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Chapter 1: The Ethnographic Setting

This thesis examines the conceptualizations of gestational diabetes (GD)
from the perspectives of three key stakeholder groups in Edmonton: biomedical
professionals, a doctor of Traditional Chinese Medicine (ICM), and Asian immigrant
women who have lived with GD. The goal is to highlight the differences and
similarities between the explanatory models (EMs) of these expert groups and
explore the implications for providing culturally approptiate treatment and
prevention programs to a divetse population'. The focus of this research was
stimulated by concerns voiced by the staff of the Diabetes Outpatient Clinic at the
Prairie Hospital, whose role includes assisting culturally diverse women in the
management of GD?. They reported a disproportionate number of women they
identified as ‘Asian’ employing their services and expressed uncertainty in assisting
this population with appropriate treatment and prevention programs. Clinical staff
requested help in providing culturally appropriate care. While in some sense, the
ethnographic setting is the city of Edmonton, Alberta, Canada, the main facet of this
ethnographic space was the zone of contact for the gestationally diabetic woman and
the health professionals who assist her: the Clinic at the Prairie Hospital.

To varying degrees, the stakeholders and their ideas about GD are connected
via the ‘contact zone’ of the Clinic (Pratt 1993). In her work on imperial travel
writing, Pratt defines contact zones as “...social spaces where disparate cultures
meet, clash, and grapple with each other, often in highly asymmetrical relations of
domination and subordination...” (1993: 4). This definition can be applied to the
Clinic as it represents the dominant institution of Biomedicine and constitutes an
environment in which diverse groups of people come together, interact, and have the

potential to affect one and other. The Clinic represents the phenomenological and

1 Hete, the term ‘stakeholdert’ refets to an individual who has a vested interest in GD research due to
their occupation or experience with the condition. The term ‘expert’ refers to an individual who has
special knowledge or skills related to GD, such as health cate professionals, or 2 woman who has lived
experience with the condition. The three groups who participated in this research can be considered
both stakeholders and experts.

2The name of the hospital where I conducted this research has been changed to ptotect the
anonymity of participants. The Diabetes Outpatient Clinic will be referred to as the Clinic for
simplicity.
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physical space, or contact zone, between the interactions of women with GD and the

biomedical system that is supposed to help them and their infants

The Diabetes Outpatient Clinic

In this chaptet, I describe the key elements of the ethnographic setting of the
Clinic: its history, mandate, as well as physical and personnel attributes, as
experienced by a gestationally diabetic woman. The Capital Health Region of
Edmonton designated the Prairie Hospital as a ‘Centre of Excellence’ in women’s
health. The Clinic is located in the Women’s Health Centre, whose health care
professionals specialize in gynaecology and obstetrics, reproductive health and
infertility, as well as prenatal care (Capital Health Authority 2004). The Clinic had
been started based on the need for diabetes education and management and had
officially opened its doots in May 1987 (LAW Interview 04/08/03).

The primary objective of the Clinic is to provide patient education based on
the principle that individuals with diabetes require information, resources, and the
necessary self-care skills to successfully manage their condition. Based on this
model, the assumption is that the optimal means for GD management is through
education and access to a multidisciplinary team of experts, including physicians,
nutses, dieticians, pharmacists, and social workers. This team provides up-to-date,
accurate diabetes information in the hope that it will be internalized and utilized by
patients to effectively cope with their condition. The Clinic specializes in all forms
of diabetes education, including Type I and Type II diabetes, and offers a gestational
diabetes class for newly diagnosed women and follow-up care until delivery
(Diabetes Outpatient Clinic Final Proposal 1986). The Clinic operates Monday
through Friday, from 7:30 a.m. to 3:30 p.m. and has three gestational diabetes classes
a week on Mondays, Thursdays, and Fridays. A woman is referred to the Clinic by
her family physician or obstetrician when diagnosed with GD, which marks her entry
into the contact zone and ethnographic setting of this research.

The key points of contact in this ethnographic setting are the physical space

of the Clinic, the gestational diabetes class, and follow-up appointments with clinical
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staff’. I make this set of events and zones of contact understandable by offering a
‘day in the life’ description based on three composite characters I call June, Barb, and
Lydia. This narrative description is based on a compilation of two sources: the
interviews I conducted with research participants and my own observations at the
Clinic, which I documented in my field notes, including my participation in a
gestational diabetes educational class and one particular woman’s follow-up
appointment with clinical staff. Even though June, Barb, and Lydia are composite
characters, this narrativisation of several real women allows me to accurately
represent the ethnographic setting of this research as well as the real experiences of
women living with GD while ensuring that no particular woman can be identified.
This narrativisation is told from the point of view of June who encounters
Batb and Lydia during the gestational diabetes class. June is represented as a
Canadian born woman of Asian descent. This is because I was unable to speak with
any immigrant women while I visited the Clinic or participate in direct observation

due to ethics approval restrictions, which will be discussed in Chapter 2.

June Visits the Clinic

June is a young and healthy woman who was anxiously awaiting the birth of
her first child, due in three months. June and her husband were concerned when her
obstetrician diagnosed her with GD. Her doctor referred her to the Clinic at the
Prairie Hospital to take a class on GD and to continue follow-up care until delivery.
The doctor set up the appointment and instructed June to go to the Clinic the next
day by 7:45 a.m.

June followed her doctor’s orders and her sister drove her to the Women’s
Health Centre, arriving there by 7:30 a.m. June took the elevator to the second floor
and followed the signs down the hallway to the Clinic. At the end of the hall, she
entered 2 space that was brightly lit, with walls painted pink. June was surprised by
how quiet the Clinic was, which contrasted her expectations of a busy hospital ward

and crowded waiting room. To her left, June noticed three offices, two for the

31 did not sit in during or obsetve any wornan’s initial appointment at the Clinic with the dietician,
nurse, and doctor, due to my own shyness as a novice tesearcher and because clinical staff did not
offer me the opportunity. Here, I present observations I made while visiting the Clinic, participating
in the gestational diabetes class, and sitting in on follow-up appointments.
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nurses and one for a dietician, and an additional room with a sign above it reading,
‘Coffee Room’. She could smell coffee brewing. The receptionist’s desk was located
to her right and the patient waiting room was positioned directly opposite the desk,
with 2 secondary hallway extending east and separating the two areas. She walked
over to the desk and a friendly woman behind the counter asked for her contact
information and created her medical chart on a computer. June provided
information including her address, Alberta Health Care number, obstetrician’s name,
and allergies. The receptionist told her to help herself to a coffee or glass of water
from the Coffee Room and to have a seat in the waiting room. Later, duting the GD
class, June learned that the Coffee Room was open to staff, patients, and visitors.

The Coffee Room was spacious, L-shaped, with large windows along the
west wall, providing ample light. As June entered the room, she noticed a shelf to
the right with a display of several empty cartons and cans of food. Fach drink box,
can, and carton had its nutritional information label highlighted. In addition, there
were several examples of foodstuffs endotsed and labelled by the Canadian Diabetes
Association. Along the walls were posters about diabetes management, each
depicting smiling people eating a variety of foods. In the middle of the room wete
several Jarge tables and chairs and to the side was a small kitchen with a microwave,
two sinks, disposable cups, as well as some muffins and digestive cookies. June
helped herself to a coffee and a cookie and then walked to the waiting room.

Similar in design to the Coffee Room, the waiting room was also L-shaped,
but much darker as it had no windows to offer natural sunlight. Classic “waiting
room styled’ chairs lined the side and back walls of the room and located in the
cornets were end tables. Thete were two big, comfortable reclining chairs, like the
kind you would find in a living room, placed in the right corner of the room. Beside
these chairs were a low table, two small chairs, and a milk crate full of toys and
building blocks for children. Instead of taking a seat, June walked around the waiting
room and noticed on the back wall a picture of clinical staff with a certificate beside
it reading, “Patient Support Services: The 2002 Reach Award for Teamwork”. Along
the right wall was a bookshelf full of informational pamphlets, posters, and
magazines. June leafed through these and found information on diabetes and heatt

disease, take-chatge management, diabetes support groups, fund-raising events, and

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



membership application forms for the Alberta Foundation for Diabetes Research.
All the information was written in English. June selected a couple of pamphlets and
took a seat. She noticed two other pregnant women signing in at the receptionist’s
desk. Shortly after, a nurse called June’s name and escorted her into an office.

The nurse began the appointment by reading aloud June’s glucose values
from the lab test sent over by her obstetrician, but June did not know what the
numbers meant. The nutse asked June, “How many weeks pregnant are your How
many pregnancies have you had? Is there a history of diabetes in your family”? June
answered that she was 28 weeks pregnant with her first child and that she had never
known anyone with diabetes before. The nurse took notes on a piece a paperin a
file folder. Next, the nurse explained to June that they are, “...1isk factors associated
with the increased probability of developing GD, including family history of
diabetes, lack of exercise, and unhealthy diet”. The nurse had directed the
conversation to this point but then asked June if she had any questions, to which she
teplied, “No”. Their meeting lasted approximately six minutes and then the nurse
escorted June back to the waiting room.

June sat in the waiting room not knowing what to do next. After
approximately ten minutes, the dietician, who appeared more serious than the nurse,
called June into her office. She asked June to stand on a scale and she recorded her
weight and height. After, she took a seat across from the dietician who said to het,
“Describe your eating habits for me”. This led June to confess, guiltily, that she
often missed meals due to lack of appetite and time, enjoyed foods high in sugar, and
ate an insufficient amount of fruits and vegetables. The dietician disapprovingly
acknowledged this eating pattern as common and explained the importance of eating
“...smaller, more frequent meals, in order to maintain normal blood glucose values™.
Their meeting lasted eight minutes and the dietician asked June to go back to the
walting room.

It was 8:30 a.m. when June returned to the waiting room and she saw two
othet pregnant women. One of them immediately introduced herself as Barb and
complained about the ridiculously early time of her appointment at the Clinic. June
laughed in agreement and then asked Barb if she had GD too. Barb replied that her

obstettician had called her yesterday morning with the news about her diagnosis and
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informed her about her appointment at the Clinic. Their conversation came to an
end when the nurse walked in. She gave each woman a One Touch Ultra glucose
metet, courtesy of the Clinic, but asked that they return their meters as soon as
possible after delivery so that new patients could use them. The nurse handed each
of them an informational pamphlet and asked if they required it in a language other
than English. The third woman, whose name was Lydia, said, “Vietnamese”, but the
nurse said they only had translations in Cantonese or Mandarin. Then the nurse
asked the women to follow her without giving them a chance to look at their meters
and pamphlets or to ask any questions.

June and the other two women followed the nurse down the second hallway
extending east between the receptionist’s desk and waiting room. June noticed three
examination rooms to the right and three doctot’s offices just beyond. To the left
were two spacious classrooms and the nurse led the women into the second of the
classrooms. In the centre of the room, small tables were arranged to form a large
square with a space in the middle. Large windows lined the north wall and June
noticed the other walls were lined with teaching materials and equipment, including
blackboards, conference writing flip charts, and audio-visual equipment, including a
TV and VCR. The nurse asked the women to have a seat and explained that they
would be taught about GD as a group.® Next, she asked Lydia if she was
comfortable taking the class in English and explained that an interpreter, provided by
the hospital free of charge, could be paged. Lydia nodded and the nurse took this to
mean that she did not need a translator. The nurse told her that she could bring a
family member or friend to her follow-up appointments or an interpreter could be
set up ahead of time if that would make her more comfortable. Lydia continued to
nod, saying nothing.

The nurse began the class by acknowledging the fear most women felt about
GD and the possibility of injecting insulin. She assured them that small changes to
lifestyle were often enough to manage the condition without insulin. June listened
intently but noticed that Lydia was staring down at the desk. The nurse provided
them with and reviewed another pamphlet developed by the Medical Director of the

Clinic. It covered topics such as what is GD, why it happens, the risk factors for its

4 Typically, participation in the gestational diabetes class is limited to three women whenever possible.
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onset, treatment options including insulin, breastfeeding, and future health advice.”
June decided not to ask any questions because she could review the information at
home.

The nurse explained how to use the blood glucose meter to test blood sugar
levels and June felt her anxiety, in fact the level of anxiety in the room, increase. The
nurse detmonstrated by taking a pen-like needle, pressing it against her finger, and
pushing down to puncture the skin. She pinched her finger in ordet to pool a small
drop of blood, smeared the blood onto a ‘strip’, which she had taken from a box
before poking her finger and which resembled a thin stick of gum, and inserted it
into the metet. She showed the women the numerical value displayed on the screen
and explained that they had to write down this value in a logbook every time they
tested their blood. She told them that they were to test their blood at specific
intervals: once before breakfast and two houts after breakfast, lunch, and dinner for
a total of four times a day.

Next, the nurse asked each woman to test her blood glucose levels with her
metet. June was nervous but was able to do the procedure with hardly any
prompting from the nurse. She was surprised that the prick on her finger did not
hurt as much as she had thought it would. In contrast, when Lydia attempted to test
her blood, the nurse had to review every step with her. It seemed obvious to June
that Lydia had not understood the instractions the nurse provided. June felt more
comfortable testing her blood sugar because of the demonstration and practice trial
but she wished she had brought some paper to take notes in case she forgot any
steps later on when she was at home.

Indeed, a notebook would have come in handy when the nurse began
explaining the fine details of testing blood glucose levels accurately. She explained
that the boxes of strips used to smear the blood onto and insert into the meter were
labelled with a batch number and that this number had to match the one on the
metet. Otherwise, the value displayed on the screen of the meter would be invalid.
Also, a test solution was to be used initially in place of blood, to ensure that the
meter was working properly. The nurse did not mention how often this had to be

done and June did not think to ask. Lastly, the needles had to be disposed of safely,

5 The pamphlet was available in English only.
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preferably in a glass jar with a secure lid. June wondered what to do with the jar
once it was full.

The nurse gave each woman a logbook to record her blood glucose values
each time she tested. She had written on the back of the logbooks the numerical
values indicating the normal range for blood sugat, which is four to seven. She
explained that the logbook and meter had to be brought to each follow-up
appointment for the clinical staff to review. June decided that this would be easy
enough to do since the meter and logbook were faitly small and could fit easily into
her purse. Next, the nurse gave the women a list of supplies they needed to test their
blood glucose and instructed them to take the list to a pharmacy immediately after
class so they could begin testing the next day. June was worried that she would not
have time to go to the pharmacy that day because she was scheduled for an eight-
hour shift at work, directly after the course. The nurse noted that the strips needed
to test their blood glucose levels were expensive and not covered by Alberta Health
and Wellness or by Blue Cross. Also, a prescription from their family physicians
might be required for private insurance companies to cover the cost.

