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As the Canadian society becomes more racially and culturally diverse, health care 

professionals face the challenge of identifjmg and exploring issues of diversity in 

meaninfil ways that would improve the quality of care for al1 clients. Although Nova 

Scotia has the highest number of people of Afi-ican descent in the Maritimes, there has 

been no research exploring the health care expenences of this group of the population. 

This research explored the childbirth experiences of Afiican Nova Scotian women within 

the Nova Scotian health care system. 

The primary objective of this research was to generate knowledge about the effects 

of racism on their childbirth experiences in hope of helping health care providers and 

policy makers to efficiently address the needs of people of ail races. Feminist participatory 

action research (PAR) methodology formed the guiding tenet for this qualitative study. 

Methods of data collection included in-depth interviews of eight women and several focus 

çroup sessions involving members of the Black women's health program. Thematic 

analysis was the method of data interpretation. 

The five themes that emerged from the data are: (1) The meaning of the childbirth 

experience; sense of responsibility, childbirth as a positive life event, the uniqueness of 

childbirth as a life experiences, childbirth as a bitter-sweet paradox, and childbirth as a 

spiritual event; (2) Issues of access to  health care; inaccessibility of health care services, 

inappropriate use of medical discourse and lack of adequate information on Black health 

issues; (3) Racism within the health care system; persona1 discrimination, institutional 

racism and the effects of racism; (4) Lack of culturally appropriate care; individual cultural 

insensitivity and institutional cultural insensitivity; and (5) The value of support net work; 

family as a support system, and health care providers as a support system. 

These findings were analysed in tems of the socio-economic and political 

perspective and how institutionalized systems of oppression such as racism, sexisrn and 

classisrn interact to  shape Black women's experiences. Implications and general 

recornmendations were discussed for policy-makers' consideration. The thesis conduded 

with a discussion of the social action component of the research project. 
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CHAPTER 1 

INTRODUCTION 

Childbirth, the process of giving birth to a child, is one of the most significant life 

events for a woman and her family. It exens a profound physical, mental, emotional and 

social impact on her. Halldorsdottir and Karldottir (1996) note that no other event 

involves such pain, emotional stress, vulnerability, possible physical injury, permanent role 

changes and assumption of new responsibilities. Childbirth is coloured by circurnstances 

and expectations of the woman and her sense of self in the dynarnic system of the known 

and unknown world of childbirth (Rubin, 1984). According to Rubin, the childbearing 

experience creates an irnbalance in the fiinctional equilibrium of the interpersonal 

relationships of family, work and social interest. While lay or common understanding of 

childbirth describes it as the events by which a child physicaliy leaves the mother's body, 

the Reproductive Care Program (RCP) of Nova Scotia (1996) describes it as an event that 

begins with a woman's first knowledge of her conception and concludes at the end of the 

baby's first year of life. And for the purpose of this study, childbirth includes the entire 

process of pregnancy, labour, delivecy and first year of the baby's life. 

The pnmary objective of this research was to generate knowledge about the 

childbirth experiences of Afncan Nova Scotia Women and the effects of racism on this 

experience. Feminist participatory research rnethodology fomed the guiding pnnciple for 

the study. In this chapter, 1 will briefly discuss the process of childbirth, the concept of 

racism, and the purpose and significance of the study. 1 will aiso outline the research 

questions and the process of choosing a title for the study. 
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From a socio-cultural point of view, human childbirth is a unique process involving 

highly systematized patterns of care that may be found in any culture. The diversity and 

patterns are so great that care in one culture rnight not be recognized as care by members 

of another culture. Thus if one cultural group confiants the practices of another, they may 

be left wondering how women even survive the childbirth process (DeVries, 1989). 

Culture not only specifies the care available to the pennatal family, but it afso socializes 

and educates thereby eliciting the desire for a particular style of care. Hewison (1993) 

notes that the discourses surrounding childbirth reflect and construct its social meaning 

and contribute to the reality of childbirth as an event experienced by people. 

One of the consistent findings of both British and American studies on women's 

views of care during the childbearïng period has been the lack of respect shown by the 

careçivers, both to the women themselves and to their family commitments and 

responsibilities (Reid and Garcia, 1989). Afncan Nova Scotian women have also 

expressed the lack of respect and sensitivity of health care providers in addressing their 

needs during Black Women Health Program meeting (Persona1 Communication, 1998). 

Reid and Garcia also acknowledged that Black women or other minonties may have 

special needs in pennatal care. For example, some Black women, because of their socio- 

econornic status, may not have proper prenatal care and nutrition. Thus care pronders 

should be more respectfùl of these women's needs and circumstances as this will facilitate 

the development of a less threatening relationship. Kitzinger (1989) notes that the 

perception of the physiologicd process of childbirth such as labour pain is culturally 

shaped and it can have negative or positive meaning, depending on the nature of the 
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interaction between a labouring woman with those attending to her. For example, ail 

women who suffer pain in an unfarniliar hospital environment where they do not 

understand the invasive procedures which are likely to occur, rnay experience intensified 

pain due to fear, anxiety and disorientation. In addition Black women ofien labour outside 

t heir culture thus increasing the complexity of their situation. 

In order for nurses and other hedth care professionals to recognize the limitations 

in the care available to Black people, it is vital for them to understand the context of health 

care inequality and the necessity for institutional and individual change. In short, my 

research deliberately engaged with the racism that is involved in the health care. Racisrn is 

discussed because exploring the dynamics of discriminatory practice which structures 

many aspects of Black women's everyday life may enable health care professionals to 

understand the complex ways in which racism interacts with other social determinants of 

health. Racism influences both the patterns of health status and the utilization of health 

services by Afncan Nova Scotian women. Culley (1996) states that the dominant way of 

conceptualizing issues of 'race' and health has many flaws which may serve to obstnrct the 

attainment of equitable health and health care in a multiracial society. For example, 

inadequate education of health care professionals regarding racism may lead to Jack of 

understanding of institutionalized racism and discrimination within the health sector or 

other societal structures in general. A United Kingdom study found a considerable deficit 

in the knowledge of racial issues among health m e  providers (Higham, 1988). Many 

nurses in this survey indicated that they received little or no information in their training 

for working in a multiracial society and some of these nurses did not see the need for 
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training which addressed attitudes and prejudice (Higham). Lack of knowledge of the 

dynarnics of racial and cultural differences may lead to inadequate care. For example, it is 

not uncornmon to find health care professionals who may be uncertain about how to 

recognize racism and how to respond to it. It rnay be as simple as not being able to give 

d i e t q  advice that is usefùl in terms of a client's own dietary habits and preferences. 

Accordine to Culley (1996), lack of understanding of difference may lead to "value 

judgments" placed on that difference as deviant, alien and a "problem". For example, not 

only can Black people be seen as different, but they are seen as infenor and subordinate. 

In other words, they are 'other' to the nom of Whites. 

Racism, like classism and sexism is a form of discrimination. Boyd (1998, p. 9) 

defines racism as "any action or institutionai practice backed by institutional power that 

subordinates people because of their colour or ethnicity". She further noted that "those 

who hold the most power are the ones who keep the fires of racism burninç. They do it 

by using their power to press their opinions and keep prejudice and stereotypes alive in the 

minds of others" (Boyd, p. 9). It is widely acknowledged that while overt and blatant 

racism has become Iess socially acceptable across North America, racist values have not 

realIy changed. Rather, racism has largely become 'quiet', 'closetted', 'subtle', 

'disguised', 'hidden', and 'covert' (Naidoo & Edwards, 199 1, p. 2 12). Black people and 

other people of colour shoulder a heavy burden as targets of racism in Canada and Nonh 

Arnenca generally (Naidoo & Edwards). The racism that Iingers in the Canadian Society is 

still powerfül enough to place people of colour under the pressure of always being on the 

watch for the hard edge of prejudice and discrimination (Naidoo & Edwards). While the 
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blatant racism such as discriminatory immigration laws that denied Black people escaping 

slavery in the United States admission into Canada, by means of medical determination 

(they were unable to adapt to the cold), occurred in the early part of the century, systemic 

constraints persist. For exarnple while Black Afncans are not directly denied entrance into 

Canada on the basis of their cultural origin, many of them fail to meet the necessary 

immigration criteria of the institutionaliied point system. 

Addressing institutionai racism is a key element in ensuring genuinely equal access 

to services for al1 clients and their families. This can be diAicult and might take a Ions 

time because people are ofien reluctant to see that their own actions may be unconsciously 

contributing to discrimination (Schott & Henley, 1996). Many have painfùl mernories of 

the experiences of racism in their everyday lives. My own experiences of being a 

childbearing woman and a Black nurse in the last eight years have created in me a realism 

that 1 ofien find disturbing and confusing. My reaction to this new reality varies; 

sometimes it gives me a feeling of fear, anger and helplessness for my inability to act in 

the face of racism, and other times 1 feel a buming desire to challenge prejudice and 

discrimination. However, challenging racism can be difficult because it takes time and skill 

to develop strategies of doing it effeaively without blaming ourselves or becorning 

discouraged (Schott & Henley). 

In my thirteen years as a pennatal health care professional nurse, 1 have learned 

that meaningful and effective pennatal care can only be hlly achieved when caregivers 

engage in interaction that promotes mutuai understanding and creates a common goal in 

care. The reality of the health care system is that care for women during childbirth is ofien 



6 

designed and irnplemented by those who provide that a r e ,  with little or no input from the 

recipients themselves. A care provider's decision is oflen based on many factors: 

persona1 experience, personai preference, personai values, availability of resources and 

facilities, and a myriad of other considerations, some of which rnight not be in the best 

interest of the client (Enkin, Keirse, Renfrew, and Neilson, 1995). If nurses are to provide 

tnily holistic nursing care, it is imperative that they seek the client's perspective of her 

situation whatever her race or culture. This will provide opportunity for the nurse to learn 

about the client's values, beliefs, and practices; it may also enhance the attainment of 

desired health outcornes such as the safe birth of a heaithy baby and a healthy mother. 

Purpose of Study 

The purpose of this qualitative study was to generate knowledge about the 

childbirth experiences of Afncan (Black) Nova Scotia women within the health care 

system and to give voice to these women. The experiences of these women were explored 

in the hope that it will enable health care professionals to provide more culturally 

appropriate health care services by uncovering the extent to which racism affected the 

childbirth experiences of people of Afiican descent. 

Significance of the Study 

In order to provide tmly holistic care to al1 Canadians, culturally specific care 

cannot be ignored in the health care system. Black people have been in Canada for over 

three hundred years and their population has risen to a significant level (Hill, 1993). The 

national statistics for visible minonty population indicates that 578,860 Black people live 

in Canada (Statistics Canada, 1998). The majority of Blacks in Canada live in Ontario, 
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Quebec and Nova Scotia (Carter & Carter, 1996). Canodian statistics fiom 1996 census 

showed that 18,105 Blacks reside in Nova Scotia - five times greater than the total number 

of Blacks in other provinces in the Atlantic region (Statistics Canada). With this 

significant number of Afiican Nova Scotians, there is clearly a need for health care 

professionals to closely examine the praçtical aspects of care available to the cultural 

communities we serve and the reality and effects of racism in the society. 

The result of a survey of Afncan Nova Scotians in 1994 showed that women 

ranked their satisfaction with their perinatal care as the second lowest in cornparison with 

other health care services (BLAC Report on Education, 1994b). This finding is consistent 

with the Department of Health (1997) report on the potential for rnidwifery practice in 

Nova Scotia. It quoted an Afncan Nova Scotian woman who expressed her feelings about 

perinatal care as thus: "It is not a Black-White thing. It's having people who understand 

your culture, your traditions, how things are for you" (Daniels, 1997, p. 44). This 

suçgested that there was a need to examine Afncan Nova Scotia women's journey 

through the unique world of chiidbirth. It is my hope that in doing this research, 1 will 

beçin the process of addressing this need. The research will hopefully enlighten and 

empower the participants and myself to take actions which will create changes in the 

childbirth expenences of Afncan Nova Scotian women. In that sense, it is intended to be 

t ransformative. 

Research Questions 

Neuman (1994) States that a researcher needs to refine the research topic and 

frame appropriate research questions to guide the discussion during the interview. 
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However, in a qualitative study such as this, research questions may change according to 

participants needs. Inherent in feminist research is the necessity to allow for refinement of 

the research questions as the research progresses ((Kirby & McKenna, i 989). The 

interview guide on Appendix C assisted me in the beginning of the interview process but 

changed as the interactive nature of this research evolved. The following three questions 

were the guiding tenets for this process: 

I .  What are the experiences of Afiican Nova Scotian women regarding childbirth 

with the health care system? 

2.  To what extent does racism affect this experience? 

3. What are the suggestions and recommendations of Afncan Nova Scotian women 

regarding the strategies that would help health care professionals to best meet their 

perinatal care needs? 

Choosing a Title for the Study 

The terms African Nova Scotians and Black Nova Scotians are used 

interchangeably in this research to refer to Nova Scotians of Afncan descent. Ail the 

participants in this research were indigenous African Nova Scotians (that is, their 

ancestors have lived in Nova Scotia for more than three generations). According to 

Benton (1 997), the joumey through Afncan consciousness and ethnic identity is a complex 

one that involves conflicts and discomfons. This is congruent with my feelings during the 

process of deciding the most appropriate title for this research on the childbirth experience 

of Afiican Nova Scotians. These feelings of indecisiveness about an appropriate title 

continued until towards the end of the research process when al1 participants of the study, 

both in the individual interviews and focus group sessions were pnvately surveyed by 
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telephone. Al1 participants were asked which name they preferred. Two options were 

provided: (a) Black Nova Scotian women, and (b) Afncan Nova Scotian women. The 

women were also told that majority would rule in terms of choosing a title that reflected 

what most of the participants choose. Since %OO/o of the women wanted to be identified as 

"Afncan Nova Scotian women", and the other 2% preferred to be called Black Nova 

Scotian women, the title for this research evolved as: "The Childbirth Expenences of 

Afiican Nova Scotian Women". 

The reasons given for choosing "Afiican Nova Scotian" over "Black.. ." included: 

"African Nova Scotian makes us feel more c o ~ e c t e d  to Our people rather than Our color". 

Another woman said "1 prefer M c a n  Nova Scotian because Black seems too 

'Niçerous"'. One of those who chose "Black ..." over "Afncan Nova Scotian" did so 

because "Black Nova Scotian" clearly tells people who they are. She said there was no 

need to be called "Atncan Nova Scotian" because other members of the society do not 

identi@ thernselves by their ancestral origin, for example, 'European-Nova Scotians'. 

Another woman preferred to be identified as a "Black Nova Scotian" in order to maintain 

consistency with other resources in the Black community such as Black Women's Health 

Program. This demonstrated the high level of cultural understanding and Black people's 

pride of the women. Benton (1997) noted that, maturity of Atncan consciousness leads to 

a strong sense of pride toward being of Afican descent. At a thesis cornmittee meeting, 

Dr. Thomas Bernard, an indigenous Afncan Nova Scotian woman, noted that this finding 

is an indication of progress on the part of Afncan Nova Scotians toward understanding 

and identiQing with their ancestral origin (Personal Communication, 1999). 



CHAPTER II 

LITERATURE REVIEW 

In this Chapter, 1 intend to place the evolution of childbirth in an historical 

context, as well as discuss generaily the history of Afican Nova Scotians and how this has 

played out within their social context. In order to understand the childbirth experiences of 

Afican Nova Scotian women within the health care system, it is imperative to examine the 

socio-cultural, political, economic and hiaorical context that has shaped the lived 

childbirth experiences of the Afncan Nova Scotian women. To achieve this, 1 will explore 

the following areas of the Iiterature that are relevant to this issue: the historical context 

that has set the stage for the medicalization of childbirth in general, the current context of 

perinatal care, and the link between culture and childbirth. In the second section, 1 will 

present a bief historical o v e ~ e w  of Afncan Nova Scotians. In the following section I 

discuss concepts such as culture, races, ethnicity and gender as theoretical issues, and their 

impact on African Nova Scotians. 1 will conclude this analysis of the literature with a 

discussion of childbirth in the Afncan Nova Scotian context using an oral account of the 

childbirth experience of a seventy year old Black woman. 1 use this unusual format 

because of the scarcity of written discourse, and to hear first hand one woman's account 

of giving birth. It will be presented in a brief account allowing her voice to be heard. 

Historical Context: Setting the Stage for the Medicalization of Childbirth 

As society changes and as our knowledge of childbeanng evolves, the 

requirements of case giving are altered. The most obvious changes are those in the 

technical aspects of care, and the way the caregiving task is perceived by society 
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(DeVries, 1989). These changes largely reflect social, political and technological 

developments. Historicaily, caregiving during childbirth was the responsibility of family 

members and friends. However, the philosophy of professional caregivers has evolved 

over time, and caregiving has shifted from indigenous folk forms of care to that which is 

sophisticated, professionai and technological, in an attempt to reduce infant and materna1 

mortality rates (Kitzinger, 1989)- With advances in medicd knowledge, reliance on 

technology became more comrnon, and the birth place shifled fiom home to hospital for 

reasons of convenience of caregivers. As care moved fiom the unstructured environment 

of the home to the hospital, caregivers lost a measure ofintegration with the community. 

The scientific and technological development that facilitated these changes also made the 

persona1 relationships between clients and caregivers less significant (DeVries). 

The catalysts for the modemkation of birth were science and technology and this 

transformation was willingly accepted by the public as a way to minimize the risks 

associated with birth. This occurred as a result of their strong faith in, and reliance upon, 

a scientific method that formulates hypotheses and verifies or falsifies them by 

experimental testing (DeVries 1989). Convinced by a culture that finds efficacy in 

technical gadgetry, clients felt reassured by the technology of obstetrics (DeVries). 

Undeniably, the process of childbearing became medicalized during the twentieth century 

as reflected in the large number (96%) of pregnant wornen in the United States who 

received regular medicai care in 1994 (Barker, 1998). Barker also notes that while almost 

no women saw physicians prior to deliveiy in the early part of the century, almost ail 

pregnant women receive such care today. 
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Medicalization refers to "the way in which the jurisdiction in modem medicine has 

expanded in recent years and now encompasses many problems that formerly were not 

defined as medical entities" (Gable & Calnan, 1989, p. 223). This involves medicine's 

ability to reconceptualize a phenornenon as 'medical' and an acceptance of that 

conceptualization by the public (Rodin, 1992). According to Barker (i998), medical 

scholars have skiIfùiiy produced multiple arenas in which people's everyday lives and 

experiences have corne to be understood medically. For example, physiological 

reproductive processes such as  pregnancy and childbirth have been defined as medical 

problems that require medical speciaity and reproductive technology to diagnose and to 

treat (Gijsbers, VanVliet & Kolk, 1996). Gijsbers, et. al. reported that the rise of 

reproductive technology has changed the experience of pregnancy as its outcome is 

expressed in terms of chances: "the chance to become pregnant, the chance to get a baby 

with a conçenital abnonndity, the chance to get a fdse-positive or false-negative result 

and the chance to get a miscarriage ..."(p. 714). This creates anxiety in women and may 

lead to their inability to make free and grounded choice of care on the basis of a rational 

decision making process (Gijsbers, et. ai.). 

According to Keirse (1989), specialist care, no matter how competent, does not 

alter the basic fact that the majonty of pregnancies are perfectly normal. Tritten (1 995) 

notes that in contemporary Western society, childbirth is seen in terms of the activity of 

the uterus and the acts ofthe caregivers rather than the activity of a woman giving binh. 

This is evident when the discourse surrounding the process is described in terms such as 

delivery, for example, which assumes health care profession& do the work, that is, they 
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'deliver' while mothers are relatively passive birthing machines. Bastian (1992) notes that 

"the practice of defining pregnant women by their 'conditions' may be convenient and 

informative between professionals but it is quite literally depersonaiizing" (p. 92). As a 

perinatal nurse, I am oflen amazed at the list of things women are told they have failed at 

such as: 'failure to dilate', 'failure to progress' and 'failure to thrive' (their babies). Other 

dehumanizing language of the perinatal system include 'incompetent ceMx', 'inadequate 

pelvis', and sometimes the entire human being and her baby can be reduced to 'a 

prolapsed cord'. This language of failure, inadequacy and incompetence may have 

adverse effect on the confidence and self-esteem of the non-medicai consumer (Bastian). 

Barker (1998) notes that the power embedded in biomedical discourse is a 

mechanism facilitating the view of pregnancy as a disease requinng "diagnosis" and only 

physicians possess the sufficient means by which to "diagnose". This shifis the focus away 

from what women could do for themselves to ensure their safety and the safety of their 

babies as a natural biological process, to a need to defer to a physician. This has led to an 

increasing emphasis on the need to monitor al1 pregnancies using technology (Barker). 

The reliance on obstetrical technology to manage pregnancy contributes to lack of 

a holistic care in the childbirth experience. Sandelowski (1993) defines technology 

dependence as the short or long terni reliance on devices and techniques to resolve health 

care problems which may not be problems at d l .  This technology dependency contnbutes 

to hierarchies of power in the caregiver-client relationship. As Sandelowski points out, 

technology dependency "expands professional caregivers' practice, authority and 

power.. .while limiting human capabilities" (p. 39). She afso notes that obstetnc 
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technology creates the illusion of medical certainty, while at the same time objectifjing 

women as objects to be treated thereby fiagmenting their experiences. 

Intrapartum electronic monitoring of labour is one example of  the widespread use 

of technology which tiagments women's experience. Despite the Iack of clearly 

demonstrated benefits in low risk pregnancy, and the evidence that use of continuous 

electronic fetal monitoring in labour increases risk, electronic monitoring of uterine 

contractions and fetal heart rate is a common obstetnc practice (Society of Obstetric & 

Gynaecology of Canada, (SOGC), 1995). This information is then interpreted by health 

care providers fiom the fetal monitor; thus, it is not the woman who records contractions 

but rnonitors. Moreover, fetal monitors and ultrasounds project the sound of the heart 

beat and fetal movements for al1 to hear and see, therefore extemalizing the normally 

private relationship a woman has with her baby. However, it must be pointed out that 

efforts are being made to address this issue. For example, SOGC provided a number of 

guidelines for fetai surveillance in labour, one of which is intermittent fetal heart rate 

auscultation with a hand-held ultrasound doppler for low nsk women. 

Gender hierarchies contribute to women's alienation during pregnancy due to the 

inequalities inherent in male-fernale relationships increases alienation (Young, 1984). For 

example, in a relationship between male physicians and pregnant women, the nom of 

'supenor to subordinatdmale to female' relationship is intensified when al1 knowledge and 

power resides with the male. Oakley (1987) notes that the power of reproductive 

technology reinforces stereotyping of women as illustrated in the use of routine ultrasound 

in healthy pregnancy, to enable physicians to assess gestational age - information that 
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could be obtained fiom the woman. Oakley also notes that once it is believed that 

technology is less fallible than the woman, then she does not need to  be asked any more. 

For example, when information about the woman's body such as fetal movement, is 

obtained fiom ultrasound, then there is less need for physicians t o  talk to women, thus 

defining the place of women and keeping them in it. 

Keirse (1 989) states that the iater half of  this century has seen enormous changes 

and improvement in the care provided during childbirth. The feminist movement renewed 

emphasis on the naturalness of  childbirth as women began to question the abuse of power 

by institutions, sexism in medicine and the interventionist medical routines for birth; this 

brought about a shift in focus fiom the product of conception t o  the whole childbirth 

experience (DeVries, 1989). It is interesting to  point out that most obstetricians are 

male, al1 of whom will never have the experience of childbearing, while their consumers 

are female and often have limited knowledge of reproductive technology. Avant (1 983) 

states that the movement towards a more natural approach to childbirth and the need for 

clients and their families to  have a greater sense of control over their birth experience has 

increased the number o f  clients seeking individualized care. Enhancing gender sensitivity 

and reducing rnedicalization are central issues in improving quality of  care. 

Current Context of Pennatal Care 

Although Westem society has made substantive improvements in the a r e  provided 

in childbirth, these improvement have, by no means, reached al1 segments o f  society. 

Keirse (1989) states that a large number of immigrants who now make up a large part of 

the childbearing population in Western society, are at a considerable disadvantage in terms 



of accessibility to, and utilization of perinatal a r e ,  particularly regarding their own 

cultural desires. This is congruent with Daniel (1997) who found that many Nova Scotian 

women express hstrations and persona1 concerns regarding access to personally relevant 

perinatal care. Reid and Garcia (1989) note that women who are Black or from other 

minority groups may also experience some difficulties in obtaining adequate and 

supportive care because of reasons like lack of financial resources. 

The emerging caregivers in today's perinatai care system incIude rnidwives, 

family physicians, obstetricians, advanced practice perinatal nurses, staff nurses, lactation 

consultants, childbirth educators, and doulas. Some modern caregivers view birth as a 

patholoçical event in need of medical supervision, a belief that is influenced by early 

obstetricians who argued that ''normal childbirths are exceptions and that to consider them 

normal physiologic process was a fallacy" (DeVries, 1989). Despite this view of 

childbirth, Jackson (1993) reports that most women believe that childbirth is a natural 

process which requires little interference from professionals. However, fear of 'labour 

pain' is a major concem of women during childbirth. In a study by Jackson, sixty percent 

of the study participants wanted pain relief medications. Only six of eighty women 

expressed a desire for an analgesia-free birth. Hallgren, Kihlgren, Norberg and Forslin 

(1995) found that women who are better prepared and supported prenatally, had more 

confidence in their ability to manage labour and delivery, and they aiso reported a less 

painfùl experience. 

A number of studies suggest that not only is confidence çreater d e r  childbirth 

education, but confidence is powerfully related to decreased pain perception and 
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decreased analgesia use during labour (Crowe & VonBaeyer, 1 989; Lowe, 1 99 1 ; Walker 

& Erdman, 1984; Wuitchick, 1990). A meta-anaiysis of eleven randomized tnals of 

labour support comprised of more than 3700 women in several countnes around the world 

produced strong evidence that professional labour support is effective (Hodnett, 1994). 

Hodnett (1996) also found that women who had extra labour suppon had shorter labours 

and were less likely to have any anaigesidanaesthesia use during labour, an operative 

vaginal delivery or  a cesarean section. Infants delivered by these women were less likely to 

have a five-minute apgar score of less than seven and the women were likely to rate their 

childbirth experiences negatively (Hodnett). In this technological age, perinatal nurses 

need to understand the importance of women's views when considenng different methods 

of managing labour pain. Some women would benefit from a caregiver who encourages 

the use of obstetric analgesia, while others might not. The challenge for the caregiver is to 

be sensitive enough to assess those needs properly. 

With the advent of Western medicine, women chose physicians with the 

expectation that medicine could protect them fiom natural birthing disasters (Cochrane, 

1995). However, this is not necessarily the case, and recognizing that medical 

interventions may carry their own risks, sorne women are now opting for more control and 

fewer interventions. More healthy pregnant women are choosing to have a low 

intervention approach to pennatal care where a trained pennatal caregiver who shares her 

beliefs about childbirth, who knows and understands her in the context of her family, will 

follow her through the childbirth process (Riddell, 1 996). 

According to Winslow and Bayne (1994), in the North Amencan context of 
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childbirth, the main alternatives to conventional hospital births are home binhs o r  birth in 

birthing centres. These alternative processes provide women with some flexibility in t heir 

approach to  birth. Studies show that a small percentage of families prefer these alternative 

birthing centres because of dissatisfaction with technology in hospital obstetncs or  because 

of the desire for natural childbirth (Chamberlain, Soderstrom, Kaitell, & Stewart, 199 1 ; 

Spitzer, 1995; Waldenstrom & Nilsson, 1993). More recently, health care ' refond has 

led employers and public policy makers t o  redesign healthcare services. They are 

focussinç on the continuum of care, instead of episodes of care which was the trend in the 

past. Employers are using health promotion and wellness activities such as health 

information programs, prenatal classes and smoking cessation programs to lower their 

healthcare premiums. Still, there is much to be done in Nova Scotia as often these 

programs do not target those who are socially and economically disadvantaged. 

The Link between Culture and Childbirth (Childbearing) 

CuIture is a significant social factor which can over arch and influence sociai 

determinants of health such as individual values, perceptions of well-being, social support 

network and behaviour Iike choices of food and recreat ional activities. According to 

Gainer (1998, p. 7) culture cm "influence a person's income, and social status, 

educational attainment, employment and working conditions, safety of physical 

environments, opportunity for healthy child development and access to and utilization 

of health services". The link between culture and health is particularly clear in 

regards to marginaiized groups; racially visible persons expenence a disproportionate 

impact o f  certain negative social and economic conditions like unemployment and 



under-employrnent (Canadian Public Health Association, 1997). 

In health literature, c hildbirth has been described as a cultural phenornenon. 

Nowhere in a culture are there more prescribed ntuals and ways of behaving as are found 

around childbearing @inn, 1994). Some cultural dimensions of childbirth include methods 

of prenatal care, choice of caregivers, the birthing process, use of pain relief measures and 

diet (Finn). These dimensions of childbirth can range fiom the scientific medicine of the 

dominant cultures of Western societies such as Canada, to the indigenous childbearing 

traditions of the developing world (Mauricette, 1997). As health care professionals, it is 

imperative for nurses to provide care without letting their own ethnocentrism blind them 

to the actual needs and concems of their clients. May and Mahimeister (1990) note that 

"cultural beliefs dictate how women and their families view childbearing and care for their 

newbom" (p. 263). The relatively simple act of what is to be done with the placenta, for 

example, is afFected by cultural mores: some dispose it in the hospital while others take it 

home to plant a memorial tree for the child. 

Culture provides us with a way of viewing our world and it represents the 

assumptions we make about Our everyday life or the situations we face in life. Miller 

( 1  995) states that as health care professionals, nurses need to be aware of their own 

cultural values because when these values are at odds with those of their clients, conflict 

may occur. For example, pregnant Black women who engage in a practice of using home 

remedies such as goose fat and molasses for cold symptoms or other substances not 

scientifically considered beneficial may not share common beliefs with the health care 

professional. This is because Health Care Professionals' beliefs originate fiom a health 
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care culture where scientism is the main way of knowing and beliefs that differ are ofien 

viewed as superstition. People's contidence in health care ofien depends to a large extent 

on whether it fits in with what they have corne to expect. They tend to have faith in the 

system they have grown up with (Schott & Henley, 1996). 

In 1 97 1, a multicultural policy was adopted in Canada by the Federal Government 

in recognition of its diverse population. The intent of the policy, in part, was to ensure 

equity in access to al1 govemment services and departments to al1 persons regardless of 

t heir race, ethnicity, and culture (Mensah, 1 993). With regard to health policy 

perspectives, and practices, this view cails for the acquisition of "knowledge, skills and 

dispositions related to cultures and cultural values, intercultural communication, health 

behaviour, professional health care and racism and race relations" (Masi, Mensah & 

McLeod, 1993, p. 3). In the spirit of multiculturalisrn, the Registered Nurses' Association 

of Nova Scotia (RNANS, 1995) identified the learning needs of nurses working in a 

culturally diverse comrnunity like Nova Scotia to include communication skills such as 

listening, non-judgmental interactions, cultural interpretatiodanguage, and cultural 

assessment skills that relate to the different aspects of culture and health. Nance (1 995, 

p.250) stated that "successfùl and satisfjmg human communication occurs only when we 

adopt an orientation towards the process of communication that accepts and adapts to 

difference". The following section wiil discuss the historical background of African Nova 

Scotians in order that 1 rnight better situate the participants of this study. 



Afiican Nova Scotians: Their Historical Background 

African Nova Scotians settled in the province as early as 1 606 and they are 

considered to be among the founding peoples of Nova Scotia (Pachai, 1987). The 

Iargest migration of Africans to Nova Scotia were Afncan Loyalists and their families who 

were loyal to the Crown: approximately 3,000 men, women and children @enton, 1997). 

Like rnany Canadians, Black people came to Canada through various foms of 

transportation. Some came by boat, others drove horse-drawn wagons, or walked into 

Canada and a few came through the underground railway (a network of safe houses) from 

the United States to Ontario, while others amved by swimming across Detroit River fiom 

the United States (Hill, 1993). Some of these families came to Canada as tiee slaves in 

search of dreams and others to "claim the promise of fieedom and land in return for their 

service during the American Revolution" (Benton, p. 5). Hill (p. 7) states that "they 

[Black people] were Iooking for work, new homes, new fiiends, and new schools. They 

were looking for a country where al1 men and women could live in tieedom and be treated 

as equals". However, this was not an easy journey for they had many trials and 

tribulations. Those who were fortunate enough to receive even the land promised them 

were granted land that was situated in isolated and rocky areas of Nova Scotia (Benton). 

Many faced hardship from unstable farming and living conditions which caused civil 

unrest, and some considered retuming to the United States. Many of them had to contend 

with prejudice and discrimination until 1792 when they were given the option to leave 

Nova Scotia for Sierra Leone (Benton). 

