’. It is too much reality to portray. This connects with
the growing literature on body image, which describes the social imperative of women to display
a narrowly defined (slender) body shape, and its relation to subjectivity and health (Bordo, 1993,
1997; Gimlin, 2002; Grosz, 1994). Lastly, BSE is related to autoeroticism, still a taboo subject in
our society. It is ironic that despite the almost totalising sexual representation of women, sexual
self-stimulation is still wholly prohibited. It is such a closed concept that very few academic

articles on BSE have even mentioned the association.

Hiding the messy body

While the female body is glorified and valued for its sexuality, the purpose of that
sexuality, reproduction, is not. So while breasts can be displayed quite freely for sexual
enjoyment in the Western world, the breastfeeding breast cannot. Until very recently when health
care professionals started promoting breastfeeding again, women were discouraged from
breastfeeding at all and it was almost prohibited in public. Even today, it is rare to see a woman
freely breastfeed, even within her own home. Somehow the breastfeeding breast is shameful,
perhaps because it is removed from the sexual sphere.

Menstruation is considered shameful as well. As the women aptly described,
menstruation is considered ‘secret. bad. dirty, abnormal’. It is to be kept hidden at all costs and
sanitary products are to be carried about and disposed of in secret. When sanitary products are

promoted in media ads, blood is not portrayed (in stark contrast to violent blood readily seen on
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television); it is replaced by a sterile blue liquid that is supposedly less offensive. In addition,
recent ads have men in white spotless clothes or in the shower promoting the product, with the
obvious association that using these products will make you feel like a (clean) man.
Breastfeeding and menstruation, both undeniable physical reminders of the reproductive female
body, are not welcomed as public currency. As with the representation of breast cancer by the
mastectomy scar, the reproductive female body contradicts the dominant discourse of women as

sexual objects.

Not valued in society

Perhaps because women are primarily valued for their physical sexual characteristics,
they are not treated as full members of society. In the public sphere, they feel patronized, ignored
or constrained within narrow social roles such as that of sexual object or mother. They hold far
less social power in roles traditionally occupied by men. Women still do not have wage parity, or
an equitable distribution of leadership positions in the private or public sector. The women
described being overlooked or trivialized within their workplace, within commercial businesses,
and as previously stated, within their relationships with their physicians. The message to women
has been clear — they are not expected to, and not welcome to, enjoy full social power as is

accorded automatically to men on the basis of their gender.

Not valuing ourselves
The women discussed their reticence to take care of themselves. While a common excuse
put forward by women is that they "don’t have time’, through the course of these discussions
they began to question if this was in fact used as a convenient and benign excuse for what is a

more complex and profound issue. They wondered if the real issue, perhaps hitherto
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subconscious, was that they did not feel worthy of self-care. They described their reaction to the
ubiquitous representation of the female body as young, slender, and attractive (two-breasted is
taken for granted); not able to attain this *ideal” or maintain it with advancing age, they feel less
than worthy, inferior, and not meriting self-care. The women dismissed the usual pat reasons put
forward for not examining their breasts, such as denial, using other forms of screening, fear, and
lack of time. They rejected these as too simplistic and felt the *essential’ question was whether
women felt they were good enough if they did not conform to the narrow standards of the ideal

female body.

The meaning of BSE to women

BSE is situated at the juncture of three interrelated phenomena: being a woman, having
cancer, and interacting with the health care system. In order to adequately explore the meaning
of BSE for women, it is necessary to examine these phenomena in greater depth. A seminal
article by Lupton (1994a) provides a useful framework for this examination. Ten years ago, she
undertook a review of the dominant discourses of breast cancer present in the Australian press
from 1987-1990. While there were conflicting messages about breast cancer in the press
coverage, three dominant discourses were evident: femininity; medical and technological
dominance; and lifestyle and responsibility for breast cancer. These discourses are still relevant
today in relation to BSE and can increase our understanding of the meaning of BSE to women.
For the women in this study, they are intertwined with their perception of cancer as a lethal

disease.
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Dominant discourses related to BSE

Femininity

In Lupton’s review of the media (1994a), she found repeated references to the
reproductive role of women as protective against breast cancer. Women who chose to have
children late, because of their career or other reasons, were described as *“ ‘ling’ to have children
early enough. This reinforced the traditional social role of women as childbearers by describing
breast cancer as “retribution for the rejection of motherhood and the traditional feminine role” (p.
86).