After demonstrating how to test blood glucose levels using the meter, the
nutse told the women that they must also test their urine for ketones every morning
before breakfast. June had never heard of ketones before and she glanced over to
Barb and Lydia, only to see that they looked just as bewildered. The nurse explained
that, “...testing ketones was necessary to ensure that the foetus was receiving
enough nutrition”. Testing required the use of strips different from those used with
the blood glucose meter. The nurse showed the women a box of ketone strips,
which had a colout chart on one side. The women were instructed to place a ketone
strip into the flow of urine at the start of the stream and then compare the colour
displayed on the strip to the colour chart provided on the box. Ketones should be
negative, which meant that the strip displayed no change of colour. The nurse told
the women that if their sttip showed a change of colour two days in a row, they were
to contact the dietician immediately for consultation. However, she did not explain
what the change of colour two days in a row meant for the health of the foetus. June

was surprised how quickly the nurse stood up and told them their session was over.
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She left immediately, without asking if the women had any questions, and the
dietician entered the classtoom shortly afterwards.

The objective of the dietician’s session was to teach the women proper
nutrition skills and appropriate meal planning. She instructed the women to adopt a
‘grazing pattern’ of eating, going no longer than two to three hours between meals or
snacks. They were advised to make lower fat choices and avoid cold cereals during
pregnancy as these could dramatically elevate blood sugar levels. Based on their
individual meetings eartlier that morning, the dietician had developed meal plans for
each woman. June was interested to see her plan but then Barb stated that she hated
diets. The dietician responded flatly that this was “...not a diet but rather the proper
way of eating”. For their meals and snacks, the women could select foods from
three groups: Carbohydrates, Proteins, and Fats. June wondered what had happened
to the four food groups of Fruits and Vegetables, Milk and Diary Products, Meats
and Meat Products, and Grains and Cereals. June’s meal plan consisted of three
meals and two to three snacks throughout the day. For example, at breakfast, June
should eat two carbohydrates, one protein, and one fat.

The dietician visually demonstrated appropriate serving sizes for the three
food groups by using plastic models of food stuffs, including a quarter of a bagel, an
apple, and a piece of meat the size of a deck of cards. June and Barb looked at each
othet in dismay when they learned that a sliced bagel cut in half was one serving of
catbohydrates. The dietician showed the women how to read the nutritional
information by using empty cans and cartons of food as examples. She handed June
a container of Crystal Light and asked her to read how many calories, catbohydrates,
proteins, and fats were in one serving. June completed the task successfully and was
happy that Lydia got her can of tuna correct. Suddenly, the door to the classroom
opened and a physician appeared. The dietician did not flinch or even skip a word
when the doctor asked Barb to come with him.

The dietician continued without Barb and gave June and Lydia several other
handouts regarding propet nutrition during pregnancy. The first handout outlined
food safety and discussed the potentially harmful affects of consuming too much
fish. The instructions directed women to limit their consumption of shark,

swordfish, and fresh ot frozen tuna (excluding canned tuna) to one meal per month.
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The second handout focused on discomfort during pregnancy and suggested ways to
relieve nausea, vomiting, and heartburn. The third handout was a list of ‘Free
Extras’. These were foods that did not drastically affect blood sugar so the women
could have as much of them as they wanted. Examples of ‘Free Extras’ included
water, gatlic, horseradish, mustard, consommé, Soya sauce, and ginger root. The
dietician instructed the women to keep a food diary in accordance with their
individualized meal plans and to bring it to their follow-up appointments for her to
review. Batb returned to the classroom and the dietician gave her the handouts but
did not discuss them with her. Next, the dietician put on a video entitled,
“Gestational Diabetes: You're in Control” (1994), turned off the lights, and left the
room.

June watched as the video depicted the experiences of five women newly
diagnosed with GD. During 2 mock doctor’s appointment, a Caucasian woman
exptessed concern that her baby would be deformed and that her husband would
catch GD. The physician assured her that neither would happen. Another re-
enactment showed an Eastern European woman who was relieved when the doctor
explained that, “...a bad scare or the evil eye could not cause GD”. During another
appointment, he stated that, “...insulin was not addictive and did not cause
blindness” or complications while breastfeeding. Next, the physician explained the
pathophysiology of GD from a biomedical perspective. The explanation was
accompanied by a visual ‘enactment’ of the processes in the body. The placenta’s
hormones inhibited the effectiveness of insulin in moving glucose from the blood
stream into cells, resulting in high blood sugar in the mother. The foetus began
producing insulin at twelve weeks gestation and attempted to use the extra glucose in
the mother’s blood stream, .. .resulting in an overweight baby”.

One woman told the doctor she wanted her baby to be big and healthy. The
doctor responded that having an overweight baby could lead to complications, like
Caesatean section, premature birth, respiratory problems, still birth, and low blood
sugat. Another woman asked, “What can the doctors do for me and my gestational
diabetes”? The physician responded, “Nothing. Itis up to you to listen and learn
what you need to do”. The woman is told that she can control her GD by closely

following the recommended treatment: maintain her individualized meal plan,

10
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monitor blood sugar, exercise, manage stress, and keep a detailed log of daily food
intake, exetcise levels, and blood sugar values for her doctor to review. The video
ended and the doctor called June into one of the examining rooms.

The doctor introduced himself, shook June’s hand, and asked her to have a
seat on the examining table. He took her blood pressure and pulse rate and
measured her belly from pelvis to sternum with a tape measure to determine if the
foetus was within a normal size range. After the physical examination, June sat up
and the doctor reviewed her blood glucose and plasma levels from her lab test sent
over by her gynaecologist. Next, he asked June about her diet, medications and
dosages, activity level, and weight gain and recorded her responses in her medical
chart. Next, he instructed June to make a follow-up appointment at the Clinic for
the same day next week so clinical staff could see how well she had been managing
het GD. Itwas 11:30 a.m. and June hurried out of the Clinic to catch the bus to
work.

A week later, June returned to the Clinic at 1:00 p.m. for her first follow-up
appointment and reported in to the receptionist. She told June to sign her name on
a clipboard located on the counter and leave her One Touch Ultra meter. The
receptionist wrote June’s name on a post-it note, attached it to the meter, and placed
it next to two other meters on the counter. The dietician called June into her office
shortly after she had taken a seat in the waiting room.

June was instructed to get on the scale and the dietician recorded her weight,
as she had done the week before, and declared that June had gained a good amount.
The dietician reviewed June’s meal plan and food diary and asked if she had any
questions about food selection. June stated that she missed eating Frosted Flakes
but would give them up until after delivery. The dietician laughed and ended their
meeting, which lasted five minutes. The nutse called on June as she walked out of
the dietician’s office.

The nutse asked June for her blood glucose logbook so they could review it
together. The nurse already had a computer printout of the values, which the
receptionist had downloaded from June’s One Touch Ultra meter. june had
maintained close to normal blood glucose levels except for one day when the values

wete low. The nurse asked why this had happened and June admitted she had
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issed a meal while working a double-shift. The nurse was sympathetic and asked
June to speak with her employer about reducing her workload. The nurse reviewed
her prescriptions and encouraged her to ask questions.

First, June asked if swimming was too strenuous an activity for a pregnant
woman to participate in but the nurse assured her that moderate exercise was
beneficial in controlling blood glucose levels. Second, June explained that she was
concerned over the pinpoint bruises she was developing on her fingers from testing
het blood sugar four times a day. June said that the pain was beginning to make it
difficult for her to perform everyday tasks, such as wash the dishes. In response to
this concern, the nurse assured June that the bruising would fade and then showed
her other locations on her body, like her thigh, where she could draw blood to test
her glucose levels. Their appointment concluded after five minutes and June helped
herself to a coffee and muffin while waiting for the physician.

While June waited, the nurse and dietician completed their comments in her
medical chart for the doctor to review before her appointment. June was happy to
see Barb when she entered the waiting room. They talked about the previous week
and the difficulties and successes they had managing their GD. Barb explained that
clinical staff had recommended that she use msulin to help control her blood glucose
levels. June was shocked and felt sorry for Barb. Barb said that during her
appointment with the nurse she reiterated her concern over having to inject mnsulin.
The nurse acknowledged her fear and provided Barb with another demonstration on
how to administer insulin properly. Barb said that she felt more confident injecting
insulin after this demonstration.

After approximately ten minutes, June’s physician appeared and invited her
into one of the examining rooms. June said, “Good-bye” to Barb and followed the
doctor down the hall. He initiated small talk while he took and recorded her blood
pressure and measured her belly. Next, he reviewed her meal plan, medications,
weight gain, and activity level and praised June’s efforts to swim once a week and
encouraged her to walk daily. He inquired about June’s low blood glucose levels for
the one day and she explained how her work schedule had interfered with her meals.
Throughout their consultation, her doctor reiterated the importance of complying

with the recommended management plan provided to her by clinical staff. Her told
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June that she was managing her GD well, and therefore she did not have to come
back to the Clinic for her next follow-up appointment for another two weeks. June
was relieved that she was successfully managing her GD and was happy with the
praise she had received from the clinical staff.

June’s story provides the bulk of the context in which to understand the
ethnographic space, or contact zone, where this research took place. The
narrativisation of June’s expertences and observations during the gestational diabetes
class and follow-up appointment, as well as her interactions with staff and other
patients, gives the reader a clear picture of the contact zone. In addition, the
natrative reveals aspects of how the biomedical model conceptualizes GD, which
will be discussed in-depth in Chapters 3 through 6. The next section fills in the
remaining gaps needed to fully comprehend the ethnographic setting by describing
the history of the Clinic, the key players involved, and recent changes to its services

and location,

The Chnic and its Key Players

The Clinic at the Prairie Hospital officially opened its doots in May 1987. In
the years of planning before its opening, a proposal was drafted by Dr. Jones, the
current Medical Director of the Clinic, and Karen Smith, RN°. In July 1986, the
final draft of the Diabetes Outpatient Program Proposal was submitted to the
Department of Hospitals and accepted by the Prairie Hospital Diabetic Committee
and Medical Advisory Board.

The Clinic and its mandate of patient education is structured around a
multidisciplinary team of experts. There are a variety of health care professionals
who provide services to the Clinic. Dr. Jones is the Medical Director and offers
clinical direction to the Clinical Coordinator and is ultimately accountable to the
Manager of Internal Medicine. In addition to his role as Medical Director, Dr. Jones
actively consults with patients along with two other physicians practicing at the
Clinic. Thete are an additional two doctors who consult with patients at the Clinic

when the regular clinicians are absent on vacation or at conferences. The Clinical

6 T have used pseudonyms for all individuals presented in this research to maintain participant
anonymity.

13

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Coordinator, who is also a Diabetes Nurse Educator and advises patients, oversees
the nurses and dieticians. In total, there are two nurses and three dietcians who
rotate shifts at the Clinic. One nutse and dietician are employed fulltime, while the
other nurse occupies a 0.8 time position and the other two dieticians occupy a 0.8
and 0.5 position. One fulltime receptionist is employed to work at the front desk of
the Clinic to field questions, set up appointments, develop patients’ medical chatts,
and maintain patient records.

Other health professionals in various departments of the Prairie Hospital,
such as pharmacists, physiotherapists, and social workers, provide additional suppott
to the Clinic by offering specialized courses to patients, like foot therapy, drug
interactions, and stress management (Diabetes Outpatient Program Final Proposal
1986). In addition, thete is a permanent Cantonese/Vietnamese translator employed
by the hospital and a Coordinator of Multicultural Services who provides
information and in-services on culturally appropriate care to clinical staff upon
request.

It is interesting to note that operations at the Clinic were undergoing changes
at the end of this research project. The Clinical Director informed me that the new
setvices were to be implemented in June 2003 and explained:

The regional diabetes services are coming into play and most of the
clinics in the city will be up on it... There won’t be classes. There
will be one core program, which is three hours in length, and then
out of that core program, there are four different modules that the
patient can attend or that we can put them into to better meet their
needs, I guess. So, they won’t be staying for three or four days if all
they really need to do is adjust their insulin. So, they’ll go into the
insulin adjustment class.

So, it’s trying to make things more efficient and more catered to
individual needs?

Exactly. Trying to really improve on the wait list. {It has] actually
been a mandate from the Regional Director to do something about
the wait list. Basically, a complete change but the pregnancy clinic
won’t change at this time. They’re going to be looking at the
pregnancy clinics in the next phase but that probably won’t happen
until the fall.

Okay. So, you are quite happy with the changes then that are
proposed?
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Yes. It’s certainly going to be very challenging. The booking and
everything is going to be done differently, and there’s a lot of things
but it’s time to make a change and it’s a massive change because
every place in the whole region is going to be doing the same thing.
But, some of the really good things are that all the teaching materials
are going to be standardized, we’ll all be teaching the same thing
whether you go here or the College Hospital or the Edmonton City
Hospital, you’ll get the same information’. So those things are really
good. I think it will be great probably six months down the line
when it’s all up and running. Yes, we’re looking forward to the
change actually (LAW Interview 04/08/03).

In addition to these changes, the Clinic was relocated in December 2003 to another
building on the premises of the Prairie Hospital because the hospital required more
beds for patients due to an unusually severe flu season.

The previous description of the Clinic, including the narrativisation of June,
Barb, and Lydia’s expertences, as well as the Clinic’s history and staff composition,
was provided to give the reader a sense of the ethnographic setting of this research.
In addition, this information is crucial to my discussion of the Clinic in relation to its
conceptualization of GD, its teaching methods, and its efficacy in transmitting

knowledge about GD to women, which is provided in the following chapters.

Problematic Nature of Defining ‘Asian immigrant’ Women

Before outlining the organization of this thesis, it is important to address the
problematic nature of defining one of the stakeholder groups who participated in
this study as ‘Asian immigrant’ women. Several scholars reject the notion of labelling
people based on ancestry and any attempt to study people based on this

demarcation. As such, the use of the term ‘community’ may better reflect the
charactenstics of this group. Traditionally, the concept of community represents
features such as relative homogeneity, stability, and a sense of belonging with the
group maintaining well-defined geographic, political and socio-economic boundaries.
Howevet, the term community has become increasingly ambiguous in regards to

defining a group of people. In this research project, for instance, the process of

71 have changed the original names of the hospitals used in this quote to maintain participant
anonymity.
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immigration itself makes it difficult to provide specific criterion for defining the
tesearch group. Women in this study may come from various socio-economic
positions, may have lived in diverse regions of China or Southeast Asia, and may
speak different dialects. However, for the purposes of this research, these women
share common experiences in engaging the biomedical institution as outsiders.
Indeed, the terms and categorizations are problematic but do not negate the

necessity to understand the experiences of these women in relation to their health.