Convinced by discrimination and adverse conditions of climate and economy, that 



they would be better off leaving Nova Scotia, approximately, 1,000 Afican Nova 

Scotians lefi Halifax for Freetown in Sierra Leone, where a settlement was established for 

free Blacks by the British governent (Hill, 1992). Some went to New Brunswick and 

some to other parts of Canada. Atncans who stayed in Nova Scotia "continued to hope 

for equality and struggled to regain the control they once had over their destiny before 

they became enslaved" (Benton, 1997, p. 6). However, this did not happen and 

dissatisfaction with living conditions continued in Nova Scotia. Hill (1993, p.7) noted that 

"some schools in Nova Scotia and Ontario retùsed to accept their children; many 

employers refùsed to hire them; property owners often refused to sel1 or rent them homes; 

and govemment policies made it difficult for them to bring their families to Canada" 

(Pachai, 199 1 ,). In Nova Scotia, the early part of the twentieth century witnessed much 

racial discrimination and prejudice in the bureaucracy and political arena as well as 

continued reluctance on the part of the majority of the society to accept Black people as 

fellow citizens with standard rights and obligations (Pachai). Their endless encounters of 

racism forced many Afncan Nova Scotian families to become dependent on V ~ ~ O U S  forms 

of relief aid in order to suMve (Benton). 

In spite of these obstacles, some Afncan Nova Scotians moved ahead and against 

rnany odds they survived, doing whatever kind of work they could get (Pachai, 199 1). 

Some worked as Iabourers, carpenters, teachers, nurses, and politicians. With the 

introduction of 'better' housing, schooling and employrnent, some Afncan Nova Scotians 

relocated away fiom their comrnunities. This weakened their community's strength and 

they were leA with little control over their community's future (Pachai). Benton (p.7) 
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noted that "the church remained the only organized society within our plack] 

community's social devetopment". For Afkican Nova Scotians, church senrices are not 

only for religious purposes but to provide a source of upliftment and socialization with 

other Black families. There were 22 churches throughout the province which spearheaded 

Black comrnunity progress between the period of 1854-1918 (Pachai). Black women's 

activities were organized in churches and these activities laid the groundwork for the 

Home for Coloured Children as well as the First Congress of Coloured women in Canada, 

which was held in Halifax in 1920 (Pachai). 

More recently, organizations such as Black Educators Association (BEA) of Nova 

Scotia have continued to facilitate growth and development within the Afiican Nova 

Scotian community. Pachai (1991) notes that BEA has been a catalyst for the creation of 

an effective education system for Black learners and they are committed to continued 

struggle for equal access to education for Black learners until every Black child is able to 

maximise his or her potential in the schools of Nova Scotia. The Task Force on 

Government Services to the Nova Scotian Black Community (1  996) identified the need 

for a health organization to address health issues within the Black Nova Scotian 

community with a holistic approach and in a marner specific to the Black culture. 

According to Skinner (1998), African Nova Scotians are below the provincial average in 

the areas of educational attainment and income status. 

In the next section, 1 will explore concepts such as culture, race, social class and 

çender as they describe and organise the dynamics of the Black woman's experiences in 

the Western world. Unfortunately, most of the literature is taken fiom an American 
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perspective. WhiIe many could argue that Nova Scotia is less overtly racist, it cannot be 

said that in this province, there is less racism. The reader is asked to place these concepts 

in a provincial context in order to better understand the complexities of being Black in 

Nova Scotia. 

Theoreticai Concepts Informing this Research: Culture, 
Race, Ethnicity, Social Class, and Gender 

ch.!lm2 

Lynarn (1992) defines culture as an integrated system of learned patterns of 

behaviour, ideas and products which are characteristics of a group and is passed on as 

beliefs, values and mores by signifiant others and family members. Culture provides us 

with a way of viewing Our world and it represents the assumptions we make about Our 

everyday life or the situation we face in life. Rodriguez-Wargo (1993) notes that as health 

care providers, nurses must acknowledge, understand and incorporate cultural values and 

beliefs as an ongoing component of client care. 

The essence of Black culture, like other cultures, is not a static entity but ever 

changing, and it is based on "the unimng Stream in the life of Black people which is the 

combination of Afncan, the American South, slavery, poverty, migration and racism" 

(Logan, 1990, p. 25). Logan defines Black culture as "the totality of ail the attnbutes that 

make up the way of life of a people at a given penod in history" (p. 25). This culture is 

reflected in their dress, music, family life, love, religion and countless other manifestations 

of their orientation to the world. 

Jones (1983) identifies the strength of Black culture to include strong kinship 

bonds, a work orientation, a religious spirituai orientation, flexibility of family roles, 



achievement orientation, and a high toierance for stress and ambivalence. The openness 

of the structure of Black families dlows for incorporation of non-kin as family members 

with responsibilities equal to those of al1 other fmily members. As Freeman (1990 p. 44) 

points out, to understand the culture of Blacks, one must consider the following: 

The unique history of Black oppression and the various strategies such as 
provision of group support, that Black families have developed to cushion 
members from the effect of that oppression; the effect of slavery on how Black 
families perceive and organize their lives and on how they are perceived by 
others; and institutionai barriers to the transmission of culture, religion and 
language that give meaning to the daily existence of many Blacks. 

Logan (1990) points out how Black communities reflect a variety of life styles that 

create different life experiences for the inhabitants based on their ability to gain access to 

and utilize resources. Black farnilies live in diverse neighbourhoods ranging fiom affluent 

to varying stages of decay and detenoration. Black families' iiistory of fluidity and 

adaptability in roles enables extended family members such as grandmothers and 

non-relatives to share in the provision of emotional nurturance of children and to carry 

out instrumental tasks (Carter, 1997). A basic understanding of this diversity among 

cultures is important to Our ability as health care professionais to provide culturally 

competent care to cIients fiom different cultures. 

Race 

Houston and Wood (1996) describe race as a social construction involving the 

classification of individuals into arbitrary groups and assigning disparate meaning and 

value to the created groups. Such classifications affect the personal, social, political and 

material circumstances of people's lives and consequently shape how they view 
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themselves, others and relationship (Houston & Wood). According to Witzig (1 996), race 

is a social construction that is created from prevailing social perceptions without scientific 

evidence. BegIey (1996, p. 68) States that the term race "cm have a biological 

significance only when a race represents a uniform, closely inbred group, in which al1 

family lines are alike - as in pure breeds of domesticated animals. These conditions are 

never realized in human types and impossible in large population". A medical dictionary 

by Glate, Anderson and Anderson (1994, p. 657) defines race as "a vague unscientific 

term for a group of genetically related people who share some physical traits". According 

to Witzig, only 0.012% of the variation between humans in total genetic material can be 

attributed to differences in race. 

Logan (1990) descnbes race as an emotionally laden word which evokes deep 

feelings and triggers stereotypical images about certain groups of people. The physical 

identity and social categorization which is the essence of race determines the predominant 

perceptions of Blacks in the Western world; thus, when people think of Black families, 

they immediately think of a racial group (Logan). Although scientific evidence rejects the 

use of the social construct of race, it is still used in health Iiterature. Sorne medical 

literature have even employed race "to attribute not only physical characteristics, but also 

psycholoçical and moral ones to members of given categories, thus justifjmg or 

naturalizing a discriminatory system" (Begley, 1996 p. 68). Institutional racism is 

common in society and arbitrary race groupings is part of such racism (Witzig, 1996). 

Our moral responsibilities as health professionals is to invest in an approach that enables 

clients to define themselves rather than labelling them according to a social construction 



that "masquerades as a scientific fact" (Witzig, p. 678). 

Freeman (1 990) notes that care providers should endeavour to identify and 

understand the world view of Blacks as being distinct fiom that of the larger society, since 

the latter view distorts the behavioural patterns being observed and ofien labels them as 

deviant instead of viewing them as natural responses to institutional racisrn. This notion is 

supported by Welshing (1991) who argues that when Black children are not supported in 

their basic development through the eight stages of development into adulthood: basic 

tmst. autonomy, initiative. industv identity, intimacy, generativity, and integrity, t heir 

basic development occurs in the form of the counterparts. The counterparts to these eight 

stages are mistrust, shame and doubt, guilt, inferionty, role confiision, isolation, stagnation 

and despair. Welshing (1991) fiirther notes that denying Black children equal opportunity 

to develop psychosocially creates "dependency, negative self-image, negative self-concept 

and vulnerability"(p. 256). While these stages appear to be linear and reductionist in 

principle, nonetheless they do pose some disturbing points to consider. 

In addition to the above possible psychosocial effects, Black children may 

experience a sense of powerlessness, rejection, self-hatred, fear and general inadequacy, al1 

of which are manifestations of failed psychosocial development (Benton, 1997). Because 

race has such real consequences in people's lives, it is necessaiy for caregivers to explore 

the reasons behind some of these differences so that they can better understand how race 

influences people's perception and sometimes causes misunderstanding on the part of 

health professionals as well as ineffective care. 

Racism, which is a set of attitudes and behaviours towards people of another race 
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is often based on the belief that races can be supenor or inferior (Benton, 1997). Racism 

is a form of discrimination and prejudice which is enhanced by institutionai power, and 

can be used to the advantage of one ethnic group and to the disadvantage of another 

ethnic group (Boyd, 1998) . Racism is very complex because although al1 races may 

discriminate to some extent, however, only those races who possess the power to oppress 

a subordinate group can practice racism @LAC Report, 1994a). The subordinate group is 

unable to resist the unequal treatment given them by the dominant group because of few 

resources. Some of this subordination include those which permit the under 

representation of Blacks in various workplaces. 

The lack of Afncan Nova Scotian health care professionals is a concem for the 

Black community because this has caused young Black people to 'stop dreaming' about 

being successfùl citizens due to lack of inspiration fiom Black role models (Black 

Community Task Force, 1996). According to a Black nurse, a class of 2 1 nurses had only 

one Black nurse in the 1960s, and they were only about twenty Black nurses throughout 

the entire Province of Nova Scotia (Keddy, 1995a). Today, Blacks are still under- 

represented all of the health professions. For exampfe, in a Nova Scotian institution of 

over seven hundred nurses, they are less than ten Black nurses in spite of the high 

preparation of indigenous Blacks in Nova Scotia. Racism in this province is especially 

problematic because, unlike some parts of the world where there is overt racism, subtle 

racism as well as structural racism are more often the nom, making them more difiicult to 

recognize (Keddy, 1995b). The realities of the Afncan Nova Scotian experîence in the 

healthcare system clearly cal! for new approaches to address the deficiencies that exist at 
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Social C h  

Houston and Wood (1996) wrote that "like differences cultivated by ethnic and 

çender groups, differences fostered by class affect how we interact with others and how 

we interpret their communication" (p. 47). Langston (1992) describes class as that which 

includes our understanding of the world and where we fit. Class is composed of one's 

ideas, behaviour, attitudes, values, and language as well as how one thinks, feek, acts, 

Iooks, dresses, talks and walks (Langston). 

According to Logan (1990), 'class' is a slippery and difficult concept to define. As 

a social indicator, he describes class as a ranking according to social status, prestige or 

privilege based on life style and values; as an economic indicator he refers to class as the 

stratification of people in a hierarchy based on property holdings and other economic 

acquisitions. Logan States that social class and educational attainment are powerfiil 

deteminants of health. In both of these areas, Afncan Nova Scotians are below the 

provincial average. In most cases, functional literacy requires attainment of a grade nine 

education. However, 15% of Afncan Nova Scotians have less than grade nine education 

IeveI (Skinner, 1998). The unemployrnent rate in 1995 was 16.6% among Black Nova 

Scotians and the provincial average was 12.7% (Skinner; Task Force on Govemment 

Services to the Nova Scotian Black Community, 1996). The average annual incomes of 

African Nova Scotians were also lower than the provincial average (Skinner). 

A major British study of civil seMce employees found that, for most major 

cateçories of disease, such as cancer and h a r t  disease, health increased with job rank 

(Ministry of Health Canada, 1994). A Manitoba research aiso shows a strong relationship 
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between income level of mother and her baby's birth weight (Manitoba Centre for Health 

Policy and Evaluation, 1994). Research also indicates that the degree of control people 

have over life circurnstances, especially stresstiil situations and their discretion to act are 

key influences on health (Ministry of Health, Canada, 1994). Studies have also found a 

relationship between social class and treatment seeking behaviour. Benzeval. Judge and 

Smaje (1995) stated that, higher social class use more health care resources relative to 

their need than those fiom iower class. Since substantial empirical evidence supports the 

relationship between low socio-economic status and poor health, it is obvious that Afncan 

Nova Scotians are greater risk for health problems. The intersection of race and class are 

often difficult to separate. The issue of gender fùrther complicates this mosaic. 

Gm& 

Gender is a psychosociai construct which comprises social roles, behaviours, 

values, attitudes and socio-environmental variables, as well as biological, physical and 

hormonal attributes (Davidson, Holderby, Stewart, Van Roosmalen, Poirier, Bentley & 

Kirkland, 1997). Gender inequalities in health are a consequence of the basic inequality 

between men and women in many societies. Gijsbers, et al (1996) note that despite the 

importance of socio-economic factors, wornen's health is also greatly afEected by the 

extent and quality of health senices available to them. Although women are major users 

of health care as well as providers, they are under-represented in decision-making in health 

care policies. Gijsbers, et a1 (1996) note that inappropriate health care for women includes 

increasing rnedicalization of women's reproductive life, and gender bias in terms of 

rnanaging serious life threatening diseases such as heart disease, cancer and kidney failure. 
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Discrimination, oppression, and exploitation are the concepts most oflen used to 

define women's circumstances and their relations in a patriarchai society (Jonasdottir, 

1994). Oppression is defined as a system of stmctures and behaviours that result from one 

individual or group using power to exploit another (Bishop ,1994). Like racism and 

cIassism, sexism is another major form of oppression in society. The concept of 

oppression is critical to a research such as this one which examines the social construction 

of reality for Black women during childbirth. 'Scientific' facts such as the intellectual 

inferiority of women and people of colour have been exposed as reflections of historical 

and social mores, that is, they represent the social construction of reality. 

Most Black women experience al1 the major forms of oppression; classism, racism. 

sexism. This poses a challenge for feminist researchers to engage in an ongoing critique of 

what may be the reality for al1 women. Krieger, Rowley, and Herman (1993) note that a 

close examination of the United States 1990 census revealed that 34% of Black women 

were living below poverty line as compared to 1 1% of White women. Krieger, et. al. also 

state that although Black women's rates of tow birth-weight and infant mortality rise as 

their level of poverty and education decreases, the gradient is much less steep than that 

observed among White women. These findings demonstrate the social inequalities in 

health, even among various groups of women. 

Essentialism within the feminist movement has been critiqued by Black feminists. 

According to Collins (1990), even though Black women intellectuals have long expressed 

a unique feminist consciousness about the intersection of race and class in structuring 

gender, historically Black women have not been full participant in White feminist 
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organizations. This is supported by hooks (198 1) who cnticizes the feminist movement 

and its scholarship for being racist and overly concemed with White, middle-class 

women's issues. SuMval for most Black women has been such an dl-consurning activity 

that most have had few opportunities to do intellectual work (Collins). Even though 

Black women have asserted their right to speak both as Atncan-Amencans and as women, 

historically these women have been excluded fiom dominant academic discourse, White 

feminist arenas, and leadership positions in Black organizations (Collins). 

The exclusion of Black women's ideas in mainstrem academic discourse and their 

marçinalization in both feminist and Black social and political arenas demonstrates that 

Black women intellectuals have remained as "outsiders" within ail three domains; they are 

known as 'other'. Collin (1990, p. 12) notes that hl1 membership in these three groups are 

assumed to be based on "Whiteness for feminist thought, maleness for Black social and 

political thought, and the combination for mainstream scholarship - al1 of which negate a 

Black female reality". As other within these areas of inquiry, Black women have 

continued to use the knowledge gained at the intersection of race, gender and class 

oppression to provide a distinctive angle of vision on the theories generated in these area 

of inquiry and the reality of Black women (Collins). From this perspective, feminist 

scholars must strive to understand the diEenng roles of oppression which might undennine 

the "idea of sarneness" of al1 women (Barbee, 1994). Women do share common 

experiences, but the expenences are not generally the same because the interaction 

between racism and sexism adds complexity to the experiences of women of colour. The 

hardships of being Black and female is 'double jeopardy', and make the process of 
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developing a self-defined standpoint more difficult. Added to class, there is 'triple 

jeopardy'. According to Collins, while expressions of  race and gender are both socially 

constructed, they are not constructed in the same way. For a Black woman to  develop a 

self-defined standpoint, she must embrace both an Afrocentric worldview, and a feminist 

sensibility. Afrocentncity is "placing Afncan ide& at the centre of  any analysis that 

involves Afncan culture and behaviour" (Benton, 1997, p. xv). 

To improve the relationship of domination and subordination between White 

women and other groups, the experience of the distinctive and specialized sets of  

thoughts, must be explored. Dialogues, coalitions and research exploring the different 

expenences of al1 women are necessary for the development of a more general terrain of 

intellectual and political discourse for fùrthering feminisrn (Collins, 1990). This is 

congruent with hook's (1 98 1) analysis of feminisrn as "not simply a struggle to  end male 

chauvinism or a movement to ensure that wornen will have equal rights with men; it is a 

cornmitment toward eradicating the ideology of domination that permeates Western 

cuiture on various levels - sex, race, and class ..." (p. 194). 

Childbirth in the Atncan Nova Scotian Community: A Lived Experience 

Very little literature is presently available t o  describe the health status o f  African 

Nova Scotians. However, fiom oral accounts of  elders in the Black community, 

information about their relationship with the health care system can be obtained. Fraser 

and Reddick (1997) note that medical seMces were not available to Afican Nova 

Scotians until the late 1930s except for emergencies o r  for pronouncing someone to be 

deceased. Thus, most Afncan Nova Scotians resorted t o  the use of herbal and natural 
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remedies leamed fiom their ancestors (Fraser and Reddick, 1997). Dunng the planning 

phase of this research, the participants suggested that an oral history of childbirth 

experience in the Black community, from the perspective of an older woman, could be 

incorporated in the study to acquaint the reader about their p s t  and present experiences. 

This section presents an oveMew of the childbirth experiences of one seventy-year 

old Afi-ican Nova Scotian wornan. The data was obtained fiom a two-hour unstmctured 

interview, which was tape-recorded, transcribed and used in the discussion below. 1 will 

alen the reader that this is not a critique of childbirth care or cultural practices. It is 

instead a straightforward presentation of one woman 's perspective of her lived 

experience. Throughout this discussion, the 70-year old woman will be called Mrs. Jones, 

(a fictitious name). 

Mrs. Jones is married and has four children and several grandchildren. For most of 

her 70 years, she lived in Nova Scotia, growing up in one of the Black communities in the 

Halifax regional area. Mrs. Jones has been a strong community advocate and 1 listened to 

interesting accounts of her life. However, I was p~icular ly  interested in Iearning about 

her childbirth experiences. Her childbirth story is presented according to two themes: the 

home birth experience and the hospital birth experience. 

The Home Birth Ex~erience 

Mrs. Jones takes great delight in sharing her stories. She talked about vanous life 

experiences including childbirth. She recalled having her first child at very young age: 

1 was young. 1 was probably around 17 when my first baby was bom. And even 
though 1 knew how to take care of babies afier they were bom, I didn't know 
nothing about birth - how the baby would be bom, what care would happen and 
what care 1 would get during the pregnancy. 1 knew nothing about that. But my 



mom took very good care of me during my pregnancy. 

During this pregnancy Mrs. Jones was single and lived with her parents who 

were a great support for her. Her mother did not hesitate to make her work hard as 

captured in these statements: 

1 mean 1 worked hard, which is good for me. 1 did al1 the work around, which was 
carrying water and carrying in wood, hanging out clothes, bringing in fiozen 
clothes off the line, carrying baskets of clothes. There was no prenatal preparation 
for t he  birth process. This was assumed to be the responsibility of the older 
woman in the family. 1 knew nothing about babies because in those days, your 
mom didn't tell you anything about babies. 1 didn't even know where the baby 
was corning from. 1 thought 1 was going to have a good bowel movement, and 
that would be it. So they [older women in the family] didn't tell you. That was 
t heir business. 

Mrs. Jones identified some of the barriers that prevented Black women from 

accessing the health care system. For example, she recalled that "there weren't any 

transportation, and we were 15 miles fiom the hospital .... It probably would take you 

about 3 or 4 hours to get there because you had to go in an oxen team. If you didn't have 

an oxen team, you had to go on a wagon". There were also no heaith clinics or doctors 

accessible to BIack women. "No clinjcs whatsoever. No doctors. There was one doctor 

t hat came in the community if there was reaily an emergency. And it was hard to get him. 

No telephones. You would have to waik about 3 or 4 miles in order to make a phone cal1 

to him. So nobody went to hospital for babies. Nobody". Deliveries were assisted by 

local midwives. "Midwives were in every area of the community". "If there were 2 or 3 

pregnancies on your own street and you could not get a midwife, then you would go on 

the next street and get the next person [midwife]. So there were no such thing as 

hospitals". 



She acknowledged that young Biack women in her days, missed out on 

information about their childbirth and health in general. "They didn't tell you too much.  

She said: 

1 mean that we missed out on  the educational part because in those days, you were 
seen and not heard, sort of thing. I wasn't married when my first baby was bom. 
And, of course, 1 was under my mon's case, so 1 had to  do what she said. It was 
her business where the baby was coming fiom. So  I just had to sit there and wait. 

Most of Mrs. Jones' knowledge of  babies was derived pnmarily fkom takins care of 

younger siblings. She noted: 

1 did take care of a lot of rny mother's children. My mom's children were ail bom 
at home. They were no such things as hospitals. So the oldest child looked afler 
the younger ones. So 1 had to do the older work. 1 had to take care of my 
younger ones with al1 the illness and everything that happened to them. So fiom 
that I leaned some type of care, health care, as far as medicine and hot teas and 
boiling teas and rubbing children for colds and that. 

As previously stated, local midwives assisted women during the labour and 

delivery process. Mrs. Jones recalled that since she knew nothing about labour, she was 

instmcted to  "always let her rnother know if she didn't feel good at Nght". Once labour 

b q a n ,  her patemal and matemal grandmothers were her midwives. They assessed her 

labour progress in their ways; she continued, "they asked me al1 kinds of questions which 1 

can't remember what they meant at that tirne. But 1 guess in their own way, they were 

timing the pains". Throughout Mrs. Jones' labour, she had continuous labour suppon 

from her çrandmothers. She stated that between her maternai grandmother who actually 

assisted with the delivery and her patemal grandrnother who stood by al1 the time she 

received good labour support. 

in describing her labour support with this home binh experience, she said that she 
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çot better care at home than fiom the hospital dunng subsequent deliveries because there 

was always someone there to provide support "...my mother's mom was there al1 the 

time. And she would find out  how far 1 was, what 1 needed, whether I needed a drink to 

çet up, whether 1 need to lay down or to sit up". She described the continuous presence 

and suppon fiom her grandmothers as "good help". 

Mrs. Jones continued to describe the care received following the delivery as "a lot 

of help" compared to the "hospital help". She elaborated; "....and they [her grandmothers] 

put you down in bed and clean you up, and tend to you every day and give you al1 this 

nice medicine here that they give you. 1 must Say 1 didn't get it for my second child". Her 

second child was bon 11 years later in the hospital. She made the decision to use hospital 

services, no  matter whatever it took, because during her first delivery, she had severe 

vaginal tears. She describes this as "tears in incredible places" which made her wait for 1 1 

years before her second pregnancy. 

The Hospital Rirth E- 

Mrs. Jones recalled that once she got pregnant for the second time, she said to 

herself 'Tm not going to stay home this time. I'm going to get some help". She enrolled 

in a public health chic  and attended prenatal training. However, she found that she did 

not receive adequate information and still had to depend on what she had learned fiom 

her first birthing experience. She talked about the various ways in which Black women 

were ignored. 

In describing what happened at the Public Health Chic, she said "everybody else 

would be served, and you [Black woman] would be sitting there al1 day before you would 
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get served. And everybody else would be served a lunch and you would be the last one to 

çet served". She then went on to  descnbe the racial discrimination that occurred in the 

feny boat that they took to town. She stated that when a Black person sat next to a 

White person, "the White person would get up and sit somewhere else. So naturally they 

didn't want anybody around them that was Black anyway". Mrs. Jones did not have a 

family physician because of  her financial status, she said. "because I was on Public 

Assistance, I didn't have no farnily doctor". She also received very little prenatal 

education . She stated, "but I found that with this birth, even though 1 went there 

[hospital], 1 still didn't get the care that 1 did at home because; they didn't tell me how to 

time my pains or  anything; they didn't tell me anything about false labour pain. You 

know, nothing like that whatsoever". 

Once she started feeling labour pain, she went to the hospital. "1 wasn't feeling 

çood and 1 had these pains, so 1 said to my husband, well, this is it. Take me in riçht 

straiçht to the hospital". In the hospital, she was assessed and asked to walk around the 

unit for several hours after which she was coached by the nurses on how to push. M e r  

some period of  pushing, she was discharged home because "nothing happened". At home, 

she had severe perineal discornfort. She said: "1 could not get off the couch ..., and 1 

couldn't sit d o m  on the couch because it seemed like something was bothenng me front 

below". With this feeling, her husband took her to the Public Health C h i c  where she was 

assessed and "they said it was okay, that 1 could go home". So  she went home and she 

stayed at  home for about three weeks. "And the whole tirne 1 was home, I shall never 

forget it as long as 1 am dive. 1 couldn't sit down; it seemed like this baby was coming 
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down lower and lower and lower; and I couldn't ... Well, 1 walked, sort of my leg was 

wider". Thus, Mrs. Jones stayed home and endured this discornfort until she could no 

longer bear it, at which point she decided to  visit the hospital for t he  third time for labour 

assessment. 

At the hospital, she was nished to the delivery room and told, "Oh, we see the 

baby's head" and the health care providers continued to talk among themseIves. She was 

not included in the discussion about the baby's condition. She noted, "1 wasn't hearing 

them too well so I didn't exactly grasp what they were saying but 1 heard enough". They 

said "this baby has been exposed to the air for too long. We hope that it doesn't bother 

the baby's skin." She was then put to sleep and baby delivered later. The baby was 

brought to  her the next day for feeding. 

During her initiai contact with the baby, she noticed that her  baby was ''just like a 

rose bud, and his head was sticky". The doctor told her that the baby "had been exposed 

to the air for too long before he was born, and that had affected his haïr and his skin". 

Mrs. Jones described her feelings: 

1 was so eager to get to the hospital because people weren't going to hospitals. I 
was so excited that my baby would be born in the hospital, not  knowing that this 
was going to happen. Right now, 1 feel that 1 was neglected right straight down 
the line because 1 wasn't cared for, and 1 wasn't told about i t .  You know, not until 
it al1 happened. And then when it al1 happened then 1 was told why it happened. 

She noted that "it was a miracle" for her son to survive such adverse conditions. She said, 

"1 think he must have been six months to a year before 1 got his hair back in shape. And 

as he grew up, his hair still grew in patches". Mrs. Jones realized that something could 

have been done to prevent her situation. She continued, "1 mean today, they would have 
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none of that was.. . Nothing like that was ever suggested to me". 

With this experience Mrs. Jones noted that she "didn't have too much faith in the 

nurses fiom then on". She went on to  describe the attitude of nurses towards other Black 

women. She could hear the nurses in the other side of the screen talking about another 

Black woman who came in labour. They said , "Oh, we have to clean her up because she 

is very dirty" refemng to  cleaning the Black woman pt-ior to taking her to the delivery 

table. To sum up her experience of hospital birth, she said, "1 can't say that I was cared 

for". She descnbed a particular nursing supervisor who was known to be prejudiced: 

She wasn't very good to Black people. She was always saying if you were an 
unmarried person, she would blow you down. And, of course, I guessed in those 
days. White girls weren't having babies. And God knows the reason why. But 
Black girls, if they made the mistake of having a baby, they had their babies. 

She said that the attitude of health care providers, like the nurse described above was a 

bamer to Black women accessing health senices. Young women would ofien Say 'Tm 

not going there because they look down on girls. They always make you feel small, dirty 

and they ignore you and they didn't give you good care". 

Mrs Jones noted that while in hospitai dunng early postpartum, the nurses would 

often ignore Black women. In describing the nurses' rounds in the ward, she said: 

they didn't stop by the bed. You know, when they corne to talk or to ask you if 
you need any help, you would be ignored. They would go down to the next 
person which was a White person. And 1 really didn't like the hospital For that 
particular reason. 

The most fnistrating aspect of  the experience for Mrs. Jones was that she could not 

express her feelings openiy at  that t h e .  "we were publicly ignored. And you were at a 
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one of the biggest things 1 didn't like. It's not like that today. 1 mean you can f i o r d  to 

speak out, even though things are bad". 

In conclusion, Mrs. Jones compared her childbinh experience 45-50 years to her 

daughters' more recent childbirth experience (2 years ago) and stated that there were no 

significant changes in the care provided. She said: "1 knew from the b e g i ~ i n g  that she 

wasnyt getting the care that she shoutd have because nobody should never .... I mean her 

child was almost born like my son". Unfortunately, her grandson's birth reminded her of 

her own bad experience over 40 years ago. Her daughter had a prolonged second stage of 

labour with an ineffective epidural analgesia and finally gave birth through a forceps 

delivery. She commented: 

1 couldn't see too much changes in that one [recent care] than it was in my child 
40 years ago. 1 walked around with my son almost bom, and she [her daushter] 
laid on the bed with her son trying to be born for hours and hours and hours. And 
when the child was bom, I didn't like the way he was born. I mean she could have 
had a cesarean. It would have been ail over. Because he had lumps on his head, 
and his head was mis-frmed and everything just because of the way that it 
happened. 

It is interesting that Mrs Jones made a compatison of today's standard of care 

with her care several years ago. This provides a point of reference for the women involved 

in this study whose idea it was to incorporate the childbirth story of an elderly Afncan 

Nova Scotian Women. They felt it would provide readers with a historical perspective of 

their everyday reality because it is important t o  know their past in order to understand 

their present life experiences. Finally, Mrs Jones noted that these experiences motivated 

her to retum to school to upgrade her knowledge and skills because she had seen "what 

had been neglected so much" and she wanted to  do something about it. 



CHAPTER m 

METHODOLOGY AND METHOD 

In this Chapter, various complexities regarding the research project are discussed. 

It includes not only a discussion of methods, but a broader analysis of methodological 

interests that surrounded this participatory action project. 1 discuss methods and 

rnethodologies and 1 also locate myself in the process. The participatory action 

component is discussed as well as the social action that developed foiiowing the initial 

phase of the research. 

Methodology is a cornplex, abstract and oflen elusive concept which encompasses 

the choice of method, the implications surrounding that choice and how those methods are 

used (Campbell & Bunting, 199 1, Cook & Fonow, IWO). Harding (1 987) defines it as 

the analysis of how research does or should proceed. Methodology cannot be reduced to 

the technique of research; it is a way of viewing the whole by a systematic analysis and 

application of techniques of logic in a given field of leaming (Maguire. 1987). 

Methodology includes philosophical beliefs, values and assumptions that flow fiom a 

specific view of the world, and these form the theoreticai fiamework and context within 

which a researcher develops the study questions and analyses the data (Keddy, Sirnrns, & 

Stern, 1 996). Stanley (1 990) describes methodoloa as a very broad theoretically 

infomed framework of how research should proceed. Methodology connects the 

researcher's philosophicai stance to the assurnptions underlying the research, the choice of 

method, and the analysis of the research process (Campbell & Bunting). 

Methods are not necessarily attached to one's own philosophical beliefs and 
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values. they are procedures or techniques of gat hering information to provide answers to 

the actual research questions (Armstrong & Armstrong, 1990, Campbell & Bunting, 1991, 

& King, 1994). Methods begin in an actual situation and explore the relations that 

organize it, and this is what helps the researcher to find out what she wants to know 

(Smith, 1 987). Harding (1 987) describes method as a process of gathering evidence, 

which can be classified into three categories of data gathering techniques. These 

categories are used in social science research, and they are: listening to or interrogating 

informants, observing behaviour and examining histoncal traces and records. 

Choosing Methodology 

A qualitative feminist participatory research methodology was selected for the 

purpose of this study of Afncan Nova Scotian women's experiences of childbirth. This 

methodology was chosen because it produces rich and detailed data that reveal the life 

expenences of particular groups of women, in this case, Afncan Nova Scotian women. 