In this study, women are oppressed by the messages they receive in relation to breast
cancer, but in a different way. In addition to the obvious threat of death posed by breast cancer,
women are threatened as well by the loss of their femininity if diagnosed with this disease.
Because the concept of being a woman is tightly intertwined with her physical sexual
characteristics, any workup or treatment for breast cancer is an immediate threat to her being
able to sustain (or even attain in the future) the ideal female body. If, as the women in this study
queried, the self-esteem of women is largely dependent on having this ideal, or the potential for
it, then breast cancer takes on a complex meaning for women that would not be easy for them to
articulate. BSE, as a self-surveillance screening tool and completely under the control of every
woman, also takes on a larger meaning — as a potential direct threat to her :lf-concept and self-
worth. The decision-making process related to BSE then becomes more profound and would not
be fully described or measured in any quantitative study of knowledge, attitudes or beliefs
associated with BSE. The link between BSE and the potential loss of femininity may provide

some insight into the gap that currently exists between women’s cognition and practice related to



Making the Connections 256

BSE. Women who are making the decision about BSE have to negotiate their understandings

about their femininity and self-worth in the context of cancer as a lethal disease.

Medical and technological dominance

Lupton (1994a) found that messages related to breast cancer often emphasized the
importance of medical and technological approaches. Strengthened by military metaphors,
aggressive and sometimes harmful treatments and diagnostic approaches were favoured. She
found breast cancer was portrayed as a “killer disease™ (p. 79), an enemy that needed to be
stopped. Medical technologies were put forward as the weapons needed to control the risk. In
addition to medical treatment, screening mammography was publicized “at the expense of other,
less invasive ways of dealing with breast cancer” (p. 79), such as BSE. She found little
discussion of the limitations or controversies surrounding screening mammography. Within this
discourse as well, women were brave fighters who combined their personal courage with medical
expertise and technology to triumph over this disease.

Medical and technological dominance is also evident in this study. Most particularly in
the inconsistent utilization of evidence related to screening. As discussed in the literature review,
poorly executed studies of BSE (U.K and WHO/Russia trials) are often quoted to provide
evidence against it, usually without any consideration of the quality of the evidence. In addition,
well-done observational studies, such as the nested case-control study in the U.K. trial, are not
included (Baxter, 2001). In contrast, well-executed studies that have raised important questions
about the usefulness of mammography (the Canadian National Breast Screening Study, 1 and 2)
have been excluded from some analysis, while poorly executed studies that support

mammography (such as the HIP study) have been included.
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A recent meta-analysis of mammography screening trials carried out by Olsen and
Grotzsche (2001), seriously questioned the effectiveness of screening mammography. However,
recommendations for breast cancer screening do not appear to be affected by these findings.
Younger and younger women are being encouraged to begin breast screening, at more frequent
intervals than previously recommended. Annual mammography screening for women in their
forties is now recommended by many leading health organizations, most notably American. As
previously stated, there have been no screening trials testing the effectiveness of clinical breast
examination. This leaves mammography as the screening tool of choice.

Medical and technological dominance is evident in criticisms of BSE. Baxter (2001)
reported that BSE results in a string of ‘unnecessary” outcomes such as visits to the physician,
biopsies, anxiety, and the cost associated with teaching it. In contrast, the false positive rate
associated with screening mammography is not commonly mentioned in the academic or lay
literature. False positive mammography screens would certainly result in diagnostic workup such
as physician consultation, biopsies and surgery, costs to the health care system, and anxiety for
women. Perhaps the harshest criticism of screening mammography is that it results in the over
diagnosis of DCIS, which may or may not develop into true cancer, but is often treated as such
with various treatment regimens such as surgery (including lumpectomy and mastectomy) and
radiotherapy (Humphrey et al., 2002). As well, the costs associated with mammography far
outweigh those related to BSE, but are also not commonly commented upon. These costs are
related to training experts for years to provide and interpret the x-rays, as well as the capital costs
associated with equipment purchase and maintenance. And while there have been no adequate
studies on anxiety in relation to BSE (Humphrey et al., 2002), the anxiety associated with

mammography screening has been well documented (Humphrey et al, 2002; Lampic, Thurfjell,
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& Sjoden, 2003; National Cancer Institute, 2003). Based on her review of the evidence related to
BSE, Baxter recommended that health professionals caution women who choose to do BSE that
it may cause harm. In contrast, a similar warning has not been recommended in relation to
screening mammography, even though it carries the additional risk of radiation exposure. In fact,
the radiation risks of screening mammography are usually not emphasized or are justified in the
context of the lethal threat of breast cancer.