Thesis Otganization

Chapter 2 provides the theoretical context of this research and the methods
used in the collection of data. The theoretical model was derived from a
combination of interpretative and applied anthropology including the use of
Kleinman’s (1980) Explanatory Models (EMs) Framework. The latter centres on the
premise that all activities and interactions related to health, illness, and healing
constitute a distinct cultural system and that better medical management can be
achieved when both patients’ and professionals’ EMs are identified and understood.

Next, I detail the techniques I used in the collection of data for this research.
I conducted seven long, semi-structured intetviews with individuals from the three
stakeholder groups, with the goal to elicit their understandings, interpretations, and
explanations of GD. The interview prompts I developed were based on questions
proposed by Kleinman (1980) for eliciting individuals’ EMs. These prompts focused
on what participants called the problem, how they described processes in the body,
what concerned them most, and what they expected from treatment. Also, I include
in Chapter 2 a discussion of how the process of obtaining formal ethics approval
intimately influenced the actual methods I utilized.

The presentation of data collected during this study is divided into three
chapters based on three main themes represented in the EMs framework: the
problem, its process, and the stakeholders’ fears. Chapter 3, “Problem”, details how
the vatious stakeholders described the problem, including what they labelled 1t, what
they believed caused the condition, and why they thought it started when it did.
Chapter 4, “Process”, describes the informants’ explanations of how GD worked in

the body, the seriousness of the condition, and how long they expected it to last.
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Chapter 5, “Feat”, presents what the informants said they feared most about the
condition, including the problems it caused them and their opinions and desires
regarding appropriate and recommended treatments. In addition, at the end of each
chapter, I discuss the potential influences from the perspectives of the Biomedical
model and TCM on the explanatory models of the Asian women who spoke with
me. Taken together, these three chapters provide a comprehensive comparison of
the explanatory models of GD from the three sets of stakeholders.

Chapter 6 provides a summary of the three stakeholder groups’ models of
GD as demonstrated by the data. The goal is to highlight and explicate the
differences and similarities in the conceptualizations of GD among the three
stakeholder groups. I discuss how the similarities and differences in the EMs of GD
between Biomedicine and TCM can be explained based on their philosophical
foundations, including their conceptualizations of the body and its processes. This
exetcise is crucial for exploting the implications for providing culturally appropriate
treatment and prevention programs to Asian women, including other diverse
populations.

In addition, I addtess problems in the Clinic in relation to the limitations of
the linear model of patient education in providing effective treatment programs for
Asian women. Topics discussed include communication and language barriers as
well as the notion that compliance is a culturally patterned activity, which can lead to
misguided assumptions by clinical staff.

In Chapter 7, “Conclusion”, I summarize the major findings of this research.
In response to the initial request of the Clinic’s staff, I provide guidelines for
biomedical professionals working with Asian immigrant women in the management
of GD. I also discuss implications of the ethics approval process for clinically based

anthropological research and indicate areas for future study.
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Chapter 2: Theory and Methodology

1 think it’s a culture thing. It was their culture. . .becanse they have a lot of
myth, 1 think, different ideas, Asian people” 1LAW Interview with a
clinician 04/03/03).

The objective of this chapter is to outline the theoretical scaffold of this
research and the methods used in the collection of data. The theoretical context is
derived from a combination of interpretative and applied anthropology and is
specifically informed by Kleinman’s (1980) Explanatory Models Framework®. The
fundamental concept informing this approach is that the states of health and illness
constitute a cultural system, with *“...symbolic meanings anchored in particular
arrangements of social institutions and patterns of interpersonal interactions”
(Kleinman 1980: 24). Rivers (1927) was among the first to identify the varied
experiences and practices related to health and illness as a social process and he
proposed that medical systems had to be analyzed in social and cultural terms. Many
researchers have embraced this approach, including Kleinman (1980), Comaroff
(1988), as well as Lock and Gordon (1988).

Along with others, Kleinman has explicated how health and illness must be
conceptualized and analyzed as a ‘special cultural systemy’, in the same way language,
religion, and kinship are examined (1980: 30). Our worldviews impart meaning to
and guide the plethora of daily activities and interactions we participate in whether
these events are mundane, sacred, deliberate, and/or unconscious. This, of course,
includes our interpretations of and reactions to health, illness, and medical advice
and treatment options. Some examples within this cultural system include (1) health
promotion, like taking a multi-vitamin or getting enough rest; (2) illness prevention,
including washing your hands; (3) self-treatment, like eating your mom’s chicken
noodle soup for a bad flu, consulting the internet, or asking your dad if it is baking
soda or baking powder you put in the bath water to ease the irritation of hives; (4)
seeking treatment by engaging in an institutionalized medical system, such as
Biomedicine, Traditional Chinese Medicine (TCM), Auyervedic Medicine, or less

8 While this framewotk is very familiar to anthropologists specializing in health issues, it is likely to be
less familiar to biomedical professionals who constitute one of the anticipated audiences for this
thests.
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formalized traditions, such as herbalism or massage therapy; and (5) evaluating
treatment, such as the efficacy of the antibiotics you took ot how friendly your
pharmacist was when giving you assistance to determine if you will go back. These
activities and interactions, among others, are evidence of the complex and diverse
cultural influences on health and healing.

One way to peel back the layers of this complex system in order to
understand how culture saturates every element of health and illness is to examine
how various individuals conceptualize a certain condition that they define as a health
issue. Gestational diabetes (GD) is an obvious candidate for such an analysis. My
objective is to identify, desctibe, and discuss GD from the perspectives of the three

stakeholder groups that intersect within the contact zone of the Clinic.

Explanatory Models Framework

Kleinman coined the term ‘explanatory models’ (EMs) and defined them as
the interpretative “...notions about an episode of sickness and its treatment that are
employed by all those engaged in the clinical process” (1980: 105). This includes
both patients and practitioners. Beginning with childhood socialization and, in the
case of biomedical professionals, continuing into formal training, these models are
learned and internalized over time and continue to take shape with every illness
episode and experience. According to Kleinman, EMs answer five essential
questions:

1. Etology or cause of the condition

Timing and mode of onset of symptoms
Pathophysiological processes

Natural history and severity of the condition
Appropriate treatment options

Aol N

Depending on how well a person’s EM can answer the preceding questions and
provide meaning to a particular illness episode, their models are reinforced, rejected,
ot, more likely, modified.

Kleinman’s (1980) EMs Framework has been employed by numerous
researchers to address a variety of current cultural issues in health. One of the best-
known accounts is given by Fadiman (1997), a journalist who documented the

interactions between biomedical doctors and a Hmong family in the treatment of
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their daughter, Lia, who suffered from what clinicians labelled as epilepsy, but which
her family determined to be soul-loss instigated by a sudden fright. Fadiman
documented the devastating affects when the two cultural systems of knowledge
collided in the definition of Lia’s condition and its meaning, its cause, timing, and
sevetity, as well as the appropriate modes of therapy and desired outcomes. This
account demonstrated how the EMs Framework serves to “...provide both accurate
phenomenological accounts of the way sickness is experienced in different cultural
settings and valid hermeneutic accounts of divergent and perhaps conflicting
interpretations of sickness” (Kleinman 1980: 18).

Other researchers have used the EMs approach to address topics such as
HIV (Hodgson 2000), bronchitis (Snell et al 2002), child growth (Reifsnider et al
2000), psychosis (Sathyaseelan et al 2003), violence (Palinkas et al 2003), disability
(Daley and Weisner 2003), asthma (Peterson et al 2002), depression (Schretber and
Hartrick 2002), and anotexia nervosa (Penas-Lledo et al 2002). In addition, several
recent articles on Type II diabetes have explored variance in the attitudes,
expectations, and understandings between practitioners and lay people living with the
condition (Loewe and Freeman 2000; Larme and Pugh 1998; and Cohen et al 1994).
Howevet, none of the EM’s literature has addressed GD.

Employing Kleinman’s approach and eliciting the EMs of patients and
professionals dealing with GD provides an “...interpretative method to mediate
between different systems of ‘medical’ knowledge” (Kleinman 1980: 84). I examine
the condition of GD as something that occurs within the Diabetes Qutpatient Clinic,
which constitutes the target of study as the ethnographic setting’. The diagnosis of
the condition, GD, which is experienced by women who are from Asian cultural
settings but live in Edmonton and employ the services of biomedical professionals,
provides the thread between the EMs of the three stakeholder groups.

Even though all individuals involved at the Clinic utilize EMs to provide
meaning to any health issue, including GD, the articulation of models can differ
significantly between patients and healers and are influenced by education, gender,
and socio-economic status. The divergent models of patients and clinical staff can

be explained based on the normative rules of each group, either popular ot

9 The Diabetes Qutpatient Clinic will be referred to as ‘the Clinic’ for simplicity.
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professional, because EMs are “...anchored in the different explanatory systems and
social structural arrangements comprising the separate sectors (and subsectors) of
local health care systems” (Kleinman 1980: 73).

Kleinman has identified several characteristics that typically define patients’
and clinicians’ EMs. Biomedical practitioners’ EMs are influenced by their training
and focus on ‘disease’, or the pathological entity determined to cause the condition.
They tend to answer all five questions in their evaluation of a condition, including
cause, timing and mode of symptoms, pathophysiology, natural course and severity,
and appropriate treatment options. In answering these questions, health
practitioners’ EMs tend to be very specific. In contrast, patients’ EMs usually focus
on ‘illness’, or the social interpretation of a condition as a lived experience. They
may focus only on the questions that concern them most, including the management
of symptoms and when the condition will end. Kleinman has stated, “Vagueness,
multiplicity of meanings, frequent change, and lack of sharp boundaries between
ideas and experiences are characteristic of lay EMs” (1980: 107, abbreviation is part
of the original quote). In a more tecent article, Snell et al state, “The patient model,
which is often drawn from cultural traditions and norms and may not be fully
articulated, tends to be less abstract, possibly inconsistent, and even self-
contradictory” (2002: 2). The table below illustrates the characteristics typical of

patient and practitioner EMs:

Table 1: Differing Characteristics between Patient and
Practitioner Explanatory Models

Patient Explanatory Model Practitioner Explanatory Model
- Focus on illness - Focus on disease
- Vague - Specific
- Dynamic - Static
- Ambiguous/Diffused - Specific/Institutionalized

Based on this classification, it is important to address the danger of
categorizing patient EMs as belief as opposed to professional EMs indicating expert
knowledge when employing this framework. Good (1994) explicates how medical

understanding is often perceived as truth because, as a2 model of knowledge, it is
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considered to be scientific based on objective experimentation and deemed as
factual. In contrast, lay models of understanding can be mistakenly percetved as
constituting belief, which 1s defined as irrational or illogical because it is not
empirically grounded. Building on the eatlier work of Evans-Pritchard (1976), Good
demonstrates that medical knowledge and lay knowledge are both based in cultural,
historical, and political contexts and that each model of knowledge is rational, logical,
and therefore, valid.

Several researchers have addressed the danger in defining a patient’s
conceptualizations of a condition as belief as opposed to professional knowledge,
thereby perpetuating existing power structures (Young 1982 and Taussig 1980). It
has been argued that Kleinman’s EMs Framework may act to reproduce and
replicate the power structures that exist in the medical setting by overlooking the role
of power in the dyadic relationship between doctor and patient (Young 1982;
Taussig 1980; and Young Leslie 2001). Alan Young stated that this approach
“...becomes an instrument for co-opting and then subordinating the patient’s
definition, for leaving his socialized knowledge out in the cold in the form of
prototypes and chain complexes, and for wresting control out of his hands™ (1982:
276). In addition, Taussig (1980) argued that by using ethnographic techniques to
elicit patient EMs, physicians might coax the patient to comply with biomedical
intervention while appearing to be sympathetic to the patient’s experience of illness.
This is a problem in situations wherein the illness itself is a result of social or
structural relations of inequity or of cultural differences; the physician becomes a
tool enforcing the status quo rather than one that disrupts the hegemonic forces
contributing to the illness experience. In their discussion of using EMs to
understand diabetes, Loewe and Freeman state, “While research on diabetic patients
can help bridge this gap, a one-sided emphasis on patient experience and belief
ptesupposes a one-sided model of care in which the physician monopolizes
knowledge of the other (i.e., the patient) and uses 1t to wrestle or cajole [her] into a
more compliant state” (2000: 395).

However, the power structures Young and Taussig claim have been ignored
by Kleinman’s framework are learned and embodied in daily habitus. Social theorist

Bourdieu defined habitus as “...an acquired system of generative schemes objectively
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adjusted to the particular conditions in which it is constituted” (1990: 95). Richard
Jenkins explains:

[T]he practical taxonomies of the habitus, are imprinted and encoded
in a socialising or learning process which commences duting early
childhood. This differentiation between learning and socialization is
important: the habitus is inculcated as much, if not more, by experience
as by explicit zeaching (2002: 75-76).

In other words, habitus provides individuals with ways to interpret the wotld and
improvise in new situations and is embedded in real human beings and their
interactions, including those between patients and practitioners. The
disproportionate power relations that exist in the Clinic, between the women and
clinical staff, constitute certain aspects of their EMs and it is fundamental to
tecognize and examine how power structures are encoded in daily habitus and
impact the experiences of health and illness. Kleinman’s framework is particularly
relevant to immigrant health care, even if his approach is not counter-hegemonic.
Leninger’s (1999) transcultural nursing text documents how some cultural groups
defer to experts and demonstrate high degrees of compliance with health care
professionals’ advice both in their home countries and aboard, as a social norm.
Eliciting EMs of GD among the three stakeholder groups in Edmonton can
flluminate othet issues, such as access and ability to follow treatment
recommendations, culturally, socially, and economically, where non-compliance and
resistance to biomedical regimes may not be a paramount concern.

In addition, until recently, most of the literature has focused on the EMs of
patients rather than physicians (Loewe and Freeman 2000). While physicians have
authored illness narratives, the focus of such accounts has been on their tole revetsal
to that of patients. Kleinman has noted, “The ethnography of the physician’s care
lags far behind the phenomenological description of the experience of illness. We
know much mote about the patient than the healer” (1988: 210). In Loewe and
Freeman’s study of the EMs of Type II diabetes of patients and care givers, they
state, “...researchers continue to invoke the mantra of the ‘medical model’, an
abstract or hypostatised image of medicine which has little to do with the way
physicians practice their craft” (2000: 380). Itis clear that health professionals and

their clientele must all be allowed the opportunity to voice their EMs.
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This research project addresses this issue by eliciting the EMs of GD among
several expert groups: Asian women who have lived with the condition, biomedical
health professionals, and a doctor of TCM. A comparison of EMs between patients
and practitioners is essential in providing insight to clinical problems because the
“...interaction between [explanatory models] of patients and practitionets is a central
component of health care” (Kleinman 1980: 105). Loewe and Freeman state:

In contrast, a research agenda that takes into consideration physician
experiences and feelings not only presupposes a more dialogical
model of care, but can be used to promote self-reflection on the part
of the practitioner. It may also, finally, allow us to move beyond the
abstraction of the medical model...” (2000: 395-396).