Feminist rnethodology is the rnost appropriate choice because it provides the focus and 

flexibility needed to understand the views and experiences of these wornen. Most 

importantly, my interest in feminist participatory research is based on my belief that this 

kind of research will provide the group with an opporiunity to explore issues in ways that 

will facilitate a group social action project in the final stage of this research project. 1 also 

believe that this methodology will provide me the freedom to explore and break free of 

traditional designs, which are limited in their ability to capture feelings and meanings. For 

exarnple, a feminist research that explores the childbirth experiences of Afncan Nova 

Scotian women may incorporate the meaning of the multiple layers of Black women's 
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oppression. Within a cntical social science paradigm, issues related to gender, class, as 

well as race can be extrapolated fiom the data. In contrast, traditional scientific research 

is unlikely to explore concepts related to oppression such as racism, classism, and sexism. 

Thus, reductionist research methods, although they may be important in contributing to 

the understanding of Black women's heaith through survey research, do not allow for the 

voices of the participants to be heard when the researcher wishes to explore these issues. 

In the following sections. I will discuss feminist participatory research 

rnethodology, as the perspectives that have informed the foundations of this research. 1 

will also describe my entrance into the Black community, the study setting, the 

participants, the methods of data collection, ethical considerations, the centering of myself 

in the  research and thematic analysis as the method of data interpretation. 

Feminist Met hodology 

Feminist research is an attempt to find out the answers to important questions 

which begin with the situation of women and analyses the way that women's situation has 

been shaped by the social world (Benston, 1989). The focus is on women, but generally it 

is about understanding and evaluating human flairs (Benston). From the sarne view point 

King (1 994)' defines feminist methodology as "research questions that are pertinent to 

women, are of interest to wornen and are developed out of political struggles" (p. 20). 

Feminist research generally employs a cntical social science approach which is not limited 

to gender but explores expenences of other margindised groups, such as those defined by 

class, race and sexual orientation. Feminist empincism identifies feminist 'standpoint' 

from which knowledge is produced (Harding, 1987). According to Stanley (1990), if we 
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acknowledge that there is a ferninist 'standpoint', then we are dnven to recognize the 

standpoints of Black women and other minority women. 

Ferninist research values subjective experience and considers this experience 

paramount to the research process. DuBois (1983) notes that both objectivity and 

subjectivity are ways of knowing, analysing, interpreting and understanding, thus they 

cannot and should not be independent of each other. In fact, whether or not objectivity is 

ever possible in any research milieu is speculative. Ferninist methodology promotes the 

development of modes of rationality and scientific research which take into account both 

subjectivity and the interactions between "the knower and the known in a context of care 

and responsibility for both natural processes and other creatures" (DuBois, p. 62). 

In feminist research, the power relationship in the research process is considered 

and analysis of the vulnerable status and oppression of women is also explored. 

Accordins to Macpherson (1983), feminist research involves making women visible 

through exploration of theoretical and methodological issues. problems of gender divisions 

in research findings and the ways in which these may be used when they are published. 

Chinn and Wheeler (1985) note that feminism makes its greatest contribution to nursing 

by acknowledging the value of women and confionting systematic injustices based on 

çender. Hall and Stevens (199 1) agree with this view through their description of 

feminism as that which conceptualizes a reality that reflects woman's interest and values 

and draws on women's own interpretations of their experiences. In my view, there is no 

doubt that this is a realistic conclusion, especially when this approach is applied to a study 

such as the Afiican Nova Scotian women's childbirth expenences. Hezekiah (1993) 
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acknowledges that feminist research methodology helps to enhance an atmosphere of 

mutual trust, respect, and a shared leadership, as well as cooperative structures and social 

action. An important principle of feminism is that feminist research must be 

non-hierarchical, interactive, empowering and transformative (Dyck, Lynam & Anderson, 

1995 & Keddy, 1992). 

I want to point out that while not dl progressive research is ferninist, 

nevertheless, the end result is hoped for, that is, an end to biassed knowledge production. 

Kirby and McKenna (1989) note that we live in a world where knowledge is used to 

maintain oppressive relations; information is presented and interpreted in a way that 

presents the views of a small group of people as objective knowledge seekers or 

producers, while women, people of colour and al1 other oppressed people are on the 

margins of the production of knowledge. Noel (1996), in her research project with Black 

woman in New Brunswick, stated that feminist methodology had a positive effect on the 

çeneration of political struggles of marginaliseci groups of women of colour. Bishop 

( I  994) defines oppression as a system of structures and behaviours that results from one 

individual or group using power to exploit another, the major foms of oppression in our 

society include classism, racisrn, sexism, heterosexism, and discrimination. Black women 

being ofien non-White (as in the case of 'mixed' racial heritage) and women have 

experienced "double discrimination" because they occupy a structured position 

subordinate to white women in the Canadian labour market, and society (Anderson, Blue, 

Hollbrook & Ng, 1994, Medjuck, 1990 & Salmon, 1989). 

Many of the articles on Black feminist scholarship speak of the dichotomy in 



women's lives. For example, they cnticise the feminist movement and it scholarship for 

beinç racist and overly concerned with White middle class women's issues (Davis, 1989, 

hooks, 198 1). According to Collins (1 990, p.7), Black women have historicaily been 

denied the credentials to become literate thus excluding most of them 

fiom position as scholars, teachers, aut hors, poets and critics. Moreover, while 
Black wornen historians, writers and social scientists have long existed, until 
recently, these women have not held leadership positions in universities, 
professional associations, publishing concems, broadcast media and other social 
institutions of knowledge validation. 

This suppression of Black wornen's ideas has sorne influence on feminist theory 

and research. On closer examination, theones that were developed as being universally 

applicable to women as a group, becornes greatly limited by the White, middle class ongins 

of their proponents (Collins, 1990). In her critique of the concept of "double jeopardy" 

and "triple jeopardy" (racism, sexism, and classism), King (1 988) notes that because each 

of these concepts presurnes a direct independent effect on status, neither is able to deal 

with the interactive effects of sexism, racism and classism. Many Black women are 

subjected to these oppressions simultaneousiy. As Barbee (1994) reminds us, women's 

experiences of patriarchal oppression is defined by race, class and culture, thus by viewing 

Black women's experiences through White femaie Ienses, their lived experiences are 

diminished or trivialized. As nurses becorne more involved with ferninism, we must not 

ignore the feminist perspective that is relevant to the experiences of women of colour and 

ot her marginalized groups. The next section examines feminist participatory research as i t 

in terms of incorporation of relations in the process and dissemination of research. 





interviews and group meetings which cari be used to ascertain concems, promote a sense of 

community. evaluate the process and cultivate the abilities and resources of the group in 

order to continue the liberatory process (Reason, 1994). For this study, individual 

discussions and focus group sessions were used to acwmplish these goals. The education 

component of participatory research involves learning more about the identified needs and 

about the research process itself. According to Freire (1990, p. 40), conversations that 

produce collaboration and self-awareness of capabilities are necessary in participatory 

research. He fùrther elaborated that: 

This dance of collaboration and conversations becomes a time of growth and 
Ieaming not only for the indigenous knowers, but also for the academic or 
professional researchers as wetl, for this is the time when the academics learn to 
relinquish some of their own power and control. It is within the interplay of honest 
dialogue between the indigenous knowers and the professional researchers that the 
"culture of domination" is challenged and reconstructed. 

Empowerment at individual and group level can be both a process and an outcome of 

research because the very act of participating in cornmunity activities creates change 

throuçh critical thinking, and dialogue which may lead to outcomes such as political action 

and, in this case, to better access to health care services (Wallerstein, 1992). 

The action component of participatory research takes the form of raising 

participants' awareness of the origin of their particular circumstance and facilitating actions 

to help overcome the situation (Maguire. 1987). Freire (1 !NO), noted that transformation 

is accomplished predominantly through cntical consciousness in which authentic dialogue 

between the oppressed and change agent occurs. Dunng this process, the participants are 

encouraged to use self-inquiry and reflection to explore the ways in which those in 

command control the creation and use of knowledge for their own purposes (Hall, 1993). 
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At the core of participatory research is the issue of power balance between the 

researcher (who comes in with some type of forma1 preparation or expertise) and the 

participants (who will be considered as CO-researchers) fkom the group being studied. 

Mellor (1988, p.74) stated that participatory research "attempts to break down the bamer 

between the researcher and the participant, acadernic and popular knowledge and to 

reverse the traditional hierarchy of those relationships". The researcher may possess usefui 

professional knowledge but the participants are the experts of the intimate knowledge of 

their lived experiences. Although the researcher and participants do not start the project as 

equals, they should strive for reciprocity, because this enables both partners to leam and 

grow fiom the research process (Drevdhal, 1995). 

Ideally, participatory research is initiated at the request of a group which is invoived 

in the entire research process (Maguire, 1987). However, the reality is that participatory 

research projects are more likely to be initiated by outside researchers, as was the case in 

this project. This is because in most cases, "the most oppressed are precisely the least 

likely to have already developed their own advocacy organizations" (Maguire, p. 44). 

According to Drevdahl(1995), one of the issues with participatory research is the need for 

some type of established community organization with which to work. This stuciy was 

init iated wit h an established community organization - the Black Women' Heal th Program 

which forrned the community base on which the research process took place. Their weekly 

meetings enhanced the research process because issues were collectively addressed. 

Although Afiican Nova Scotian women did not initiate this research on their own 

pnor to my discussion of this research project, they had some understanding of the issues 
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affecting Black women. During my initial discussion of the research project in the B W ,  

one of the women said, "this is very timely because we (BWHP) are just in the process of 

soliciting funding to start a research project on the ared'. While 1 initiated the research 

process, the women demonstrated an understanding of the timeliness of the research and 

actively participated in the process. Thus, it was a true participatory research project from 

the onset of the research process as reflected in our mutual agreement on the area to be 

studied. Orefice (1988) stated that to have true participation, population knowledge and 

scientific knowledge need to come together to create a new knowled~e which will be put to 

practice. This was true in this research project as reflected in our cornmon belief that each 

member of the group had something to offer and something to learn from the others. In 

participatory research, the level of participation can be viewed as a continuum from 

minimal wherein the researcher shares the findings with the group; to maximal, where the 

entire research process is planned and camed out by the group (Abbott, et al, 1993). 

Participation in this research process was midway in the continuum with the women 

assisting whenever possible. To maintain active group participation 1 oAen checked in with 

the women as data analysis occurred, and prior to data collection they assisted in 

developing questions and the format for the interviews. 

Method 

In feminist research methodology, there is no one method of data collection. 

Information is gathered by asking questions and listening to participants (Reinhanz, 1992). 

Data was collected through i n t e ~ e w s  and focus groups and this will be discussed in a later 

section. The following is a discussion of my process of entenng the Black community. 
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Entrance into t u c a n  Nova Srptia Co- 

As a student researcher, a nurse and a Black woman, 1 am often fnistrated when my 

attempts to read about issues of Black women's health prove unfmitfùl due to very lirnited 

literature on this area. I began to consider the idea of this study aAer attending a public 

presentation where a Black woman was quoted as expressing the need for health 

professionals to strive to understand their needs. This motivated me to initiate a process 

t hat wouId help me and my colleagues to understand Black women's health issues better. 

Initially, it was difficult for me to decide which group of Black women to focus my 

study with (immigrant Black women or indigenous Black women). However, through a 

fellow graduate student, 1 leamed about the Black Women's Health Program (BWHP) 

located in the North End Comrnunity Health Centre (NECHC). 1 subsequently decided to 

use the group as a base to work with indigenous Black women. The BWHP is a project 

initiated from a community needs assessrnent completed in 1995 by the NECHC. The 

program emphasizes a holistic view of Black women's health and provides a forum for 

Black women to heal themselves through collective sharing of their experiences (UnderhiIl, 

1998). The BWHP is located within the NECHC which is situated on Gottingen Street in 

Halifax. This area has a large concentration of African Nova Scotians. 

According to Drevdah1(1995), participatory research process begins with gaining 

entrance to the group one intends to work with. She further suggest that the outside 

researcher should not rush through this stage but take time to becorne familiar with the 

social and historical context of the community. My initial meeting, with the Black 

community occurred several months prior to the discussion of my desire to carry out this 

research. This was possible because I purposefully decided to work with these women for 
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the clinical component of my community nursing course. My clinical work with the BWHP 

provided an excellent opportunity for me to perform a number of activities that enabled me 

to gain knowledge and understanding of the Black Nova Scotian community. 1 met with 

Heather McCleave - Heaith Service Team Coordinator and Rose Fraser - Coordinator of 

the BWHP - to discuss my desire to work with them for my community practicum. 1 was 

then invited by Rose Fraser to attend the BWHP meeting which 1 continue to attend 

reçularly to this day. The program provided me the oppoxtunity to meet and share 

experiences with mernbers of  the Black comrnunity . 

At the BWHP meetings, 1 received a wam welcome from members of the group 

who have continued to  show great support and interest in rny work with them. For 

example, some of  them maintained regular contact with me during the Christmas holidays 

when there was a break from the BWHP's regular meetings to get updates on the progress 

of the study. 1 was also well received and entertained during my interview visits in the 

Black communities. Clearly, this demonstrated a smooth entry into the community to leam 

about the environment and people within which the research occurred. During this entry 

phase of the project, 1 visited the Black Cultural Centre in Dartmouth, North Branch 

Library and the Afican Canadian services Division Library in Halifiw. These visits gave 

me the opportunity to meet several African Nova Scotian men and women who were great 

resources in facilitating my leaniing process. They recomrnended appropriate reading 

matenals and assisted me in borrowing from these libraries. Through these reading and 

discussions with community members, 1 gained a good understanding of African Nova 

Scotian women and their heaith needs as well as cornmunity development issues. 



As a result of the knowledge gained during this phase of the research process, 1 

began to see my role in this community very differently. For instance, I did not see myself 

as the "doe?' who had the "power over" the group, thus implying that being a 

nurse-researcher means knowing what was appropriate for the ot her Black women. 

Rather, 1 saw my role as one of "power with"; a process in which both the community and 

myself as the heaith a r e  professional shared one another's knowledge to carry out the best 

course of action. This approach to working with the women allowed me to be a facilitator 

and an advocate for them. As a facilitator, 1 was able to act as a catalyst by encouraging 

and supporting the women to actively participate in identifjmg and taking ownership of 

their heaith issues for resolution. As an advocate, 1 helped the group to increase their 

awareness of issues of significance to their health. In this process, concerns were 

expressed by the women about inappropriate health care services. An example of the issues 

identified include culturally insensitive care to African Nova Scotian women during 

childbirth. This concern was congruent with my proposed topic of research. Thus, as soon 

as I received approval of my research proposal from Dalhousie's Ethics Committee, I 

shared the proposal with the group who showed excitement about the proposed research. 

This was the beginning of the participatory process. Having dixussed rny entrance into the 

African Nova Scotian comrnunity, 1 will now present the study setting and its participants. 

The Setting 

This research was conducted in the North End Community Health Centre in 

Halifax. The main forum of research activities was the Black Women's Health Prograrn 

which is located within the Centre. A significant number of the users of this health facility 
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are Afncan Nova Scotians. The Centre is staffed by farnily physicians, nurses, and other 

care health professionals. Having gained entrance into the community , it was easy for me 

to share my research proposal with the Black Women's Health Program Coordinator, who 

verbaily gave me the consent to proceed with the project. 1 also obtained verbal consent 

from the Executive Director of  the NECHC, Carolann Wright. Copies of a letter 

containing information necessary for the Health Centre staff to understand the research 

were given to the Coordinator of the BWHP for distribution to other Centre staff. The 

health service team Coordinator and the BWHP Coordinator were instrumental in 

identifjmg potential participants. 

The Partici~ants 

Kirby and McKenna (1989) define a research participant as "one who has the 

experience that has been identified as the focus of the research and who is willing to share 

herlhis understanding of that experience with researchers. That is, participants can 

collaborate with researchers on the way in which research is done" (p. 35). The 

participants in this study collaborated effectively with me throughout the research process. 

Following a mutual agreement between members of the BWKP and myself on the inclusion 

criteria for the research eight indigenous African Nova Scotian women, with ages ranging 

from 18-40 years participated in the research interviews. Al1 the participants had 

experienced the childbearing process within the last two years. 

Four of the women were primiparae (first-time rnothers) and the other four were 

multiparae (women who have had two or more delivenes). Out of the Four multiparae, one 

was a second-time mother, two were third-time mothers and one was a fourth-time mother. 
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Maritai status was not a determining factor in participation. One woman was married, 

another one had a cornmon-law partner and the other six were single mothers. The level of 

education varied within the group, ranging from Grade 10 to a Master's degree. Al1 

participants worked outside the home. Participants were dl residents of Halifax Regional 

Municipality and its surrounding sub-urban areas. 

Ail participants were recniited through the NECHC and BWHP. The health seMce 

team Coordinator and the BWHP Coordinator approached potentiai participants who use 

their services, while members of the BWHP used the snowball method of sarnpling to select 

women from the Black comunity. Pnor to begi~ing the individual interviews, input was 

obtained from the BWHP in relation to the study criteria, and the i n t e ~ e w  guide 

(Appendix C),  as well as their meaningfulness to participants. 

The BWHP mernbers and myself also explored the feasibility of focus group 

sessions and subsequent plans for the social action stage of the research process. One of the 

strengths of the methodology used for this research was the flexibility it afToïded the group 

in taiioring the process to meet their individual needs and the group agenda, based on 

participants' interest and resources. For example, interviews and group meetings' 

scheduling were flexible and the level of participation varied between myself and the 

women and among participants. 

Data Collection 

The collection of data was by means of semi-stmctured interviews and focus group 

discussions. It enabled me to obtain information from the participants' words in order to 

gain a description of their unique situation and to elicit details. In the process of data 
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collection, i n t e ~ e w s  with participants lasted, on average, for about 60-90 minutes and 

took place within two years of delivery date to ensure, as much as possible, an accurate 

recall of events. Focus group sessions were conducted six weeks following the completion 

of individual interviews. Mackenzie (1 994) noted that tmstworthiness of research 

information is enhanced when multiple sources of data are incorporated. 

The Interviews 

Interviews were scheduled whenever possible at periods following the baby's 

feeding and ofien began with an informa1 conversation about the baby, until a relaxed 

atmosphere was created, then more open-ended questions about her childbirth experience 

were asked and t ape-recorded. Reinharz (1 992) favours the unstructured research 

interview which employs open-ended questions because it maximizes "discovery and 

description" (p. 1 8). She aiso elaborated upon the fact that open-ended questions explore 

peoples' views of reaiity and allows the researcher access to people's ideas, thoughts and 

mernories in their own words. This perspective is congruent with feminist research and it 

draws on the characteristics of receptivity, openness and understanding as well as 

recognition and response to pa~ticipants' feelings. 

According to Reinharz (1 992), semi-structured i n t e ~ e w  which is a qualitative 

data-gathering technique has become the principal means used by feminists to achieve the 

active involvement of their participants in the construction of information about their lives. 

This approach to data collection gives a real understanding of how women lead their daily 

work lives, expenence their health or perceive other related issues. Feminists use semi- 

structured or "open-ended" intewiew research because it produces non-standardized 
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information and offers researchers access to people's thoughts and memories in their own 

words rather than in the words of the researchers (Reinharz). This is particularly important 

for the study of wornen because Iistening to women may be an antidote to centuries of 

içnorinç women's voices or  having men speak for women (Reinharz). 

Al1 interviews were facilitated by me and were audio-taped. Consent to be 

audio-taped dunng the interview were signed by al1 participants (Appendix D). Notes were 

taken to highlight signifiant observations during the i n t e ~ e w s  such as body language and 

gestures. Interviews were initially built on participant's answers and as ideas emerge, more 

focussed questions were asked. This is supponed by Anderson and Jack (1991) who state 

that to explore deeply wornen's unique expenences and perspectives, researchers need to 

refine methods of probing by not only using predetennined questions but by listening to 

responses. Each participant was assured, at the beginning of the interview, that there 

were no right or wrong answers to the questions asked. Each participant was also assured 

of confidentiality. Although dl women were offered a choice of interview location and 

time, six of the women were interviewed in their homes and the other two were 

interviewed in a relative's house. During my visit to the community where the two women 

were i n t e ~ e w e d ,  1 was given a royal welcome into the community and one of the members 

of the BWHP entertained the two participants and myself with food, prior to providing 

each woman a private room in her home for the interview process. An interview guide 

(Appendix C) consisting of broad open-ended questions was used to facilitate the i n t e ~ e w  

process with each participant. This guide was not used as questionnaire but served as a 

reminder, for me to explore issues that were spontaneously addressed during the interview. 
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Dunng the i n t e ~ e w  process, 1 shared some of my experiences with the women; an 

approach that is consistent with feminist methodology (Noel, 1996). This self4isclosure 

created a climate of trust that enabled the participants to share their experiences openly and 

comfortably. (Oakley, 1987) States that without intimacy, there is no reciprocity. 

Although 1 am a first generation immigrant woman, my status as a Black woman who has 

lived and experienced chiidbirth in Nova Scotia accorded me a special privilege with the 

women and contnbuted to their sense of co~ectedness with me as their CO-researcher. 

Following the completion of each individual interview, oral consent was obtained for the 

focus group session and participants were later contacted by phone to confirm dates and 

times for the focus group meetings. 

Focus Group Meet iw 

In January, 1999, after some consultation and planning with members of the BWHP 

and other participants that were not regular users of the program, we had our first focus 

group session to validate my analytic interpretations of the data and to seek new direction 

for data collection and anaiysis. According to Stevens (1 996), researchers can conduct 

focus groups towards the end of investigations, to evaluate methods and outcomes from 

the perspectives of the community who will be afTected by the research resolt. Group 

discussion such as this may help to validate themes, "veriQ the social significance of the 

findings, and explore possibilities for dissemination of research" (Stevens, p. 173). 

At this first group meeting, 1 reviewed the study process and the ethical 

considerations incorporated. 1 reinforced the need for informed consent before data 

collection, and their nght to stop the taping or withdraw from the research at anytime. The 



wornen were informed that the information discussed would be audio-taped and 

incorporated in the study. Once it was established that there was a mutual agreement on 

these issues, al1 the women individually signed written consent for the audio-taped focus 

group session (Appendix E). Participants in the focus group session comprised of the 

women who took part in individual i n t e ~ e w s  and other members of the BWHP. To 

maintain confidentiality of the i n t e ~ e w e d  participants, no identi@ing characteristics were 

discussed, only major themes emerging fiom the data. 

Stevens (1996) states that focus group i n t e ~ e w i n g  helps the group to find sorne 

common means of explaining areas of consensus and areas of disparity. It also helps to 

enhance the group's ability to become more conscious of the collective elements involved 

in their lived expenences (Morgan, 1988). This is congruent with my experience in this 

research, as expressed in the reflective discussions and actions of the women. For exarnple, 

following our first focus group session, one of the BWHP members facilitated a session 

with the group and showed a video tape produced in Ontario about Blacks and mental 

health. This video validated the findings of this study because most of the health issues 

discussed were similar to those expressed by the Afncan Nova Scotian women in the study 

The group also demonstrated empowerment as refiected in their suggestion for the group 

to produce a video tape of the African Nova Scotia expenence as reveaied in this study. 

Two focus group sessions occurred at the end of individuai i n t e ~ e w s  and I played 

the role of a facilitator. This enabled me to explore general topics related to their 

childbearing experiences, including access to health care and their face-to-face interaction 

with health care providers. The use of open-ended questions and encouragement of the 
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women to direct the discussion enabled the participants to use their own words and to talk 

about issues of importance to thern (Gordon, 1980). During these sessions, I also offered 

the group opponunity to validate themes emerging fiom individual interviews by sharing 

with them my findings fiom the individual interviews. These group discussions were rich 

sources of data regarding the collective understandings of issues of Black women during 

childbirth. According to Stevens (1 996). focus groups enable a research "to get a clearer 

picture of the range of health care expenences for the group as well as better 

comprehension of the cornrnon patterns in the data". She further states that "focus groups 

are excellent means by which to discover political dynamics and social contingencies that 

affect health needs and behaviours among community members" (Stevens, p. 175). 

This was observed in this study through the group's analysis of the social determinants of 

health in the Black community. These include socio-econornic status, race and gender. 

Denzin (1 989) states that this process of "peer debriefing" and "member-check provides 

opportunity for increased validity and credibility of the data. 

Ethicai Considerations 

An information letter explaining the proposed research was given to the staff of the 

North End Comrnunity Health Centre (Appendix A). Permission for the research was 

obtained fiom the Director of the North End Community Health Centre. This letter 

(Appendix A) was given to two of my community resources: Coordinator of the BWHP 

and Coordinator of the Health Senice Team. who distributed it to other people. 

A letter of introduction (Appendix B) was given to potential study participants 

who utilize the seMces of the North End Community Health Centre and the Black 
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Wornen's Health Program dunng the penod of this research process. Women who were 

interested in the research then gave their names to Heather McCleave, Heaith Service 

Team Coordinator and Rose Fraser, who is the Black Women Health Program 

Coordinator. These two nurses passed on this information to me and I contacted these 

women at a later time to seek consent and to arrange for a mutually agreed upon time for a 

meeting to provide a more detailed explanation of the study, and the risk and benefits of the 

study as welt as to conduct the interview. 

Informed consents were signed by al1 the participants (Appendk D and E), and they 

were informed that they could withdraw fiom the study at any time they wish, with no 

adverse effect on their care. The participants were assured of confidentiaiity throughout 

the research process and in the methods of information dissemination. Names of 

participants will not appear in any typed manuscripis, published matenal or presentations of 

data generated fiom this study. 1 asked the participants' permission to audio-tape the 

interviews and focus group sessions. 1 also explained to the panicipants that they could 

refuse to respond to any specific questions -they did not wish to answer and that they may 

stop the interview or focus group sessions at any time. With regard to the participatory 

nature of the thesis 1 incorporated their input throughout the research process. For 

example their suggestions were used to revise the original i n t e ~ e w  guide (Appendix C). 

The interview tapes were retumed to the women or destroyed following the cornpletion of 

the study depending on individual preferences. 



Centenng Myself In the Research 

My interest in this research originated from my personal, clinical practice and 

academic experiences. As a first generation Afncan immigrant women who has Iived in 

Nova Scotia for several years and has experienced the childbearing process in the Canadian 

health care system 1 can relate to that feelings of not being listened to or understood, 

absence from a familiar environment, feeling of vulnerability and loss of control. 1 share the 

same feeling of sadness, hurt and concems over issues of racial discrimination. For some, 

these concems becorne more complex when they cannot understand the language of the 

health care professionals. Added to my distress is the fact that English is not rny tirst 

language. 

As a nurse-midwife, most of my career centres around childbearing experiences; 

working wit h women, encouraging, empowenng and guiding them t hrough a successful 

birth experience. Practicing in a society where the dominant culture is very different from 

my own culture, 1 am oAen faced with the daily challenge of being non-judgmental and 

avoiding counter-cultural practices in my relationship with both my colleayes and clients 

who, in most instances, are fiom cultures that are dissimilar to mine. As an advocate for 

clients, I stnve to understand how the differences between my cultural beliefs, values and 

language and those of my clients might impact on the care provided. 

My nursing education, especially during the course of this graduate prograrn, has 

tremendoudy increased my analyticai ability. This learning expenence has enhanced my 

reflective thinking skills and enabled me to have a better understanding of issues afliecting 

Black women. This background has allowed me to experience issues of the health care 
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system from both sides; as a Black client and as a health c m  provider. These expenences 

inform me as a professionai nurse and have influenced how I viewed the participants of this 

study. 1 empathued with these women and my admiration for their enthusiasm and 

cornmitment increased as I continued to work with them. Listening to their stories 

provides ongoing motivation for sociai action. 

To facilitate the assessrnent of my personal growth during this research process, 1 

kept a reflective journal. This described my own responses and reactions to the interviews, 

focus group discussion and the research process. The journal enabled me to become more 

aware of my personai perceptions, values and beliefs; the entnes reflected my 'situated 

knowledge'. Streubert (1995) defines reflexivity as the position of the researcher as both a 

participant and investigator, thus providing opportunity to explore the cultures that values 

the affective and subjective nature of human beings. Reflecting on my personal feelings, 

observations and interpretations as recorded in my journal has helped to identify any bias 

which may have impacted on the process of dated collection and analysis. 

This research has provided me and the participants greater insights into the sociai, 

economic and political factors which contribute to indigenous Afkican Nova Scotians views 

of first generation Immigrant African Nova Scotians. 1 believe that by giving me the 

permission to act as a resource person for them (indigenous African Nova Scotian ) as they 

examined their experiences, and supporting me throughout this project, a process of 

enhancing a positive relationship between the two groups of Afncan Nova Scotians has 

beçun. 1 realized how much we have in common as is evident in my severai personal 

displays of emotions during the time they shared their stories honestly. 1 am gratefùl for 
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this opportunity and 1 am looking forward to a very near future when the Black Women's 

Health program (consisting mostly indigenous Blacks) will network with United Afncan- 

Canadian Women Association (mostly first generation Immigrant Blacks); an idea that was 

discussed in the BWHP. 

By centenng myself in this research, as 1 have done throughout this document, 1 

believe that readers will understand my world Mew and how this has infiuenced this 

research process. It will also provide insight into the usefùlness of feminist participatory 

research. 

Thematic Analysis: The search for the Codable Moment 

The utilization of thematic analysis as a method in a feminist research methodology 

such as this, is beneficiai because it allows interpretation of women's experiences in their 

words. According to Dublin (1996), thematic analysis provides equd opportunity for 

participants to inspect the issues and themes at an early stage and to refine the questions as 

the researcher chooses appropnate themes for the final stage of the research. She also 

notes that although thematic analysis "is not a high profile method of data analysis", a 

number of researchers have used it in the health care field (p. 79). Omery (1983) describes 

thematic analysis as that which involves peeling off the layers through a process known as 

bracketing. According to Boyatzis, (1998), thematic analysis is a process for encoding 

qualitative data which opens the door to many foms of information that may guide a 

researcher to their possible use. It provides access to discoveries and insights generated 

throuçh qualitative methods, and expands communication and dissemination of ideas and 

results (Boyatzis). 



Boayatzis (1998) States that thematic anaiysis helps "people to leam how to 

develop thematic codes with which to observe and perceive people, groups, organizations, 

cultures or events" (p. viii). It involves a process of developing themes and codes which 

may be observed directly in the data or underneath the phenornenon being studied.. "A 

theme is a pattern found in information that at the minimum descnbes and organizes 

possible observations or at the maximum interprets aspects of the phenornena" (Boyatzis, 

p. vii). Thematic analysis is a way of seeing which involves observation, understanding, 

recognizing an important moment, encoding it and interpreting it. The process of sensing 

themes takes the researcher through three phases of inquiry; recognizing or seeing the 

"codable moment" or pattern in the data, encoding or giving it a label or description and 

interpretinç the pattern. This process begins with recosnition of a "codable moment", 

followed by the classification and description of the moment. According to Boyatzis, 

encoding provides researchers with a link between a new pattern and other pattems 

previously observed and considered. The interpretation phase enables the research to 

attach meaning to the codable moment and to identiQ its location within the entire data. 

Thematic analysis begins with the perception ofa pattem in a seemly random 

information (Boyatzis, 1998). In order to perceive these patterns, certain abilities or 

cornpetencies are required. They include "openness" and "flexibility", knowledge relevant 

to area being studied, and planning and "systems thinking" (Strauss and Corbin, 1990). 

These abilities enable the researcher to recognize what is important, give it a meaning and 

conceptualize the observations (Strauss and Corbin). Cornpetencies such as empathy may 

aIso be relevant to perceiving pattems in certain sources of information. They aIso enable 



researchers to use a variety of  information in a systematic manner that increases their 

accuracy in understanding and interpreting observations (Coffey and Atkinson, 1996). 

With a complete view of the data, the researcher can appreciate aspects of the 

information because previously silenced voices or perspectives in the information may be 

recognized and brought forward (Boyatzis, 1998). Certain characteristics o f  a code are 

useful in the 'identification and development of a good code. Boyatzis (p.3 1) states that a 

çood thematic code is "one that captures the qualitative richness of the phenornenon". It is 

usable in the analysis, interpretation and presentation of the research. According to 

Boyatzis a good code is likely to  yield usefùl and meanine l  result and have five elements: 

1 .  A label (Le. a name). 
2.  A definition of what the theme concerns (Le. the characteristic or issue 

constituting the theme). 
3 .  A description of how to know when the themes occurs (Le. indicators on 

how to 'fiag' the theme). 
4. A description of any qualification or exclusions to the identification o f  the theme. 
5 .  Examples, both positive and negative, to elirninate possible confusion 

when looking for the therne. 

To be most useful, a label must be conceptually meaningful to the phenornenon 

studied; clear and concise; and close to the data (Boayatzis, 1998). Thematic analysis as 

descnbed above has provided guidance for the analysis of the stones of these women. In 

this study 1 have conveyed this view by describing the experiences of  participants in their 

own words. 1 also took my interpretation of the data back to the participants for 

validation. According to Magilvy, Congdon, and Martinez (1994) discussing themes with 

participants is a means of establishing confirmability and credibility of  a research. Having 

discussed rnethodology and the vanous sources of data collection, the next chapter will 

present the themes that were identified from the data. 