The women in this study developed an awareness of the preference for technological
surveillance over self-care for the early detection of breast cancer. They were critical of the
conflicting recommendations of various provinces and organizations related to screening
mammography and questioned whether the remuneration models of physicians were responsible
for the discrepancies noted. They also described the preference for screening mammography
over BSE as a symptom of a *boys with toys’ phenomenon, essentially that of a masculine
approach to medical care. The women were aware of increasing reliance on science and
technology for health care, most notably in their discussions about the modern tendency to
expect to live disease-free longer with its assistance. Even so, Diane described her realization
that technology was favoured at the expense of self-care as “chilling’.

The women were also aware of the war metaphors associated with breast cancer,
describing it as a ‘lurking invader’. In addition, by equating cancer with death, the perception of
breast cancer as an enemy to be fought at all costs was validated.

The medical and technological dominance described by Lupton (1994a) is still relevant
today, perhaps more so. By the continued use of the war metaphor for cancer, increasing
technological and scientific approaches are validated, leading to a growing dependence of

women on medical care to control their risk for breast cancer. Within this paradigm, high-tech
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expert-driven approaches are favoured over self-care. BSE rests firmly within a divide between
women and Medicine for the control of personal health care. Women considering whether or not
to examine their breasts must acknowledge and negotiate their relationships with their physician,

the health care system and their perception of cancer as lethal.

Lifestyle and responsibility for breast cancer

The third discourse identified by Lupton (1994a) in relation to breast cancer was
individual responsibility for health. She noted that women were often told they could prevent
breast cancer if they made the necessary lifestyle choices such as those related to diet, exercise
and even sexual activity. This approach placed the blame for getting breast cancer “‘squarely
upon women in an often disparaging and patronizing way” (p. 83). In emphasizing the role
women play in preventing the occurrence of disease, controversial issues such as the success of
treatment and screening, and conflicting information about the disease, were obscured. As well,
there was little exploration of the valid reasons women gave for not participating in screening
activities. implying that women who did not were “irresponsible and neglectful” (p. 85).

In this study, individual responsibility for health is the third and final piece of a complex
puzzle that attempts to explain the meaning of BSE for women. The women recognised the
importance of individual responsibility for finding breast cancer early and for fighting breast
cancer well, once diagnosed. They were aware of the myriad of choices that had to be made to
reduce their risk, including those related to lifestyle and screening manoeuvres. And despite their
collective belief in the value of self-care, they were reluctant to accept this responsibility. This is
perhaps related to the copious amount of contradictory information in the popular media about
breast cancer. While it is difficult for health care professionals to know and integrate the latest

information related to breast cancer, this becomes almost impossible for the average woman, no
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matter how motivated. The reluctance expressed by the women in the group could also have been
related to the popular valorisation of women with breast cancer as “brave fighters’ and “warriors’
who “won their battle’. despite the tremendous toll of the disease and its treatment. The women
expressed doubt that they would have the vast physical and emotional resources seemingly
essential for survival. They clearly felt the individual responsibility associated with breast cancer
but also knew that despite all the exhortations to “find breast cancer early’ and ‘fight the battle’.
there were many factors beyond their control that could more profoundly influence their
mortality, such as risks in the physical environment and their own genetic makeup.

In this context, BSE carries a risk of personal culpability in relation to surviving breast
cancer. Given the persistent discourse of individual responsibility, the woman who does not
survive breast cancer either did not find it early enough (‘failed to find it’) or did not have the
necessary personal resources to beat the enemy. Either way, the woman somehow failed herself,
her loved ones, and perhaps even her physician and treatment regimen. The women in this group
avoided doing BSE because they could not then be held responsible for not finding it early
enough, and they would not have to feel any guilt if they were not to survive it. Women who are
making the decision whether or not to do BSE are negotiating through a web of meanings
associated with individual responsibility for a disease that they know is both not well understood

and lethal.

Integrating dominant discourses related to BSE
BSE is a complex phenomenon situated within the juncture of cancer, the health care
system, and being a woman. The three dominant discourses related to breast cancer introduced
by Lupton (1994a) ten years ago are still relevant today in relation to BSE. BSE is intimately

related to a woman'’s sense of self: her expression of femininity and self-worth. To the extent that
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breast cancer is seen as a threat to her self-worth, she will be reluctant to do it. BSE also
illuminates the relationship of women to the health care system. BSE can be seen by women as a
gateway to escalating dependency on their physician and the health care system within the
context of ever-increasing technological and medical approaches to care. To the extent that a
woman is ambivalent about her relationship with her physician and medical technology, BSE
may be seen as a threat to her ability to care for herself. Finally, BSE also emphasizes the role of
the individual to accept responsibility for the risks associated with breast cancer. Within this
climate of personal culpability, a woman who does not survive breast cancer has failed. To the
extent that the diagnosis and treatment of breast cancer is not well understood, BSE brings to the
foreground the uncertainties of the disease, and the reluctance of women to be held accountable
for its disease trajectory.