Eliciting the EMs of Asian women with GD will document their understandings of
the condition and identify their ability to access health care and effectively manage
GD. Also, the EMs Framework provides these women with a voice concerning their
health care, which is often lacking among marginalized, immigrant groups. As well,
eliciting the EMs of the clinical staff who assists this group will record their
expetiences, both satisfying and frustrating, in providing health care, which is
cutrently missing in the literature. This serves to provide practitioners with the
opportunity to reflect on their interactions with Asian women and how they deliver
health cate. The goal of this research is to highlight the differences and similarities
between the stakeholder groups and explore the implications for providing culturally
approptiate treatment and prevention programs to a diverse population.

By using the EMs framework, my aim is to act as a broker between these
women and the clinical staff who serve them in order to initiate dialog. This
approach is less hegemonic because it is not about clinical staff figuring out what to
tell women in ordet to achieve compliance. It is about generating dialog and giving
women a voice in the Clinic, which allows them to engage with clinical staff in a
negotiation of EMs. In addition, my goal is to demonstrate to clinical staff, through
the presentation of my findings, that Biomedicine is a culturally constructed system
of health and healing. This relates back to the quote by a staff member of the Clinic
that I provided at the beginning of this chapter:
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I think it’s a culture thing. It was their culture...because they have a
lot of myth, I think, different ideas, Asian people (LAW Interview
with a clinician 04/03/03).

Eliciting the conceptualizatons of GD from the three stakeholder groups and
providing this information to the Clinic will act as an exercise for them in
understanding the cultural construction of their understandings of GD and of
Biomedicine.

In addition to providing a theoretical context for this study, Kleinman (1980)
has also articulated methods for the data collection process. These are outlined in

the next section.

Methodology

This research constitutes an exploratory qualitative methods study on the
conceptualizations of GD from the viewpoint of three expert groups in Edmonton.
From November 2002 to Aptil 2003, I conducted long, semi-structured mnterviews
with the various stakeholders. I interviewed three Asian immigrant women who
experienced the condition and had used the services of a diabetes outpatient clinic in
FEdmonton. The interviews wete conducted at their homes, ranged in length from 25
minutes to 99 minutes, and the use of an interpreter was required for two meetings.
I also interviewed a doctor of TCM who practiced in Edmonton and consulted with
pregnant women, among other clientele. This meeting took place at her office and
lasted 45 minutes. Finally, I interviewed three health care professionals working at
the Clinic, including a dietician, nurse, and the Clinical Director, who s also a nutse.
All three sessions took place in their offices at the Clinic and ranged in length from
35 to 45 minutes. The following section details the data collection methods I used
for this research and discusses how the ethics approval process intimately affected

the techniques I chose and, subsequently, the data derived.

Ethics Approval Process
Ultimately, the methods I used for data collection emerged dialectically from
the ethics approval process. Because this research was conducted as a requirement

for completion of a graduate degree in Anthropology and because the locus of
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research took place at the Clinic of a regional hospital, it was necessary to obtain
approval from two separate ethics review boards: the Health Research Ethics Board
of the Capital Health Authority (see Appendix 1) and the Department of
Anthropology Ethics Advisory Board at the University of Alberta (see Appendix 2).
The Capital Health Region of Edmonton established the Health Research Ethics
Board (HREB) in 1997 in “...an effort to improve the ethics review process for all
faculty, staff, and students of the University of Alberta Health Sciences Faculties, the
Capital Health Authority (CHA), and the Caritas Health Group” (HREB 2004). The
HREB is divided into two panels: Panel A reviews biomedical research that is
invasive and Panel B reviews non-invasive health research, including nterviews,
audio recording, and observation. As such, I applied to Panel B.

The Department of Anthropology Ethics Advisory Group (DAEAG) 1s an
internal body that reviews proposed research with human subjects. Once accepted,
proposals are submitted to the Faculty of Arts Research Ethics Board for final
approval. Current university-based research must conform to Tui-Council Policy
guidelines, which are an attempt to establish a universal set of criterta. These
guidelines are intended to protect research subjects by guaranteeing anonymity,
respect for human dignity and informed consent, as well as minimizing harm and
maximizing benefits for participants.

The two ethics boards, HREB and DAEAG, stipulated revisions to my
research methods before granting approval. First, I requested the opportunity to
conduct participant observation at the Clinic, including the potential to “...engage in
casual discussions with women in the waiting room”. The HREB and DAEAG
stated “...casual discussions with women in the waiting area could seem threatening
and invasive to the women”. Second, after consultation with the Medical Director of
the Clinic, I requested that the women’s physician, nurse, or the receptionist inform
potential interviewees of the research, including the voluntary nature of participation.
The Medical Director agreed that this was permissible and in keeping with the
standard of research practices at the Clinic at the Prairie Hospital. The DAEAG
responded that, ““...an iImmigrant support group should act as an intermediary to
provide a better introduction to the student and the project”. Third, I had to address

the reason why ethnic women were needed for this study and to acknowledge the

26

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



possibility that, “.. .just being an immigrant could make women vulnerable, which
could lead to research exploitation”.

These stipulations dramatically influenced the data collection techniques used
in this research. First, the traditional tool of participant observation was unavailable
to me due to concerns surrounding my presence in the waiting area of the Clinic.
Second, and pethaps more devastating, recruitment of participants through myself or
clinical staff was disallowed because of assumptions that immigrant women
themselves would feel disadvantaged in terms of power vis-a-vis their treatment and,
therefore, feel coerced into participating in the study.

Anthropology prides itself on its ethical stance vis-a-vis research patticipants.
However, in the case of this research, both ethics boards failed to recognize the
special quality of the relationship between ethnographer and research interlocutor,
specifically, the power of the research participant to control the interview and the
data collection process. The guidelines in both cases were heavily influenced by
research paradigms involving experimentation, blind studies, and even misdirection,
techniques rarely accepted in anthropological protocols. The methods of qualitative
research employed and the process of ethics approval were intimately intertwined,
and in some ways, the ethics review became part of the data collection process, in-
so-fat as it provided insights into public (mis)petceptions of immigrant women as

intrinsically vulnerable and powerless.

Mitigation of Limitations

To preclude any potential coercion, I recruited the services of an interpreter
employed by the Prairie Hospital to act as my gatekeeper, informing potential
patticipants of this research, in Cantonese or Mandarin, and brokering connections
between them and myself. In addition, informational posters and brochures,
outlining the objectives of the research as well as the expectations and rights of .
informants, were placed in the Clinic to enable interested participants to contact me
voluntatily (Appendices 3 and 4). Centralized Interpretive Services translated the
documents into Chinese characters and a second independent interpreter translated

the Chinese vetsions back into English to ensure accuracy. In addition, to alleviate
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potential sources of power, coercion, or stress, each participant was interviewed in
the place and language of her choice.

I commenced fieldwork in November 2002. Ultimately, the posters and
brochures did not generate any interest and the unpaid interpreter failed to commit a
significant amount of time towards recruiting Asian women. After four months,
only two women agreed to be interviewed (and I began to panic). In another
attempt to recruit interviewees, I met with a Multicultural Health Broker at the
Edmonton Mennonite Centre for Newcomers. 1 explained my research to the
broker who told me she knew a woman who might be interested in participating.
The broker contacted this woman and explained the purpose of the study, the
voluntary nature of participation, issues of confidentiality, and her rights as a
participant. The woman consented to an interview. Though she used the services of
a different diabetes outpatient clinic, I felt it was relevant and worthwhile to conduct
the interview. The research questions were focused on Asian immigrant women and
health professionals EMs’. While the Prairie Hospital was central to this research,
this was a function of that staffs’ initial identification of the problem. Therefore, it
seemed an outside interview would only augment my intention of gaining a rich and
detailed understanding of the conceptualizations of GD from women who were
Asian and immigrants.

After six months of fieldwork and only three interviews completed, it was
obvious that the advocated means for recruiting informants were inadequate. Given
the limitations imposed by the ethics boards 1n contacting potential participants, and
given the fact that the translator could not act as a fulltime intermediary, I tried to
explore Asian women’s understandings of GD in an alternate context by conducting
multiple interviews with my first informant.

Multiple interviews with a single informant have a long tradition in
ethnogtraphic reseatch. I hoped to build a ‘detailed birthing career’ narrative and to
establish enough rapport with this woman to expand on the interesting insights she
offered during our initial interview. The translator contacted my first informant and
she consented to four more intetviews, each approximately 30 minutes in length.
Unfortunately, as the date of our second interview approached, her child became

sick and she withdrew from the project.
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It was appatrent that my original objective to elicit a culturally specific
explanatory model of GD among Asian women was not feasible due to my inability
to recruit larger numbers of interviewees or develop a detailed birthing career
history. I was faced with two options: scrap the entire study and find a new one ot
rework my project by examining other opportunities. In consultation with my
supervisors, I chose the latter and decided to examine the conceptualizations of GD
from the perspective of three key expert groups in Edmonton: the three Asian
women I had already interviewed, a doctor of TCM, and three staff members
working at the Clinic. In effect, the project morphed into something that, in
retrospect, better represents the ideal of the EM model approach. By applying the
same set of queties to the range of interconnected stakeholders, I found myself
better able to do a comparative analysis of the models. Primarily, I used as a
guideline open-ended questions developed by Kleinman (1980) to elicit the
conceptualizations of GD from the three stakeholder groups'®:

1. What do you call the problem?

What caused the problem?

Why did it start when it did?

Would this have happened in your home country?

How does it work in the body?

Is it severe and when will it end?

Are there any risk factors associated with the development of the
condition?

8. What is the gteatest fear around this condition?

9. What problems, if any, has the condition caused you?

10. What treatment is appropriate and what 1s the desired result?

P S

Methods

The methodology of this research is best characterized as ‘multiple methods’,
an old research technique recently privileged by feminist scholars for its response to
real life situations, rather than laboratory-style research (Reinharz 1992).
Anthropologists utilizing qualitative methods to collect data employ different
strategies to ensure reliability and confidence, which is often referred to as the
Triangulation Method (Reinharz 1992 and Smith 1981). The three methods I used

consisted of an in-depth literature review, observations I made at the Clinic, and

10 T composed and added questions number four and seven to supplement Kleinman’s original eight.
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semi-directed mterviews about GD with the various stakeholder whose personal or

professional experience made them ‘experts’ (Geertz 1973).

Literature Review

Prior to conducting fieldwork, a literature review of immigrant health in
Notrth America was essential as this research focused, in part, on the health of ethnic
women new to Canada. This provided the context in which to understand how
larger socio-economic and cultural determinants can influence the health of
newcomers and their abilities to access (ot not access) health care services. The
literature review was conducted using a2 number of databases, including
Anthropological Literature, Medline, Web of Science, Pubmed, and Academic Search
Premier. Keywords employed were ‘immigrant health’, ‘social status and
immigration’, and ‘immigration in Canada’. After reviewing issues related to
immigrant health, I performed a literature search on the topic of GD. I focused on
the perspectives of Biomedicine and TCM in relation to how these two professional
models conceptualized the condition of GD, including how it was defined,
diagnosed, and treated. My research was conducted using a number of databases
including Medline, Web of Science, CHID, PubMed, BioMed Central, and EMBASE
with key words such as ‘gestational diabetes’, ‘diabetes and pregnancy’, ‘diabetes and
China’, and ‘Chinese Medicine and diabetes’.

I completed the bulk of my literature review before conducting fieldwork in
the clinical setting. However, reviewing the literature is an on-going process as new
information and studies become available. Therefore, I continued to assess the
literature regarding immigrant health and GD during my fieldwork, as well as the
analysis and interpretation of data, in order to provide accurate and current

information.

Observations at the Clinic
The second method I used to gather data for this research was making and
recording observations at the Clinic. The hospital administration permitted me to

obsetve a gestational diabetes class and a follow-up appointment (with the woman’s
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approval)'. My objective in attending the course and follow-up appointment was to
familiarize myself with the Clinic, learn about how GD was described and how
tecommended treatments were discussed, and to see women newly diagnosed with
this condition. I took detailed notes duting my visits on the types of information
conveyed, interactions between women and the clinical staff, questions asked by
patients, examination procedures, time patients spent in the waiting room, and what
women said when the staff were absent.

I visited the Clinic numerous times during my research, which provided me
with the opportunity to watch and record daily activities. For example, I placed
informational posters in the Clinic and returned several times to make sure they had
not been taken down or damaged. In addition, the interviews I conducted with
clinical staff all took place at the Clinic. During these times, I engaged in casual
conversations with staff and we discussed topics like upcoming weddings or plans
for the weekend. During the time I spent at the Clinic, I took detailed field notes on
the physical environment, including the placement of the receptionist’s desk, offices,
examination rooms, classrooms, and the common kitchen available to patients and
staff. T documented interactions among clinical staff, between patients and staff, and
among patients themselves and recorded the types of information that were available
to patients in the form of brochures and pamphlets and the languages used. These
observations, expetiences, and notes formed the basis for the composite characters
and descriptions of the Clinic offered in Chapter 1 of this thesis.

The wealth of insights I received in those houts at the Clinic confirmed for
me the value of the traditional anthropological method of spending as much time as
possible in the ethnographic setting. This was something my supervisor had
consistently encouraged, but which had been put on hold and limited as a formal
methodology when the various ethics committees objected, and due to my own
shyness as a beginning researcher. Although my observations in the Clinic were
supplementary to my primary method of data collection, (the semi-structured
interviews), my field notes served to situate the interviews in a particular context and

wete vital for interpreting the interview data.

1 As mentioned previously, I was not permitted to speak with immigrant women while I visited the
Clinic. Therefore, the follow-up appointment I observed was with a Canadian born woman.
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Long, Semi-Structured Interviews

In adhetence to classical anthropology methods of listening to our
intetlocutors for as long as they are willing to talk to us, and in keeping with the
triangulation method for data collection, I conducted long, semi-structured
interviews, consisting of open-ended questions with expert informants, between
November 2002 and April 2003. The emphasis of the interviews was to allow the
participants to freely discuss their perceptions surrounding GD, including what they
called it, how it worked in the body, what concerns it caused, and appropriate
treatment options. I utilized Kleinman’s (1980) questions as a guideline and
composed additional interview prompts specific to each group (see Appendices 5, 6,
and 7).