CHAPTER N 

PRESENTATION AND ANALYSIS OF DATA 

The research findings presented in this chapter reflect the implementation of 

multiple methods of data collection. This includes individual interviews, focus group 

meetings, an ongoing personal journal and observations. The interpretation of  the data will 

be found in the next chapter. 

The women who panicipated in the study expressed appreciation for the 

opportunity t o  share their experiences with me in their own homes. They indicated they 

were feeling good about knowing that a health professional care about their concems; they 

had not had an opportunity to be heard before. For exarnple, one woman noted: 

Coming to people's houses just to have interviews so that people will know 
what we think shows that you care. 1 probably wouldn't go to somebody's 
house to  interview them. 1 would ask them to corne meet me in my office ... But 
see, you came to my house and that's a good thing. It's pretty obvious that you 
want to  find out what 1 think about things. That shows me that they are some 
people out there who want t o  change things around. That helps a lot to know 
that you are not lefi in the dark. That people don? care what you think because 
you're a certain colour. I think it is a good thing to have interviews like this. 
Group discussion would help too so people can hear each other's opinions. 

These women expressed a desire to have their persona1 perspective respected and 

valued. Throughout the research process, we met in discussion groups of varying sizes, 

including one-on-one meetings to review the issues and to validate much of  my analysis of 

their stories. As 1 wrote their stories, a deliberate effort was made to incorporate their 

words as much as possible to acknowledge their position as the experts of their own 

experiences. 

In collaboration with the women, five major themes were identified with an intent 

ta create an accurate picture of their childbirth experiences in a manner that recognizes the 

reality of being an Afncan Nova Scotian women in a society where minority groups are 



often marginalized. Although each birth experience is unique, there were some 

commonalities among the group and these facilitated the identification of the major themes. 

These themes are not mutually exclusive, in fact, in many cases. they are interwoven as part 

of a circular process that preserves the women's messages. This approach is consistent 

with Belenky, Clinchy, Goldberger and Tarule's (1986) description of 'women's ways of 

knowing'. For example, as the women told their stories of racism within the health care 

system. an explicit connection between racism and the issues of access to heaith care 

becarne visible. These connections are highlighted whenever feasible throughout the data. 

Throuçhout the presentation of these findings, relevant literature will be incorporated to 

support the themes identified. 

The five major themes that emerged fiom the data include: 

1 ) The meaning of childbirth experience; 
2 )  Issues of access to health care; 
3) Racism within the health care system; 
4) Lack of culturally appropriate care; and 
5 )  The value of a support network. 

Theme 1 : The Meaning of the Childbirth Experience 

The childbirth experience was consistently described as a unique and significant 

event which has a powerful and psychosocial impact on a women's life (Nichols, 1996). It 

seemed to fil1 these women with a sense of satisfaction as demonstrated in the  many ways 

they articulated their feelings and perspectives. The following are the sub-themes 

associated with the meaning of their childbirth experience: a sense of responsibility, 

childbirth as a positive life event, the uniqueness of childbirth as a life experience. 

childbirth as a bitter-sweet paradox, and childbirth as a spiritual event. 



All of the women described their sense o f  responsibility to take care and love the 

baby. One women said: 

When I first had him, 1 must admit 1 wanted to go out sometimes with my fiends, 
like 1 used to just get up and go but 1 couldn't. 1 couldn't even go  to the Mal1 
because it was too cold or raining. It has changed my life, but it doesn't bug me 
anymore. 1 brought it on myself. 1 can't blame nobody. 

Another woman noted that "the minute your baby cornes, your life stops, and it's 

surrounded by him. Everything that happens, happen with him. But life just isn't 

over ...y ou have to  make the best of it". Yet another women descnbed her feelings as "it 

made me appreciate her more, for being a mother and having a baby isn't easy. It doesn't 

really hit you until the baby is bom, then you realize that you are a mother and you have to 

take care of  this little person. Babies corne first and al1 the other things fol10w'~. 

One of  the women felt that this new responsibility positively influenced her life: 

It made me change a lot of things that 1 was doing ... 1 couldn't just go here and 
there whenever 1 wanted to ... 1 am more settled down now because I now have a 
responsibility in her, and 1 couldn't drag her here and there. And just because of 
her, everything is so different. Like everything in my life is totaliy tumed nght 
around now. It's just so much better. 

Another women described this responsibility as something she enjoys; "1 just enjoy 

having a child around, someone to look after, to care for, and love". She went on to 

acknowledge that it has changed her Iife a lot because "it means slowing down a lot, having 

to stay home. It's not just you to look afler anymore". She also acknowledged that it is a 

dificult task because she had to have someone to  take care of the baby o r  take him with 

her to carry out other errands. "You just can't get up and go" she noted. 

One of the women, a 32-year old multipara spoke of her birth experience: 



It changed my life dramaticalty. It's just not me any more. 1 can't be selfish 
and 1 have to spread very thin. 1 had my own room when 1 moved out on my 
own.. . And now it's totally different because 1 share my bed with al1 my kids. 
They cuddle up to  me. It's Iike a bonding thing. 

S he went on to elaborate on some of the benefits of CO-bedding with her children: 

When people talk about crib death, you don't have to worry about crib death if 
your baby is sleeping with you. When you put him down, you know you are always 
nearby. Sometimes 1 think 1 am crazy because 1 say if your child is next to you, and 
he can hear your heart or your breath, they become very healthy children. 

One of the participants descnbed her new responsibility as, "sometimes 1 can't even 

çet washed. The baby's needs corne before mine. Sometimes I'm staMng and 1 can't eat 

until she is satisfied. 1 just put my life on hold. 1 have a lot more responsibilities" 

Supporting this theme is Oxley and Weekes ( 1997). who in their study of the expenences 

of pregnant African American adolescents, found that the experience of being pregnant 

contnbuted to a more mature thinking among some of their study participants. They 

reported that there was a shifl in thinking such as considering settling down, having no 

desire to Party, and thinking about a safe place in which to raise a child. Willard-William 

(1 991) found that the majority of Black adolescents in her study thought of thernselves as 

being responsible and made effort to meet their own needs as well as those of their 

children. 

Childbirth as a Positi 
. . 

A common belief in the group was that childbearing is a positive life event which is 

often accompanied with joy and excitement. They expressed these positive feelings in the 

following words, 

1 think it made me a better person. I used to get into a lot of trouble before 1 had 
him. And now, 1 don? even get into trouble because 1 have to be there for him, and 



if 1 get into trouble. there's going to  be no one there for him. S o  it changed me a 
lot in a good way. 

Another woman said, "1 enjoyed it so much. I even enjoy just sitting in my chair 

with the TV and rocking him. Just to  bond with him". 

Dunng the individual inteniews, one woman vividly descnbed what having a baby 

means to  her: "It means a lot to me- It's like 1 found someone that loves me and 1 love 

him and he is a part of me. And PI1 go through life with him". She went on to etaborate on 

the level of impact this birth experience has had on her. 

When 1 got pregnant, 1 didn't realize how much my life would change. The kind of 
life 1 had before 1 had my baby - like me and my mom got in a fight and 1 wasn't 
living at home. And 1 was living here and there. 1 wasn't doing well in school and 
everybody kept telling me that getting pregnant would be the last straw. My life 
was going "so b a d  that 1 felt like nothing worst could happy. Then 1 got pregnant. 

And she continued: 

To me, having this baby was like 'the light at  the end o f  a dark tunnel'. It was just 
so meaningtùl ... During the time 1 was pregnant, 1 came back home. Me and my 
mom got d o n g  alright. Our relationship got  better and my relationship with my 
whole farnily changed. 1 got t o  see my tnends that 1 never saw in a long time. 
Everything in my life started to  corne back together just because 1 was pregnant. 
And once 1 had the baby, it was like she just changed my whole life. Some days, I 
asked myself, "what if 1 didn't have her? Where would 1 be nght now and what 
would have happened in my life?" She is really such a positive thing that happened 
in my life. 

This finding is supported by Oxley and Weekes (1 997) who found that Afncan 

American adolescents perceived being pregnant as having more mature roles which brought 

them greater satisfaction and a more positive view o f  life. Khalaf and Callister (1 997 p. 

308) also validated this finding in their study of the meanings of childbirth experience with 

Muslim women living in Jordan. The women in their study perceived having children to be 

"the purpose o f  life and the happiness of the woman". As one of  their study participant 



noted. "without having children, life would be empty ... worth nothing7' (Khalaf & Callister, 

p. 380). 

The powerful effect of a birth experience creates a permanent impact on  the lives of 

al1 involved. These women's perceptions of this uniqueness is descnbed in various ways. 

For exarnple, one of the women explained: 

Even though people tell you what you're going to  go through, or how you're 
supposed to  feel when you go through it, you really don? know what t o  do or  how 
to  feel until you go through it. 1 don? think childbinh is anything you can describe 
to somebody. It's something that you have to go through to really know what 
it's like. You can read many books or take many classes, but you really don't know 
what the experience is like until you go through it yourself. 

Another woman said that "every pregnancy is totally different" and every woman 

needs to be psychologically prepared for the expenence because "it's al1 about you [the 

woman] being there and doing it al1 by yourself'. The lived experience of giving birth, 

from the perspective of  some of the women in this study is a unique and intense one which 

seems to be different for every woman. They felt that the experience can only be described 

by those who go through it. This finding is consistent with that of Halldorsdottir and 

Karlsdottir (1 996)'s study where the women described the uniqueness of birth as a life 

experience which is "naturdly indescribable.. .a feeling that cannot be compared wit h 

anything else" (Halldorsdottir & Karlsdottir, p. 56). Also supporting this theme is Simkin 

(1 992) who noted that wornan's experience of childbinh is very different !Tom most other 

experiences. It is like a joumey which one seldom knows how it will tum until it has 

actualIy been experienced (Simkin). According to Caliister (1995 p. 293) "there is no 

word to  express the experience of givinç birth. It is more than special". 



Childbirth as a bitter-sweet m-ed enlntiQas 

Some of the women expressed a rnixed emotion ofjoy and sadness especially at the 

early part of pregnancy. They admitted being unhappy when they leamed they were 

pregnant and expressed concern about their ability to provide for a baby. One young 

woman who did not have a common-law partners said, 

1 got really depressed at first because I'm not a person to have a baby at dl. 
Now 1 have one so ... I feel fike 1 just lost my whole childhood pretty much. 
Sometimes 1 just think if 1 could take it ail back, 1 would. But then 1 can't 
live without her. There are just so many things I want to do with my life. Al! 
my tnends are going away to work this summer and 1 can't because 1 have her. 
There are so many doors that just closed for me. Well, but there are so many 
that opened too. 

Then she went on to describe the "sweet" aspect of the experience, "Just watching her 

çrow up and taking her to school and her birthday parties. Just everything. She is 

somebody that 1'11 always love ... Jt makes me feel good". 

Another woman described her childbearing experience as a good one because "even 

though the pain was hard, it felt more neutral, and even though 1 screarned and everything, 

it still felt good once 1 saw my baby". One young woman noted that, 

It was pretty nerve wracking ... 1 was nervous. 1 didn't really know what to 
do. 1 took the classes but when it came down to doing it, 1 didn't do what 1 
was supposed to do. 1 was just trying to get it over and done with. But 1 
forgot al1 that and was really happy to see my baby when the time came. 

One participant spoke of her uterine contractions as "a good kind of hurting". She 

explained that aithough the labour pain hurts, the birth experience was "enjoyable" and 

would be forever remembered. This finding is consistent with Halldorsdottir and 

Karlsdottir (2996) who reported that women in their study expressed mixed feelings of' 

emotions such as excitement and anxiety which was infiuenced by their particular 



circumstances and expectations of the birth experience. Oxley and Weekes (1997) found 

that the birth experience was perceived either positively or negatively, depending on the 

women's desire to bear or not to bear a child. Those who wanted to have a child looked 

forward to the new roles with anticipation and excitement (Oxley & Weekes). The 

occurrence of bitter-sweet emotions is fùrther supported by Callister and Vega (1998) who 

found that women expressed mixed feelings about the harsh realities of childbirth and the 

happiness that follows when al1 is well. Their participants admitted being unhappy at first 

knowledge of conception because of concem for their ability to provide for the new family 

member but when it was al1 over, one woman noted, it was "an undescribable experience" 

that fills a woman with a strong sense of motherhood (Cdlister & Vega, 1998, p. 292). 

The stot-ies of these women's childbearing experiences show that the birth 

expenence can also be perceived as a spiritual event. During the interviews, it was clear 

that some women's spiritual beliefs and values lent perspective to the rneaning of their 

childbirth. Some of the women, in describing their perceptions of the childbearing 

expenences. were able to construct their own realities in the context of spintuality. The 

sense of relying on a supreme being during the childbearing process is exemplified: 

Having a baby is very good for me because .... It's like to give back. To have a 
baby, without any dmgs and stuff in my system, it's a feeling of relief In a way, it 
changed my 1ife.A was probably just God's doing because one of rny kids was 
taken away from me because of my life and where my life was. Maybe this is the 
reason why it did change my life in a way ... and then God blessed me with another 
little girl. 

When asked to descnbe her early motherhood expenence, one of the women said: 

1 love spending time with her. Especially when it's just me and her. 1 feel 



like 1 have someone to enjoy my life with. My life has more meaning to it. 
It is a different feeling when you have your own child. It's like a feeling of 
self-belonging. 

Another woman described her reliance on God in the following words: 

1 just feel like God blessed me with her ... at the time he did. Because my life 
needed to change. 1 really believe in God, and 1 don? believe that anybody can 
have kids without Him. 1 believe that people who have kids are blessed ... God 
blesses people with kids. That really means something to me. And 1 just felt like 
God blessed me with my baby and that changed my Me. And now, it's just me and 
her, and things are just getting better. 

The perception of childbirth as a spiritual event is validated by Callister and Vega 

(1998) who found spirituality to be an imponant element of women's lives especially 

during childbirth. As one of their study participant noted, having a baby "is a gifi and 

privilege that God gives to women" (Callister & Vega, p.293). In their study of 

childbearing Muslim women in Jordan, Khalaf and Callister (1997) found spirituality to be 

a vital component of the women's childbirth experience and during childbirth, the woman is 

believed to be in the hands of God. 

Theme 2: Issues of Access to Health Care 

Access to health care or more accurately, lack of access, was a theme identified by 

a11 the women involved in this research as a major problem facing the African Nova Scotian 

Community. Aithough Canadian empincal evidence is scarce, United States and British 

literature acknowledges that White people are more likely than Black people to receive 

certain health care seMces (Bhopal, 1998). For example, White people in the United 

States receive more intensive medical attention in the treatment of heart disease than Black 

people (Bhopal). Basic to this theme are certain societal factors which the considered to be 

as fbndamental causes of their inability to obtain adequate health care. These factors will 



be addressed under three sub-themes: inaccessibility of health care services, inappropriate 

use of medical discourse, and lack of information on Black health issues. 

Access to health care services was a concem expressed by al1 the women in this 

study. Based on their description of the sources of decreased access to health care, racial 

discrimination in health Gare was consistently identified as a bamer to equal access. 

However, because racism is such a significant component of these women's childbirth 

experiences, it will be discussed in a later section as a separate theme. 

These women perceived barriers to health care seMces to include lack of 

transportation and childcare, health care providers' atiitudes and health care provider's 

race, and lack of health care resources in their own cornrnunities. One participants 

described lack of resources in her community as: 

We have a c h i c  here, and 1 wish Our clinic was more of a community chic  like the 
North End Clinic that does workshops and has a support system. 1 find with our 
clinic, it's just the doctors who come in for their hours, 2 hours, 2 days a week then 
they are gone ... Now 1 guess public health has changed. You no longer have your 
reçular doctor and community nurse. 1 think it's really needed. This is a 
community of 2,000, and a lot of us actually go to Dartmouth to the medical centre 
for various reasons. 1 have a car. But anybody else who doesn't have a car is not 
going to be able to get there. 

This woman went on to explain that the two hours of operation of the clinic in her 

community is inconvenient for working people. "It's Tuesday for a couple of hours in the 

afternoon, and Mondays for a couple of hours in the moming". She concluded by stating 

that this is creating barriers to heaith care seMces "because there are a lot of people that 

don't drive" in her community. 

Another woman described her difficuity accessing the health care system during her 



prenatal period: "the nurses, 1 c m  always go down and talk to. But my own doctor, she is 

hard to  get in to  see. If you want an appointment, you've got to  book an appointment and 

then you get in like 4 weeks later. It would be nice if she was there more so that when you 

needed her, you don't have to  wait for 4 weeks" 

One participant remembered that access to health care was difficult because o f  

Iimited financial resources. "1 did have difficulty because at the time.. .you know, it's hard 

when you are pregnant and you've got other children at home, and you are only on Family 

Benefits. They wasn't nobody supporting me, and transportation t o  the hospital o r  the 

doctor's office was hard". She went on to  suggest that health care facilities like doctors' 

offices o r  prenatal classes should have juice, b i t s  and snacks in case those women with 

limited income were hungry. Lack o f  transportation and childcare was expressed by 

another participant: 

How is someone supposed t o  be able to get to prenatal classes like if they don't 
have nobody there in their family that is willing to support them and mind their 
children for them, if they have other children at home? Or  you know, how are you 
supposed to  get there if you don't have money? You've got t o  walk al1 the way 
downtown. And then by the tirne you get back, it's night tirne and you've got to  
walk al1 the way back uptown instead of  getting a bus ticket. There should be bus 
tickets for people. 

Resources for adequate nutntional intake was a k o  an expressed concern by some of 

the women: 

Our  current health care system.. -1 think that they have enough money to supply milk 
and juice tickets for pregnant women o r  women who are breastfeeding, especially 
for those people who are o n  Family Benefits. Because they don't find too many 
women breastfeeding so it shouldn't be a big problem in supporting them with milk 
tickets ... There should be a place for pregnant women t o  get the proper fhits and 
green vegetables. Because, a lot o f  Black people don? get enough folic acid and 
s tuR It makes them really sick and stuff. It's just a lot of things they don't get 
because they can't always S o r d  t o  buy thern. They can't H o r d  to buy vitamins, 



green vegetables and fniits. She went on to describe her limited income: 

1 was just lucky enough to have a couple of dollars so 1 can eat properly. They 
pamily Benefits] gave me $30 for food and k i t s  until she was three months old, 
then they stopped. But $30 isn't a whole lot of money every month ... It would be 
nice if they offered something for just pregnant women. 1 find lately I'm not getting 
proper milk. Not getting proper vegetables and stufï because where Christmas is 
coming, your money has to go  on gifts for your children, what little bit of money 
you get. And then the whole time they are encouraging you to breastfeed, but in 
the meantirne they don't really care if you're getting your proper diet. Especiaily 
when they know that you are poor, you would think that they should be ~ffering to 
continue helping.. . because you are barely living. 

In the hospitai, lack of adequate care and sometimes differential treatment was an 

obvious barrier to fiealth care services. One woman recalled, 

You see, the reason why 1 didn't want an epidural is because 1 had two negative 
experiences with the epi. with my first child ... 1 went in there about 1 1 pm and by 
10 am, 1 was fully dilated. But my baby wasn't deiivered until4 p.m ... So 1 was 
there fùlly dilated waiting for someone to deliver my baby. My epidural wore off 3 
or 4 times. Each time it wore off, 1 waited for at least an hour for someone to 
corne and top it up. 1 was screaming and suffering and pushing in pain because the 
only thing that would relieve the pain was to push. 

She went on to describe how difficult it was for her when she consented to a 

forceps delivery and had to  wait for the procedure. 

It was just a nightrnare. It was so bad ... rny mother who went in with me when the 
first one was bom, said, she will never go again. That is just how awfùl it was. 1 
was in such pain. I've got a video tape to prove it. And they would come back 
and Say, "Oh, we 're going to get you". but an emergency cesarean came up every 
hour, they were supposed to do  it. "Oh, we can't do it yet because an emergency 
cesarean came up". 1 guess 1 wasn't an emergency. But my baby should have been 
their concern. That was a lot of pressure on a baby, being there and not being able 
to come out. And so that is why ... since he has been bom, 1 just made sure 1 got 
him checked for everything just to  make sure that everything is okay. 

This woman continued to descnbe what she identified as her second negative 

experience during her childbirth which began when she ruptured her membrane during the 

birth of her second child. She went into the hospital for assessment and was sent back 



home, and told that she will be induced afker 24 hours if not in her own labour. Here is her 

recollection of the events that followed: 

The next day, 1 go in, "Oh no, we can't do you yet because we've got an 
emergency.. .al1 these emergency caesareans". . ."you can go back home and 
we'll cal1 you at such and such o'clock". That hour passed, and still nothing. 
They hadn't called. 1 called them. "Oh no, we can't do it yet- We'll cal1 you". 
And I'm waiting and I'm thinking infection or anything could set in. 

So she decided to go to the hospital where she was admitted into a self-care unit for 

induction of her labour the next day. She noted that she had a bad "pain killing experience*' 

because again, this time there was delay in getting an effective epidural anaesthesia. 

Some women felt that access to appropriate care was inhibited because of tack of 

care provider's physical and emotional presence. One woman noted: 

1 don't know if there weren't enough nurses on the floor. 1 was in a private 
room so 1 was by myself Someone should peep in and Say, 'Do you need 
anything?' But on certain shifts, and certain nurses that were on, I didn't 
see them at all. So I would be there suffering. 

Another woman remembered: "1 mean like they didn't really spend much tirne in my room. 

They came in and they just left nght away". One of the women was disappointed at the fact 

that she was not encouraged to participate in her baby's care following his transfer from 

special care nursery to her room: 

1 thought they would corne in and show me how to bath him and stuff iike that. 
But they didn't. Because he was down at the nursery, and then was brouçht to me 
at 5:00 in the moming. She [nurse] said that she already washed him. But they 
didn't show me how to do it. Like he was my first child ... 1 don't know if they just 
didn't do it because they thought that they might have taught me downstairs. 

One of the young women remembered: "They didn't give me no pamphlets to take. 

1 had to cal1 my doctor that day. I knew 1 had to have my bowel movement and 1 was 

scared my stitches were going to break. I didn't want to  have it at all". She then went on 



to describe her breastfeeding initiation experience: 

1 wanted to breastfeed but one nurse came in and asked me if 1 was going to 
breastfeed? And 1 said, "Yes, 1 want to do it". She was supposed to  come 
back to show me how, but she never did. Aren't they supposed to show 
you how to do it ? 1 don't think she did come back, unless she got the 
wrong impression that 1 didn't want to do it. I thought that was pretty weird 
because 1 wanted to learn. 1 didn't to know how to do it. But 1 learned on my 
own. When 1 got home, about a week later, 1 started getting the hang of it. 

Another women explained how she felt ignored: 

They came in and checked on my stitches to see if it was healing. That's 
about it . 1 was just there and 1 left. And they knew 1 was in pain, and they 
didn't care. I was telling them and they were ignoring me, and they discharged 
me. They didn't believe me but 1 was in pain and 1 didn't want to go home yet 
because 1 never knew enough to go home with. 1 never had enough information. 
And 1 was only 15 so 1 was nervous. 

One woman, a 20 year old first time mother felt that she was not adequately 

assessed in early postpartum: 

They didn't come by to say, "Well, how are you feeling about the baby? How do 
you feel? Are you stressed?" or anything like that. And 1 think that is a big issue. 
You really didn't have no one that came in and sat down and talked to you about 
everything. Because a lot of young moms, are just so stressed ... They really don? 
have no one to come in there to discuss anything with them to help ease their rnind, 
or to give them any infornation on how they can deal with thern, being young and 
just having a baby, especially people that are on their own. 

She went on to tùrther explain the kind of care young mothers need from heaIth care 

providers. 

To have a baby, is stressfùl, especially if you're young and you're not married, and 
you're not really financially secure. Some of my fnends are on social assistance. 
And 1 think it is very important to have somebody come by and Say "How are you 
feeling". I've met people who have been in the hospital and they seemed fine, and 
when they came home, they had the baby blues for a week, or two. They just can't 
deal with it. 

Another young woman expressed how her needs were ignored. "1 was havinç 



contractions, 1 was pretty banged up. And she would only do stuff when 1 asked her. She 

just sat there reading a book. Not even like a nursing book, just a normal book*. One of 

the other participants also felt ignored. She recalled, 

I f  you b u u  them, they ignored. Basically, my nurse wasn't there. 1 asked for ice 
packs. And the lady who answered the b u u  said that she will get my nurse to give 
it to me when she cornes. That was fine ... but it was just the way she said it. It 
seemed like "Oh, another one!" Does it really have to be your nurse that brings 
you sornething like that? It wasn't like 1 was asking for sornething that oniy my 
nurse could give. 

This participant also felt that "the people who were delivering the food were not 

very nice.. .They came in, and they just grab and go. ..no 'hi'. Not that they have to, but it's 

nice for them to be cheery. 1 said "hi". Not that ... that is their job, but 1 rnean . A  sort of 

like their attitude". 

Two women described their fnistration with the lack of easily accessible seMces 

for male circumcision. One of the two was disappointed because circumcision was only 

performed on Tuesdays. She said, 

The nurses inforrned me when 1 asked thern that the circumcision doctor 
doesn't corne in until on Tuesday to do circumcision. And 1 said, "so your 
baby has to be boni on Tuesday in order to get circumcision?" She said, 
"practically, or then you have to bring him i d7 .  1 was very disappointed. 
This is a hospital, and these things should be in place there. Why should 1 
have to go home and then take my child back to the hospital to be circumcised. 
or take him to the doctor's office? 

Another woman felt that senices such as circumcision is not provided through 

public fùnding because of societal values. In talking about her frustration waiting for a 

weekly circumcision day or taking a baby to the doctor's office, she said, 

1 think it is a need which is ignored because the White majority are not getting 
circumcised and it's just the minorities that bring their kids in to get circumcised. 
And why shouldn't you have someone on staff) Because it is a minority need, 



and that is not a need. I felt there was no need for him not to be circumcised 
because 1 have not made it to the doctor's office. 

The issues articulated by these women such as limited financial resources, 

difficulties getting childcare andor transportation in order to  obtain prenatal case are ail 

vaiidated by MurrelI, Smith, Gill and Oxley (1996) who studied Afncan American 

childbeanng women to explore their access to health care and racism. In their study, the 

wornen reported "care that is indifferent, inaccessible, and undignified" and these women 

perceived differences in care based on their race, health care providers' attitude and their 

socio-economic status (Murrell, et d). According to Fraser & Reddick (1 997), because 

Afican Nova Scotian women are uncornfortable with some White physicians who lack 

cultural understanding and racial awareness of issues affecting Black people, they "do not 

access heaith senices and prograrns in a timely or adequate marner". This is tùrther 

supponed by LaVeist, Keith and Gutierrez (1995) who found that Black women are less 

likely to receive adequate prenatal care than White women for various reasons. 

Racism as a source of limited access to care was also acknowledged by the women 

in the focus group meetings. Here are some examples of how the women described it: 

The nurses would come in and they would be at the other women's bedside sayinç 
"Oh, do you need this or that?The nurses were coming in and they would ask 
everybody else, "do you need this? Do you need tha t?But  it was like they 
wouldn't even come to  ask me. 1 would have to go  look for a nurse and Say, 
"could you please come help me?" 

In the room, 1 was the only Black woman. Like it seemed like every time 
they were asking other women "Oh, do you want water?. Do you want 
something?" But when I wanted something, 1 had to go look for them or press the 
cal1 button, and I would have to keep calling. And when they come, it is like, 
"Well, do you want something?" I'm like "well, yes". And I was kind of upset 
because they were going around asking the other women if they need anything, and 
coming in al1 the time and checking on them. And it was like 1 was just left there, 



like to fend for myseK 

M e r  1 had the baby, 1 could hardly get out of bed. 1 know some of the nurses 
knew 1 had a bad back labour. .. And 1 was lying on the bed and the nurse.. . I'm 
serious. 1 just remember she forced me up off the bed. 1 was telling her, "I'm 
going to pee myself. I'm going to pee myself 1 don't want to go right now" And 
she said "just stand up, just stand up". And she as boosted me up, 1 peed al1 .... 
because 1 lost al1 control of everything. 

1 was in such a pain. 1 just felt 1 should have a little more care, a little more 
attention. It shouldn't have been my husband helping me to change the pad. 
Because when he wasn't there, 1 couldn't do a thing-.. Someone should have 
answered my buuer and come and help me. 

Lack of access to health care as a result of racism is not new in the literature. The 

differential treatment described by these woman has some sirnilarities with those of Mrs. 

Jones, the 70 year old woman whose story is presented in the literature review section of 

this document. Like Mrs. Jones, some of the study participants felt that health care 

workers ignored them while attending to the needs of White women. According to 

Chevannes (1991), the unequal access of health care to marginalized groups may be related 

to the unwillingness of some physicians to refer them for speciaiist assessment and care. 

She hrther noted that the lack of routine screening for sickle ce11 disease in Britain where 

one in ten Afro-Caribbeans has the sickle ceIl trait is an example of low access to care 

(Chevannes). She also noted that on the other hand, screening for phenylketonuria (PKü) 

with an incidence of one in 1400 among the British population is offered to al1 new-bom 

babies (Chevannes). Although there are no current statistics to support that a large nurnber 

of African Nova Scotians have the sickle ce11 trait or disease, the participants in this study 

expressed a similar concern regarding their newborns not being screened for sickle cell trait 

while every newborn is screened for PKU. Dunng one of our focus groups, the women 



decided to assess the rate of sickie cell incidence within the group, and in a group of eight 

women, six of them had either the disease or the trait. 

Attitude of health care professionals, which was identified as one of the barriers to 

appropriate to health care, is supponed by Chevannes (1991) who noted that in an 

all-White environment, negative health consequences for Black people may occur due to 

jeopardized communication between the White professionals and Black patients, and 

culturai requirements may be ignored and illnesses left undiagnosed and untreated. This is 

fùrther supported by Ford and Cooper (1995, p. 244) who explained that "physicians who 

view the maintenance of 'human capital' as an important role of medicine may be less eager 

to expend resources on minorities". For example, some health care providers may be 

reluctant to refer Black women to specialist care in effort to Save health care dollars. 

Inap~ropriate use of Medical Discourse 

The use of medical jargons without explmations was cited as a limitation in Afncan 

Nova Scotian women's ability to participate in discussions about their care thus seMng as 

a barrier to appropriate heaith care. For example one participant explained: 

1 had high blood pressure and 1 used to see spots in my eyes. And I was really 
swollen up. 1 couldn't even walk on my feet. 1 had to cut my sneakers to put on 
my feet. But when 1 went to the hospital, 1 didn't get enough care ... They were 
like in and out. They didn't spend enough time with me to let me know what was 
wrong with me. They were just coming and telling me nght quick in doctor's 
words. They weren't really explaining it to me. 1 was only 1 5 so 1 couldn't 
understand much. And they weren't explaining it. They were just telling me and 
leaving . 

When asked to explain what she meant by 'doctor's words', she elaborated: 

Them big ... big words. 1 didn't even understand it. 1 never understood any 
of it. So 1 was like worried. 1 didn't know what to expect. 1 didn't know if 
my baby was okay, like what was going on. They weren't really explaining 



it to me. And 1 didn't like that at ail. 

Another woman descnbed her experience dunng a fetal distress in labour: 

They were whispering in each other's ears, and things like that, so 1 knew 
something was wrong. And they didn't really tell me until like afierwards. 1 
thought they should have told me then. Because 1 felt really womed when they 
started whispering in each other's ears because 1 knew something was going on. 

One of the young women who was admitted prenataily into the hospital described her 

experience of information sharing as: 

They were in and out. 1 knew 1 had serious problems. And they weren't really 
explaining nothing to me. They weren't helping me to understand what was going 
on with my body. 1 just wanted to go home at that point. There was no sense me 
being there if they're not going to explain things to me. 

In describing her lack of involvement in decisions about her care, one woman 

recalled, "1 didn't want to take no rnedications. 1 wanted to feeI the f i I l  expenence. And 

they kept pushing it CEpidural] on me. And 1 felt like they shouldn't do that. They should 

let one make her own decision. They were asking me over and over again if 1 wanted it." 

Another woman remembered her apparent tack of involvement in her care: 

My reguiar doctor that was going to deliver the baby was gone away, 1 had an 
on-cal1 doctor. 1 really didn't know this doctor. And the way I had seen it, it 
was like they were arguing about what they were going to do about me. And 1 
was like, "Hello, I'm the one having a baby. I'm right here". 1 thought 1 should 
have some kind of input into what is going to happen with me and my baby. 