The concept maps created by the women reflect these soci: influences on their health
and the practice of BSE. The overriding context of Group A’s con pt map was ‘responsibility:
BSE for finding it / diagnosed to fight the battle’, reflecting their recognition of individual
responsibility for surviving breast cancer. The overriding context ¢ Group B’s concept map was
"woman’ reflecting the central role of gender in the performance of BSE. Issues related to the
health care system are threaded throughout both concept maps and eflected in such temporal
map components as ‘mistrust in the health / medical care system’, ‘denial of death: scientific
breakthroughs / increased technology’, among others. All of this was playing out over the
backdrop of cancer as a lethal disease as reflected in such temporal map components as ‘cancer =

death. pain, loss’ and ‘once diagnosed — never free: Lurking, invader in the body’.

A reflection on the women’s recommendations for the pror >tion of BSE

While all the women who participated in this study admittc they did not do BSE on a
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regular basis, they believed that it was an important self-care technique and felt that all women
should do it regularly. The challenges they identified were consistent with the framework utilized
in this interpretation. They recognised that reluctance to perform BSE was related to the sexual
and shameful body. They also knew that there were a lot of gaps in their understanding of how to
do BSE, perhaps related to conflicting messages in the media and the recent promotion of ‘breast
awareness” as an alternative to BSE. The women also expressed fear as a challenge to doing
BSE, highlighting their perception of breast cancer as a lethal disease. Finally, the women stated
that BSE was work, perhaps reflecting the individual responsibility they feel related to its
performance. Their three recommendations for BSE promotion were related to social changes
that would need to occur before the practice of BSE by women would increase. The first was
recognizing the importance of educating young women early about their bodies so that BSE is
incorporated into the health curriculum, perhaps combined with classes on menstruation. Related
to the first, the women recommended that BSE be presented as a normal part of self-care and
‘normal breast maintenance’. In this way, BSE would be less associated with disease. the health
care system, and death. Finally, the women recommended that moral attitudes which equate the
female body with sexuality would have to change so that BSE is not considered shameful. This
would require time and broad attitudinal change across generations. It is evident in the women's
recommendations for BSE promotion that they had a sophisticated understanding of the

complexity of personal and social factors related to its practice and the meaning of BSE to them.

Final reflections on the research process

The women’s validation of the research

The women validated the research in two main ways. The first was by reflecting on and
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providing feedback on the procedure and analysis as it unfolded, including the creation of the
temporal map components and two concept maps. The second was through their feedback on the
research findings following the extended thematic analysis by the external researcher. Three and
a half years after data collection ended, the women were invited to a presentation of research
findings (one woman had since moved out of province). Eight women attended. Before, during
and after the presentation, the women talked about the same issues they had discussed years
previously. At times, some of the expressions and examples they used were the same or similar
to those previously verbalized. This validated the data collected as the issues previously
recognized by the women as important remained so, even after the passage of time. The women
also expressed agreement with the interpretation of findings as presented, both verbally and
through their non-verbal cues. Please see Appendix 11 for a written summary of this meeting,

and the women’s reactions. as noted by an outside recorder.

Change in the women

It is evident the women changed as a result of being actively engaged in this research
process. Their raised consciousness was demonstrated in many ways, as described in Chapter 8.
The women expressed an increased sensitivity to social messages related to BSE, breast cancer,
and women. In addition, they expressed a greater awareness of the oppression of women by the
media and social institutions, and less tolerance to accept these social practices. This was
demonstrated by their rejection of dominant discourses of women in our society. Their
recommendations related to BSE promotion, in particular their dismissal of superficial reasons
for women’s non-practice of BSE, demonstrated an understanding of its inherent complexity.
Finally, the women were aware of and verbalized a change in themselves as a result of

participating in this research study.
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The research method

A reflection on the research method

Looking back over the research process, it was a far greater undertaking than I had ever
anticipated. The complexity of the research design and analysis only became fully known when I
attempted to formally describe and document them. But having now finished, I would not change
any aspect of the approach taken. I feel that the participatory research design, and working in
partnership with the women over time, was the most appropriate approach to address the broad
issues associated with BSE practice. The concept mapping exercise led to a deeper understanding
of the phenomenon than may have been achieved through a researcher-driven analysis of data
obtained from a one-time-only contact with individuals. It was gratifying to see the women
attend the meetings, so enthusiastic about discussing this topic, and having a meaningful voice in
the examination of issues.