The following section describes the participants I spoke with and 1s
organized based on the three stakeholder groups. Between November 2002 and
April 2003, T interviewed three Asian women who had expetrienced GD. The
intetviews were conducted at theit homes, ranged in length from 25 minutes to 99
minutes, and the use of the interpreter was required for two sessions. Two of the
women had used the setvices of the Clinic at the Prairie Hospital while the third
interviewee participated in a different diabetes outpatient clinic in Edmonton.
Participants selected for inclusion in this study met the following criterta:

1. Diagnosed with GD and referred to a diabetes outpatient clinic

2. Cutrently using or recently employed the services of a diabetes
outpatient clinic

3. Emigrated to Canada from Asia

4. Willing to participate in and consent to an interview

The women ranged in age from 34 to 39, immigrated to Edmonton between
1992 and 2002, wete martied, and originated from the locales of Hong Kong, rural
Vietnam, and Beijing. The first languages spoken by the interviewees were
Cantonese or Mandarin and one of the women had been attending English as a
Second Language course in Edmonton for the past two months. Their educational
backgrounds varied from completion of Junior High and High School to 2
University degree in computers, all achieved in their home countries. The woman

with the university degree was comfortable speaking English, whereas the others
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were not. While all three women were responsible for household duties and
childcare, two also worked outside of the home, supplementing the family’s income,
and the other looked forward to finding work when her newborn was older. Two of
the women were diagnosed as ‘glucose intolerant’ during their first pregnancies in
their home countries whereas this was the first pregnancy for the third woman. All
three were diagnosed in Edmonton with GD at approximately six months
pregnancy. Each woman I spoke with had already delivered their new babies
vaginally before our interview, even though my inclusion criteria for participation in
this study included ‘currently using or recently employing a diabetes outpatient
chinic’. Two women managed their GD through lifestyle changes and monitoring
blood glucose levels while one woman also required insulin therapy.

In March 2003, I intetrviewed a doctor of TCM practicing in Edmonton. 1
used the Edmonton Yellow Pages, looked under ‘Acupuncture’, picked the first
name I saw, and contacted Dr. Lau by phone'®. After explaining the purpose of my
research, she consented to an intetview at her office; this interview lasted 45 minutes.

In 1990, Dr. Lau earned her Bachelot’s Degtee in TCM after five years of
training in China. The main component of her education focused on Chinese
medicine but included the study of Western Biomedicine, specifically diagnostic
techniques and technologies. Upon receiving her degree, Dr. Lau worked as a
physician at a University Hospital in China for six years. In 1996, she moved to
Edmonton and successfully completed the Provincial Registration Examination for
Acupuncturists in Alberta. She is a registered massage therapist, has been practicing
TCM in her own clinic since 1999, and consults with women on all aspects of
pregnancy, including diabetes. I would have liked the opportunity to observe a
consultation between Dr. Lau and a gestational diabetic but she was not consulting
with any pregnant women with diabetes at that time.

During April 2003, I interviewed three staff members working at the Clinic: a
dietician, a nurse, and the Clinical Director, who is also a nurse and consults with
patients. Another staff member agreed to an informal conversation but requested

that it not be recorded. The three interviews ranged in length from 35 to 45 minutes

127 refer to the doctor of TCM as Dr. Lau, which is a pseudonym used to maintain participant
anonymity.
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and all three participants chose to conduct the interviews in their offices at the
Clinic.

The clinical staff I interviewed were all Caucasian, middle aged women, born
in Canada, who had been working at the Clinic for the past three to eight years. Two
of them spoke English and one spoke French as their first languages. All three
worked in the multidisciplinary environment of the Clinic and provided patient
education and follow-up consultations in the management of all forms of diabetes,
including GD, and taught sections of the gestational diabetes course on a rotating
basis. Duting the gestational diabetes course, the dietician was responsible for
educating patients on approprate food selections, serving sizes, and reading
nutritional labels, as well as developing clients’ individualized meal plans. Also, the
dietician ensured women were gaining enough weight, meeting the nutritional
requirements, and advised patients on their ability to follow their individualized meal
plans and maintain normal blood glucose levels during follow-up appointments. The
nurses’ role during the gestational diabetes class was to educate women about GD,
its potential complications for mother and child, and the importance of proper
management, including exercise, diet, blood glucose monitoring, and insulin therapy.
They also demonstrated how to test blood sugar with a glucose meter and insulin
injection technique, when necessary. During follow-up consultations, the nurses
reviewed blood glucose values with patients to determine their success in managing
GD. The following table lists the sources used to compile the EMs of GD among
the three stakeholder groups in Edmonton.

Table 2: Sources used in the Compilation of Explanatory Models

Biomedicine TCM Asian Women

e Narratives of 1 e Narrative of a e Narratives of 3
dietician and 2 TCM doctor women who lived
nurses e Field notes with the

¢ Field notes e TCM literature condition

e Observations at e Field notes
the Clinic e (Observations at

® Biomedical the Clinic
literature
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I began the interviews with all participants of the stakeholder groups by
reviewing an informational letter, providing a detailed description of the study
objectives, outlining the rights of participants, and explaining how I planned to use
my data (see Appendices 4 and 8). In particular, interviewees were given the
opportunity to refuse to participate or to terminate their involvement at any time
duting the study and were assured that their identity would remain confidential.
Before beginning the interview, an interview consent form was reviewed and signed
(see Appendix 9). Both the informational letters and consent forms were written in
English at an eighth-grade reading level and then translated into Chinese characters
by Centralized Interpretive Services”. A second, independent intetpreter translated
the Chinese version back to English to ensure accuracy. At the start of our meetings,
all participants received a written version of the informational letter, contact
information, and consent form in the language of their choice.

Next, I asked the interviewees’ permission to document our discussions on a
digital voice recorder. Ishowed them the recorder and microphone and described
how they worked. I explained that recording the interviews allowed me to more
accurately represent their voices through detailed and direct quotes. All participants
agreed to be recorded except for one staff member who also asked that [ not take
notes during our discussion. I did not explicitly ask this individual why she did not
want our conversation to be recorded but it seemed that she was wortied about
confidentiality, even though I explained her rights to anonymity. I took notes
immediately following our intetview to capture what she said.

As the final step in documenting the interviews, I immediately transcribed
the digital voice recordings to provide a textual format for systematic analysis. Due
to logistics and limited resources, only the English portions of the interviews were

transcribed.

Data Analysis
In an exploratory study such as this one, the goal of data analysis is to educe
themes to organize the data into a manageable form and to provide a framework for

interpretation (Creswell 1994). To accomplish this objective, I began by reading all

13 The Chinese versions are included with the English versions provided in Appendices 4 and 9.
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the transcripts and my field notes numerous times and began jotting down themes,
categories, ideas, and observations as they emerged. This activity refreshed my
memory of interviews that had occurred months before and allowed me to
conceptualize my data as a whole, rather than as distinct units. During this process,
it was not necessary for me to utilize qualitative analysis software, such as Atlas Ti, to
code my data because the number of transcribed pages produced from the seven
interviews was manageable to review by hand and this process felt more personal.
Next, I re-read the transcripts and engaged the data by focusing on the
interviewees’ responses related to Kleinman’s (1980) guiding questions. With this
process, I began to piece together the conceptualizations of GD among the three
sets of stakeholders. At times, I was able to categorize the data based on responses
to explicit questions I asked regarding their EMs. At other times, the EMs took
shape implicitly, as the participants directed what they wanted to talk about during
our interviews. In addition, I examined the clinical staff’s interviews to derive what
they believed Asian women understood about GD. From my analysis of the data,
three themes emerged: Problem, Process, and Fear. These themes are detailed in

Chapters 3 to 5.

Representation of Data

The data collected during this research is presented in the following three
chapters based on the themes of Problem, Process, and Fear, guided by Kleinman’s
(1980) EMs Framework. The way in which I chose to represent the data is
considered here. My main objective was to equally represent the conceptualizations
of GD elicited from the three stakeholder groups. By separating the data according
to three central themes, it was easy to identify the differences and similarities
between and within each expert group’s EMs.

The theme, Problem, details how participants labelled and defined the
condition, including what caused it, why it started when it did, and if this would have
happened in the Asian women’s home countries. The second theme, Process,
outlines how the mterviewees described the mechanics of GD, including what it did

to the body, what it could do, and how severe it was. Finally the third theme, Fear,
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sketches what the three stakeholder groups most wortied about, including what
problems GD had caused and what types of treatments and results were expected.

In my representation of the data, I summarized the participants’ responses to
the questions to avoid redundancy where appropriate. I selected specific excerpts
from the narratives, which I believed successfully demonstrated the main points
expressed by the individuals in the group. However, all variability was described
when participants differed in their responses to the questions so that I was cettain to
maintain the integrity of each person’s voice and experience. In order to guarantee
anonymity, pseudonyms were used for all informants.

In addition, I had to select a presentation order for the narratives of the
stakeholder groups. Originally, I was going to present the narratives of the Asian
women I interviewed first because their experiences of GD is not available in the
literature, especially in compatison to the disproportionate amount available on the
biomedical and TCM perspective of this condition. I felt that this representation
would maintain the power of their voices in contrast to the well-established canons
of Biomedicine and TCM. However, upon reflection, it seemed more in keeping
with the goals of balanced representation to order the conceptualizations of GD in
following fashion: the biomedical perspective, the TCM perspective, and finally,
Asian women living with the condition. This representation of the data, which
follows in the next three chapters, allowed me to compare the conceptualizations of
GD among the three sets of stakeholders and has the advantage of not positioning
the women’s perspective in such a way that the biomedical or TCM models are

privileged as knowledge, 1n contrast to lay belief.
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Chapter 3: Problem

This chapter outlines the conceptualizations of gestational diabetes (GD) in
labelling and defining ‘the problem’ as told to me by the participants in the three
stakeholder groups. In addition to the narratives of the interviewees, the explanatory
models (EMs) of GD from the perspectives of Biomedicine and Traditional Chinese
Medicine (TCM) are supplemented by the available literature on diabetes for each
canon. Of course, up to this point, there is no literature on the expetiences of Asian
immigrant women with GD. The accounts of the three women interviewed speak
for themselves and provide a rich and detailed understanding of the experiences of
those who have lived with the condition. After the presentation of each expett
group’s conceptualizations of the problem, I examine the similarities between the
two medical perspectives and the Asian women’s EMs of GD. Participants in each

group were asked to describe the problem based on the following five interview

prompts:
1. What do you call the problem?
2. What caused the problem?
3. Are there any risk factors related to the development of GD?
4. Why did it start when it did?
5. Would this have happened in your home country?'*

Biomedical Perspective

From a biomedical perspective, the problem is called ‘gestational diabetes’.
In the literature, GD is described as “...any degree of glucose intolerance with onset
or first recognition during pregnancy” (American Diabetes Association 2000: 1). A
woman diagnosed with GD may have been diabetic previous to conception but the
condition may not have been detected until she was screened for it during
pregnancy. Jarvis states, “Although it may seem more sensible to distinguish
between the gestational diabetic woman who teverts to normal after delivery and the
gestational diabetic woman who is really only a newly diagnosed diabetic patient, this
distinction does not specifically influence management duting the pregnancy and
indeed cannot” (1994: 595). In Biomedicine, all women diagnosed with diabetes

during pregnancy are labelled as gestational diabetics and treated as such.

14 This question was only presented to the Asian immigrant women I interviewed.
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According to the biomedical literature, ten percent of diabetics have Type [
diabetes, which develops in early childhood or adolescence and is characterized by an
absolute deficiency in insulin production where the individual’s pancreas is incapable
of producing the hormone. Type II diabetes, or adult-onset diabetes, affects 90% of
people with diabetes and is described as occurring later in life and is characterized by
an individual’s ineffective production or use of insulin (Skyler and Hirsch 2001).
Within the biomedical model, GD is classified as Type II diabetes, as these women
produce insulin but either do so in limited amounts or their bodies ineffectively use
the insulin they produce. It is described as a metabolic disease characterized by the
body’s ineffective use of insulin (Skyler and Hirsch 2001).

Within the framework of Biomedicine, national statistics demonstrate that
GD is diagnosed in approximately three and a half percent of all pregnancies
(Canadian Diabetes Association 2004). The cause is attributed to hormonal changes
and extra demands on the body due to the growth of the foetus (Dunbar 1996 and
Hare and Brown 1995). One of the clinical staff I interviewed commented on the
cause of GD:

[Tthe hormones from the pregnancy...I’'m pretty big on that
‘hormone’ word. And you know, I should learn that word in
Chinese, I guess. But that there is a specific reason...and it’s evident
and it affects the way that their body is using their own insulin. . .it’s
the stress of pregnancy (LAW Interview 04/03/03).

She continued:

It’s not really anything that they have done wrong. GD occurs

because of the stress of the pregnancy and the hormones that go

along with it. That’s why it wasn’t there at the beginning and will go

away at the end, usually (LAW Interview 04/03/03).
Accotding to the literature, the onset of GD can occur during the second or third
trimestet of pregnancy, when the hormonal demands as a result of pregnancy
become the greatest (Dunbar 1996 and Hare and Brown 1995). One of the clinical
staff commented that GD occurs at, “...usually 28 weeks or there about” (LAW

Interview 04/03/03). If a woman’s body cannot adjust to this demand during the
24™ to 40" week of gestation, GD begins.
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To further elicit the conceptualizations of GD related to the problem, I
examined the biomedical literature to determine if there were any tisk factors
associated with the development of the condition. Seven factors were listed:

1. A family history of diabetes

GD 1n a previous pregnancy

Having had a macrosomic baby"

Being overweight or gaining too much weight duting pregnancy
Having a previous stillbirth or spontaneous miscarriage
Multiparity in cutrent pregnancy

Belonging to a high-risk ethnic group

Nk W

In summaty, from the perspective of Biomedicine, the problem is labelled
‘gestational diabetes’, is caused by hormonal stress during the second or third

trimesters of pregnancy, and its onset is influenced by several risk factors.

Traditional Chinese Medical Perspective
From a TCM perspective, the term used to label the problem translates to
‘gestational diabetes’. T asked Dr. Lau if TCM recognized GD or glucose intolerance

and she said:

Yes, we do. In Chinese medicine we have a one big, what do you call
them, big part for the diabetes. It’s just that we call that the

diabetes. . .exactly like here, the diabetes. But we call it the same,
same symptoms. Like thirsty, frequent urinate, and also tited or
something. The whole concept just like bio-Western medicine, [the]
diabetes part LAW Interview 03/25/03).