She went on to elaborate on her the issue: 

1 understand if there is some procedure that happen, like if they have got to cut 
me open and they've got to take the baby to save her life. Well, then they've got to 
cut me open. But I'm sitting here on the bed. 1 wake up and al1 1 hear them talking 
about is they are going to give me a cesarean section. 1 got upset about it and 1 
told them .... 

Yet another woman recalled a similar treatment dunng an early ultrasound: 



We got up to go in. And he came in and did it really fast. He didn't show me 
the screen. H e  didn't tell what 1 was having. He didn't tell me how far along 1 was. 
He was like, "Okay, bye" and jut took the pictures and left just like that. 

Some of the older women in the focus group meetings also remembered having 

similar experiences o f  lack of involvement and use of medicai jargon with no 

accompanying explanations. One women described heaith care providen' inability to  

involve her in her care decisions during an amniocentesis: 

The nurse came into my room one day and said "Oh, we're going to do a tap". 
That is what she called it ..." an abdominal tap". 1 remember those words. 
"And al1 it is, is we want to  see how old your baby is, and see how your 
baby is growing. And they're going t o  put some stuff on your belly, and wash your 
belly off, and then they're going to  put a needle in ..." The needle was about this 
long. Now you imagine 18 years old and I'm scared to  death o f  needles. "They're 
going to put the needle in your belly and just take a little bit of  fluid off'. 1 stiIl 
remember that nurse. Oh my God, 1 was petrified. And 1 didn't know what that 
was about. As far as 1 could see, it wasn't explained very well and there was no 
consent. 

Another woman fiom the focus group meetings recalled having a caesarean section 

without infonned consent. 

1 remember with my first child, 1 had a c-section. 1 didn't know nothing about it. 1 
was sore. It was so painhl and al1 1 knew was that 1 was awake one moment and 
the next moment 1 was gone. And then it was night-time, and 1 had my baby. 1 
didn't even know that 1 had surgery. 1 didn't know what a c-section was. 1 had 
tubes coming from eveqwhere, and 1 wanted to go to bathroom, 1 didn't 
know 1 had anything hooked t o  me. 1 got up and tried t o  go to  the bathroom. 
Then 1 felt my stomach sore, and 1 was in so much pain. 

Yet another wornan in the focus group meetings told her story about the Iack of 

explanation of  care: 

1 found they were coming in t o  d o  something, and they would just come in and Say, 
"okay, 1 have t o  take blood, and 1 have to do this," but they didn't Say, "This is why 
we are going t o  do it, and this is what it has to do with you and your baby." They 
would come in and just do whatever . .A  didn't like that at all. 
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Some of the stories told in the focus group meetings are experiences older than two 

years and rnay not accurately reflect current practice. However, these are the perceptions 

of these women and they are told here in their words in hope that their voices will be 

preserved and used to pmduce knowledge around Black women's health. Inappropnate 

use of medical language without accompanying explanation as a concern of women is 

consistent with Halldorsdottir and Karlsdottir (2996)'s finding that childbearing women 

have a need for explanation and information because these give them a sense of control of 

self and circumstances. This is fiirther supported by Kauffman (1993) who stated that lack 

of explanation by care providers during childbirth negates women's actual expenences and 

reinforces the control of health professional over the birth process. According to McKay & 

Yager Smith (1993), when caregivers anticipate women's womes and explained every 

detail, women are relieved of anxiety and feel appreciative. Fraser and Reddick (1 W6), in 

their needs assessrnent of Afiican Nova Scotian women found that the inappropriate use of 

"rnedical jargon" created a bamer to health care for the women. Fleissig (2993) in her 

study of women's views of information given to them by staff during labour and delivery, 

found that in addition to information about procedures, women want constant support and 

information dunng childbirth. Some women explained that lack of involvement in their 

care created anxiety and hstration in them. In contrast, Green, Coupland and Kitzinger 

(1990) argued that allowing the labounng woman to be involved in decision making about 

her care may confùse her and increase her anxiety level. However, Halldorsdottir and 

Karlsdottir's study supported the need for women to receive information and to be 

involved in their care decisions because this can bolster a positive expenence of childbirth. 



Lack of a- on he- 

The lack of knowledge and research on Black women's health issues were apparent 

barriers to access to health care. Most of the women in both the individual interviews and 

focus çroup sessions described the unavailability of information from the heaith care 

professionals as a factor to their inability to participate in various aspects of their care. 

One wornan remembered the lack of information: 

1 think it is different for Black people than White people. Because a lot of White 
people get what they need, and Black people son ofjust get thrown off the 
back ... Like their questions never get answered. 1 don't know how to explain it 
but it seems like White people always get their needs met but Black people don't. 
That is because of the fact that a lot of the White people don't even have to ask 
questions to get the answer. And because they are White on White, the White can 
ask the White, and they can relate to each other. But with Blacks, you can only 
get what you need if you have a Black person. But if you have a White person, 
you can't because.. . She doesn't understand exactly. Like she doesn't know what 
our bodies go through, it is different like fiom what White people's bodies go 
through. And then to ask a White person, they don't understand. You just know! 

Another woman had this to Say about the lack of information from health care providers: 

They don't give out information. When 1 was having this baby, 1 said to my doctor, 
"I'm thinking about getting my tubes tied. Can you give me some information on 
the pros and cons on getting my tube tied?'And she said, "well, there's not really 
much to say". She didn't give me any information. 

Yet another women recalled her experience: 

1 mean it's my third child but 1 still want information. Medical information 
is changing constantly. Give out information. I'm a paper person. And that 
is the difference I found from here and Ontario. They were so happy to give 
me information on anything.. .information on breastfeeding. 

As 1 listened to these women, 1 asked them what advice they would give to the 

health care professionals who w e  for Black women. Here is one woman's response: 

We need more information - spend more time with us. 1 understand there are a lot 
of patients in the hospital but you should just divide the time up to each patient. 



Because.. . some are young, and don? know many things. For example, 1 went in 
expecting just t o  have him and leave. But after ail the complications and 
everything, 1 didn't have enough information. That made it even worse for me. 1 
never had enough attention. 1 don't know what word 1 should use. But 1 never had 
anything really. 

One of the participants who was expecting her second child noted that she was going to  

actively seek for information. She stated, 'Tm going to  try to  get more information than 1 

had the last t h e .  I'm going to try to demand to get some answers. If something is wrong, 

1 think 1 should have the right to  know like what is going on". 

Another woman described the lack of information, "it would just be nice if you're 

in the Grace and when it's time to go home, they would tell you these things. Like, "Well, 

we have a mother-baby c h i c  if you need it". One of the young wornen felt that some of 

the information available was focussed on certain age groups. She said: 

1 think for breastfeeding, it would be good if they could have more information 
for young people. I found information on breastfeeding was more for older women. 
It would be nice if you could have nurses or  anybody that could corne in and have 
like a class or  something for young mothers to really explain to them what 
breastfeeding is with other mothers that have done it that are young. It's alright 
for an older woman to corne and Say, "Oh yes, breastfeeding is this or that". But 
they are not living my kind of lifestyle ... like for a young, single mom living on her 
own, some people would probably still want to go out because they are young, and 
do things, and finish school. 1 think it would be reaIly good if they had a way that 
they could present it to young people fiom other young people so that they could 
understand. If you had someone on their level discussing it with them, then I think 
it would be more taken in as knowledge instead ofjust going to a class. 

One woman attributed her poor pregnancy outcome to inadequate information: 

The doctor 1 have now is pretty good. 1 think she helped me with our needs ... is 
concemed about the family, whereas the previous one, 1 don't think she had time o r  
she just didn't seem to a r e  as much. 1 think if things were different, 1 may not 
have had that miscarriage ... If she had given me better care and better information. 

According to  Spigner (1 994)- because Black people rank disproportionately among 
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the lower strata of the social structure in both health and economic indicators, their role in 

health research process is oAen limited. Their involvement in research is more ofien 

defined by their participation as subjects rather than as active researchers. He further noted 

that because of the top-down reinforcement in the hierarchy of Amencan research, Afncan 

Amerïcans are most notably under-represented in the upper strata of the research hierarchy, 

and decisions are made by active researchers and applied to passive research subjects like 

Black people (Spigner). According to Spigner, this under-representation precludes the 

intirnate knowledge of many research subjects, and diminishes meaningfùl participation. 

Fraser and Reddick (1 997) reported that the lack of understanding, statistics, knowledge, 

and policy on Black people's health issues affects Black women's access to health care. 

Theme 3 : Racism within the Health Care System 

Acknowledging racism is a process with a strong emotional component, and people 

often Vary in a continuum fiom where there are some people who strongly acknowledge 

racism to an extreme of those who strongly deny its existence in our community. Most of 

the women in this study were able to acknowledge md describe their personal, institutional 

and sometimes societal experiences of racism. Two of the women in the study had 

di ficul ty identiwng or naming t heir experiences of racism. Interestingly t hough, t hey 

were able to describe racism experienced by others. This demonstrates the different 

reactions of victims to the experience of racism. Some people who have experienced 

racism would prefer to deny it because there is great pain involved while others may deny 

its existence for different reasons. 

The stories of these women greatly heightened rny awareness of the many health 



care inequalities that exist dong racial lines. According to these women. health care 

professionals manage their clients differently on the basis of race. Regardless of their age, 

income or education these women perceived that they have experienced racism in one form 

or another. Three sub-themes emerged fiom their description of racist experiences: 

personal discrimination, institutional racisrn, and the effects of racism on its victims. 

The existence of personal discrimination in the health care system is supported by 

Murrell, et al (1996) who found in their study that many of the women expenenced racism 

extemally and internally. Murrell, et al found that the existence of differentiai treatment 

due to race and ciass without societai acknowledgment of its effect was oflen descnbed by 

their study participants. They dso reported the use of defense mechanisms such as denial of 

the presence of racism as a way of coping with its reaiity. These findings are sirnilar to 

those of this research where a majority of the participants acknowledged persona1 

experiences of racism. For exarnple, one woman described her treatment while waiting to 

receive a baby gifi package: 

1 stood there for a good 10 minutes before she even looked at me. But there was 
another girl who anived aAer me, and she got her stuffand lefi. I had my baby with 
me and I guess she didn't realize that 1 was a patient ... But 1 was there by mysetf. 
Arid 1 was black and they were white. That was how 1 felt anyway. 

Anot her woman recdled her experience of differential treatment : 

1 had a private room for medical reasons. 1 was on total bed-rest and 1 couldn't go 
anywhere or do anything so 1 just stayed in my room. So really when you are on 
bed rest, what else are you going to do? You have to watch TV pretty much. So 1 
had to pay for it. It bothered me though because other people that were in there 
had cable that they didn't pay for .... One of my White fi-iends, actually she had cable 
and ... she was surprised that 1 paid. One of the nurses was surpnsed too that 1 had 
to pay. 1 was there for 4 weeks and 1 paid 8 dollars everyday. That was over $200 



just for cable. 

Yet another participant talked about a similar experience of differential treatment: 

White people get the best of everything. When we ask for something, they send us 
two pieces of toast. And White women get their chicken and their potatoes and 
their peas, carrots and whatever. But I believe when it's Black people, they are 
treated differently. Even the cooks, the doctors and the nurses have a whole 
different attitude as soon as they see that you're Black. They don't even want to 
talk to you. You can tell fiom their voice. And they can't even look at your eyes 
when they are taiking to you, haif of them .... 

One of the young women felt she was treated differently because her nurse lefi her to push 

on her own while she stood at the delivery room door waiting for another nurse to  take 

over her care. "1 think she should have helped me and not just stand at the door and wait 

for another nurse to come inn. Another one felt that she was treated differently in t e m s  of 

being pressured to room-in with her baby: 

There was this one woman, the whole time she was in there for two days, 
she never had her baby with her for a long time. She would cal1 the nurse to 
come get her baby, and 1 just asked her because 1 was curious. I said, "WeIl, 
how corne you don? have your baby with you?" She was like, Oh, I've got to go 
home in two days, and 1 have three kids at home. So 1 need a rest.. ." 1 couldn't 
believe it because 1 did everything for my baby. And they kept emphasizing on 
"Oh, your baby have to be at your side 24 hours a day, seven days a week. 1 felt 
Iike t hey were going around helping everybody but not me. 

One woman felt that there was personai discrimination in the way information was given: 

They don't even tell you things that you should know. If you are not smart enough 
to ask questions then you just don? find out. They should take more time and try 
not to look at the colour of skin. Try to see beyond that. And that would make it a 
lot more successful place to  be. People would be happy being there. 

Another woman felt that people in suppon groups are often judgmental, "1 find 

they're judgmentai. They judged me a lot. And that is something that I'm still dealing with 

in my life". One of the women described how she was ignored during labour: "She pretty 



much didn't want to talk to me. She just sat there reading her books, even when 1 was 

having contractions .... She didn't help me. 1 was mad about that". This woman went on 

to describe how her partner was ignored during their stay in the hospital: 

My boyfnend didn't feet too cornfortable at dl .  It was like whenever he talked 
o r  did something, it didn't matter what he said. When the nurses or  counsellors 
came in to  talk to me, they didn't want to hear what he had to Say. They ask but 
then when he would talk, it was like "Yah, shut up". They didn't want to hear 
anything about him, just me. He felt r d l y  uncomfortable. 

Some of  the women felt that racism sometimes manifests in people's attitude, "1 

mean you could just tell that she had al1 attitude. She did have an attitude but she was 

trying to play it off by being nice. But she wasn't helpfùl. 1 really did feel like 1 was 

discriminated against". Another woman descnbed a similar feeling: 

They were certain nurses that you just get a fbmy feeling fiom. My husband 
calls it "a tùmy spirit". There was one nurse in particular that 1 got the feeling 
that she felt uncomfortable in my room. When she came in, it was just in and out. 
Just an uncomfortable look on her face, and an uncomfortable tone in her voice. 
And 1 got the feeling that this person doesn't really want to be around me. 

She fbrther explained: 

1 just had this sixth sense that this person was uncomfortable. And you know 
someone would Say, "Ah, you can't prove anything". Well, no, 1 can't prove 
anything but you know, after 37 years, you kind of  know when you have been livinç 
in a racist Society al1 your life. 1 can tell. And 1 wasn't the only person that noticed 
it. Like my sister was in one day. She noticed it. My fnend was in another day, 
and she noticed it too. So  it wasn't just me. 

Another participant remembered, "I was in the hospital, 1 find 1 could see some other 

people being taken care of nght good, and it seemed like they had al1 Ends of nurses. And 

for other people, it was like they never came by. You hardly saw them". 

When asked if she experienced any discrimination as a woman of colour, one woman 

remembered: 



Sometimes when people are racists o r  are discrirninating, they don? necessarily 
have t o  come out and say words to you ... It's just the way they act towards you. 
They really don't want t o  be around you, o r  come talk to you. They would for 
someone else, come up and be nght helpNl, and say "Oh, did you need anything? 
Did you want me to help you do this?" They really didn't do that with me. 

One woman articulated the experience of subtle racism as: 

If you've been discriminated against before, o r  you've been around people who 
are prejudiced or  racist to you, you know how they act. Nowadays, it's not 
really accepted so people just show it in different ways. Instead of  name calling. 
they know it's not accepted no more.. . they act certain way towards you. Some 
people treat you like you're not good enough. 

Yet, another woman validated the existence of covert racism in heaith care: 

They don? come out and say "Oh, 1 don't want t o  serve you because you're 
Biack". It's just the way they treat you, they are around you but not really 
around you. They are just close enough t o  see you so that you could say 
they were in the room, but not really helping you. Not really saying, "Do 
you need a drink? 1s there anything 1 can get for you? 1s your baby doing 
fine? Nothing like that". 

Another woman explained her experience with the kitchen staff. 

When they come in, you could just sort of sense that they really don? want to be 
there ... They show that attitude. 1 do remember with my first, the kitchen staff who 
came in there were really nice. They always said, "Hi, how are you doing? Oh, you 
didn't really eat everything ..." They seemed nicer. When somebody cornes in and 
tries to  brighten your day, it makes you feel that much nicer- 

One of the older woman in the focus group sessions said, "1 found A t  was 

homfying to go into that hospital ... the way you were treated as a single black mother". 

Yet another older woman in the g o u p  affinned the idea that going into the hospital can be 

frightening, "My expenence was 24 years ago. And 1 feit as if 1 was a piece o f  property. 

I felt like "okay, you belong t o  us now. You are here under our care". 'Caret.. -1 use that 

term very loosely because 1 didn't feel that 1 was cared for that well. There were things 

done to me that 1 didn't feel wmfortable about but I didn't feel that 1 was in a position to 



say, "No, 1 do not want that done". Another older woman who participated in the focus 

çroup meeting described her experience with her baby who had Mongolian spots as, 

1 experienced extreme racism during that time. My son was taken in another room 
fiom me. And they were investigating me for abuse because of not understanding 
what the spots were ... But any doctor should have known the difference between 
those and a bruise. 1 was literally being investigated for child abuse because of 
Mongolian spots. 

One woman remarked, "it's not ody the doctors that can be racist, but it's 

also those people that work out front" refemng to the receptionist and admission desk. 

She fùrther explained that some receptionists make Black people wait lonser than they 

should by allowing people who arrived after them to see the doctor first. She said, 

"sometimes you don? realize it until you go home and you really think about something 

that has happened. Then you are like, "hey, that wornan didn't treat me the way she should 

have". Another older woman in the focus group meeting shared her experience of racism 

within the health care systern. She noted that this particular incident occurred outside the 

perinatal health care system but the group felt that it is a signifiant part of the reality of 

Black people's experience in Nova Scotia thus should be included in the study. She 

explained: 

1 was in the hospita!, and 1 was refused to be washed by a White nurse. And she 
sent in a Vietnamese nurse. 1 asked her what happened to the White nurse? And 
she kind of chuckied, and nght there 1 knew there was a problem. So 1 said, "bnng 
in the head nurse", so she brought her in and 1 told her, I couldn't get out of bed. 1 
said "the nurse that was in here before, 1 mean she refùsed to touch me. She didn't 
want to wash me. She sent the Vietnamese in." She said, "well, I'll check it out". 
And 1 wrote up a report to the medical director's office. 

And she went on to explain that no known action was taken to address the matter. 

Instead prior to her discharge she was accused of stealing a pair of surgical scissors. She 



recalls "1 was accused of taking. .. . The doctor came down, you know, before they let you 

out of the hospital, to check on you. Apparently he had surgical scissors ... He came d o m  

from the OR. And he accused me.. . 1 cou1dnyt leave that room until he found them". 

Six of the wornen in t e~ewed  and other participants in the focus group meetings 

acknowledged that stereotypes based on race compromised the quality of care they 

received. For example one woman explained: 

They were taking my blood. She got the student nurse to take my blood. But she 
couldn't find my vein. And she kept plucking around on me, and it was hurting 
me. So 1 told her, "No, you can't keep doing tliis." And the nurse said, "No just 
try it one more time." 1 said "No, you're not trying it no more. M y  can't you do 
it?" She said, "Well, it's known that Black people have tougher skin than White 
people. 

When the wornan shared this comment with another health care professional, she 

received a similar response "yes, it 's known that Black people have tougher skin than 

White people." She went on to explain: "1 was just very, very upset. 1 felt Iike 1 was being 

discriminated against. It made me feel like not even wanting to be there any more .... I felt 

like they were just using me for a guinea pig". Similady, another woman in the focus 

çroup felt that Black women are stereotyped as strong and tough. She explained: 

1 felt that they wanted me to do what they made me do because I was a 'strong 
Black woman'. And 1 thought "You've got to live to that image". Looking back, I 
feel like they were thinking, " you're a Black woman. You're tough. You need a 
drink of water? You walk up the hall for it. You need pain killer, you corne to the 
nurse's station and ask for your pain killers". It was really tough. 

Three of the women felt that they were stereotyped as young and stupid. One 

woman remembered: "1 was an 18 year old Black girl, a Black young woman going in for 

my first baby. And 1 felt that they were treating me like I was a child". "Oh dear, now 

don't you wony about that." "I felt that I was definitely looked down upon ... that 1 wasn't 



valued as equal person". Another young woman in the group concurred: 

Yes, that is exactly how 1 felt. They were treating me as if 1 was a child. "Oh, you 
don't know anything. Let me show you". 1 didn't understand a whole lot.. but 1 
did have a brain. 1 could think. 1 could figure things out. Just give me the 
information and 1 can do something with it. But what 1 found was that information 
was either being filtered down or not given to me. 

Another woman described her experience as a young Black mother who felt that 

her knowledge as a mother was not valued by her nurses: 

They were acting like 1 didn't know anything about a baby. They were like "Oh, 
you have to do it like this. You have to do it like that". One day, 1 was 
breastfeeding my baby, and the nurse said, "You should feed him the other way". 
And 1 said, "No, this is the most cornfortable position". And she continued, "Well, 
you should try this position." 1 just felt like, "This is my baby. If this is the best 
way she can eat, why should 1 try another way?She  was latching on good. She 
was gaining her weight properly. She gained her birth weight back in three days. 
So 1 said, "she's doing really good. Why should I try other positions?" 1 didn't feel 
like 1 needed to. 

One of the young women described her experience as a young Black woman: 

1 find being Black and young, I'm not taken seriously enough. My needs are not 
taken as seriously as maybe an older person would. For example 1 find as  a Black 
youth, when I'm at a store, and I'm not being treated right. 1 don't feel like 1 cm 
deal with it like if 1 was an older Black woman because they would be lookinç 
d o m  on me as if to Say, "Oh, she is just a child. She doesn't matter. Her opinion 
doesn't mean nothing". 

Some of the women felt that they were stereotyped based on the assumptions that 

they were dependent on welfare, unemployed and unmarried. One participant described: 

it seemed like every time the nurses would corne in, it was like, "Oh, do you 
want me to bring a social worker for you or anything like that?" was like "No". 
1 didn't need no social worker. But they just kept corning in "Oh, do you need the 
social worker?" 1 was like "No, 1 don't need a social worker. Why would 1 need 
the social worker?" 

She fùrther explained that she felt that she was asked these questions because it was 

assumed that being Black meant you were in need of a social worker. She said "1 can see if 



1 asked. 'Could you show me the hospital social worker? But they kept coming there to 

ask. I didn't find that they went in to ask everybody if they needed a social worker". 

These experiences of personal discrimination are similar to those described by Mrs. Jones, 

the elderly ANS woman, whom 1 introduced early in this thesis. For exarnple, Mrs. Jones 

noted that young girls dunng her childbeanng days were "looked down upon and made to 

feel small" and some of the participants recailed being looked down upon as described in 

the above quotes. These sirnilarities raise questions about the degree of improvement over 

the years in the quality of care provided for marginalized groups during childbinh. 

Sometimes the stereotype was based on employrnent status as expressed by one 

woman, "they were always asking me what we were going to be doing when we get the 

baby home. "Do you have a job?' My boyfnend, they didn't want to hear fiom him about 

anything else but, "Do you have a job?" That was the only thing they asked him. When he 

wanted to talk about the baby and stuff like that, he was excluded". Some felt stereotyped 

as single parents. One participant remembered her experience in a physician's office: 

It's a totally different attitude. You go in, "Oh, you're having a baby. You're 
single ..." The doctor just processed you. That is the way 1 felt. It's like you 
go in, see the doctor, come out, go home. That was it ... no carhg whatsoever. 
It got to the point 1 was saying, "Weil, do 1 really have to come ... ? You really 
want to be here?'It's just a processing and money thing, 1 felt. You go in, you get 
processed and checked out. It was a waste of my time going there. 

Another woman aniculated the issue of stereotyping as: 

There ain't too many Black people that don't feel discrimination. One reason 
for being discriminated against is probably because a lot of us Black people are 
living off Farnily Benefits. We don't have much education. We went out and 
had kids without getting married, etc. You know, we don? have no fathers for our 
kids. And it's hard to really feel normal in society because you are automatically 
getting judged because you are living in city housing. But to the White person, they 
are up in the world. They are the ones who are making the decisions in the society. 



One of the women cornes from a family of 14 children and felt that her physician 

formed a stereotype that Black people bring a large family to the hospital. She recalled, 

When 1 went to give birth, my doctor said to me, "Will you be bringing the whole 
family here?', and 1 said, "Did you see my entire family during my appointment 
with you?" And she said, "Well, you know, some people like to bring their entire 
family when they are giving birth." Then she continued, "well, you know you are 
only allowed ..." So 1 just laughed as she went on explaining how many people I'm 
allowed. 

Personal experiences of racism as described by these women is validated by severd 

studies. For example a study by Wilkerson and Mitchell (1991) revealed that BIack people 

are significantly more likely than Whites to report that their physicians seemed unconcerned 

about their expressions of pain, did not explain the seriousness of illness, and did not 

discuss the findings of tests. Participants in this study also expressed their perception of 

being stereotyped as young, unmarried, on welfare and not knowledgeable. This is also 

consistent with Murrell, et al (1996)'s findings that Afncan Arnencan pregnant women are 

oflen stereotyped as young, unmamed, have two or more kids, do not work and are 

dependent on welfare. 

Institutional Racim 

The expenence of institutional racism, both in health care institutions and 

professional training schools was articulated by a majonty of the participants. According 

to these women, racisrn at this level is reflected in the under-representation of Blacks in 

health professions, and management or high academic positions, differential treatment in 

health care institutions, and lack of adequate incorporation of Blacks issues in school 

cumcula. For example one woman described the lack of consideration of Blacks' needs by 

institutions as: 



You know how our skin gets kind of ashy, and you don? want a water-based 
moisturizer on your skin because you're going to end up being ashy. So we  go to 
the hospital or  nursing home and you would see a Black person there ... Can't look 
afier themselves.. .and their skin is just grey. So you know it's not being care for 
properly.. . For some people, the lotion is only going to last 5 minutes. Hair care, 
they would say things like, "Oh, you should wash your hair everyday." Well. I'm 
sorry, 1 don? wash my hair everyday. Black people don't wash their hair everyday. 

Under-representation of African Nova Scotians in Health Care professions was 

described in various ways: 

There are no Black people. Why ain't there Black people working for the 
welcome wagon. There were no Black nurses there. We need our own people 
because they're not going to be discrirninating against us. You ask for a drink of 
water and it takes them half an hour to bring it. You7ve to ring the bel1 to  tell 
them again and it is like "Oh, I'm sony, we forgot about you". And you are still 
waiting and waiting. 

Another participant noted: 

1 have never seen one Black nurse on the floor where 1 was located. 1 ran 
across a dietician that was Black. And one of the cleaners. And that is the 
only people that I'd seen on the floor that were Black. No nurses, No doctors. 

Yet another woman recalled, "1 didn't see any Black faces around other than doing 

cleaning or working in the kitchen. 1 didn't see anyone on the floor which 1 was on. No 

Black RNs around.  When asked if she encountered any person of colour as a care 

provider, one woman explained, "you are the first maternity nurse that I've seen that is 

Black. You're the first one, so they should have many more of them. And to corne to 

people's houses just to have interviews makes us  happy that people want to know what we 

think and how w e  feei". Another woman said: 

1 think that everybody likes to be around someone they're farniliar with, that's been 
through same expenences like them. It would have been nice to have a Black 
nurse, or even another kind of different colour nurse to corne in and see how 
you' re doing and how you're feeling. T o  me, it was everything.. . the pamphlets 
they make are al1 standard for whites. 



Yet, another participant acknowledged inadequate Black representation as: 

It would be nice to see more women of  colour in every aspect. Not just in 
maintenance or in the kitchen. More nurses more doctors. 1 see a few women of 
colour as nurses, but very rarely have 1 seen a doctor. .. I've seen East Indians, and 
that sort of thing. But 1 don? ever remember seeing an Afncan Canadian or Nova 
Scotian woman doctor. 

One woman simply said, "it would have been good to see other people but there wasn't. 1 

think everybody was White. It would have been nice to see some Black people .... *? 

Mrlien asked what advise she would offer health care professionals, one woman said "make 

sure everybody, no matter what colour, no matter what class, whether they're poor or 

rich.. .are getting the care that they and their babies need." Some of the women felt that 

health care institutions should reflect more of the communities they serve. For example, 

one participant stated, "It's like you have a baby, and everything is just White. We don't 

have White babies so why should 1 get my child a Little white doll? 'hother woman 

refemng to the hospital gifl shop said: "You could walk into that place ... and you don't 

see magazines that we rnight want to buy". Yet another participant rernarked "you can't 

even look at anything because they will follow you everywhere". A woman in the focus 

group questioned: "Why are they still not stocking those things? Why do they not have 

Black cards in there? They have a bunch of  cards and none of them are Black. We need 

to see Black cards there too". Some of the women felt the need to cl&@ their opinion, for 

example one said, 

I'm not saying that if 1 go down to the hospital, 1 only want to be seen by a Black 
nurse. I want to be seen by anybody. 1 just want to  be treated like 1 would be if 
treated by someone of my own colour ... I'm not saying every time 1 go out that 1 
want to be served by a Black person ... 1 just want to be treated the same. 1 want to 
be serve like a person. 
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Talking about the lack of Black doctors, another woman comrnented, "1 don? 

understand why they don? want us because we are Black. Okay, we are the minonty here 

in Canada but when we step outside of our province here ... it becomes a different case. She 

went on to explain that there is more Black representation in the health professions in other 

Canadian provinces and the United States. Of the eight women interviewed, two had 

Black nurses and none had a Black physician to care for thern within the Nova Scotia 

perinatal care system. 

The existence of racism in health institutions and professional training schools as 

well as other organizations and society in general have led to lack of Black health care. 

Neçative attitudes of some White professionais have generally been seen as  a barrier 

towards addressing the needs of Black women effectively. This is supported by Robin 

(1 990) who noted that because Black nurses are under-represented at planning, managerial 

and senior decision-making levels of health services, heaIth services for Black and other 

marginalized groups are often badly planned. This is demonstrated in the lack of 

appropriate skin care products for Black people as expressed by the participants in this 

study. Robin fùnher noted that although educating health care professionals can play a 

role in enhancing their knowledge and understanding of Black and other ethnic 

comrnunities, it is not enough to educate thern. There need to be more Black Nurses and 

other health care professionals at senior levels because their wealth of cultural expertise and 

professional skills will be great assets to health institutions. This theme is further supponed 

by Anderson (1998, p. 198) who wrote that "the under-representation of immigrant and 

racial minonty women in the health care professions on the boards of directors of hospitals, 



universities, and other major institutions that train personnel and set policies that determine 

the level and type of health care ... is an issue afFecting the health of racialized women". One 

woman explained: 

It is important that nurses and doctors know the needs of al1 people. What 1 mean 
is 1 took nursing years ago. And what 1 recall from training is that we would learn 
about skin care, hair care, etc. But it was White people's skin and hair. Black 
people's skin ... the signs of certain illness, pale skin, etc was never discussed. What 
does a Black person's skin look like when it's pale? Or redness, what does a Black 
person skin look like when it's red? Can you tell it's red or is it reddish brown? 

This women went on to elaborate: 

As a young student nurse ... I was Black so 1 knew in my rnind, I'm autornatically 
going to look for different things. But a White young student nurse is not going to 
know what to look for in a Black patient. And so we get to training institutions 
that have to be changed. 1 don't know what is happening in the institution now, 
whether it's different or not. 1 doubt it is any different. 1 thidc Dalhousie has a 
cultural sensitivity course or something.. .You need that but then you also need 
those practicd things. Actually there needs to be within the various courses 
incorporation of different groups, for exarnple, when you're talking about skin, you 
don? just talk about a White person's skin. Do you know what's going to be like 
caring for Say a Chinese person's hair? 

Inadequate incorporation of Black issues in school was described as: 

Basically when you look at people like Piaget and ail those folks, they studied 
White children. So al1 the theory is based on the development of a White child. As 
far as I'm concerned, there needs to be some of the work of Afiican-Arnerican 
professord researchers included in those courses because they have been doing a lot 
of research in terms of the developmental psychology of Black children. But you 
don? hear it .... So educational institutions need to change if people's needs are 
going to be met. 

This woman fùrther explained that there should not be a special course for culture, 

but instead cultural issues should be incorporated into al1 the courses. She stated: 

In high school, they'll have a Black literature class. And they say, "Oh, we have 
a Black literature class". And it's usually just the Black children that take it. 
Sometimes White children will take it. But it's not enough just to have a Black 
literature class. You need to have al1 people included across the curriculum such as 



science, math, right straight across ... And that has to happen with the health care 
too. Not to have this special little course. 

Another woman from the focus group session said: 

Look at ...[ name]. She is just studying to be a doctor. She was saying that when 
they have topics in medical school that have anything to do with Black people, 
it's optional whether the students attend. And so it goes on to  show you just 
how serious our illnesses are being taken. 