The theoretical framework was one of the most challenging pieces to consolidate within
this study. The choice of an experiential feminist approach, within a standpoint framework, was
difficult to fully integrate at first but proved to be the unifying factor for all other aspects of the
research design. Analysis as well proved to be difficult. There were many false starts, with initial
attempts at constant comparative technique and then narrative analysis, before thematic analysis
was successfully utilized. Once these methodological pieces were sorted out, it was clear how a
feminist experiential approach could inform participatory action research with two groups of
women who were engaged in group discussions in a consciousness-raising process around issues

pertinent to BSE.
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Most importantly, completing the interpretation of the research results has been the most
exciting and affirming part of the research study. The bewilderment and frustration I felt at the
breast screening program has now been replaced by a beginning understanding of the complexity
of social issues that are influencing the promotion and practise of BSE. And while the literature
was consulted to assist in the extended thematic analysis (after the concept maps were
completed), it did not drive the organization and presentation of research results. That the
research results fit so well with Lupton’s three dominant discourses was a very late stage
discovery (less than one week prior to completing the first draft of this chapter). Perhaps because
of this, it was even more exciting to see the pieces of the puzzle come together in a meaningful
and coherent way. As a result of this research process, I have more knowledge of the vast
literature pertaining to breast screening, and the many theoretical and methodological approaches
that can be utilized to address this and many other health issues. It has been an empowering
experience for me as well as the other research participants.

No one study can adequately explore all dimensions of a phenomenon and areas for
future research have been highlighted as a result of the findings of this research study. One is the
need to more fully explore and understand the relationship between women'’s practice of breast
self examination and their body image. It was apparent in these focus groups that the "ideal”
female body, imposed through social discursive practices, was an issue of concern to these
women but this could not be adequately explored in this study. The current literature supports the
relationship between the construction of women’s subjectivities through social discourse
(including that of biology and Medicine), and the desire of women to display largely unattainable
standards of beauty (Bordo, 1993, 1997; Gimlin, 2002; Grosz, 1994). Similarly, there is a need to

more fully explore the relationship between dominant social discourses, such as those of
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Medicine, their relationship with individual responsibility for health status. and the maintenance
of existing power relations in society. This issue has been taken up by Turner (1996), Beausoleil

and Rail (2003), among others, and deserves further attention.

Challenges encountered during the research process

Challenges in data collection

Learning how to do participatory research with a group of co-researchers required
reflection and intuition. One of the first challenges was becoming comfortable with my role in
the group so that I could appropriately facilitate discussion with these women, especially with
regard to knowing how much to say and share with the women. Emergent questions included:
Was my role more of ‘leader’ or group member? Should I actively participate and share my
opinions and experiences as any other team member? Should I try to direct the discussions
according to the proposed questions?

While I felt a member of each group with valid experiences to share, I was concerned that
my knowledge of the academic literature related to BSE might bias the discussion. It was
important that the women did not perceive me as an expert and defer to my opinion. This in fact
did not happen, as these women were not easily influenced. I sometimes found my commentary
disruptive to the group dynamics, as if they were happy to discuss the issues without the input of
“the researcher’. I tried to strike a balance between group facilitator (main role) and group
participant (secondary role). [ shared information from time to time, and specifically when asked.
This was done mostly to clarify a factual point, rather than an attempt to change a woman’s
attitude. To this end, I perhaps did not participate as much as other women, in order for them to

have a lead role in the research process and the issues discussed.
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With regard to directing the discussion, few questions or other means of facilitating the
discussion were necessary as the women needed little or no prompting to openly discuss issues
related to BSE. As my comfort level with the research process grew over time, I learned to allow
the women to introduce any topic they felt relevant and to interject with a probing or clarifying
question only sporadically. As for re-directing the women when they went “off-topic’, it soon
became obvious that some of the most interesting discussion occurred when the women were left
to follow a course of conversation that at first seemed only marginally related to the research
question. This was especially the case when larger issues related to their social context were
explored. This approach allowed for a very relaxed environment with much lively, spontaneous,
and fun discussion.