Diabetes during pregnancy is recognized and labelled as ‘gestational diabetes” in
TCM as it is in Biomedicine. However, the cause of the condition is conceptualized
in different terms. According to the TCM literature, GD is classified under the
category of emaciation and thirst:

The causes include excess alcoholic drinking and intake of sweet and
fatty food, emotional stress, and constitutional deficiency of Yin.
Deficiency of Yin and excess Dryness and Heat are two aspects of its
pathogenesis, and each of these can act as a precursor to the other.
As a result, the body fluids of the Lung and Stomach, and the Yin
Essence of the Kidney are consumed. In a protracted case, both Qi
and Yin become deficient, and deficiency of Yin affects Yang, thus

1 The term ‘macrosomic’ refers to a heavy for birth weight, usually defined as over 4000 grams.
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giving rise to deficiency of Kidney Yang as well (Zhong Yin and Hui
De 1997: 172).

In addition, T asked Dr. Lau to tell me what caused diabetes to occur duting
pregnancy and she stated, ““...we think that [its] because the meridian, the organ
system, they are changing because the pregnancy is changing the whole body” (LAW
Interview 03/25/03). Next, she elaborated on the notion of balance through the
concepts of Yin and Yang and explained that GD typically resulted from a deficiency
of Yin:

In Chinese medicine there’s a big patt, big concept is Yin and Yang,

two parts. You know, for the diabetes, this kind of group of patients

they belong to the Yin part is too low. So, Yin and Yang, they have

to be in the balance way. So, once the Yin is too low, they will show

in symptommns, the diabetes symptoms (LAW Intetview 03/25/03).

In TCM, the timing for the onset of GD can occur earlier than that
prescribed by Biomedicine. Dr. Lau explained that the onset of diabetes could occur
at any time during pregnancy due to the disruption of balance in the body. In TCM,
women ate screened for GD at their first prenatal appointment and throughout their
entire pregnancy. From the perspective of TCM, it is important to look for the
symptoms of GD throughout the pregnancy because of the changes occurring to the
woman’s body duting this time. In addition, the timing of GD is dependent on the
woman’s individual constitution. Dr. Lau stated:

That depends because the patient themselves...But when they come
to the doctors in China, you know, you always try to find [GD], it
doesn’t matter how many weeks [gestation]. Sometimes, because [a
woman] got pregnant for some certain period, they got the high
blood sugar, very high. And then, later, they will go back to normal
just because the body change... (LAW Interview 03/25/03).

I also asked Dr. Lau if there were any risk factors that could predict the onset
of GD. She explained that high blood pressure or cholesterol as well as a family
histoty of diabetes could be considered factors leading to an increased probability for
the onset of GD. However, she reiterated the importance of the external
examination in the diagnosis of the condition because its development depended on

individual constitution and the body’s ability to regain harmony during pregnancy.
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From the perspective of TCM, the conceptualization of the problem
included the labelling of the condition as ‘gestational diabetes’, which was caused by
a deficiency or excess of Yin ot Yang which disrupted balance in the body, and could
occur at any time during the pregnancy due to the variability of individual
constitution. The central idea behind TCM’s conceptualization of the problem of

GD 1s how disharmony affects the individual body.

Asian Immigrant Women

Among the three Asian women I spoke to who lived with the condition and
regarding their conceptualizations of the problem, Jade and Chen (from Hong Kong
and Beijing, respectively) explained that they labelled their problem ‘diabetes’. In
contrast, Tran (from Vietnam) said, through the interpreter, “There is no term ot
anything to call for that because [she] hadn’t heard of that in her country and until
[she got pregnant] 1s the first time she has experienced this” (LAW Interview
02/17/03).

Next, I asked each woman to tell me what caused the condition. Jade stated
that she had inherited GD from her mother, who was recently diagnosed in Hong
Kong with Type II diabetes. In addition, Jade noted that her older age at
conception, 39, contributed to the onset of her condition. The interpreter said, “She
says it is usually the people, like [when] they [get] pregnant when they get a little bit
old, like older age, they may have a chance to get diabetes” (LAW Interview
11/12/02). In contrast to Jade, Tran was uncertain as to why she developed GD:
“For her, she think that maybe she eat too much sweet...But she’s not sute
(translator laughs)” (LAW Interview 02/17/03). Later in out interview, Tran said
that her doctor explained that lack of exercise and an unhealthy diet caused her to
develop diabetes during this pregnancy.

Chen’s response as to what caused her to develop GD was, in part, similar to
Jade’s. Though Chen was diagnosed with glucose intolerance during her first
pregnancy in Beijing, she stated that her older age at conception, 39, was responsible
for her developing GD during her second pregnancy in Edmonton. In addition,
Chen further explained that changes to her diet since arriving in Edmonton had

adversely affected her blood sugar:
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I think the age 1s important. And the food is, I think when I eat the
oil more of the blood sugar is high. So after the supper, I test my
blood [sugat], is high...Because the Chinese, the Chinese family in
the supper food is not many. Lunch is not many...

Okay, so not so many foods?

Yes. It’s simple...In China, we eat the vegetable is more. But in

[Edmonton], the meat is more (LAW Interview 04/28/03).

Chen blamed her increased consumption of sugary drinks, oily foods, and meats,
along with eating fewer vegetables as further contributing to the onset of her
condition during this pregnancy. From our convetsations, it is clear that the women
considered the risk factors for GD to be things that were both within and not within
their control: they considered age, heredity, lack of exercise, or an inappropriate diet
as contributing factors to the onset of their GD.

To further elicit the women’s conceptualization of their problem, I asked
them to tell me when their condition started. Their explanations were rooted more
in their own experiences of having been diagnosed with GD rather than the
symptoms or causal factors. For example, Jade explained that GD started during her
second pregnancy in Edmonton and elaborated that the condition did not exist
before her family physician labelled her as diabetic. Jade explained that her family
doctor told her it was unusual for women to develop GD before six months into the
pregnancy. Indeed, all three women told me that they did not develop GD until
their doctors diagnosed them as such.

I asked the women an additional question to further elicit their
conceptualizations of GD: Would you have developed GD if you were still living in
your home country? Jade and Tran commented that it did not matter, even though
their reasons were different. Jade stated, through the translator:

If [she’s a gestational diabetic], it doesn’t matter in Hong Kong or
Canada. If she [has] it, she still have it like that and it’s normal. A lot
of women in Hong Kong, they gestational diabetics” (LAW
Interview 11/12/02).

Jade believed that living in Hong Kong would not have made a difference in her
condition because GD is something that affects women everywhete, especially when

they are older.
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In contrast, Tran said through the interpreter, “It [does] not matter because
she never have a pregnancy before in her country but she says even though if she has
[this condition in Vietnam] it’s also hard to tell whether you are gestational diabetes
or not because there is no such test to find out” (LAW Interview 02/17/03). Based
on Tran’s statement, 1t would not have mattered if she were still iving back home
because she understood that there were no tests i Vietnam to test for GD. In
contrast to Jade and Tran, Chen explained that she would not have developed GD
during her second pregnancy if she were still living in Beijing:

Because, Beijing the vegetable and the food is cheap. It’s very cheap.

I can eat more. Here, the meat is cheap (laughs).

Rught. So you feel that if you were in Beyjing and you were able to eat
more fruits and vegetables, maybe the GD wouldn’t have been as
bad?

Yes...Here the sugar, the juice, 1s drink more than Bejing.

Ok so you're drinking more sugary drinks that you would back at
home?

Yes. I think (LAW Interview 04/28/03).

Chen believed that she would not have developed GD in her home country because
her change in diet since arriving in Edmonton, as a result of economic pressures,
caused her condition.

In general, the Asian women I interviewed explained that the problem was
called ‘diabetes’; it was caused by various factors, such as age, heredity, or diet; it was
possible to get it in their home countries, but it was more likely in Canada because of
the difference in diet; and it began when they were diagnosed by biomedical

practitioners m Edmonton.
Comparing Conceptualizations of the Problem
The objective of this section is to compare the biomedical and TCM

petspectives of GD to the Asian women’s conceptualizations of ‘the problem’.

Biomedicine and TCM both labelled the condition ‘gestational diabetes’, as did Jade
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and Chen, while Tran had no name for her condition. But in general, the three
stakeholder groups labelled the problem as ‘gestational diabetes’.

In relation to the cause of GD, the biomedical perspective explained that it
was a result of increased hormonal demands during pregnancy, while the TCM point
of view determined that it resulted from an imbalance of Yin and Yang, causing
disharmony in the body. The Asian women’s conceptualizations did not directly
relate to either of these two possible explanations. Instead, Jade explained she had
inherited GD from her mother and Chen attributed the condition to her change in
diet upon arriving in Edmonton. Both Jade and Chen cited their older age at
conception as an additional contributing factor. In particular, Chen’s answer
conveyed an understanding that an imbalance related to diet, similar to that proposed
by TCM, caused her condition when she stated that eating oily foods increased her
blood glucose. In contrast, Tran’s explanation for the cause of GD was practically
non-existent except for when she said that her doctor explained to her that an
unhealthy diet and lack of exercise caused het condition. In this case, the biomedical
petspective of GD may have influenced Tran’s EM because she attended the
gestational diabetes course at the Clinic.

Biomedicine and TCM differed in their conceptualizations regarding the
onset of GD. The biomedical perspective claimed the condition could occur
between the 24™ and 40™ weeks of gestation as compared to the TCM petspective
that stated GD could occur at any time duting pregnancy. According to the Asian
women [ interviewed, GD began when their doctors in Edmonton told them they
had the condition. The influence of the biomedical model was apparent when Jade
said her doctor told her that it was unusual for a woman to develop GD before six
months of pregnancy. The following table exhibits the similarities in the EMs of
GD, as told to me by three Asian women and related to ‘the problem’, as compared

to the conceptualizations of GD provided by Biomedicine and TCM.
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Table 3: Comparing Conceptualizations of the Problem

Questions: Jade Chen Tran
What is it called? BM/TCM BM/TCM BM/TCM
‘What caused it? Neither TCM BM
When did it start? BM BM BM

The women’s conceptualizations of the problem were more similar to the

biomedical explanation than that of TCM. The probable reason for this was that all

three women had participated in a gestational diabetes informational clinic and

follow-up appointments with biomedical practitioners in Edmonton shortly before

our interviews. In addition, the term ‘gestational diabetes’ does not have a strongly

competing diagnostic label in TCM. The women did not articulate a localized name

for the condition, such as ‘sugarblood’. Their EMs surrounding ‘the problem’ wete

largely based on the information and explanations they received from staff at the

Clinic.

This chapter outlined the labelling of the condition and the definitions of #he

problem offered by the three stakeholder groups. The next chapter details their

understandings of GD as 4 process.
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Chapter 4: Process

The previous chapter desctibed how interviewees from the three stakeholder
groups labelled and defined the problem of gestational diabetes (GD). This chapter
details the second theme derived from the data, the process of GD ot how it works
in the body, as told to me by participants. As with the previous chapter, I
supplemented the explanatory models of GD provided by the biomedical
professionals and the doctor of Traditional Chinese Medicine (TCM) with the
available literature. The final section of this chapter examines how the Asian
women’s conceptualizations regarding the process of the condition ate similar to
those represented by Biomedicine or TCM. The participants in each expett group
were asked to described the process of GD based on the following two interview
prompts:

1. How does GD work in the body?

2. How severe is the condition and when will it end?

Biomedical Perspective

From a biomedical perspective, diabetes is described as a metabolic disease
characterized by: 1) the body’s inability to make insulin or adequate amounts of
insulin; or 2) the ineffective utilization of insulin by the body (Skyler and Hirsch
2001). Individuals consume food in order to fuel the processes of the body. When
food is digested, carbohydrates are broken down into glucose, the form of sugat
useable by cells. Glucose 1s absorbed from the intestines into the blood stream
where it travels throughout the body. The rising levels of glucose signal the pancreas
to release insulin, a hormone, into the blood stream. Insulin acts like a key, which
fits into the cell’s mnsulin receptor lock. When the cell’s insulin receptor is unlocked,
ghucose enters the cell to be utilized. Whenever an individual eats or drinks, the
amount of glucose in the blood increases and the pancreas reacts by supplying more
insulin to maintain stable sugar levels. If the body is unable to produce or effectively
utilize insulin to ‘unlock’ the cell, glucose cannot enter the cell and builds up in the
blood, potentially resulting in the onset of diabetes (Skyler and Hirsch 2001).

As mentioned in Chapter 3, “Problem”, Biomedicine classifies GD under the

category of Type II diabetes, as these pregnant women do produce insulin but in

47

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



limited amounts or their bodies ineffectively use the insulin. Duting pregnancy, a
woman’s insulin needs can increase up to three times her non-pregnant norm. Ifa
woman’s body cannot respond effectively to the increased demand for insulin to
transport glucose from the bloodstream into the cells, she is considered to be in a
state of glucose intolerance, or a gestational diabetic. One of the clinical staff
interviewed elaborated on the processes occurring in the body of a gestational
diabetic:

[TThe main message is to understand that it’s not sugar causing their
high blood sugar. It’s carbohydrates, okay? That’s the main thing
because out there people think it’s sugars, “If [ don’t eat sugar, 'm
okay. Or anything with sugar, ’'m okay. But I can have my big plate
of spaghetti and my bagel and a big apple and all...because this is
good for me”. So, it’s to relate all of these foods ate carbohydrates,
the same thing as foods that have sugar. They are all carbohydrates.
And it’s taking more than what your body can handle at that
particular time that will increase your blood sugar (LAW Intetview
04/03/03).

According to Biomedicine, the pathophysiology of GD can be summarized as

follows. Hormonal demands during pregnancy increase the woman’s need for

mnsulin. If the woman’s body cannot respond effectively to this change, she becomes

diabetic. Because the body is not utilizing insulin propetly, ingesting large amounts

of carbohydrates will significantly increase blood glucose levels.

From a biomedical point of view, GD is considered one of the most severe

conditions affecting pregnancy and can lead to several complications for the mother

and infant (Reece and Coustan 1988). Risks to the mother include delivery by
caesarean section, a higher risk of infections, and pregnancy induced high blood
pressure. Risks to the infant include macrosomia, hypoglycemia, and Respiratory

Distress Syndrome (Dunbar 1996). According to Biomedicine, GD will typically

cease shortly after delivery. However, both the mother and infant are at an increased

risk of developing Type II diabetes later in life (Canadian Diabetes Association
2004).
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Traditional Chinese Medical Perspective

The TCM literature describes the physical processes of diabetes quite
differently from that found in Biomedicine and centres on the notion of balance or
hatmony. It is necessary to review the concepts of Yin and Yang as well as Qi in

order to understand how TCM conceptualizes the process of GD.

Ying/ Yang and Qi

In Chinese mythology, the creation of the universe was conceived in terms of
reproduction or the union of opposites, that being male and female (Mahidhassan
1988). One of the fundamental concepts of Chinese culture and medicine, Yin and
Yang, is generated from this notion of opposites. Yin represents female, earthly,
inner, cold, negativity, and darkness whereas yang represents male, heavenly, outer,
heat, positivity, and light (Gould-Martin 1978 and Tang 1995). Yin and yang are
conceptualized as opposing yet complementary and mutually interdependent forces
that control, create, and transform one and other where one cannot exist without the
other (Ehling 2001).