Three of the women felt that the lack of Btacks in the health professions has its 

foundation from the school system, early childhood education. One participant from the 

focus group stated: 

1'11 tell you where it start fiom - the system, the school system. They've got 
teachers out there who discourage Black children fiom taking certain courses, 1 
remember a computer science teacher saying, they do not encourage the Black 
students to take this course. And if the parent is not on top of their kid when he is 
there, too bad for the kid because the kid is going to lose interest and give up. 

Anot her participant recalled: 

The majority of our people are in labour or in cleaning, and they think that we are 
there because we don? want anything else. Without even knowing our history and 
knowing the history or our education system, for one, and how we were streamed. 
They would take about 2 or 3 of us and put us in a class with al1 white children, and 
everybody else would be al1 lumped in a class together. So that by the time you got 
to junior high, you had no choice but to take general courses because you had been 
streamed in elementary. Actually 1 had a guidance counsellor that told me when 1 
was in grade 9, to take general. Thank God 1 had parents that wouldn't let me take 
general. And so I took academic. 

S he fùrther explained that with general courses: 

You can't go to university because you don? have a university prep course. And I 
don't think 1 was any durnmy in school. And 1 know other fiiends and cousins of 
mine who were smart and they ended up taking general in high school and then 
where do you go fiom there? You either get fnstrated and quit or you graduate 
with general courses.. .Here in 1998, it's still going on in some high schools. 

This particular woman concluded: 



We need more of our people in the health care professions. And if it means we're 
going to have to start fighting to allow Our young people into medical school, then 
we'Il have to start doing that. I think that we need to attack sonie of the training 
institutions for change in their cumculum and in their approach. Then we need to 
attack our school, especially high schools and elementary schools, to get some 
mentors into the schools to encourage children to go into health care professions. 

She tùrther noted: 

At our elementary school here, we have a career day every year. And you know we 
usually have the hardest time getting a Black doctor because we can't find one. We 
try to cover as many professions as we can, and the kids get really excited about. 
But it's hard to get health care professionals. Our kids have got to know that they 
can get into med-school. 

These findings are closely related to other literature. For example Tullrnam (1 992) 

noted that although most nursing curricula include courses of multiculturalism, 

transcultural nursing and diversity issues, only a few have began to incorporate issues of 

racism and examination of how long-held stereotypes can unjustly affect patients and other 

health care professionals. Sefa Dei (1996) emphasized the need for anti-racism discourse in 

a11 scholarly work. He stated that anti-racism education, which is defined as "an action- 

oriented strategy for institutional, and systernic change to address racism and the 

interlocking systems of social oppression" (Sefa Dei, p. 25), needs to be central in 

educational experiences in Canadian society. He fbrther noted that the Canadian school 

environment must become an open place of ideas where both official forms of knowledge 

and cultural and personal as well as oppositional forms of knowledge can be investigated 

and allowed to flounsh without boundary (Sefa Dei). 

One participant felt that she would be able to relate to Black heaith professionals 

better. She said. 

If I was having a problern ... 1 would feel more comfortable expressing it to 



them. So, there definitely has to be more in the health care system, not just 
nurses, doctors, anaesthetists. 1 don't know how that is going to corne 
about ... because 1 am told it's very dificult for an indigenous Black Nova 
Scotian to get into medicai school. 

She went on to give an exarnple of the difficulty expenenced by Afiican Nova Scotians in 

çettinç into the health professions: 

1 have a Cnend that went to school with me. This girl was so smart that she 
didn't even go to grade 11. They skipped her to grade 12, and then she went to 
university and was rnaking al1 80s and 90s in university. She tried many times to 
get into Dalhousie School of Medicine, and couldn't get in. Finally she got so 
hstrated. .. that she went to into Law. She's a lawyer now down in .... 

Another woman remembered a Cnend who could not get his medicai residency 

"because they would bring people from Europe and other parts of the world and give them 

residency before they would give Blacksyy. The critical under-representation of Black 

people and other marginalized groups in nursing and other health care professions is 

validated by studies such as that of Moms and Wykie (1992), who reported that althouçh 

Black people comprise 12% of the United States population, they represent 3.6% of al1 

nurses and 4% of practising nurses in the United States. Mayor (1996) reported that about 

seven percent of al1 nurses in the United Kingdom belong to ethnic groups. Although there 

are no Nova Scotian statistics to validate the percentage of Black people in various health 

care professions, based on my personal experience and review of the literature, 1 am 

convinced that under-representation of Afncan Nova Scotians in health care is more severe 

than in the United States and Britain. Vaughan (1 997) attributed the low percentage of 

marginalized groups in professional schools to indifferent recruitment efforts by the various 

schools, a hostile university environment towards marginalized people, and a traditional 

lack of welcome by professional schools which promote cultural isolation. A study of race 



relations at Dalhousie University Medicai School "uncovered insensitive remarks by 

faculty, bigotry by patients and racial stereotypes within the curriculum" (Robb, 1998, 

p. 66). According to Dr. Sinha, student adviser in the schoo1 "racism shatters students' 

confidence" (as cited in Robb, p. 67). Robb aiso noted that, aithough 85% of Amencan 

medical schools incorporate cultural issues into courses, only !Y!! have a course devoted to 

the subject, and none of the Canadian schools suweyed had investigated issues of 

discrimination- 

From the stories of these women, it is obvious that regardless of ones status in 

society, people of Afncan descent are affected by the limitations imposed by racist 

practices. The accumulated reactionary responses to these persona1 experiences and/or 

witnessing racist incidents is described by many of the women involved in this research. 

Some described its societal effects while others described how it has affected them 

individually. Some of these responses are probably a result of internaiized experiences of 

these women. One woman described: 

You know what? We are trained to intemalize racism. What we have done is we 
have adapted to what White people think and say about us. And we take it and Say, 
"Oh we ain't no good. We can't do nothing". You know, none of our race can 
really rise to any high level of confidence or anything. So we have taken that 
information on, and we have kind of taken it on and believe it ourselves rather than 
sayinç, 'That is my sister, we've got to  encourage them". 

S he further gave an example of how intemalized racism can lead to self hatred and lack of 

confidence in people of their race. She said: 

1 remernber seeing one Black doctor. She was a wornan and I think she was an 
intern. She was not corn around here. And my first thought was "She couldn't 
do a whole lot". 1 was scared to death because 1 had not seen too many Black 



doctors or students around. But that's because we leam that we are not 
adequate ... we don't feel like we are as good as anybody else. So that is what 
happens. We take that information and we project it out on every other Black 
person. 

Another woman in the focus group described how the lack of value for their own 

people manifests itseIf: 

The few Black social workers that we have are corning back and saying.. . "we do 
not trust Our own Black professionais". A lot of people feel that because you come 
to visit them and you're Black, and you're a social worker ..." You may share their 
information with other people in the Black community. And so unfortunately a lot 
of the social worken have been getting people saying, "Well, 1 don? want you to 
send me a Black social worker because 1 know her family and she knows al1 my 
business". So we have to educate ourselves to realize that when somebody is 
professional, they are not going to blab your information. We need to educate 
ourselves to be able to allow other Black professionais to come in and serve us 
well. Because a lot of Black professionals are very stifled by other Blacks because 
we are not treating them fairly as professionals. 

One of the women described how racism reduces Black people's confidence. She 

remarked: 

It would be nice if they had some type of program for Black people who don't have 
much education ... because a lot of us can't read, and we can't write. Because the 
White peopte never really gave us the chance. And now when lot of the White 
people see us struggling, they're laughing at us. We ain't got the encouragement 
that we need. 

This woman recommended that there needs to be Black-people run programs to support 

one another. She feels that such a program would offer more opportunities to Blacks. She 

noted that "for the Black people such program would give them some confidence back 

because the Whites have taken it al1 away from us. We need back some confidence". 

Some ofthe women felt that the system creates a division between indigenous Afncan 

Nova Scotians and Afncans. One woman noted: 

The thing the system does ... This is our system, the system we live in. They play US 



against you. 'Divide and conquer'. So many people have told me this, and they're 
fiom the Caribbean or Afnca. They come and they end up, of course, in the south 
end of Halifax. And they are told not go around us ... 1 met a guy from Trinidad and 
he was telling me when he came here, his father told him, "Don't you dare go 
anywhere near the people in Preston. They'll keep you down. They are 
backwards". Of course his father probably never met anyone fiom Preston. That 
is Our racist society. The 'divide and conquer'. If we come together, we're going 
to have power. We'll be more powerfirl. 

She went on to elaborate that: 

Because a lot of times when people come from Afnca or the Caribbean, they are 
coming to get their profession. So they are going to be like doctors or professors 
or whatever. They are highly educated. Okay, education is power. So the 
system.. .when 1 Say system, I'm, talking about White supremacy. If we gei you 
people, we're going to get courage. Because Our courage has been stripped 
through slavery. And people may think, "Why do you keep going back to slavery?" 
It's because that slave mentality still exists today. And so it has stripped a lot of us 
of our courage, our confidence. So if we get together with Our own people fiom 
the continent who are coming with more confidence then you know, we'll gain 
more power. They don? want us to gain power. 

Some of the participants in the study had difficulty acknowledging the presence of 

racisrn in their personal situations. They had diEculty naming what they experienced and 

felt more cornfortable describing other people's experiences of racism. When asked if she 

had perceived discrimination towards women of colour during her encounter with the 

pennatal health care system one woman said "No, I didn't see it towards me but I'd seen it 

towards a lady in the next bed". Another one said, "you see, 1 don't really know", but 

went on to say that a white friend got differential treatment. She said "she was there for 

medical reasons too, and she just got it for fiee," referring to television s e ~ c e s  which she 

had to pay for. She used sorne defence mechanisrns in the denial process: 

I don't know. Maybe the woman that came around, like hooking up the cable or 
whatever, didn't know 1 was in there for medical reason. That is what 1 thought. 
Like 1 don't think anything like about colour or anything. I'm just not that kind of 
person. It wouldn't come to mind. But maybe it was because of my colour, 1 



don't know. 

Another woman felt that she received inadequate information because of r a s o n s  

other than racism. She noted: 

1 just felt they should have shown me some baby care and stuff because I'd 
seen them while my child was in special care nursery, corne in and heip other 
people in room ... show them how t o  bath their child and al1 that. 1 don't know if 
they just didn't do  it for me because they thought that they might have taught me 
downstairs or  maybe it's just some other reason. 

Yet, another women remarked: 

They didn't fkequent rny room as much as they did when 1 gave birth to  my first. 
And I'm not sure of the reason ... because 1 had a private room this time, and the 
other time 1 was in a ward. Maybe that's why 1 got more attention in the ward, 
because they were always coming up to check on other patients anyway. I'm not 
sure. But 1 thought that it was odd, not that it was bad. 1 only saw them at the 
change of  shift. 1 don't know, maybe it was just a different experience where 1 did 
have the forceps, and think 1 had a catheter ... But the fact that they weren't there 
often made it strange t o  me. 

One of the young women remarked when asked if she perceived any discrimination 

towards women of colour. "No, not that 1 noticed. Sec, 1 was oniy 15 then, so it wasn't 

really on my mind. Now that 1 know more about things, 1 would probably notice it. But 

then, 1 really didn't care. 1 just wanted t o  get the delivery over and get out" 

When asked why some people had difficulty naming what they had expenenced, women in 

the focus group sessions said: 

They probably don't feel c o d o n a b l e  narning it because they might offend people. 
Because we  are so used t o  prejudice. It is so cornmon in our everyday life.. .And 
it's a shock too because ... You don't want people t o  that think you are going to  
face prejudice there . And because that is our nature, we are passive. 

1 don't second guess because 1 was discnminated against throughout my whole life. 
And for me, to say what happened in a situation. They are like, "Oh well, that is 
not the way 1 treated hep.. They'll be trying t o  say, "Oh yes, this is just another 
Black person saying something when they don't get their own way they Say that 



everybody is racist to them." 

It's hard to go and Say that because the first thing that they'll Say is "Oh yes, they 
are Black. They say everybody is racist to them. 

One of the young women in the focus group session felt that confronting racism 

leads to the feeling that Blacks always cry racism. She explained, "1 think that this has 

been a fear of mine in the past that, oh my God, if I say something, they are just going to 

say 'Oh, there they go again'. And so I've always been very cautious until 1 got older". 

Another participant remarked: 

If a White person says something, it is automatically accepted. What they have to 
Say is always important, and so it's spoken about and dealt with. But if it's a young 
Black person, they are like, "oh, they are trouble makers anyway. They're always 
in trouble" It makes it harder for young Blacks who want to speak up on how they 
feel because they don? want to be looked down upon by other people. 

One of the women described some Black people's attitude towards racism as: "it's 

like we have to accept it. We can't really speak out on it. For example if they hurt us, 

before they apologize to us, we will Say 'okay, that was alright'. But if a White woman was 

to be the victim, I'm sure if they apologize, she would be like No, you shouldn't have 

made that comment in the first place'." These responses to experiences of racism are 

consistent with those described by Lipsky (1987) who noted that patterns of internalized 

racism affect its victims in rnany unique ways. For exarnple, it affects interpersonal 

relationship by creating a feeling of isolation, feu, mistrust of one another. Lipsky fùrther 

eIaborated that internalized racisrn causes Black people to attack, criticize or have 

unrealistic expectations of any one of them who has the courage to take on leadership 

responsibilities. She ais0 noted that many of the so-cailed "elements of Black culture" 

which operate to lock Black people into their roles as victims of oppression are not part of 
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real Black culture, but responses resulting from systemic and institutionalized mistreatment 

(L.ipsky). Hall, Stevens, and Meleis (1994) noted that marginalizing expenences such as 

sexism and racism ofien become well privatized and kept so secret that they can lead to 

profound sense of isolation and inner fragmentation that persist into adulthood. These 

internalized experiences of racism and sexism are not ofien accounted for in theories of 

human çrowth and development, identity formation, and health promotion even though 

they occupy a significant life space and time for members of marginalized groups (Hall, et 

al). Welshing (1991) stated that true power is the key factor in the determination of 

"identity", and in an oppressive social system, one identity is either that of the oppressor or 

that of the oppressed, thus creating a system where some children grow up as the 

"fùnctional superiors" or oppressors while others grow up to play the role of "fùnctional 

infenors" or the oppressed (Welshing). Benton (1997) described the distress patterns of 

internalized racism to include feeling of fear, rage, and powerlessness at individual levels, 

mistrust of own thoughts, fierce criticism of their children, and other Black people and 

passive acceptance of stereotypes of Black people created by White society. A study by 

Krieger (1990) found that Black women who intemalize rather than verbalize their 

responses to unfair treatment and gender discrimination were more likely to be 

hypertensive than those who expressed their views. 

Theme 4: Lack of Culturally Appropnate Care 

One of the most fiindamental features of cross-cultural interaction is a basic 

appreciation of the cultural noms, values and beliefs that even health care professionals, as 



pan of the human equation, carry themselves. Evidence from these women's stories 

suçgest that health care professionals need to be knowiedgeable about the needs of  the 

culturally diverse clients they serve and respond appropriately to them. The lack of 

knowledge and education about health-related multicultural issues were identified as some 

of the difficulties facing M c a n  Nova Scotian women. The women aiso acknowledged 

the exceptional ability of some health care professionals t o  meet their needs by 

demonstrating an understanding and respect for diversity. This aspect of their stories is 

incorporated into supportive behaviours which will be discussed at a later section. Their 

expenences of cultural insensitivity is categorized into two sub-themes, individual cultural 

insensitivity and institutional cdtural insensitivity. 

Individual Cultural Insensitiwty: 
. .  . 

To provide culturally appropriate and competent care, it is important ta  remember 

that each individuaI is culturally unique and, as such, is a product of past experiences and 

cultural beliefs. The stories of  these African Nova Scotian women reveais that although 

there is as much diversity within cultural and racial groups as there is across and among 

cultural and racial groups, knowledge of general baseline data relative to a cultural group 

is an excellent starting point to providing culturally appropriate care. They identified some 

care approaches that they felt were inappropriate. For example, one woman noted that her 

need to have family members around while in hospital, was not respected: 

1 know I was sick. 1 had high blood pressure, but they used to come in and just 
kick my family and fiiends out. 1 never had a lot of fkiends down there. They used 
to just come in and kick anybody out. Those are my fnends. 1 mean they are not 
more important than me having a stroke or sornething like that. But they came 
down to see me. They took their time and now you're just going to kick then out? 



She went on to explain how it made her feel, "1 felt like a little kid ... Yes, Oh, 

you're sick. You don't know what you are talking about". 

Another woman descnbed the absence of fmily members at delivery due to health 

care professionals' lack of value for ber family's role at the delivery: 

My family was gone ... They didn't come back until after I was showered, and sent 
to my room to have my nap afler supper. And it was so because my doctor said, 
"Well, you're not going to be bringing your whole in because 1 know you are from 
a iarge family". 

She went on to explain how she rnissed the support of her family in the absence of 

adequate professional support. She recalled: 

They [her family] were warned not to be there. So there was no family ... And the 
nurse called her and she came and broke my water. Then she went and sat on the 
chair back there. Meanwhile, I'm just there gritting my teeth and saying, "What did 
you come here for?" You know 1 believe it's totally different attitude fiorn 
Ontario ... A totdly different system. And I believe it's so because there you have 
everyone and every culture. Both minority and Whites are treated well. 1 c m  
picture the situation to this day. And I was saying, "What is she getting paid for ... ? 
And every contraction, I throw up. The nurse was standing there helping me. And 
she is still sitting in the chair. She says "well, get another bowl" and the nurse is 
standing by me and the nurse goes "Oh, Dr. X, 1 think the baby ... the head is out" 
So she says, "The baby is out?'. And She jumps up off her chair. She attends to 
me. It's just me, her and the nurse in the room. AH my family was gone. 

Another woman had similar concerns while deciding which of her family members 

and her doula she could take with her to the operating room. She felt pressured to choose 

between her sister who was videotaping the birth and her doula who has been her main 

support as a single parent throughout her pregnancy. She recalled: 

And when 1 had to go in the OR, they said "who do you want to take?" 1 said "1 
want my sister and my doula there". They were saying" "You can only have one 
person". I said, 'Wo, that is my doula. She has been with me throughout my whole 
pregnancy and through labour ... And 1 want my sister there so she could tape". 
was really upset by this because 1 thought that they should tell you these things 
before so you could tell them your own plan especially if you have a doula". 



One of the participant felt mshed home: 

The worst thing was the hospital process. You are in there and you have to go 
home. You want to  be parnpered. You just lefi home. I'm a person with two kids 
already at home. 1 just lefi home with the kids. Why shuffle me out of the hospital? 
"You have to leave. Oh, you have to leave". "Will you be staying for supper?" 
That the worst thing. 

Another woman felt that she was being judged: 

Sometimes 1 find they just assume without finding out your needs first.. .They 
shouldn't be so judgmental. It's their job so they should be personable about 
it ... They have to put themselves in the people's shoes. It's like a business. You 
have to  treat the customers with respect. 

One woman remembered feeling fiustrated at being asked when she will be going 

home. She commented: 

Constantly nurses are asking you when will you be leaving. It was so homble for 
them to  tell you, "Well, will you be staying for lunch? When will you be leaving?" 
But 1 said 1 still need a break fiom home. And it's like, Oh, no that bed has got to 
be used by somebody else". 

One participant felt that some care providers were more sensitive t o  clients's needs 

than others. 

The doctors and nurses fiom the clhic called me to see how 1 was doing in the 
hospital, and if 1 needed anything. They were very sensitive to my needs, but 
nurses were like, "Okay, you had a baby. This is what you've got to do". And they 
left. One nurse kind ofjust dropped me off and left me. Like "This is what you 
have to do". 1 had a bad labour, and 1 had trouble like trying to bath myself 1 
thought that they would at least send someone to  help. 

One of the women expressed her concern for the lack of sensitivity in diet planning in the 

hospital: 

1 was disappointed with the food. 1 found that they didn't corne by t o  see if some 
people can't eat certain things. When 1 was in the hospital, 1 had t o  get people to 
brinç me food because 1 hardly ate any of the hospital food. 1 know they can't 
change their diet for everybody but there are certain things that certain people can't 
eat. And they didn't come by to  Say "could you eat the food today? 1s there 



anything you didn't like? 1s there anything else that you would like to  have or  
substitute?" A lot of times they would send me my breakfast, dinner and then 
supper, and 1 would usually send it back. 

One of the women expressed the need for health care professionals to  be 

knowledgeable about the multicultural cornrnunities they serve: 

T o  make sure they are sensitive to  the people's needs, they should know 
a bit about Our culture, a bit about us. And if they don't know ... There are 
ways to find out. There probably have some of the nursing staffor other 
staff that could answer Our questions. 

Another person emphasized the need for care providers to acquire cultural knowledge and 

skill: 

If our farnily cornes in, they shouldn't get fnistrated because w e  have extra one o r  
two family members around. That is just the way we are. And if they are finding 
that they are having problems understanding our culture or understanding Our needs 
then they need to first o f  al1 attack their administration to  get some workshops o r  
sessions. There are people that can come in and to do sessions with them - both 
patients and other professionals. And then they can also attack the training 
institutions that they came fiom ... and say, "well, you didn't tell me this. What are 
you doing for people that are coming through now?' Because you've got to stop 
the cycle somehow. 

One of the participant recommended an educational process on interpersonal 

relationships for the health care providers. When asked if there is anything in her care that 

could be changed, she responded: 

Actually, there is one thing that could change. Educate them on  interpersonal 
relationships. Maybe even do some role playing so that they can get some idea ... t o  
be nice. Not that they were bad. It's just the fact that you cold feel something 
when they come in. And it wasn't "If 1 srnile, she'll smile back ..." A couple of 
times, I said, "Hi', and they didn't even answer. They just kept right on about their 
business. So 1 didn't bother saying anything. 

Lack of research and culturally-relevant health care resources was identified by 

Skinner (1  998) as some of the serious unaddressed health issues in the Afncan Nova 



Scotian community. RNANS (1995) identitied health bamers encountered by Afncan 

Nova Scotians and other ethnic minonties to include lack of knowledge, respect, and 

understanding by health care professionals canng for clients fiom diverse cultures, lack of 

accommodation of  clients specific cultural needs, cultural shock and discrimination. 

lnstitutional Cultural Iris-: - - .  

Most women in the study expressed their perception that some of the cultural 

insensitivity experienced by them is as a resuit of  lack of the organization's commitment to 

multiculturalism. Here are some exarnples o f  their stories. 

To me, it was like this: this is how the system works. This is how you have to 
follow things. 1 think everybody is different, and everybody's childbeannp 
experience is different. And so nurses should assess the needs of each individual 
person, not treat every person exactly the sarne. 

I think everybody is different in their own way ... 1 find that everybody have a 
different background. culture, or race. But it seems like when you go  into the 
hospitals, everything you see is just White.. . White babies' pictures, cards, 
magazines and s tuE 

Different babies require different things because Black people have different 
needs fiom White people. For example, skin and hair care. Everybody can't 
use the same kind of lotion, make-up o r  hairdo. It's different. 

You know, some people have different religions. 1 think there should be more 
awareness in the hospital to  be nice to people of African, Chinese, or Indian 
descents. A lot of people that live here now, do things differently in their 
country.. .so there should be people of their culture in the hospital, that they 
could talk to, can relate to and share religious beliefs. 

It would be beneficial for women fiom different races to  be able to have the 
information they need. If one nurse doesn't have the information, it would be 
nice t o  Say, "well, we have sorneone else on staff fiom your culture that could help 
answer your questions better than 1 can. 

We need more cultural diversity awareness. 1 think it will be helptùl for everyone 
to see the different cultures because not eveqbody is Black and White. 
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One recommended that information on cultural issues be kept in a library where it 

can be accessed by women and their families. She also suggested joint prenatal classes of 

Whites, Blacks, Native Indians, etc.. . so that they can hear everyone's opinion and not just 

what one group wants. Lack of cultural cornpetence at institutional level is validated by 

Anderson (1998) who noted that, the challenge for health care institutions is to emphasize 

the strengths of minority populations they serve, and to  identiQ ways of  incorporating 

learning, knowledge and expertise fiom t hese communities in addressing the corn plex 

issues inherent in multiculturalism. Redican, Stewart, Johnson and Frazee (1994), in their 

survey to determine the extent to which cultural sensitivity is addressed in professional 

schools, found that institutions of higher learning were not active in providing for or 

incorporating cultural sensitivity experiences as part of professional preparations. 

Although research findings such as this suggest the need for health care 

professionaIs to understand and adapt to  cultural diversity, some proponents of anti-racism 

argued that nursing must challenge racism and avoid opting for a politically sotl option 

which embraces curricula issues that merely rei@ culture (Aileyne, Papadopoulos & Tilki, 

1994). They further noted that such an approach denies the centrality or existence o f  

racism and pays "supeficial attention to cultural rites and rituais" (Alleyne, et al, p. 583). 

Theme 5: The Value of  a Support Network 

Perceptions of childbirth are highly personal and individuals Vary in what constitutes 

a positive or  negative experience. Supportive practices fiom both family and health care 

professional facilitate a woman's transition through the child-bearing process and may 

enhance her positive feelings about the experience. Al1 the women descnbed supportive 



behaviours in various way which will be presented under two sub-themes, family as a 

support system, and health care providers as a support systern. 

Family as a Support S v w  

Social and emotional support provided by farnily members ranged from the informal 

sharinç of knowledge to supportive behaviours. These behaviours include comforting, 

holding and touching, babysitting, 'being there', reassurance, coaching and showing 

concern. AI1 these behaviour lend to the accomplishment of  a positive childbirth 

experience. Here are sorne exarnples of  how these women described their family support: 

My family is my number one support ... 1 don? know what 1 would do without 
rny mother. If I'm not around, my mother would be there. 1 leave my kids at  her 
place because 1 know someone will be there, even if my mother is not there. 

In terms of the pregnancy, it's the family support and support of fnends. And of 
course mom is always there to take the kids. You know, "send them up" or  she 
would send food down. So there were always fnends and farnily around. 

When my mom found out, she was pretty supportive and she helped me. My farnily 
cared about me and that just made me feel like the baby was really, really important. 

My aunt, she was great. She did everything for me. She did a lot of things for me, 
like çoing to get me face cloths, ice, popsicle. Everything like comforting me, 
talking t o  me. She was helpful. 

1 had a pretty good experience because even though it was a long labour, 1 had my 
family there to help me, t o  hold my hand and reassure me. 

1 had lots of  support from my family and fiiends. The first couple of months, 1 had 
to get used to getting up with her and things like that. But even though 1 breastfed 
her, my mom helped me out. She was there to help me if 1 needed sleep or some 
rest . 

My mom being there, helped a lot. If 1 was there by myself, 1 don? know if 1 
would be able to do it. She was encouraging me to do  it, to keep going. In terms 
of seeking information. 1 usually cal1 my grandrnother. She gives me answers that 1 
can understand. She tdks  to  me in "normal words". 
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One woman felt that, in addition to  family, her main resource were people who 

have gone through the expenence. She noted: "One of  the biggest resource that you could 

have, is when you've met someone that's been through the experience. These are people 

that actually sit down with you to tell you exactly what's been like becoming a mother and 

what you go through during childbirth. It's like you can only have that really good feeling 

about being a mother if you are a mother." Another woman felt that cornmunity non-profit 

agencies like Stepping Stone were her main resource. "Stepping stone is like my family", 

she recalled. 

The value of family support is affinned by Odent (1997) who noted that a labouring 

woman's need to feel secure is usually accomplished through the presence of a family 

member such as her mother because this makes her feel not only protected but also, not 

beins observed or  judged by health care providers. Oxley and Weekes (1997) found that 

Afncan Arnerican pregnant adolescents appraised their experience as either easy or  hard 

based on the availability of farnily support and other actual o r  perceived resources. For 

example, the women in their study described the childbirth experience as easy if they had a 

supportive mother and those who described it as hard had limited suppons and 

interpersonal conflicts with family members. Family support is also supported by 

Jambunathan and Stewart (1997) who studied farnily support with a sarnple size of 52 

chiIdbearing women. Seventy-five percent of  the women in their study reported that family 

support was helpful and they described support to include taking care of baby, giving 

helpful, advice and comforting when the baby is fùssing and crying. 



Healt h Care P r o v i w w r t  System 

Ail eight women involved in the individual i n t e ~ e w s  and several o f  those who 

participated in the focus group discussions identified health care providers as one of their 

support systems. They also described supportive behaviours demonstrated by their care 

providers. For example, here is how one of the women perceived her nurse: 

The nurse for my third child really did stand out ... she would come and sit d o m  
and just talk with me, even while the doctor wasn't there. And she understood. 
You know how people get down to your level. She was very personable. 

One woman remembered her physician as a cautious person who ensured adequate 

assessrnent : 

1 have a really good doctor, when 1 visit her, 1 could always talk about things that 
rnight be bothering me. She is always cautious and making sure she checks for 
everything because 1 had a miscarriage a few years ago. 

Three women described their nurses as caring: 

Some of the nurses show that they really care. They will take time to  chat, 
and ask you how you are doing. If they are busy, they'll pop in. Peek their 
head in and Say, "Do you need anything?" Those kinds of things I appreciate 

The nurses were really helpful. When my son came out not breathing. 
They explained to me that he was alright, that nothing was really w o n g  
with him except that his sugar was low. They just talked me through that. 

She was a big help. She was very understanding. 1 was surprised because 1 
figured they al1 didn't care about me but this one nurse, she came and taught 
me s t u f  And when 1 had problems with the doctor not explaining stuff to 
me, she would try to get more information for me. She would come, and 
talk to me and see how 1 am doing ... The day 1 left the hospital, she came 
and talked to me. Gave me the number to cal1 if 1 had any concems. And 
she wished me luck. 

One of the women found the nurses helpfùl because "they are really, really carïng. 

They answered any kind of questions or concems that you may have at any time. And this 



was really helpful". Another woman felt that her physician displayed caring attitude by 

encouraçing early contact with her baby: 

Once he was out, my doctor put him right on my chest ... an experience 1 
never had with my first. He was on my belly for a little bit, and then they 
took him and did the necessary cieaning and stuff. And then, of course. he 
was back. The fact that he was given to me right d e r  birth was really 
great.. -1 actually felt like a mother from the beginning. 

Another woman perceived the use of low dose of analgesia as a supportive practice 

by the anaesthetist because it enable her to feel the delivery process. She noted that one of 

the things that brightened her experience was "the fact that the epidural wasn't as much so 

that 1 actually had a drug when 1 needed it, and 1 didn't have too much, so I could feel the 

expenence. 1 could actually feel everything.. .that was the point that was the brightest for 

me". 

Consistency of care provider was identified by one woman as a supportive 

behaviour. "The fact that my doctor was there fiom the beginning to the end was very 

helpfùl. From my prenatal, and right there in delivery room and he helped me out with". 

Providing explanations and information was a behaviour that most of the women found 

They explained everything, which was good. And they'll say, "Well, in another 
15-20 minutes, we'll be moving you fiom here and taking you to ..." And they 
kept asking me if 1 was OK, and when 1 told them that my back hurts, they 
started doing the back mbs which felt really good. 

When asked what was helpfbl about her care, one woman recailed: 

They gave me a lot of information. They told me everything. And sorne things 
1 knew before fiom my friends, 1 found they weren't true. It made me feel better 
They explained everything and 1 leamed new things fiom them. 

Another participant perceived the involvement of her doula in the discussions 



around her care helpful. She explained that the nune  spent sorne time discussing pain relief 

measures with her and the doula. She described this as "really helptiil and good". Another 

woman felt she had a very positive experience with the Mother And Baby Leave Early 

(MABLE) program. "1 found the MABLE nurse to be excellent. 1 wish I had the 

information that she gave me when I had my first child. 1 just found it really helpfùl in 

terms of nursing and in terms of  watching for certain things". 

Some women found the pamphtets they received fiom her health care providers 

helpfùl. One said "1 thought that was really great". Another participant felt that having a 

Black nurse look after her baby while in the special nursery made a difference because: 

She [the Black nurse] knew my baby and her needs. She's not a White baby and 
she knew a lot about her, and a lot about me too ... about her skin, eczema and stuff 
like that. She taught me a lot. She really made sure that 1 was called to corne 
down and feed her. Aithough al1 the nurses down there told me how much she 
çained and stuff like that. Seeing this nurse down there ..., someone 1 can relate to 
made a big difference. 

On the other hand, one woman felt that it does not take being Black to meet the 

needs of Black women, she explained, 

It is amazing. People don3 understand that you don? have to be Black to 
understand a person's needs. Even though 1 was a Black patient, this nurse was 
very personable. She talked to me. We found some things in common we just 
related. It made everything so much different. She went out of her way for me and 
it made a big difference. 

She fùrther explained, "it doesn't take being Black. She wasn't Black ...y ou just have to be 

good at what you d o  and be very personable." She went on to explain that what made the 

difference was the nurse's interest in knowing her past experiences and how she deals with 

stressful situations. The also asked her how she can help her deal with the labour pain. 