Another major challenge in the data collection phase was technology. My original
transcriptionist suggested [ use a four-track legal audio recorder. This included several individual
microphones and would provide great clarity of the recorded discussion, particularly important
as group members often talked at the same time. In addition with feeling nervous because of my
unfamiliarity with this technology, a problem occurred during the first meeting of Group B. The
tapes recorded the conversation at the wrong speed, which then had to be taken to a technical
specialist to slow down. This resulted in the voices becoming slightly slurred and at a deeper
tone than normal. At the same time, my transcriptionist felt she could not continue. This meant
the recordings had to be transferred to another tape, as only a legal recorder (to which there was
no longer access) could replay the original recordings. Once the recordings were transferred (a
micro cassette was recommended), some of the clarity was lost. However, hours of listening to

the tapes and poring over the transcripts have resulted in a good representation of the first two
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group discussions. The lesson in this frustrating experience was that all technical equipment

should be pre-tested and wholly familiar to any researcher, before data collection begins.

Challenges in data transcription
Creating an accurate transcription of a group discussion is a time-consuming and difficult
task. In addition to the poorer sound quality of the first audiotapes, it was sometimes difficult to
hear what the women were saying, and to know who was speaking, as they often spoke
simultaneously. The transcription process was a far more time and labor-intensive experience

than I had anticipated.

Challenges in data analysis
The first attempt to identify change in the women over time was achieved through using

the constant comparative technique. In doing so. discrete categories, ‘super-categories’ and later,
codes and themes, were created by using the Ethnograph software program for qualitative data
analysis. After three and a half months of committed coding, all analysis to date was lost when
my hard drive collapsed. Not having a complete backup of all data analysis (although this was
attempted a few times), [ was left without any coding to consider my next steps. Interestingly,
this was the same time that I was investigating narrative analysis as an alternative approach to
analysis. This incident was instructive in that it taught me the importance of having everything

backed up all the time, and that perhaps it really was time for a change in approach.

Potential biases
There is a potential bias associated with self-selection. The women who volunteered for
this research were generally university or college educated and employed in a professional

capacity. It is not known if the women's educational and professional status greatly influenced
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to not bother doing it anymore. It is important to listen to the voice of women. Future research
into BSE and other health issues should be done collaboratively with women so that they are
really heard as they discover and explore the important factors influencing their health. We
should not let this important experiential knowledge be subjugated by increasing medical and
technological dominance.

Based on the current evidence, health professionals should encourage women to examine
their breasts as a prudent approach to self care. However, any promotion of BSE to women must
ultimately empower them to make their own decision in this regard. In order to do this, women
must be given access to all relevant information so they can be informed in doing so. This may
be accompanied by an objective interpretation by a health professional so that the morass of
conflicting information is not overwhelming to them. In addition, it is important to be alert to
disempowering discourses promoted through the ideology of self-responsibility and
technological and scientific superiority so that women are not made to feel responsible for their
prognosis or guilty about their choices, particularly if they did not choose to screen regularly.

Women have the right to care for their bodies in the way they determine to be

appropriate. It is condescending to tell women not to bother doing BSE because the scientific

evidence does not support it. Women know better.
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to all participants at the completion of the study. The research process and results may be
presented at professional conferences and meetings, and in the academic literature.

I look forward to working with your guild. Iam enclosing a copy of the research proposal. If

you would like more information about this study, please do not hesitate to contact me at home

(754-6336), at work (737-7194) or by fax (737-3836). Thank you very much for your
consideration.

Sincerely,

Anne Kearney BN RN MHSc.
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To all members of the XXXXXXX Guild:

I would like to take this opportunity to introduce myself. [ am a registered nurse who is
also a Ph.D. student in Medicine (Community Health) at Memorial University of
Newfoundland. A major part of this degree is the completion of a research project. [ am
keenly interested in issues related to breast cancer and have decided to do my research on
the factors influencing women’s practice of breast self examination. I have spoken to
your President, XXXXXXXXXXX, and your executive and committee chairs. They have
given me permission to speak to the general membership of your guild about this research
project at your next meeting in September.

At this meeting, I will explain my research in detail, answer all your questions and
concerns, and ask for volunteers to participate in the study. You will have complete
control over whether or not you will be involved in this research.

I plan to hold discussion groups with four small groups of women (6-8 women per
group). Each group will be asked to meet six times. All women who volunteer will be

considered co-researchers and will help determine what will be discussed. All
information will be held confidential.

[ look forward to sharing more information about this project with you in September.