The concept of Yin and Yang has been “...incorporated into the applied
sciences, such as medicine and geography” (Tang 1995: 272). In TCM, most things
are classified as having Yin or Yang attributes, including foods, herbs, body parts,
diseases, and stages of life (Chen 2001; Shih 1996; and Mitchell and Mackerras 1995).
An individual must maintain balance ot harmony between Yin and Yang for good
health.

The interplay between the forces of yin and yang create Q7 or Chi’7'"
(Mahdihassan 1989). Qi is defined as .. .the vital energy that is behind all
physiological processes” (Ehling 2001: 71)"". Based on ancient Chinese medical
texts,

males and females are endowed at conception with a store of vital
‘primal ¢hi7 ... inherited from heaven, which accumulates in the body
through puberty, but thereafter is gradually lost through reproductive
acts — patticularly ejaculation in males and menstruation, childbirth,
and lactation in females. Metabolic processes, supported by eating,
breathing, activity, and rest, replenish and circulate the body’s vital

16 Both tetms ate pronounced chee.
17 Other translations for Qi include energy-matter or life force (Ehling 2001).
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forces, producing a rhythm of cyclical renewal... (Farquhar 1992: 29-
30).

The notion of Qi can be difficult for Westerns to comprehend as it has no physical
shape or form and is felt as a force moving through the body (Ehling 2001).
Based on the concept of Qi, TCM practitioners formulated a different geography of
the body compared to Biomedicine. Ehling states:

The ancient masters traced pathways through which qi passes and

located points along them at which the qi communicates with the

surface of the skin...All organs are interconnected with each other by

way of this meridian network system (2001: 72).
Thetefore, the body 1s viewed as a whole where disease in one organ can affect
another (Ehling 2001). TCM maintains that the basic principle working in the body
is balance and within this humoral framewortk, disease stems from “...natural forces or
conditions as cold, heat, winds, dampness, and above all, by an upset in the balance of
the basic body elements” (Foster 1998). From the perspective of TCM, the body is
irreducible to separate parts autonomous from one and other.

Based on this conceptualization of the body, the physiopathology of GD in
TCM is explained in terms of disharmony resulting from a deficiency of Yin, which
directly affects Yang.

Deficiency of Yin and excess Dryness and Heat ate two aspects of its

pathogenests, and each of these can act as a precursor to the other

two. As a result, the body fluids of the Lung and Stomach, and the

Yin Essence of the Kidney are consumed. In a protracted case, both

Qi and Yin become deficient, and deficiency of Yin affects Yang,

thus giving rise to deficiency of Kidney Yang as well (Zhong Yin and

Hui De 1997: 172).
Dr. Lau stated that an imbalance of Yin and Yang results from the malfunctioning of
the digestive system. She compared this to biomedicine and explained, “...in
diabetes, we say like digestive system is not function well. If you translate to the
West medicine you can see maybe the pancreatic...you know if the function is not
catching up” (LAW Interview 03/25/03).

When I asked Dr. Lau about the processes of GD in the body, she

commented that it is conceptualized as the disharmony of Yin and Yang and she

focused on symptoms derived from the external examination of a pregnant woman:
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Once we check the pulse, that’s a big part in Chinese medicine, check
the pulse. And also, check the complexion, you know, see the
colours exposed to you...Also [the] hair on the outside looking and
also you see if some swollen around the ankles.

What does that indicate? Swelling around the ankles?

That means either the Kidney’s function or Spleen’s function not too
strong. ..So when that part is weak, the body will contain extra liquid
inside body because the circulation is not, not good enough to get
out the extra liquid part (LAW Interview 03/25/03).

The symptoms presented provide insight into the exact processes taking place within
the body, that being an excess or deficiency of Yin or Yang. The emphasis placed on
particular symptoms presented by a woman draws attention to the importance TCM
places on individual constitution.

Dr. Lau stated that GD is considered a severe condition affecting pregnancy
and that it would typically cease shortly after delivery if the woman cared for herself
propetly during the postpartum period. She explained that potential complications
of GD for the mother and infant were the manifestation of the symptoms of

diabetes, such as feeling tired.

Asian Immigrant Women

Of the three women I interviewed, none wete certain as to how GD worked
in their bodies. Jade stated, “There’s nothing” while she moved her hand over her
stomach indicating that she had no explanation for how the condition worked ot
affected her body. Chen and Tran responses were also vague but they explained the
physical processes of GD in terms of symptoms. For example, Chen said:

I feel (pause) the weight is lost.
You've lost weight?
Yes and also I feel thirsty (LAW Interview 04/28/03).

Tran stated, through the interpreter, “[She doesn’t] feel anything at all, like a normal
feeling. She still [went] to work as usual, and after the doctor said that, is the same
kind of feeling, just be more careful what [she is] eating” (LAW Interview

02/17/03). In other words, Tran kept going to wotk as usual and did not expetience

51

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



any symptoms or changes in the way she felt even after the doctor told her about her
GD. She was just more careful about what she ate. When explaining how GD
wotked in the body, both Chen and Tran focused on the symptoms even though one
woman expetienced them and the other did not.

All three women I spoke to told me that GD was a very serious condition.
This was especially evident for Chen who had to take insulin in addition to making
life style changes in order to manage her condition. I asked the women to tell me
when they believed theit GD ended or would end. Even though Tran had delivered
her son approximately two months before our interview, she communicated,
through the translator, “She’s just the most concern[ed] that her diabetes doesn’t go
away after the baby is born” (LAW Interview 02/17 /03), indicating she was
uncettain as to when she might be cured of GD. Chen’s response to this question
was elicited when I asked her if she was still seeing any doctors since her delivery
about her condition:

No.
No? So your blood sugar has gone back to normal?
Because I didn’t make appointment with the actual doctor.

So you didn’t make an appointment to go back and see the doctor
but your baby is still being tested every once and awhile?

I don’t know whether test his sugar.. . (LAW Interview 04/28/03).

Chen did not know whether she was cured of GD since delivering her baby and she
did not know if her son’s blood glucose levels had been checked.

Jade’s response to the question, “When will your GD end?” was elicited
throughout our conversation and it became evident that she had no idea if she was
still diabetic, three months after delivery. Jade explained that after her son was born
she was given a glucose drink by clinicians and tested two hours later to determine

het blood glucose. The translator said to me, “.. .they test and she is nine point and

she doesn’t know is that high ot low? She is asking me and still I don’t know” (LAW
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Interview 11/12/ 02)18. Jade did not understand the significance of this numerical
value even though she had been monitoring her blood glucose levels during her
pregnancy. Later, when I asked Jade what it meant to be cured of GD, she said
through the translator:

The answer and the wotd from the doctor is the main point. The
doctor say, “You fine, you’re not diabetes”, she says she totally feel
relaxed and everything is solved. Because like...(Jade interrupts)...if
the doctor didn’t tell you, you keep thinking of the ideas in your
head, like you may get diabetes and why and for how long and why
you get it so soon? Those questions still in your head...you can
never be clear or recover and it’s not treated. One word from the
doctor say, “Well, you fine, you’re not diabetes”, and she says
everything is solved (LAW Interview 11/12/02).

At the end of our interview, I asked if Jade had any questions about this research and
the translator replied, “Her question is if she’s gestational diabetic right now, is that
she keep to see the specialist at the Diabetes Outpatient Clinic regularly? That she
want to know is what she’s suppose to do tight now” (LAW Interview 11/12/02).

In addition, Jade did not know if her newborn son was diabetic or would develop
diabetes:

She was asking if she is gestational diabetic when she was pregnant

with [her newborn] and she is afraid if he will be diabetic (LAW

Interview 11/12/02).
Jade continued asking about me about the health of her baby and the translator said,
“Her main question is the baby maybe diabetic or not? And she’s not sure if they
did any tests on the baby to find out the baby is diabetes or not”. Based on what the
three Asian women told me, it is clear that none of them knew whether they were

still diabetic, if their infants were diabetic, and if or when they would be cured.

Comparing Conceptualizations of the Process
As I did in the previous chapter, I examine the similarities between the
biomedical and TCM perspectives and the Asian women’s conceptualizations

surrounding ‘the process’ of GD. Biomedicine conceptualizes GD as a metabolic

18 According to the biomedical literature, the normal range for blood glucose levels falls in between
the numerical values of three and seven. Jade’s glucose reading of nine points is considered high.
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disorder that can occur during pregnancy due to a woman’s inadequate production
ot use of insulin in transporting glucose to cells to be used for energy. In
compatison, TCM conceptualizes GD as a meridian disorder that may occur during
pregnancy due to an imbalance of Yin and Yang resulting in the disruption of the
kidney, stomach, and spleen meridians. Itis considered normal for a woman’s body
to experience some disharmony during the beginning of pregnancy as her body
teadjusts to its new state. However, the symptoms of diabetes will present if a
woman’s body is unable to regain balance, typically indicating a deficiency of Yin.

Neither professional model was similar to Jade’s conceptualization of ‘the
process’. In fact, she had no explanation as to how GD worked in her body. On the
othet hand, the explanations provided by Chen and Tran were similar to that
provided by TCM in that they focused on the symptoms of GD. Chen referred to
the presence of symptoms to talk about how GD worked in her body. Tran also
focused on symptoms as a means to explain the process of GD. However, since she
did not expetience any symptoms, she could not explain the process because she felt
the same as she did before she was diagnosed with GD.

All the participants I intetviewed among the three stakeholder groups stated
that GD was a severe condition affecting pregnancy. However, while both
Biomedicine and TCM explained that, typically, GD would go away shortly after
delivery, none of the Asian women I spoke to expressed this. Most shocking were
all the medical questions Jade asked me in relation to whether she and her son were
diabetic and if the condition would ever go away. It was apparent from the
responses provided to me by the three women that none of them were similar to the
petspectives of Biomedicine or TCM in their understandings of if or when they
would be cured of GD. The following table illustrates the similarities, where they
exist, between the biomedical and TCM conceptualizations of the process of GD in
comparison to the Asian women’s EMs of their condition.

Table 4: Comparing Conceptualizations of the Process

Questions: Jade Chen Tran
How does it work? Neither TCM TCM
How severe is it? BM/TCM BM/TCM BM/TCM
When will it end? Neither Neither Netther
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Although the women’s conceptualizations of GD related to the process were
mote vague than those provided by Biomedicine and TCM, they were more similar
to the EM of TCM as both these stakeholder groups focused on the symptoms of
GD. The women explained that GID was a serious condition affecting pregnancy, as
did Biomedicine and TCM. Neither medical model was represented by the women’s
EMs when it came to explaining when they would be cured of GD. While
Biomedicine and TCM explained that GD would typically cease shortly after
ptegnancy, the women I spoke with had no idea if or when they would be cuted of
the condition. As was the case when explaining the ‘problem’, the Asian women had
no localized theory for how GD wotked in their bodies. The women’s EMs for the
ptocess of GD was largely based on the information they received from clinical staff.
This information was then re-interpreted via their Asian-influenced epistemologies
of harmony, balance, and individual manifestation of symptoms.

The two previous chapters detailed the three key expert groups’
conceptualizations of the first two themes: tbe problem and process of GD. The next

chapter presents what interviewees told me about the final theme: Fear.
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Chapter 5: Fear

This chaptet presents the third theme I derived from the data and guided by
Kleinman’s (1980) Explanatory Models (EMs) Framework. This section outlines
what interviewees from the three stakeholder groups told me were their fears
surrounding gestational diabetes (GD). This provides the final piece in the
conceptualizations of GD from the expert groups and includes topics such as (1)
fear and frustration concerning the condition, (2) problems GD caused, and (3)
appropriate treatment options and desired outcomes. As I did in the previous two
chapters, I supplemented the explanatory models of GD presented by the biomedical
professionals and the doctor of Traditional Chinese Medicine (TCM) with the
available literature. The final section of this chapter examines if the
conceptualizations presented by the two medical perspectives are similar to the Asian
women’s understandings of GD as related to “fear’. The EMs of GD related to fear
were elicited from participants in each group based on the following three interview
prompts:

1. What is the greatest fear around this condition?

2. What problems, if any, does the condition cause?

3. What treatment is appropriate and what is the desired result?
Biomedical Perspective

From a biomedical perspective, the greatest fear related to GD was the
potential health complications for the mother and foetus, which were outlined in
Chapter 4, “Process”. According to Biomedicine, the risks to the mother include
delivety by caesarean section, a higher risk for infections, and pregnancy induced
high blood pressure. For the infant, the risks include macrosomia, hypoglycemia,
and Respiratory Distress Syndrome.

Although the greatest fear surrounding GD was the health complications for
mothet and infant, this concern was situated within the context of ‘non-comphance’.
The clinical staff I spoke with described the frustrations they experienced when
women ‘mismanaged’ their condition. One staff member told me that the Clinic
witnesses a high degree of compliance among all women in the management of their

GD and she continued:
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In general, we have fairly high degrees of compliance but then [you]
still have the one that it doesn’t matter. That no matter, you could
see them every two weeks and you keep repeating the same thing
every two weeks and there’s no change and that’s the one you cannot
understand, especially when they’re intelligent people and why can’t
you make this a priority. . .it is frustrating. When you have your
people, you know, you cannot, you do not choose [your patients] but
when you have the people that have low mental [capabilities], they’re
slower mentally, those people even will try even harder and yet this
person [does not] just because she’s making all kind of excuses. If
she really put her foot down, she could do it. And why can’t they
understand? (LAW Interview 04/03/03)

In addition, while discussing the most rewarding aspects of her job, one of the
clinical staff said, “If the message is getting there and the outcomes are good and in
that you have control of the diabetes and, you know, normal birth weight baby and
no complications” (LAW Interview 04/03/03). Another clinical staff member said
that the most rewarding aspect of her job was when women came for their follow-up
appointments and would say, “I feel so much better” or “You cured me” (LAW
Interview 04/03/03), which indicated that treatment had been accepted and
successful.

Accotding to the clinical staff, non-compliance with the recommended
treatment tegime would result in their greatest fear: health complications for mother
and infant. Another concetn from the clinical staff’s point of view was that some
women did not return to the Clinic after their initial appointment. For example, one
of the clinicians told me that, “...the majority of time, most women who either are
unable or afraid, or don’t want to, ot don’t understand, they just don’t return. They
don’t do the follow-up appointments...and that’s their right” (LAW Interview
04/03/03). The assumption being made was that if women did not come back to
the clinic to be monitored, the management of their GD would be less than optimal
and result in negative health outcomes for the mother and her baby.