One participant perceived supportive behaviours as the nurses ability to keep her 



informed of her baby's health status while in the special care nursery. She said "they told 

me everything that happened like when I wasn't there. ..when he ate, when they changed 

him, when he cried, everything, they told me. They were helphi". 

Coaching was a practice four women identified as supportive behaviour. "They 

taught me how to slow it down, how to use the pump and how to bath her." Another 

woman explained how the nurse assisted her: 

They had to break my water and 1 wouldn't let them do it so she suggested 1 take 
the gas. She asked me how I was doing and she explained what 1 should do, and 
she coached me how to do it. "She was right there with me. She was much prettier 
than my doula. .. she was a caring person." 

Yet, another described the coaching techniques employed in her care: 

They had me doing different things, different positions, walking and ... I was in the 
shower for the first part. 1 felt cornfortable there. They had a lot of patience with 
me and they kept saying, "one more push  and I'm like "1 thought one more push 
was before." And that made me feel like "Oh, I want to get it over and done with". 

One of the participants felt that her nurse supported her by not discouraging her 

from using her own strategies. "She was helphl to me because whatever 1 wanted, she 

supported. She wouldn't discouraged me from something. She understood me, and the 

pain 1 was going through. She was going through it with me. Yes, it was like she had the 

pain with me." 

One of the young wornen remembered the difference it made having the nurses 

assist with her early breastfeeding experience: 

One of the things during the hospital stay which was good, was that the 
nurses really did corne by if they knew you were breastfeeding. They made 
sure the baby was properly latched on, and that the baby was eating. One nurse 
really encouraged me to  do it. They gave you support, and made sure you 
were doing it right. 



This woman also found positive feedback helpfûl in building her confidence: 

They said 1 was doing very good with the breastfeeding. She gained back her birth 
weight quickly and they were always telling me that 1 was doing better than many 
young mothers. They said not many young mothers nowadays are breastfeeding. 
But 1 found it7s so much healthier for rny baby. She is so content and that rnakes 
me feel good about rnyself 

One woman found care providers 'fiiendly' and 'welcoming' even when she 

brought her family to the hospital. This made her comfortable that the nurse was 

understanding and accepting her family members that accornpanied her to the hospital. 

Physical presence and cornfort measures were consistently acknowledged by most of the 

women as supportive behaviours dernonstrated by health care providers: 

They were always there, they didn7t Ieave me alone for too long. It made me feel 
comfortable and secure ... The nurses are the ones that give you the persona1 touch, 
personal care. They actually give you that one-on-one care. The ladies who looked 
after me did their job ... they were gentle, and they were nice. They made me feel 
comfortable.. .That stood out in my mind. 

Another woman felt that her community nurses were accepting of her situation in 

the early stage of her pregnancy: "They were very helptiil. They gave me milk tickets, 

prenatal classes and talked to me about a lot of stufK And when 1 didn't tell my mom, they 

knew, and they were okay about it. They told me 1 could tell my rnom when 1 was ready. 

And they still helped me7'. 

One woman felt that reassurance frorn her care providers was a supportive 

behaviour. "They were really supportive. 1 was really nervous about different things 

happening ... They asked me if 1 will be alright, and told me that 1 was going to be alright. 

That helped. 1 was a bit relieved". 

Some of the women acknowledged the supportive behaviours of various mernber of 



the health care team. For example, one women explained: 

The counsellor or the social worker, she came and talked to me, and she gave 
me those passes for cafeteria so 1 could get something to eat when my baby 
was downstairs. And she tned to get me a breast pump to take home. She 
really did a lot for me. 

One of the women who is currently expecting her second baby and is on bed rest as 

a result of her high risk pregnancy found her social worker supportive in terms of being 

there for her. She explained: "She's there for both of us ... She pays for a babysitter for me  

twice a month for me to go out. They pay for daycare so 1 c m  observe my bed-rest. 

They've been good. She is really supportive." 

Yet, another woman found the excitement created by some technicians brightened 

her experience. "Certain technicians, they help you get excited. The excitement of doing 

the ultrasounds helped brighten it." The cleaners also contributed to the positive 

experience of some. One woman remembered, "one of the cleaning ladies was really nice. 

She came in to clean up one side of the room because the other girl had gone home, and 

she sat there talking to me for a long time. That was really nice of her". 

Two of the women in the study had doula and they both found them to be "a lot of 

help". One woman descnbed: "1 had a doula. She was a lot of help. She would corne in 

and rub my back and bring me ice whenever 1 needed it. She was very helpfùl". The other 

one recalled, "1 had 2 doulas, and they were both very nice. They did everything for me. 

One of them even stayed a while after her shift because she wanted to see my son". 

Consistent with the supportive behaviours descnbed by the women in this study 

were those of Oxley and Weekes (1997) whose study pmicipants' perception of support 

included acceptance, reassurance, listening, assisting with problem solving, showing 



attention and affection, and meeting physical needs for transportation and clothing. 

Bryanton, Fraser-Davey and Sullivan (1994) afirmed these findings in their study of 

nursing support behaviours with eighty new mothers where they found supportive 

behaviours to include: making the woman feel cared about, coaching, answering questions 

trustfiilly in understandable language and giving praise as well as appearing calm. The 

value of professional support is acknowledged by Hodnett (1996, p. 258) who noted that, 

'although the support o f  people who love her undoubtedly is of great benefit to the woman, 

it is no substitute for the nurse's support ... support from a nurse is complementary to but 

distinct tiom the support a woman receives fiom her partnef'. Examples of professional 

labour support include emotional support, comfort measures, information, advice-giving, 

advocacy and supporting family members. 

The very size o f  the problem and the deep social roots of multicultural and the 

various systems of  oppression create a major challenge for health care professionals which 

requires complex analysis. The Black experience is not a simple issue of race and class; 

rather it is a complex, pervasive social problem that anses from multiple sites and needs 

different approaches to  address. The complexity of  these issues are reflected in the way in 

which the women in this study described their experiences with care providers. For 

example, althouçh they felt discriminated against, during their encounters with health care 

professionals, they also acknowledged the positive aspects of their care such as supportive 

behaviours demonstrated by care providers. This illustrates that even in an environment 

where some individuals are outwardly racist, people who understand and respect the needs 

of marginalized groups may also exist. 
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In presenting the findings of this research, I have provided empirical evidence to 

support the issues identified and it is not surprising that the study reflects current Iiterature 

on al1 of the themes. Translating these findings into actions that will assure equality of 

appropriate services can be vew chailenging. However, an understanding at a macro level 

perspective of how the heaith care system operates will initiate the process of much needed 

policy changes to ensure a tniiy accessible heaith services to everyone. In the next chapter, 

1 will discuss the broader socio-economic and political perspective of these findings in 

terms of how nurses and other health professionais leam in an environment and where 

racism has become institutionalized, and how perinatal care services operate. 



CHAPTER V 

INTERPRETATION AND DISCUSSION 

The findings of this research suggest that the issues that Afican Nova Scotian 

women confiont in their encounters with the heaith care system place them in a position 

that denies them opportunity for equitable heaith care access. The socio-cultural and 

political contexts that shape their experiences are cornplex, and an understanding of these 

contexts is the first aep towards implementation of positive changes to effect equal access 

to health care. In this chapter, 1 will discuss cultural competence, institutionalized systems 

of oppression in Black women's lives and the situation of tUncan Nova Scotian women in 

relation to health policy. It is hoped that this analysis will enable health care professionals 

to recognize and understand how the systems of oppression such as racism, sexism and 

classism interact as social forces to shape Black women's experiences. These women are 

placed in positions of multiple vulnerabilities fiom these socio-political forces. 

Cultural Competence: Beyond Culturally Sensitive Care 

Cultural competence is defined as "a set of congruent behaviours, attitudes and 

poticies that corne together in a system, agency or among professionals and enable that 

systern, agency or those professionals to work effectively in cross-cultural situation" 

(Rounds, Weil & Bishop, 1994, p. 5). It is not a new subject in nursing literature. 

However, the challenge for nurses and other health care professionais is to demonstrate the 

transfer of this knowledge from theory to practice. Cultural hierarchies that keep Black 

women in subordinate positions have their roots in a White male dominated patnarchal 

world view in which social arrangements are stratified and power inequalities created along 
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et hno-cultural lines. From the experiences descnbed by t hese women, t here clearly appears 

to be some gaps to fil1 in order to acknowledge, understand and respect the beliefs and 

priorities of families from ethno-cultural marginaiized groups. These gaps exist, in part, 

because the biomedicd health case system is assumed to be value-fiee, and therefore fails 

to appreciate the salience and complexity of cultural variables in clients' health experiences. 

This value-fiee view of health care oflen l a d s  to misinterpretation o f  cultural values of 

clients which may fbrther lead to value conflicts and a reduction o f  access to  equitable 

quality health care. 

Much of what health care professionals bring into a caring interaction is heavily 

based on a White middle ciass perspectives which are considered rational and scientific. 

While nursing knowledge is thought to be research based, it is usually based upon a White 

culture. Consequently, there is a tendency for many professionals to  assume that 

ethno-cultural minority groups are irrational, primitive and less than scientific. This belief 

stems fiom Darwin's theory of  evolution of species which gave a scientific basis to the idea 

that "some groups of people are cultural while others remain 'closer to  nature' and hence 

uncul tured. It was assumed that European civilizat ion represented the pinnacle of 

evolutionary success, the end of the long road fiom darkest Afnca through numerous 

primitive and barbasic groupings to the high "White" culture of Europe, and eventually, 

North America" (Lock, 1993, p. 144). It is little wonder that some health care 

professionals think that they know what is best for clients and coerce them into cornpliance 

with their professional values. Learning and attitudinal change involves interaction 

between the learner's present understanding of the world and knowledge input. Thus when 
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care providers are educated in a society that identifies the values of one group as supenor 

to others, they take on the same values and maintain the status quo. This contributes to 

their inability to recognize that a large number of the health problems encountered by 

marginalized groups such as Afncan Nova Scotians have socio-political and econornic 

components and cannot be simply 'cured'. As Tournishey (1993, p. 120) pointed out, 

"prof'essional health pïactitioners must recognize that it is not sufficient to base ethical 

considerations only on the values that they personally hold. This is particularly relevant in 

that the present North American monolithic view of human nature and culture cm lead to 

bio-ethnical considerations which are inadequate when caring for multicultural clientele". 

The issues afKecting marginalized groups require broader socio-political structural 

changes in the economy, various government policies, social programs and society in 

çeneral, and this is a cornplex process which takes some time to accomplish. However, it is 

important to identie strategies that communicate respect for cultural diversity while, at the 

same time, meet the objective of transfoming individual and societal values and subsequent 

policy changes. Cultural sensitivity and compassion without competent knowledge based 

approaches for improving the health of clients does not help the families we serve. A 

cultural competence mode1 is necessary to develop an understanding of, and respect for, 

the values of the families being served. It is in light of this that 1 introduce cultural 

cornpetence as a framework which has been used at the IWK-Grace Health Centre, 

Matemal and Newbom Program. This framework was identified by Rounds, Weil and 

Bishop (1 994) and it includes five essential elements that contnbute to cultural competence 

at the individual and organizational levels. They are: valuing diversity, conducting a 



cultural self-assessment, recognizing and understanding the dynamics of differences, 

acquiring cultural knowledge and adapting to diversity. 

Valuing diversity involves acknowledging that cultural differences play a role in 

individual, and t hat family development and ftnctioning is fùndamental to culturall y 

competent practice. Although racial, ethnic and cultural differences among clients and staff 

make care more challenging and cornplex, they provide the best impetus and opportunity 

for culturally competent care. Rounds, et al (1994) state that understanding how race, 

cuIture and ethnicity contribute to the uniqueness of the family and recognizing the 

differences among and within various cultural groups are basic to effective care of the 

culturally different family. This is congruent with this study participants' perception that 

seeing more diversity in health care staffwili help to meet their needs more effectively. 

Conducting a cultural self-assessrnent which involves awareness of one's own 

culture and how it influences both personal and professional beliefs and behaviour is very 

critical to the provision of culturally competent care. Rounds, et al (1 994, p.6 ) suggested 

that "one's own culturally determined perceptuai screen greatly influences the observation 

and assessrnent of clients' behaviours and beliefs". Much of what professionals believe 

relies heavily on results of research canied out within the Western world culture, with the 

investigators, the participants and the research questions being heavily influenced by that 

CUI ture' s values (Jackson, 199 1). For example, some participants were fmstrated at their 

visitors being sent away so that they can 'rest' because they did not share in the belief that 

not having family members around will enable them to relax and rest. One may argue that 

such action is probably a result of socialization based on mainstrearn societies' strong 
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orientation to individuality and independence as opposed to Black culture which has a more 

inclusive perception of self as someone attached to family and community. 

Recognizing and understanding the dynamics of differences acknowledges that 

althouçh some of the differences in race and culture between farnilies/clients and care 

providers may sometimes appear subtle, practitioners need to recognize how it affects 

interactions. According to Rounds, et al (1994), reco-g the ways in which racism and 

the curent status of race relations affect the establishment of rapport between racially and 

ethnically different clients and practitioners is essential to effective care of clients. For 

example, the racism expenenced by successive generations of Black families may influence 

the level of trust and the developrnent of a collaborative relationship between a White 

perinatal nurse and a Black family. 

Acquinng cultural knowledge requires asking the right questions in an appropriate 

manner to the right people. Although general knowledge about cultural groups is 

necessaiy, it needs to be individuaiized to clients and families because variations within 

groups are often great. For example, it is best to always ask families during labour about 

their childbinh preferences in terms of diet, pain relief and other coping strategies because 

there is a wealth of knowledge about different cultures among the families we care for and 

the process of caring provides a wondefil opportunity to expand our knowledge about 

their socio-cultural world. Cultural competence "does not mean knowing everything there 

is to know about another culture. It is instead, respect for the difference, eagemess to  

leam and a willingness to  accept that there are many ways of viewing the world" 

(Dugas and Knor 1 WS,p.298). My own personal expenence of working with families 
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fiom various cultures dunng childbirth has increased my knowledge of the meaning of this 

very significant event in the lives of these families, particularly since, as an immigrant Black 

woman, 1 have also been on the receiving end of this care. 

Adapting to diversity involves an authentic desire to understand someone else's 

ways of seeing the world and acting within it. According to Nance (1995, p. 255) "genuine 

culture relativity means being able to acknowledge differences in other people as inevitable 

and valuable". Successful and satistjing human communication occurs only when we 

adopt an orientation towards the process of communication that accepts and adapts to 

difference. A culturally competent perinatai nurse is able to adapt nursing skills to the 

needs and styles of client's cultures. For example, the pennatat nurse whose practice is 

culture-specific will learn the rationaie for unusuai practices and incorporate them 

whenever possible into the plan of care. When it cannot be incorporated for practical 

reasons, the nurse can explore alternatives that would be acceptable and beneficial to the 

family. As Geissler (1992) points out, applying biased models of care such as nursing 

diagnoses, which predominantly refiect the heaith care values of the health care providers, 

does not effectively address the concerns of families fiom minority cultures. However 

such tools are still being used in Nova Scotia because we have a 'disease' not a 'health' 

care system. Nursing care for healthy childbearing families should be aimed at promoting 

health and maxirnizing the family's satisfaction with their experience, not imposing White 

middle-class nursing elite models of nursing care on dl clients regardless of race, class, 

ethnicity and sexual orientation. Such approach to nursing care promotes institutional 

systems of oppression. The following section examines this concept. 



Institutionalized Systems of Oppression in Black Women's Lives 

Understanding of the complex ways in which institutionalized systems of oppression 

such as racism, sexism, and classism interact to create quditatively different health care 

experiences for Black women is critical to providing much needed equitable hedth care 

access. Of particular concem are the ways in which these women are silenced fiom making 

efforts to combat the harsh reality of these forms of social injustice. To increase nurses' 

awareness of the many dimensions of the socio-political structures that shape Black 

women's experiences, the multiple sites of social forces like racism, sexism, and classism 

which interact to reinforce and ampli@ oppression will be explored. 

In its most subtle, everyday form, racism is a razor within the psyche, slicing into 

self-confidence and self-love, an inner wound that is constantly being reopened by covert 

and sometimes overt messages that Black people are infenor to the dominant White race. 

Most Whites are divorced corn the real life experiences of Black people, and find it easier 

to recognize racism as an issue experienced by poor Black people. It is much more difficult 

for tliem to acknowledge that Black people of their own social class experience racism, 

because perhaps it is easier to think that problems experienced as a result of poverty and 

class can be eliminated by the victim's individual effort to change her own situation. The 

interlocking hierarchies of Canadian society reinforce White male dominance and allows 

those who are advantaged not to accountable for their privilege. As McIntosh (1998) 

notes, as a White woman, she was taught to see racism only in individual acts of meanness, 

not in invisible systems confemng dominance on her group. This is clearly the philosophy 

that supports and maintains a racist societal view where one group of people are made 



confident and codortable while others are alienated and stripped of confidence and 

comfon. As Markowitz (1993) points out, "the cumulative effects of so much hostility, 

frustration, endless chipping away at one's confidence and being exiled to the rnargins of 

society creates a sense of hopelessness at times so great that the fight for one's dignity and 

the dignity of one's culture seems an impossible task". Language which shapes and 

expresses one's view of the world is the very weapon that society often uses to reinforce 

the idea that Black is evil. For example, "being the black sheep of the fami1y"or "being in 

someone's black book" both demonstrate the value judgments of the concept of Black. 

Given that AGican Nova Scotian women live in a society that views Black people 

so negatively, it is not surprising that health care policies and seMces are implemented 

from the perspective of White people. For example the 'normal' colour of a newbon is 

described as 'pink', connoting that Black newbons who are usually not pink at birth are 

'abnormal'. This is a reflection of White dominant values of society revealed through the 

health care system. "Mainstream society is depicted as at the centre of a community, and 

those excluded firom power and resources are at the periphery. Diversity increases with 

physical and social distance from the centre". (Hall. et al, 1994, p. 26). In Western 

societies, the centre of the comrnu~ty is the seat of hierarchd power and the conceptual 

location of White people, while marginalized groups are repelled to the periphery. They 

are not expected to speak as equals to their 'supenors' at the societal centre and their 

languaçe is usually not in public and written discourse. For example, there is no word to 

descnbe the colour of a healthy Black newborn. Their members construct and preserve 

experience in the form of storied knowledge. As Boyd (1998, p. 28) noted "most histonc 
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records to which Nova Scotians have been exposed have been written fiom a White or 

Eurocentric perspective". Although health institutions in Nova Scotian do not have formal 

barriers based on race, informa1 barriers exist within their professional bodies, where non- 

White people are regarded as being inferior. Or "if you're not White, you're not smart" 

(Boyd, p. 39). Systemic racism is pervasive in our everyday encounters. It is oAen 

reflected in the faces one cm see on television, skin care products at the store and health 

care services. This is quite troubling in a society that professes to value al1 human life 

equally, and health care professionals who are governed by ethical codes that emphasize 

their humanitarian duties. 

Gender inequality in health care is another source of oppression affecting Black 

women (and al1 other women). It is a consequence of the basic inequalities between men 

and women in societies. Despite the importance of socio-economic factors, women's 

health is generally affected by the extent and quality of health care available to them. As 

Gijsbers, et al (1996) report, although women are major heaith care service users as well as 

providers, they are often under-represented in decision-making in health care, and no 

justice is done to their needs especially where differences exist between the needs of men 

and women. The devaluing and oppression of women in society is based on the fact that 

we Iive in a society where a set of dominant beliefs, attitudes, values, institutional ntuals 

and practices operate to benefit certain people. Those who benefit fiom these systems of 

oppression are supported in defending their position; those who do not benefit are silenced 

or simply excluded fiom decision-making. As a feminist critique asserts, this view of 

society enables the oppressor to define women's health issues fiom a predominantly 
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androcentric and biomedical perspective, and such perspectives tend to ignore the social, 

economic and political forces impinging on women (hooks, 1995). To achieve equal health 

for al], it is necessary to bring both men and the social structures of oppression into the 

realrn of analysis. This will help the health care system, professionals and policy makers to 

understand the ideology inherent in Western society where men manage the public domain, 

which çoverns, sets policies and controls the allocation of resources (money, power, 

seMces and opportunities) while women manage the private domain, which provides the 

male power (giving birth to males) and the support structures to maintain and nurture the 

public domain. This pattern is evident in the health care system where the most powerfùl 

positions are generally held by male physicians and administrators while women are mostly 

in nursing, social work and clerical positions where there is less power and status. It is 

even worse for Black women who, due to multiple sources ofoppression have difftculties 

çetting even the less powerfùl positions. 

The inequality in health care access is also a consequence of an increasingly 

polarized Western society where the philosophies of econornic rationalisrn and technical 

medicine work together to exclude an in-depth understanding of health. As Mason (1995) 

notes, political and econornic investments in specific medicai treatments reinforce 

government resistance to examine the broader determinants of public health. A critical 

analysis of the findings of this study demonstrates that many problems faced by f i c a n  

Nova Scotian women may be solved more efficiently using health promotion rather than a 

curative model. 

Having lived and worked as a health care professional in two very different societies 



140 

in terms of the management of childbirth, it appears that childbirth cm be very much what 

the society rnakes of it. It can be an ordeal, a procedure, an event, or a spectacle. It can 

also be medical, empowering, belittling spiritual, humiliating, joyous, painfùl, temfjmg 

and/or routine. As Rothman (1996) pointed out, the routine management of childbirth in 

Arnenca systematically strips women of power and control. This approach to childbirth is 

dominated by a perspective that emphasizes the efficient removal o f a  fetus fiom a 

wornen's body rather than believing in and supporting a women's ability to give birth. This 

is demonstrated in the many ways institutional policies are used to transform women into 

units of management. For example, routine medical diagnosis of pregnancy undercuts 

women's knowledge and tmst in their own bodies. Encouraging women to watch their 

own babies on ultrasound screens focuses women on seeing thereby alienating them ffom 

themselves and their feelings. This reinforces gender hierarchies, by virtue of having more 

faith in medical technology (most of which are designed and produced by men) than in 

women's own capabilities. 

As revealed in the findings of this research, social class was a consistent concern 

expressed by the women. They described their inability to eat properly or afKord 

transportation to attend prenatal classes. "Class is defined socio-economically as weIl as 

having access to power (or lack thereof). consciousness of one's position in Me, the ability 

to pass the status on to one's children, one's own education and the ability to control one's 

life" (Leeder, 1996, p. 50). Despite the centrality of class in the lives of marginalized 

people, there is little research to address the subjective consequences of social class on 

health. It is not new knowledge that Black people are among the poorest people in the 
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most Western cities and they are confhed by poverty to certain type of housing and certain 

parts of the city as well as hard labour jobs. 

Although race and social class are separate concepts, they are inextricably meshed 

in the reality of the Black experience. Poverty intersects race, creating a disproportionate 

number of wornen of colour in Canadian society below poverty line. And poverty like race 

is associated with lack of access to services and increased feeling of vulnerability. As 

health care professionais we need to understand the dynarnics and contradictions of our 

society in ternis of how attitudes about race and social class get played out in families, 

communities, and even society in general. For example, children in society are given 

inconsistent information by virtue of being thought to value equality and justice on one 

hand at the same time that they are socialized to be racist in subtle ways that enables them 

to associate power and pnvilege with White people and poverty and subordinate status 

with people of colour. Even though many people are able to see the role of social and 

economic Factors in perpetuating inequality in health for some in contemporary society, the 

ideals of democratic equality give way to capitalist values where economic competitiveness 

and individualism are the cornerstone for rewards. 

Class, as a fom of social oppression, has affected Black women in ways, such as 

depriving them of good education, and social opportunities. They are often looked down 

upon as not knowledgeable even about their own experiences; when models of care 

developed from a White perspective are ineffective when applied to Black women, the 

women themselves are seen as the 'problem' or 'non-cornpliant'. As Spigner (1994) 

reports, the 'culture of poverty' is often seen as a lifestyle problem by society, even though 
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these lifestyies are often brought on by economic stratification, unemployment, or low 

wages. Acceptance of such explanation of poverty tends to blame the poor for their 

condition and creates a view of lifestyle behaviour as a major detenninant of health. 

However, health care providers who understand how Black women's lives are shaped by 

multiple interlocking systems of oppression, must refute this explanation of poverty and 

advocate for policy changes that prornote care that is safe, effective, respectfùl and 

meaningful to al1 families. 

Health Policy and Afncan Nova Scotian Women 

In order to provide equal health care access to everyone irrespective of their race, 

class, sexuality or gender, the needs of marginalized groups must run as a continuous 

thread throuçh al1 health planning, policy making, management and practice. According to 

Schott and Henley (1996, p. 48), "equal access does not mean offerhg the same service to 

everyone and assuming that each person will therefore receive the same service. It means 

providinç flexible responsive seMces in which differing needs are identified and 

accomrnodated so that each person benefis equally". Marginaiized communities are ofien 

blamed for the lack of uptake of services, when the real reason may be, for example, 

inflexible services, lack of information, poor communication and lack of respect for their 

individual needs. Deconstructing racism and providing a service that genuinely meets the 

needs of al1 ethnic groups requires carefùl thought and planning. Lasting solutions to the 

problems of inequalities in this study will involve tùndamental changes in societal structures 

and policies that contribute to oppression and racism. 

Ensuring equal access to health care and combatting institutional racism cannot be 
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achieved by ad hoc measures or by individuals working alone. It should be addressed with 

a fundamentai policy o f  an organization that is understood and implemented by everyone 

responsible for managing and providing care, and it should aiso be backed up by training 

and practical support (Schott & Henley). This is affirmed by Evan (1994, p. 140) who 

reported that to assume that someone with good intentions and skills can reverse the 

oppressive nature of Society is to "delude ourselves that democracy and empowerment can 

be achieved by goodwill alone". She fùrther noted that the impact of institutional and 

personal constraints of gender, race, age, ability and sexual orientation is very significant. 

Like these authors, 1 believe that the solutions to the various issues identified in this 

research are complex and will likely require more than one approach; education and change 

wiil have to occur at various social arenas, and at various levels of organizations tiom the 

individual to govemment. 

Given the centrality of political economy in the management of health care services, 

it is important to examine the political perspective of the issues described by the 

participants of this study. Without serious initiatives to address the cornplex problems of 

socio-economic deprivation, both the government response and changing style of childbirth 

rely on the medicd idea of safety as "the foundation of good maternity care" (Maçon, 

1995, p. 837). Mason elaborated that this approach focuses on special strategies for 

preçnancy and birth but ignores the long-terrn requirements for public health. As one of 

the study participants stated, "we have a government that refuses to recognize that 

pregnant women on low incomes and welfare benefits find it impossible to obtain a healthy 

diet". This attitude of the government is reflected in their reluctance to consider the 



growing body of research data on the correIation between infant morbidity and poor 

materna1 nutrition (Crawford, 1993). Epiderniological research has confinned that physical 

health is strongIy influenced by psychological factors such as low self-esteem, stress, 

financial insecurity and a low sense of control (Moms, Cook, & Shaper, 1994). There are 

several United States studies that revealed that Black women usually have more low birth 

weight babies and premature births than their white counterparts (James, 1993; Parsons, 

MacFarlane & Golding, 1993, & Wise, 1993). 

Traditional solutions to the health care problems of marginalized people have t heir 

roots in the phenornenon of "blaming the victim" in which the victims of societal inequities 

such as inadequate health care are targeted for change or action, rather than the societal 

structures themselves that are responsible for the problems. This is reflected in policies that 

prevent high risk pregnant women fiom smoking during admission into the hospital but 

refùses to investigate the root of their decision to smoke and early intervention approaches. 

As Funkhouser and Moser (p. 55) noted, "one reason for failure to solve problems of poor 

health status and inadequate health care access in marginalized groups may be due to the 

predominating philosophy of science that does not regard these issues as legitimate pursuits 

of science". 

As indicated by the findings of this study, marginalized groups like the Afncan 

Nova Scotian community would like to see better training and improved policies on ethnic 

minorities' heaith needs and on equal opportunities, as well as racism awareness. Mensah 

( 1 996, p. 27) reported that "discrimination is expensive; money, staff morale, reputation 

and making the best use of available resources may be Iost if sound anti-discriminatory 
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practice is not pan of the mainstream agenda". Interestingly, most Nova Scotian hospitals 

do not have anti-racism and multicultural health policies. How can equality efforts of 

çood intention succeed if there are no  organizational policies? As Schott and Henley 

(1  996, p. 45) stated "much of the discrimination that occurs within organizations is due to 

established organizational policies, practices and procedures. Many of these appear to 

work weIl and to be non-discriminatory But, ofien apparently neutral policies shut out 

BIack and minority clients". Without serious efforts to implement programs that are 

management-led, and regularly monitored and reviewed, it is difficult for positive change to 

occur. There are a number of nurses fiom marginalized groups who complain about their 

frustration with colleagues who 'just don? understand' or disrniss their problems as trivial. 

According to McGibbon (1998, p. IO), "the issue of where racism fits into health and 

health care has received little attention in the health care system or among hedth care 

providers". She also expressed the fact that in order for the dominant society to 

understand racism, they must first acknowtedge its existence in out society. If racial 

inequalities are to be combatted in the workforce, acadernia, and even in society itself, the 

first step is for al1 to recognize that it does exist. If there are perceptions of racism, 

inequalities probably exist. 

Althouçh the struggle to find solutions to racism has likely existed in health 

literature for decades, tensions in science and politics have increasingly hindered the 

systematic investigation and constructive translation of empiricai understanding of racism 

into effective public policy and public health practice. To understand the meaning of 

racisrn in the society, and to address it appropriately, a collective commitment of policy 
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makers is needed to mount an effective response. Wise (1993) stated that increasingly 

health policy has looked to epidemiology for empirical justification of policy 

determinations, an action which tends to distract policies fiom focussing on the extremes of 

risk determination. For example, the policy which is focussed on establishing overt 

technical approaches to reduce infant mortality may develop a host of highly specialized 

programs to provide services to a small group of "high-risk" pregnancy women, while 

distracting attention and resources tiom the basic infrastructure of comprehensive health 

care and social service provision in marginalized communities. This is eloquently 

articulated by McGibbon (1999, p. 118) who noted that marginalized groups Iike "young 

homeless women have little or no access to meaningfùl and effective prenatal care. Yet 

Halifax has one of the largest and newest maternity hospitals in Canada". She fùrther 

eiaborated that although the intention is to provide efficient prenatal care, the experiences 

of these marginalized women demonstrates a need for more efficient health care 

(McGibbon). This is consistent with this study's findings in which participants expressed 

their fnistration of having no effective health care resources in their own communities such 

as North Preston which has no regular health ciinic. 

As we face the challenges of inefficiency and inequalities in perinatal heaith care 

services in Nova Scotia, it is necessary to revisit the different ideologies of equality that 

dominate the current health policy. Stingl (1 996) identified two ideologies: the libertarian 

view and the view that espouses liberal egalitarianism. In the libertarian view, the 

individual is of fùndarnental value and relationships of interchange or benefit, such as 

taxation to increase social policy spending, require mutual agreement. This view is 



consistent with the current societal view that Afiican Nova Scotians are poor, unemployed 

and on welfare primarily as the result of their individual choice. 

Liberal egaiitarian view, is a cooperative participation which creates a sense of a 

çreater social good that grounds and gives context to everyone's personal good. 

According to Stingl(1996, p. S), in the Iiberal egalitarian ideology, "personai goods may be 

pursued, but only as part of a larger, cooperative enterprise that works fairly and equally 

for the good of everyone". This view is consistent with some community based health 

setvices in Canada (Long Term Service for Youth Association, 1997). 

One of the predominant findings of this research is lack of access to health care. 

These women attributed their inabiIity to access appropriate care to a variety of factors 

which include poverty, lack of transportation, and childcare as well as illiteracy. These 

issues demonstrate that a health policy that is committed to efficient distribution of 

resources within the health care system is needed. As McGibbon (1 999) stated, even if 

these marginalized women manage to obtain perinatal information in the form of pamphlets 

or books, their Iow literacy level prevents them fiom accessing this information. 

McGibbon, (p. 1 18- 1 19) suggests that examination of what counts as 'efficient' health care 

is crucial : 

Does it mean the young woman had efficient access to hospital services 
for an emergency cesarean section? Does it mean that the baby's dropping 
heart rate during delivery was monitored according to protocol, and timely 
interventions were initiated? Or does it mean investigating the hypothesis that 
relatively inexpensive early intervention programs ... can prevent the enormous 
cost associated with neonatal intensive care of their babies? 

One does not need an elaborate study to determine that those Afncan Nova Scotian 

women who cannot a o r d  transportation for prenatal care and are unable to buy groceries 
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to eat proper meais reylarly are not receiving efficient heaith care services even though 

their low birth weight babies may receive good care in the neonatal intensive care unit. 