Sincerely,

Anne Kearney BN RN MHSc.
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Appe! lix 3: Questionnaire regarding Demographic Data
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Data Collection Tool for Demographic Data

Questions related to demographic data are taken from Canada's Health Promotion Survey 1990
(Health and Welfare Canada) and the First Visit Questionnaire given to clients of the
XXXXXXXXXXXXXXXX Program for Newfoundland and Labrador.

1. What is the month and year of your birth?

Month Year
2. What would you say is the main ethnic group of your ancestors: Check one only.
English French
Irish Scottish
Aboriginal [don’t know
Other
3. What is your last level of education completed. Check one only.

Grade 9 orless

Some high school

High school diploma
Some college/university
University degree

4. What is your current work situation?
Homemaker Retired
Employed outside the home Unemployed
Employed in the home Other

S. What is or was your main occupation? Check one only.
Farming or fishing or processing Sales or service
Clerical Skilled labourer or trades person
Factory work or manual labour Management or administration
Professional I have not worked outside the home
Other

6. What is your current marital status?

Single (never married)

Married (and not separated) or living common law
Separated

Divorced

Widowed
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Appendix 4: Thank You Note in Crafters’ Newsletter after Recruitment
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A note of thanks!

I would like to thank the executive and membership of the
XXXXXXXXXXXXXX Guild for allowing me some time to speak
at your meeting on September 21, 1999. I received a lot of
interest for participation in my research study on breast self
examination. I am really looking forward to starting these group
discussions in January. All members are welcome to call me at
any time if you have any questions, comments or concerns
regarding my research. I may be reached at work at XXX-XXXX,
at home at XXX-XXXX or by email at
XXXXXXXXXXXXXXXXX.

Anne Kearney
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Appendix 5: Application for Ethical Review
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Appendix 6: Consent Form and Statement
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FACULTY OF MEDICINE - MEMORIAL UNIVERSITY OF
NEWFOUNDLAND
AND
HEALTH CARE CORPORATION OF ST. JOHN’S

Consent To Participate In Health Research

TITLE: Promoting Breast Self Examination: An Action Research Study

INVESTIGATOR: Anne Keamey

You have been asked to participate in a research study. Participation in this study is entirely
voluntary. You may decide not to participate or may withdraw from the study at any time.

Information obtained from you or about you during this study, which could identify you, will be
kept confidential by the investigator. The investigator will be available during the study at all
times should you have any problems or questions about the study.

e purpose of this study is to gather information about the reasons why women do or do not
examine their breasts and the potential influences on women within our society that may affect
their decisions regarding this. At the present time, research on breast self examination has not
provided clear evidence to health care workers that it can save lives. This has led to some
confusion among health care workers and women about the value of breast self examination.
The information gained from this study may lead to recommendations about how breast self
examination should be promoted to women (if at all). It may also raise questions that will need
further study.

If you choose to enter this study, you will be asked to take part in a series of discussions with
approximately five to seven other women. These discussion groups are called focus groups. In
these focus groups, you may be asked to consider questions such as: What is health? What does
cancer mean to me? What does breast cancer mean to me? What does being a woman mean to
me? What does breast self examination mean to me? What messages do I receive in society
about being a woman...about having breasts...about doing breast self examination? Should
women be encouraged to examine their breasts? How should breast self examination be
promoted to women? You are considered a co-researcher in this study and you will help
determine the issues that will be discussed. The focus group discussions may be stimulated by
¢ group members through various means, including guest speakers, news articles, personal
anecdotes or advertisements that include women.

You will meet in your focus group about once a month for six months. Each focus group will
last about 90 minutes. You may refuse to discuss any issue or leave the focus group at any time.
If there are particular issues that you would prefer to share privately, you can request to meet









Making the Connections 312

Appendix 7: Schematic Representation of the Data Collection Process
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Appendix 8: List of Questions Proposed at the Qutset of Data Collection
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List of Questions Proposed ( the Outset of Data Collection

What do you know about breast self ex nination (BSE)?

Where have you received information  out BSE?

Do you examine your breasts? Why? ~~"hy not?

How do you usually feel when you are examining your breasts?

What do you know about breast cance:

Most women do not examine their bre ts. Why do you think this is so?
What does it mean to be a woman?

What does it mean to have breasts?

What does it mean to have the potenti: to get breast cancer?