Skinner (1998) acknowledged the need for policy rnakers to take action towards the 

promotion of health for ail Nova Scotians. She also noted that several Canadian provinces 

such as Ontario, British Columbia and Quebec have taken explicit policy steps to address 

issues of rnutticulturaîism (Skinner). However, Nova Scotia which has the highest number 

of people of Afi-ican descent in the Maritimes does not have a provincial multicultural 

policy. 

In addition to Black women's experiences of racism, the issue of gender inequalities 

is important. From a feminist lens, there are a number of problems with existing medicd 

research. For exarnple, in the past, allocation of research fiinding has been less for 

conditions that predominantly affèct women, such as menstmal cycle; consequently, these 

conditions have been less extensively studied (Maltemd, 1993). Power and knowledge are 

closely associated, and knowledge is constructed by voice. Unfortunately, women's voices 

are often silent in the factory where medical knowledge is produced. "Medicalization and 

içnorinç are symptoms of the medical oppression of women's voices. Empowerment of 

women's voices at various levels within the medicai culture is essential for influence and 

social reconstruction" (Maltemd, p. 365). There is also a question about the validity of 

voices, and how medical knowledge is constructed. From whose reality are the medical 

facts derived and interpreted, and whose Mew points are regarded as relevant in the health 

care encounter? The reconstmction of medical knowledge requires input fi-om women's 

voices into the realm of medical discourse. 
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The young wornen in this study admitted that their silence and passive acceptance 

of their situation was because they feel that society does not value their opinions. The fear 

of speaking, and not being heard but instead silenced is a symptom of underlying relations 

of power and dominance. To challenge the unequal distribution of power in society is to 

ask who speaks, for what and to whom, who listens, who is confident and cornfortable and 

who is not. According to Belensky, et al (1986)' women use silence as a s u ~ v a l  tactic and 

as a means of keeping out of trouble. Thus, silence may be a result of not feeling safe to 

speak, or it may serve to preserve privilege for fear of saying the wrong thing. 

It is clear that the issues atTecting Afncan Nova Scotian women's childbirth 

expenences are multifaceted and that inequalities will not be addressed in isolation. 

However, health care professionals are well situated to eEect change by developing a 

greater responsibility to the social factors that influence Black women's health in today's 

society and lobbying for social policy change. As Anderson (1998, p. 206) stated. "health 

is about issues of social justice, and discriminatory practices that thwart life opportunities 

and are unjust". Practising discrimination whether consciously or unconsciously reduces al1 

of us as hurnan beings. Therefore, health care professionals need to speak to the issues that 

affect the health of women and other oppressed groups by initiatins the process of 

positively influencing health policy. Health care providers' connection with research and 

poiicy-making communities situates them between the realities of women's experience and 

social institutions of policy makers. This position calls for health care providers to take 

responsibility to collectively address issues of social justice. 

Citing relevant literature whenever possible, 1 have analysed the issues that impinge 
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upon the health of Atncan Nova Scotian women during their interactions with the health 

care system, and wider societal structures. This research supports the fact that forms of 

racism exist within the hedth care system, and that some health care professional are 

insensitive to the needs of clients h-om ethnic minority groups. There is also evidence that 

there is a need for more representation of Black people in the health care professions. The 

research reveals that there are inequalities in health care access in the Nova Scotian 

community. Finalty, it shows that both health care providers and family members are 

invaluable in tems of support during the childbirth experience. To combat the issues 

identified whether perceived or real, health care providers must discard lip-senice and 

embrace strategies that actualize diversity. The issues are not beyond the power of health 

care providers to effect social change. In the next chapter, I will present some of the 

implications and suggestions based upon this research. 



CHAPTER VI 

IMPLICATIONS AM) SOCIAL ACTION 

In this chapter, I will examine implications for education, clinical practice and future 

research. I will also discuss some general recomrnendations based on the study findings. 

The chapter will conclude with a description of the social action component of the research 

project. 

Irnplic&ons for Edu- 

As a new century is approaching, the discipline of nursing and other health care 

professions needs to look forward to embracing and celebrating the diversity within Our 

communities. Considering past history and the continued under-representation of 

minorities in the health professions, there is a need for a systematic investigation of 

strategies for recruitment, retention, and professional development of rninority nurses. The 

recruitment and retention of minority students and faculty in the health professions needs to 

be guided by empirical knowledge. The continued low recruitment of minority nurses into 

schools should raise questions about the objectivity of the selection process, the criteria 

used in selection and how the criteria are interpreted in relation to applicants fiom these 

groups. Schott and Henley (1996), presented one example of institutionalized racism. 

They cited a British study of a computer prograrn that helped pick candidates for selection 

i n t e ~ e w s  into a medical school. This study found that: 

the prograrn had been set up to weigh the scores of female candidates and those 
with a 'foreign' name. The program increased the scores of these candidates and so 
reduced their chances of being selected for interview. It was found that the person 
who had programmed the computer had been instnicted to develop a prograrn that 
would mimic as closely as possible the judgernent of the human selectors. He 
observed their judgements over a number of years, created the program and then 



fine-tuned it. He found that in order to reproduce the selectors' judgement as 
closely as possible, he had to give a negative weighting to members of Black and 
ethnic minority groups and to women (Schott & Henley, p. 37). 

Dismantling discriminatory practices requires good communication and intent, and 

caretùl thoughts and planning of everyone involved in providing health service. Health care 

providers need to be educated on the legal, moral, and service obligations of those who are 

willingly or unwillingly racist. Anti-racism is an acadernic and political project to question 

and address. Educators must dernonstrate a commitment to anti-racism education that 

moves beyond the liberal commitment to "equai" access to education and individual 

fieedorn and rights, to redressing collective rights and social injustice. In reference to the 

school system, Sefa Dei (1996) noted that "engaging in anti-racism means that educators 

make a cornmitment to listen, and to act on minority students' experiences by challenging 

the processes that reproduce the normalcy of Whiteness in their schools". The fiiture of 

nursing calls for creative leadership and a new political orientation that will incorporate 

multicultural and racial discourse as part of the core cumculum and the focus of research 

and policy. Theoretical fiameworks and teaching materials needs to be culturally relevant 

to the diverse population of students. Aiong with core cumculum which includes 

anti-racism and multiculturalism literature, the professional schools must develop 

institutionai policies and mechanisms to promote cultural pluralism and to combat racism. 

The lack of knowledge by health care professions on cultural issues was an expressed 

concem by the pmicipants in this study. To be effective care providers for today's 

culturally diverse society, health care professionals need to have an in depth knowledge and 

understanding of the issues that affect ethnic minorities. Learning about differences in 
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others is the best way to eliminate stereotypes. We mua not forget, however, that racism 

is often deliberate in a society that is competitive and highly individualized. 

Another way that people in acadernia can implement diversity change is by 

establishing diverse collaborative efforts in scholarly activities of students and faculty of 

colour. Recognition of the need to provide role models, menton and faculty to support 

individual students is necessary. For example minonty students should be educated on how 

to address their daily experiences of racism especially when it occurs in a nurse-client 

interaction. The issue of care providers knowing how to respond to racist attitudes fiom 

clients is expressed by a Dalhousie medical student who stated that racism by clients raises 

a troubling issue because it ofien shatters students' confidence, especially when the client 

objects to being treated by an ethnic minority health professional. She notes ''1 anticipate 

the day a patient will take serious objection to me and I'm not sure what I'd do in that 

situa! ion.. .That's one of the reasons we need education. 1 need to be armed with the tools 

to take myself out of that situation or if 1 have the right. When do 1 have the right to say 

it's not acceptable?' (as cited in Robb, 1998, p. 67). 

Developing anti-racism awareness and training as part of school curricula is another 

way of addressing racism in professional training schools. The use of anti-racism training as 

a strategy to address racism is supported by Thomas Bernard and Thomas (1 99 1, p. 239) 

who noted that staff development programs should address specific issues such as "racism 

and discrimination or the needs of the Black client". Anderson (1998, p. 205) proposes an 

education process that "begins with critical examination of the assumptions that underpin 

disciplinary knowledge, and proceeds to the development of transformative knowledge, 



as is conceptualized within a feminist and anti-racist perspectives". This approach 

acknowledges the wisdom of 'the people', and the mediating circumstances of their 

everyday realities (Anderson, 1 998). 

Im~lication for Practice 

To provide tmly holistic care, relationships between the providers and users of a r e  

should be respectfùi, non-discriminatory and private. As RNANS (1995) found in their 

study of the multicultural heaith needs of Nova Scotia ethnic minorities, these ethnic 

minorities have difficult experiences in their health care encounters. These include 

"language and communication problems, lack of respect and knowledge, and lack of 

understanding demonstrated by health care professionats, inability to respond to clients's 

specific cuItural needs, discrimination in health care, lack of time, culture shock and lack of 

multicultural health care policies" (RNANS, p. 21). Bhopal(1998) suggested that the 

reason for marginalized people's difficult experiences in the health care system may be the 

under-representation of minorities among health care professionals. For example, it may be 

difficult for an all-White management planning cornmittee to identie the specific needs of 

minority groups. For instance, the use of water-based lotions in health institutions or the 

lack of routine sickle cell screening for Black babies may not be seen as lack of sensitivity 

by the dominant group. There is need for health institutions to make an effort to recruit 

more minority groups into various positions because health care centres are mostly staffed 

by members of the racial majority, and seMces usually planned and delivered in relation to 

the needs and preferences of racial majority users. In addition, health services may offer 

worse seMce to marginalized group because policies are based on the needs of the racial 
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ethnic majority, and specialist resources required t o  meet the needs of  rnarginalized p u p s  

may not exist (Bhophal). This is particularly tnie in Nova Scotia where there is not only 

limited number o f  Black physicians and nurses but lack of provincial or  institutional 

mult icultural health policies. 

The tangled combination of  factors such a s  institutional racism and culturally 

insensitive care requires organizational anti-racism and multicultural health policies if they 

are to be addressed effectively. Health institutions' mission statements and philosophies, 

and the policies o f  individual units, a s  well as professional practice should al1 reflect these 

issues. Their commitment to equality should be demonstrated in the active implementation 

of policies on equal opportunities in employment, anti-racism and multiculturalism. These 

policies should not only outline the implications of these issues t o  health care provision; 

they should also include the strategies for identifying and dealing with discrimination within 

institutions. It is inconsistent t o  expect stafl'to be committed to anti-racism and 

multiculturalism if they do not see these principles refIected in their own organization's 

philosophies. 

In addition, mandatory education on anti-racism and multiculturalism for al1 staff 

should be instituted by heaith care organizations. Health care professionals should leam 

about the practical aspects of care in a multi-racial population. For example, how to  

recognize jaundice and cyanosis in Black people, and how to give usefùl dietary advice in 

terms of people's own dietary preferences and habits. S t a fh l so  need to know the reality 

and the effects of racism in Society and how it operates within the health system. Some 

health professionals are uncertain on how to  recognize racism and how to  react t o  it. 
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Learning oppominities for staffshould aiso include the law in relation to racism, 

discrimination, equal access to health services, potential cultural variations to health care 

needs, and heaith issues which specifically affect minority groups. 

Effective health case involves building links with members of various cornmunities 

and inviting them to actively participate in planning, monitoring and evaluating programs or 

services. The Nova Scotia Council on Multiculnirai Health, (1997, p. 49) stated that "it is 

important to keep comrnunity members involved throughout the process and within the 

infrastmcture of any guideline development process". Collaboration between heaith care 

institutions and their communities enables both panies to create a shared vision as 

information is shared and feed back obtained fiom both sides. This can also be an 

empowering process for members of marginalized groups who will have their voices heard 

through these networking forums. Currently in the Maternai and Newborn Prograrn at the 

IWK-Grace Health Centre, effort is being made through a multicultural heaith program to 

address this need. Details of the activities of this group will be discussed in a later section 

as the social action component of this research. 

Availability of multicultural and anti-racism resources within health care institutions 

is also an invaluable means of addressing diversity. For example, a library of current 

articles, textbooks, assessrnent tools, and list of services associations, programs and 

services available in a given area is needed. The sensitive use of the skills, experiences 

and knowledge of ethnic minority health care professionals can also complement and 

supplement other resources. 1 must acknowledge that, at times there may be no health care 

professional fiom a particular culture to care for, or advise on the needs of a particular 
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client. However, if care providers have learned cultural assessrnent from each other and 

have acquired respect for differences, they should be able to meet various needs of the 

culturally different clients effectively using other resources and the involvement of family 

members. 

Health care professionals should b e  non-judgrnental when working with the 

childbearinç woman and her family because this will help her fulfil her need for control and 

nunuring. Being canng to a woman enables her to be herself and to go through a successfid 

birth expenence as an active participant. Finally, as we care for a woman and her family, we 

can be sure that her perception of the experience will cany the potential for positive or 

negative impact on her development as a women and mother, and on the future of her baby. 

As Rothman (1996, p. 254) stated, "birth is not only about making babies. Binh is also is 

about rnaking mothers - strong, competent, capable mothers who trust themselves and 

know their inner strength". 

Racism as articulated throughout this document, goes beyond a simple issue of 

individual people's attitudes and action. It is a complex and broader social problem that 

anses from and is sustained by multiple systems of oppression which include social class 

and gender. These forces cause subordination of a person or group because of colour, race 

or ethnic differences, both intentionally and unintentionally, overtly or covertly. 

Conceptualization of racism that neglects an analysis of power and the various structures 

of oppression may only serve to support and maintain racism in its many fonns. However, 

in-depth analysis of power, racism, sexism and classism will inform theories of health which 

will be applicable beyond the issue of racism; this is what is needed to enhance social 



change and eliminate heafth problems related to social issues. 

. . Implications for Future R d  

What are the next steps to fiirther explore how racism, sexism and classism 

influence marginalized groups' health care experience, particularly during childbirth? To 

provide some answers to this question, I will present some general and specific 

suggestions. However, the starting point of fbture research should be to develop new 

rnethodologies in health research. Empiricai approaches of quaritifjmg evidence of 

discrimination must be refined in order to assess people's subjective recognition of. 

attitudes towards, and reactions to  unfair treatment, as well as their specific experiences of 

racism, sexism and classism (Krieger, Rowley, Herman, Avery & Philip, 1993). 

Successfil scientific investigation requires participatory and operationai linkages 

between researchers and participants for interactive communications. A hierarchicd 

approach to research provides more incentives to investigators than to those being 

investigated. Black people and other margïnaiized groups need to be equally represented 

as researchers as weil as participants because the health research process should reflect the 

racial diversity it serves; this will lead to a more reciprocal sharing of intimate knowledge. 

While it rnay be difficult to actualize eqtccr/ partnership with comrnunities, acknowledging 

that each member of the partnership has something to offer and something to learn from the 

other diminishes the differences in education, race and social class which oflen exist 

between professionals and community members. Because the social meaning of events can 

be best understood within the context of the history of a comrnunity. members of the 

community are best capable of evaluating and communicating that meaning. Community 
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insiders are certainty experts in the social meaning of their issues and can help researchers 

in identifjmg relevant issues and acceptable interventions. Behaviours that might seem 

chaotic and irrational to outsiders may seem rational and normal to an insider, and this may 

cause biased interpretation of data by a researcher fiom a different culture. 

By using participatory action research methodology, health researchers will move 

beyond the conduct of research for publication in scientific journal into a form that will 

make the research useful for policy changes in larger socio-political structures. For 

example, Schools of Health Professions can collaborate with comrnunity members to 

explore issues affecting marginalized groups with financial assistance (research grant) fiom 

Faculty. And the findings of such research can be used to implement policy changes. 

However, forming research partnerships with marginalized groups is not without some 

challenges. For example, many Black people still distrust scientific research directed at 

them because of their past experiences with research, such as the Tuskegee Study 

(Spigner, 1994) where study participants were intentionally h m e d  by not giving them 

treatment for syphilis. However, coliaborative research is still possible with this group if 

the mode1 of research promotes open negotiation among those who hold a stake in the 

expected outcome as well as joint panicipation in its design and evaluation. For example, 

encouraging open and honest dialogues between the women and myself throughout this 

research process created a strong sense of cohesiveness between us. These dialogues 

provided a forum to reinforce their value in the research and their input were incorporated 

in the study. Sharing of my personal expenences as a Black woman with the group 

enhanced my acceptance into the group because we realized how much we had in common. 
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This relationship promoted active involvement of the women in the various activities of this 

research. For example, they have been, and continue to be, active participants in the 

development of the Multicultural Health Cornmittee; one of the social actions of this 

research. 

Hatch et a1 (1998) suggested that public health should move away fiom the 

reductionist approach that is often used in social science research to a mode1 that explains 

the life circumstances of women because this can become an innovative way to gather 

political and material support for social change. Improving the dissemination of ethnic 

minotities' health information is also an area that requires policy consideration so that 

providers of seMces and the govemment accept accountability for the unavailability of 

information of and health seMces for marginalized groups of people. 

General Recommend- 

In other to provide lasting solutions to the problem of inequalities of health care 

access for marginalized groups, fundamentai changes in the societal structures and policies 

that contribute to poverty and oppression will be necessary. Theories aimed at irnproving 

these issues must accurately conceptualize them as they relate to poverty and unequal life 

opportunities. As Funkhouser and Moser, (1990, p. 53) noted "teaching people to cope 

with poverty and inadequate health care blarnes the victims for their problems and fails to 

address the rudimentary issues of failure of Society to provide certain individuals with 

opportunities and life chances to avoid poverty". For example, education on proper 

nutrition and the importance of early prenatal care is relatively of little use to the AGican 

Nova Scotian women who is too poor to buy heaithy food or afKord transportation to the 
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prenatal care centre. 

In addition to a provincial rnulticultural policy, multiculturalism and anti-racism 

training should be incorporated into public schools' cumculum. Equal opportunity and 

affirmative action prograrn in various Ievels of organizations will also alleviate 

discrimination. Perhaps the introduction of a mentorship program such as the one currently 

used by Dalhousie Medical School, in Health professions' schools may help in addressing 

the under-representation of Black people and others rnarginalized groups in the health 

professions. Some of the participants in the study rewmmended an early childhood 

intervention program in public schools (e.g Career Day featuring Black role models) to 

build their confidence in their ability to go into medicine, nursing, pharmacy and other 

heal t h professional schools. 

Organizations like the Maritime Centre of Excellence for Wornen's Health and 

Nova Scotia Research Foundation should explore various means of fostering research 

productivity on Black women's heaith issues and other minority groups. The Afncan Nova 

Scotian community should establish an organization that will be responsible and 

accountable for M c a n  Nova Scotians' health issues. Such an organization will provide 

leadership in fostering the development and dissemination of health research within the 

Afncan Nova Scotian cornmunity as well as represent their collective voice. Other 

organizations in the Black community should actively seek strategic partnership with 

other health organizations, e.g Nova Scotia Council on Multicultural Health, the 

M - G r a c e  Health Centre and Maritime Centre of Excellence for Women's Health. 

Finally, research is needed to investigate specific conditions that are more prevalent 
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in minority groups. For exarnple, the percentage of M c a n  Nova Scotians with sickle ce11 

traits is needed to support these women's request for routine screening of Black newboms 

prior to discharge fiom hospital. Research should also examine potential actions that could 

effectively reverse health care access inequalities and whether the psychosocial effects of 

racism, sexism and classism as expenenced during the childbirth period can influence 

pregnancy outcornes. There is also a need for an extensive study of the expenence of 

ethnic minority nurses in Nova Scotia. This study maybe used for the deveIopment of 

health policy that acknowledges the contradictions and stressors in minority nurses' 

personal and professional lives. 

Social Action: Towards the F u m  

Cornstock and Fox (1993) state that one of  the pragrnatic critenon for knowledge 

çeneration in a participatory research project is that which contributes to  the solution of 

particular problems experienced by the group o r  individuals studied. They also noted that 

information gains importance by its ability to enlighten discourse arnong participants about 

the relevance of different perspectives. "Participatory research is intended to change the 

fùndamental condition that engender poverty, dependence and exploitation" (Cornstock 

and Fox, 1993, p. 1 1 1). 

The level of action and the time frame can Vary greatly. The social action 

component of  this research is an ongoing process which will continue long aAer the 

completion of  this work. It is rny hope that the BWHP which has been a driving force for 

the successful completion of this research will continue with the social action aspect. 

However, some social actions have already begun; an action that has been running 
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concurrently with the research process is a multicultural health program which was 

developed within the Matemal and Newbom program at the IWK-Grace Health Centre as a 

result of this research. Dunng the prelirninary stages of my work with the B WHP, the 

women expressed some concems regarding the lack of culturally sensitive perinatal care for 

Black women. Following some discussions and reflections on this issue, the group decided 

to explore strategies of addressing the issue. 1 followed up with a meeting with the 

Director of the Matemal and Newborn Health Program to share their concems and to 

explore strategies for addressing multicuItural health. My meetings with the Director led to 

a plan to initiate a Multicultural Heaith Cornmittee within the Maternal and Newborn 

Health program. The idea was shared with some nursing and non-nursing stafF in the 

hospital and they agreed that a multicultural health program would be a good resource for 

both staff and clients. This idea of starting a multicuItural health committee was then taken 

to the BWHP for fùrther discussion during which they agreed that it was a timely project. 

The main purpose of this Multicultural Health Cornmittee is to promote the 

understanding of, and respect for, cultural values, beliefs, and practices within the materna1 

and Newborn Program, through the development of resources and leaming opportunities. 

Montreal Children's Hospital Mode1 of multiculturalism which uses force field analysis to 

identif) competing forces was used in the development of this program (Clarke ,1993). 

Clarke noted that multicultural health programs promote an understanding and respect for 

cultural values, beliefs and practices, and enhance partnerships between hospitals and the 

cultural communities they serve. This is supported by the Canadian Council on 

Multicultural Health ( 1 992) which stated t hat cornrnunity involvement is a necessary 
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component of a multicultural health program because mernben of the cultural committee 

can assist in identifjing what needs to be changed, and then in planning, implementing and 

evaluating the recomrnended changes. 1 believe that the active involvement of BWHP in 

the Multicultural Health Cornmittee will enhance their ability to present their collective 

voice on their health issues and to use negotiation skills to collaborate effectively with 

institutions that deliver health care seMces to their community. 

To promote informed participation of members of the BWHP in the Multicultural 

Health Cornmittee, and other organizations, the group has conducted focus group sessions 

on topics such as communication, leadership, advocacy and the meaning of health for 

Biack women. According to WHO (1991), "Participation promotes ~el~awareness and 

confidence and causes people to examine their problems and to think positively about 

solutions. Participation at community level increases people's sense of control over issues 

that affect their Iives, and helps them to l e m  how to plan and implement activities" (p. 5 ) .  

It is my hope that the Multicultural Health Cornmittee will promote effective partnership 

between the AfScan Nova Scotian community and other marginalized people represented 

in the program. 

Although the committee is in the preliminary stage of implementation, various 

stakeholders have been identified and actions are being taken to promote multiculturalism 

within the Health Centre. For example, sub-committees have been fonned to plan for an 

open-house in the Fall and to develop a pamphlet on Culture and health. With some 

financial support from the Matemal and Newbom Program Director, Cultugrarns (cultural 

assessment tools) have been made availabie in the program. The Hospital Stork Shop was 
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approached by a cornmittee member to provide materials that will meet the needs of its' 

multiracial community. One of the Black women in the cornmittee recalled buying Black 

Christmas omaments in the shop for the first time last Christmas holidays. 

Our first meeting was held in October 1998 and we have since maintained a 

monthly meeting. 1 am currently CO-chair of the Committee and 1 continue to make efforts 

on a persona1 levet, to promote cultural and antiracism awareness within the Heaith Centre. 

This is demonstrated through facilitation of presentations on cultural competence to Health 

Centre staff. 1 am aiso lobbying for this cultural competence presentation to become a 

regular component of nursing orientation to the Health Centre. As of September 1999, it 

has been incorporated into the Materna1 and Newborn Program orientation. Another social 

action of the research is in its' dissemination. The women and myself will be presenting 

some of the findings of this research at the Maritime Centre of Excellence for Women's 

Health, International Symposium ( October, 1999), as a 45-minute oral presentation 

ent it led R a c h  w i h h  the Health Care System: A Dialope with ChÏidbeurÏng A fricat~ 

hrova Scotian Wometi. The activities of the multicuitural heait h committee was presented at 

Dalhousie School of Nursing (May, 1999), Nursing Research Conference. Some of the 

findings of the study have aiso been presented at The Atlantic Region Canadian Association 

of University Schools of Nursing (ARCAUSN, April 1999) Annual Conference. Being a 

part of al1 these activities have been an incredible personal and professional joumey for me. 



Appendix A 

Informational letter to colleagues 

Tentative thesis tit1e:The Childbirth Experiences of African Nova Scotian Women. 
Researcher: Josephine Enang 

I am a Black nurse-rnidwife proposing to do a qualitative research study with 
about 6 to 8 African Nova Scotian women who use the services of the North end 
Community Health Clinic. This proposed research is part of the requirement for 
my Master of Nursing program at Dalhousie University. It is well documented in 
nursing literature that the conditions under which women five and work can have 
profound effects on their health. Although Nova Swtia has the third highest 
population of Blacks in Canada, very little ernpirical work is published about their 
health care needs, feelings, ways of coping with the challenges of the society and 
their 1 ife experiences. 

The purpose of this research is to give a voice to the Canadian childbirth 
experiences of African Nova Scotian women and to provide an opportunity for 
them to tell their story. It is my hope that this research will bring about personal 
enlightenrnent, empowement and better understanding of their lived experience, 
as well as increase care providers' knowledge of their needs. 

I am proposing to recruit participants through the North End Community Health 
Centre and the Black Women's Health Program ,and then follow up with 
interviews at a later date. A consent form will be signed by the women who wish 
to be part of the study. Six to eight women will be interviewed. Focus group 
meetings will be used for information sharing, verification and validation of data. I 
will provide nursing staff with a letter of introduction to give to potential 
participants (see attached). It is my hope that women who meet the study criteria 
and are interested in the study will give their names to Heather McCleaves or 
Rose Fraser at the North End Community Health Centre and these women will be 
contacted by me. 

Ethical considerations have been addressed in the proposal and prior to initiation 
of data collection, ethical approval will be obtained from Dalhousie University 
Thesis Advisory and Ethics Cornmittee of Dalhousie Faculty of Graduate Studies. 

For comments or questions, I can be reached at 454-6985 . My principal advisor 
is Dr. Barbara Keddy, 494-2221. 1 look forward to your anticipated support for my 
research. 

Yours sincerely, 

Josephine Enang 
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tetter of Introduction to Participants 

Tentative thesis Title: The Childbirtti Experiences of African Nova Scotian Women. 

Hello, 

My name is Josephine Enang. I am a perinatal nurse at the IWK-Grace Health 
Centre and a Graduate Student at the School of Nuning, Dalhousie University. I am 
interested in learning about the childbirth experiences of African Nova Scotian 
wornen within the Canadian health care system. 

As a Black nurse-midwife who works with women and their families during the 
childbearing period, I am interested in learning about your childbirth experiences, 
your support systems, concems, wstoms, beliefs, values, and worries so that nurses 
and other health care professionals can better understand your experiences. This 
knowledge will enable thern to provide effective perinatal care to Black women and 
their families during childbirth. 

If you choose to participate, please submit your name to Heather McCleaves or 
Rose Fraser and I will arrange a convenient time to meet with you to discuss the 
study and seek your consent. I will then schedule a convenient future date for a 
private discussion on your experience. 

Thank you for your interest in this research. Your input can improve future perinatal 
care for African Nova Scotian women. You can contact me at 454-6985 at any time 
or rny advisor, Dr. Barbara Keddy, 494-2221. 

Yours sincerely, 

Josephine Enang 



Appendix C 

Interview Guide 

The following are a few questions that may help to provide some direction for our 
discussion. I welwme questions and wmments during the interview. During the 
discussion, more questions may arise. Although I might leam much more from you 
than you will from me about your childbirth experience, I hope that you find this 
research process rewarding. 

Questions 

Tell me about yourself. What things are important to you? 
Describe your recent experience of having a baby. 
What was most helpful to brighten this experience for you? 
What was the worst thing for you? 
Were there some health a r e  providers who stood out in your mind as being 
sensitive to your needs? 
What kinds of things did they do to show sensitivity to your concerns? 
Were there times when you were disappointed by your care? Describe the 
situation? 
What advice would you give to health care providers working with Black 
women? 
If you could change this your childbirth experience, what would you like to see 
changed? 
Will this childbirth experience affect your future mothering skills? If so, how? 
What does this experience mean for you? 
What has been your main resources? What difficulties did you have in 
accessing them? How could accessibility to resources be improved? 
What is the easiest way to get necessary information? How did you learn about 
it? 
Did you perceive discrimination toward women of colour during your stay in the 
hospital? Please describe. 
Did you encounter any care provider of colour? If sol did you feel it make a 
difference in your care? 
Would you be interested in a social action group of Black women to bring about 
change? What kind of action? What kind of change? 
Can you sum up, in a few words, your experience of having a baby in our 
current health care system. 
Are there areas I have missed that you would like to explore with me? 



Appendix D 

Participation Consent Form for Interview 

Tentative thesis t i t l~: The Childbirth Experiences of African Nova Scotian Women. 
Researcher: Josephine Enang 

1, , hereby agree to be a participant in the above 
named project. The research process and its airn has been thoroughly explained to 
me by Josephine Enang, the student researcher from Dalhousie University. 

By choosing to participate in this research project, I understand that: 
1 will be interviewed by Josephine Enang at a mutually agreed upon location and 
time. Interview will last approximately one to two hours and will be audio-taped. If 
I wish to stop the taping, l rnay do so at anytime without any adverse effect on me. 

I will be required to attend Wo focus group sessions using the Black Women's 
Health Program as a forum. These group sessions will last approximately two hours 
each and will be audio-taped. I understand that I rnay stop the audio-taping at 
anytime if I choose to do so without any negative effect on my use of services at the 
North End Community Health Centre. 

I will be discussing rny childbirth experiences with the health care system. I do not 
have to answer any specific questions that I do not wish ta. I rnay stop the interview 
at any time and I rnay withdraw from the study at anytime. If I cease to participate, 
I rnay choose whether the information I have provided will be used in the research. 
My participation is voluntary. 

I understand that wnfidsntiality will be maintained. Codes will be assigned to 
protect the identity of individual participants. Publications and presentation of the 
study's findings will not contain any identifiable information about the participants. 
Interview tapes and materials containing names wi-Il be stored in a locked file cabinet 
accessible only to the researcher during the study. I recognize that this research 
rnay not benefit me directfy. Others will benefit from the findings of this study. 

If I have any questions or concems about the study, I rnay contact Josephine Enang 
at 454-6985 or her thesis supervisor, Dr. Barbara Keddy, at 494-2221. 

Participant Date 

Researcher Date 



Letîer of Consent for Focus Group sessions 

I have been informed of the purpose of this study on the Childbirth Experiences of 
African Nova Scdian Women. I understand that participation in this study involves 
two focus group sessions which will use the Black Women's Health Program as a 
forum. These group sessions will last approximately two hours each and will be 
tape-recorded. 

I understand that I rnay cal1 for the stopping of the audio- taping at any time and this 
will not affect my ability to obtain services from the Black Women's Health Prograrn 
and North End Comrnunity Health Centre. Participation in these group sessions is 
voluntary and rnay cease at anytime. 

Confidentiality will be rnaintained. Participants in focus groups will be requested to 
keep all information shared confidential. Codes will be assigned to preserve the 
identity of participants. Personal statements and quotes from individual interviews 
will not be shared in focus group sessions. Only emerging themes from data will be 
diswssed. My narne be known only by Josephine Enang, her thesis supervisor 
and a professional transcriptionist and will remain anonymous for the entire study, 
future presentation and publications that may result from it. Audiotapes will be 
destroyed after the study is completed. 

If I have any questions or concerns regarding the study, I rnay contact Josephine 
Enang at 454-6985 or her thesis supervisor, Dr. Barbara Keddy at 494-2221. 

Participant Date 

Researcher Date 



APPENDIX F 

DEMOGRAPHIC INFORMATION 

Please complete the following questions prior to ouf initial interview meeting. 

You are free to omit any questions you feel is unnecessary. Confidentiality will 

be maintained. 

1. Name 

2. Address Apt # 

3. Telephone 

4. Age: 20 to 25 26 to 30 30 to 35 36 to 

40 

5. Ethnicity 

6. Years lived in Halifax 

7. Level of Education achieved 

8. Present Occupation 

9. Marital Status 

10. Number of dependents 

1 1. Number of deliveries 

12. Type of delivery 

13. Length of stay in hospital: 

Before del ivery 

After delivery 

14. How old is your last child? 
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