What does health mean?
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Appendix 9: Questionnaire regarding Women’s Knowledge, Attitudes and
Behaviours related to Cancer, Breast Cancer, and BSE



Making the Connections 317

Questionnaire regarding women’s Knowledge, Attitudes and Behaviours related to Cancer,
Breast Cancer, and BSE

1. Has a doctor or nurse ever examined your breasts?
Yes [
No [C

2. Do you examine your breasts?
Yes =
No C

3. Do you feel you know how to examine your breasts correctly?
Yes O
No C

4. How often do you think a woman should examine her breasts?
Once a month U

Once every 2-3 months =
Once every 4-6 months =

Less often than every 4-6 months C
Never [J

Don’t know [C

5. How often do you examine your breasts?
More than once a month C

Once a month U

Once every 2-3 months U

Once every 4-6 months T

Less often than every 4-6 months C

6. Have you ever had a mammogram (x-ray of the breast)?
Yes O
No C*
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7. In general, compared to other people your age, how would you describe your health?
Excellent
Very good [
Good U
Fair
Poor —

8. How likely do you think it is that you will develop cancer at some point during your
lifetime?

I will definitely not get cancer (]

It is unlikely that I will get cancer

My chances are 50/50 - I may or may not get cancer [

It is likely that [ will get cancer

[ will definitely get cancer

Use the following scale when answering the next question. A response of 1 would indicate
“not effective at all” through to 5 “very effective”.

9. How effective do you think BSE is for the early detection of breast cancer?

| E OO 2, 3 G 5
Not effective  Not very Neutral Somewhat Very
at all effective effective effective

10. Do you feel that breast cancer is treatable?

| TSRS 2 s B e G 5
Never Not very Sometimes Usually Always
Often

11. In general, do you think cancer is treatable?

| ORRURTRRRRTRRR 2 B G 5
Never Not very Sometimes Usually Always
Often
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Appendix 10: Concept maps of BSE created by Groups A and B
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Appendix 11: Feedback from Co-researchers on the Research Findings
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Feedback from Co-researchers on the Research Findings

Date of meeting: March 3, 2004
Attendance: Marion, Jean, Beth, Rose, Adele, Madonna, Joanne, and Lynn.

The notes of the meeting with the co-researchers were taken by Sheila Tucker, BA, MLS.
Pseudonyms for the women are utilized here. Except in one instance, individual names are not
presented in this discussion as the recorder acknowledged the comments of only two women by
name.

Anne provided an overview of the purpose of the meeting with the co-researchers: to
report research findings and elicit their feedback. She explained her personal and professional
relationship with the issue of BSE, and gave a general overview of the research process utilized.
The literature was reviewed including the epidemiology of cancer, and breast cancer in
particular. Information was presented related to risk factors and the role of early detection in
breast cancer, including a critique of the epidemiological studies related to BSE and
mammography effectiveness. In relation to the findings of the systematic review of BSE by the
Cochrane Collaboration (which did not recommend BSE as a screening tool for breast cancer),
the women made the following comments: “stupid”, “foolish”, “’you have to know your own
body”, “what harm is it [BSE]?”, “well, they may think it causes unnecessary anxiety, but it
doesn’t”, “do they have the same information as you did?”. Other questions were raised by the
women in relation to the Shanghai randomized controlled trial of BSE: “who paid for the
Shanghai study?”, “what was the political situation at the time of this study?”, “the authors
obviously don’t raise children”. In relation to the information presented on the effectiveness of
screening mammography, one woman said: “we hear people say / went for my mammogram only
six months ago and now [ have cancer”. Anne reviewed the literature related to women’s
knowledge, attitudes, beliefs and practices related to BSE, as well as provided information
related to the feminist action research approach utilized and the way the research was carried out
with these women. Following a description of the collaborative data analysis utilized, the results
were presented.

There was much discussion about the findings. The women stated that “size zero” was
talked about many times during the meetings. One woman remarked of a friend: “she doesn’t do
it [BSE] because she is terrified of finding something, and if she finds something, she would feel
like she should have found it years ago”. One woman remarked that everyone should read the
book The Red Tent about women who have to enter a tent for the entire time they are
menstruating. She said the whole book summarizes the slides entitled ‘The Middle . In relation to
the discussion of female beauty, one of the women remarked that she had recently read that “one
of the biggest-best presents a high school female graduate can get is a breast enlargement”,
which caused considerable reaction and discussion among the women. In relation to female body
image, Beth relayed a story about a five year old girl who refuses to eat a snack during school
recess because she is concerned about her weight. This was followed by a discussion of how
women are portrayed in the media. The women also talked about social beliefs related to women,
in particular the notion that women who don’t have children have no value. One woman,