Continuing to focus on the issue of compliance, clinical staff I interviewed
discussed what they thought might hinder women’s successful management of GD,
specifically not following the treatment regime. These issues included work ot
school schedules and financial difficulties in buying the supplies needed to monitor

blood glucose levels. One of the clinical staff stated:
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If they can’t afford the strips and it’s frustrating because we don’t,

we’re not able to supply the strips...they won’t test because they just

don’t have the strips and the money to buy the strips. So that the

cost of taking cate of themselves, I guess, is frustrating (LAW

Interview 04/08/03).
Two of the staff discussed how inflexible work schedules could make it difficult for
wommen to follow a grazing pattern of eating and testing their blood glucose levels

two hours after each meal:

Sometimes, there’s a problem with the ones that are working. I don’t
know the flexibility for snacks sometimes is not the same, you know?
So, you try to give them some ways how they could do it because I
think working conditions sometimes they are not the same. A lot of
them will be working in factoties and stuff like this and I think it’s

much stricter in those places that I cannot have my break at that time
and I can only do this time. And so, sometimes, then they will have
some problem, those areas.

Right, but that has to do with the working situation?

Oh yes. Because yes, it has nothing to do [with the clinic]. It’s their

wortking conditions...you try to see if they can’t work with the

employet, you know, to make it to where it is better to do it (LAW

Interview 04/03/03).
In addition, another staff member commented, “A lot of these women go to school
as English as a Second Language and so even the appointment schedule is difficult
sometimes because of going to school” (LAW Interview 04/03/03). From the
clinical staffs’ perspective, the problem was non-compliance, which would lead to
pootly controlled blood glucose levels and potentially negative health outcomes for
mother and infant. The preceding section described clinical staff’s conceptualization
of “feat’ in relation to what they feared most about the condition and the problems
GD caused. To further elicit clinical staffs’ conceptualization of GD in regards to
“fear’, I asked them about the proper treatment for the condition and desired
outcomes.

The treatment of GD has been well documented in the biomedical literature
and was practiced in the clinic by the health care workers I interviewed.
Recommended treatment included diet, monitoring blood glucose levels, exercise,

and in extreme cases, insulin therapy. According to the literature, approximately
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two-thirds of gestational diabetics are able to successfully manage their condition
with the implementation of a balanced diet. A grazing pattern style of eating with
three meals and two to three snacks per day is recommended. Individualized meal
plans are created for each woman to balance the intake of carbohydrates, proteins,
and fats. In addition, management of GD consisted of monitoring blood glucose
levels. Health care workers telied on these values to determine a woman’s degree of
success in managing her condition and whether the treatment plan had to be altered.
Exercise was anothet recommendation in the successful treatment of GD resulting
in lowered blood glucose levels and assisting the body’s cells to become more
sensitive to insulin (Ametican Diabetes Association 1997).

From the perspective of Biomedicine, most women with GD are able to
effectively manage their condition through a program of healthy meals, blood
glucose monitoring, and participating in moderate exercise on a regular basis.
Howevet, if blood sugar levels remain consistently high, insulin therapy is required."”
Even though insulin therapy is necessary for some pregnant diabetics, biomedical
practitioners agree that a treatment program focusing on healthy eating, monitoring
blood sugar levels, and patticipating in moderate exercise is usually all that 1s needed
for the successful treatment of gestational diabetes. The desired outcome of

treatment is to maintain close to normal blood glucose levels.

Traditional Chinese Medical Perspective

From a TCM perspective, Dr. Lau said that the greatest fear surrounding GD
was that the mother and her baby would suffer the symptoms, including fatigue,
frequent urination, and not feeling well, especially if treatment was not successful.
She did not comment on any potential complications during delivery for mother or
infant ot a possible increase in their chances for developing diabetes later on in life.
Dr. Lau explained that the biggest problem caused by the condition was living with
these symptoms. Besides asking Dr. Lau about the TCM conceptualization of GD
based on what was most feated about the condition and the problems it caused, 1

asked her to tell me about appropriate treatment options and the desired outcome.

19 The American Diabetes Association states that approximately fifteen percent of pregnant diabetics
will need to take insulin as part of their management program (1997: 33).
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According to TCM, the most appropriate means for treating GD was to use
natural remedies, such as foods and hetbs in order to restore the balance of Yin and
Yang in the body, thereby alleviating the symptoms of the condition. Li et al (2004)
lists 86 natural medicines, used in TCM and related to anti-diabetic effectiveness in
both experimental and clinical trials. The identification of the symptoms
experienced by a woman was crucial to providing the most effective treatment plan.
In TCM, symptoms are classified into categories depending on their characteristics,
which include hot, cold, dty, and/ot wet. Herbs and foods ate also classified based
on their metabolic properties and the objective of therapy is to balance deficiencies
or excesses of Yin and Yang by consuming the proper foods. For example, Dr. Lau
explained:

There’s four major, different atea [of] herbs to treat different

symptoms, different illness. There’s cold, hot, cool, and warm. If the

patient show very hot symptoms, feel hot, they’re dry, just couldn’t

sleep, all symptoms showing the hot part and we will use cold hetbs

to compromise [or bring the body back into balance] (LAW

Interview 03/25/03).
Not only does treatment depend on the specific symptoms expressed but it also
depends on individual constitution and TCM places a great deal of emphasis on the
variability between women’s bodies.

Dt. Lau reiterated the importance of proper diagnosis of symptoms based on

the individual woman. When I asked how she treated a woman with GD, she stated:

I've also checked the patient. Everybody is different. You need to
see the symptoms if this is why [this treatment] 1s suitable for her or
not for her.

So, it really depends on individual constitution?

Right. Some foods, I can take more and she couldn’t take more, you
know? Depends how strong is the digestive system, how strong is
the body (LAW Interview 03/25/03).

In addition to individual constitution and the proper diagnosis of symptoms,
awareness of the envitonment is important for the effective management of GD.
Dr. Lau explained that for a woman living in Edmonton who was pregnant and

displaying ‘hot’ symptoms of GD during the winter months, ‘cold’ foods would be
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avoided because this would be too much for the body to handle when it is already so
cold outside. She elaborated:

So like cold Canada, the cold winter, you shouldn’t eat too much ice
cream, you shouldn’t drink too much Coke, no Coke from the
refrigerator. And then also, the ice water is avoided. You shouldn’t
take too much of the cold thing.

Because the environment itself is cold and then that’s going to affect
the body and it’s about balance?

Right. That’s an idea, the human body [responds] to the whole
envitronment (LAW Interview 03/25/03).

Following this line of inquiry, I told Dr. Lau that one of the woman I interviewed
who lived with GD, told me that she could not eat watermelon during pregnancy
because it was too cold. Dr. Lau responded:

Yes, watermelon. But, you know, that’s a very, very, very old idea for

the Chinese. In Asian time...the Chinese medicine ask the people to

make some certain food very restrict. You know, you just cannot

take this part. But today, I don’t think that’s so important (LAW

Interview 03/25/03).

Medications, including insulin, were only used as a last resort to manage GD
and Dz. Lau said, “.. .usually, we don’t recommend the pregnant women take too
many medications, you know, because of the baby” (LAW Interview 03/25/03).
Even though the use of medications is frowned upon by TCM, Dr. Lau commented
that in China, the bigger hospitals in urban centres where women would go for

treatment of GD, employed both systems of medicine in conjunction:

And usually in China, the big hospitals, they have both systems,
Chinese medicine and Western medicine. And when we treat a
patient, we always try to use, you know, good part of them, combine
them together. We gave them intravenous, the West medicine, and
then we use the herbs together.

So you take the best aspects of both Traditional Chinese Medicine

and Western Medicine and integrate them together to give
comprehensive care to your patients?

Yes (LAW Interview 03/25/03).
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From the perspective of TCM, the best way to treat GD was to use hetbs or
foods based on the diagnosis of symptoms as well as a consideration of individual
constitution and the impact of the environment. Yin or Yang foods and herbs
would be prescribed depending on the symptoms presented by the woman as well as
envitonmental factors. This emphasizes how TCM views the body as interconnected
both within itself, as well as with outside factots, such as the weather. The desired
outcome of this treatment was to restore the balance of Yin and Yang in the body
and to alleviate the negative symptoms of diabetes for both the mother and her

infant.

Asian Immigrant Women

The Asian women I interviewed told me about their fears regarding GD, the
impact it had on their lives and the problems it caused them, as well as the
approptiate means to treat their condition. When I asked them what they feared
most about GD, all three said that they felt scared, nervous, and worried when their
doctots first told them that they had diabetes. The women all expressed fear that the
condition would adversely affect their unborn children and that they and the children
would become diabetic either immediately after birth or later on in life. Also, Chen
said that she was wortied her son would be either hypoglycaemic or hyperglycaemic
upon delivery.

In addition, two of the women feared the need to use insulin in the
management of GD because it would adversely affect their bodies and their babies’
health. Chen, the only woman I interviewed who had to use msulin 1 the
management of her GD said, “I feel netvous...I feel this inside. I think I have so
many troubles...I inject the insulin and it can’t control my high, my blood sugar so I
feel this inside” (LAW Intetview 28/04/03). She compared how glucose intolerance
duting her first pregnancy was treated in Betjing as opposed to how GD was treated
in Edmonton during her second pregnancy: “...in China, if you diabetes the doctor
didn’t suggest you use the medical [referring to insulin]...I think the Chinese didn’t
like the medical because I think it ruin the body, the msulin” (LAW Interview
28/04/03). Jade also said that when she was diagnosed with GD, she worried that
she would have to use insulin, which would affect the baby.
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After discussing their babies’ health, the next concern each woman addressed
was their fear that GD would continue to affect their own health. For example, the
translator told me that for Tran “...the most concern that her diabetic doesn’t go
away after the baby is born” (LAW Interview 02/17/03). Jade said that she was
worried that she would develop diabetes at a young age and explained through the
translator, “With her, she has an idea that she may get diabetic probably around 50
ot 60 years old, but not now” (LAW Intetview 11/12/02). According to Jade,
diabetes is something that happens to older people, not 2 woman in her thirties. She
also expressed a great deal of stress from not knowing if she and her son were still
diabetic. Despite her husband’s desire for another baby to keep their newborn son
company, Jade said through the translator, “This pregnancy is like scare her...she
doesn’t want to have another one” (LAW Interview 11/12/02).

In addition to asking the women what they feared most about GD, I asked
them to tell me what problems the condition had caused them. In general, the
women focused on the everyday challenges that managing GD caused them,
including self-surveillance and circumscribing routine activities. Tran explained that
it was difficult for her to get to her appointments at the clinic. When her husband
was not at home, Tran would have to call her sistet-in-law for a ride and she said that
she felt bad about having to ask. In addition, Tran discussed problems she had in
following the recommended diet for managing her GD and said, through the
translator:

Usually for our Oriental, rice is the main food for every meal, but
since she got the diabetic, the doctor tells her to reduce the amount
of rice. So she has to eat bread ot noodles, whatever, [because] they
don’t have much glucose i there...That make her feel that’s not very
convenient and uncomfortable and affect her eating. Doesn’t eat
much.. it affects her appetite (LAW Interview 02/17/03).

For Chen, it was difficult for her to inject insulin whenever she had to leave the
house to run errands. Jade also expressed a great deal of frustration that managing

GD caused her on a daily basis:

She has to be really careful with everything, everything have to go
into the log book and have to check and counting the times, what,
how many hours she have to eat and the amount she 1s eating.
Everything, she have to be really careful...She find out that it really
bother her that you had to really check out the time you are eating
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and not to over the limit of what you’re eating... And make her worry

a lot and affect her life. She has to take extra time to be careful with

this and you have to watch the food you are eating too...She’s says it

really bother het, like always have to be really careful that you have to

carry that machine [glucose meter] with you all the time. And also

you have to watch the time you are eating and the time that you do

the test [test blood glucose levels] and it’s like, it’s really

inconvenient...Even though people [are] eating and you say, “Well,

my God, it’s not time for me to eat yet. I have to sit here and

wait”...And if you go out, you have to carry that machine with you

and you have to poke [your finger| there and you have to check it and

so many things have to wotry (LAW Interview 11/12/02).

In addition, Jade talked about the financial burden that managing GD caused her and
that she was spending $100.00 each month on the strips needed to test her blood
glucose, The translator went on to explain, “The nurse never told her that you can
try to claim your insurance [and] they may pay [for the strips]” (LAW Interview
11/12/02). The largest problem expetienced by the three women I spoke with was
following the treatment plan given by the Clinic. Problems included paying for the
supplies needed, monitoting blood glucose levels, following the diet, and
incorporating all these activities not their daily routines. Self-surveillance and the
citcumsctiption of behaviours and activities constituted the greatest problem of GD
experienced by these women.

Besides asking each woman what she feared most about GD and what
problems the condition had caused, I asked them to tell me what they believed was
the best treatment for GD and if they had used any other modes of therapy, such as
herbs, supplements, massage, or acupuncture. Jade explained that for her, following
the recommended diet provided to her by health care staff at the clinic was the best
way to treat GD and she was relieved that changing her diet was effective enough so
that she did not have to use insulin: “The best treatment she found was with her
diet. . .[clinicians] control het diet good [and] she doesn’t need to go insulin, that is
the best treatment for het” (LAW Intetview 11/12/02). I also asked Jade if she did
anything else to help manage her condition and she said she did not use any
treatment other than what the clinicians told her to do. Next, I asked her if it was

acceptable for a woman to use alternative methods, such as herbs, massage, ot

acupuncture, in conjunction with treatments offered by the clinic, and she reiterated,
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“...just follow the treatment from what the doctor, hospital, dietician tell her what to
do is enough” (LAW Interview 11/12/02).

When I asked Tran to tell me what she thought was the best treatment for
GD, the translator said, “She happy, very, she feel that the way they instruct her 1s
very helpful” (LAW Interview 02/17/03). I asked if Tran had used any other forms
of therapy to manage her condition and she stated, no. Like Tran, Chen explained
that she did not use any forms of treatment other than what clinicians told her to do
and she said that managing her diet and using insulin therapy was the best treatment
for her GD. In summary, all three Asian women stated that the best treatment for
GD was to follow exactly what clinicians told them to do, particulatly in relation to

diet, and none used any other modes of therapy.

Comparing Conceptualizations of Fear

As with the previous two themes, this section examines the similarities
between the women’s EMs of GD to those offered by the biomedical or TCM
petspectives, as related to ‘Fear’. From the biomedical point of view, the greatest
fear surrounding GD was the potentially negative health complications for the
woman and foetus. This was especially a2 concern when non-compliance was an
issue. The major concern addressed from the perspective of TCM was that harmony
would not be restoted and the fear was that the mother and infant would continue to
experience the symptoms of GD. All three women feared that the health of their
babies would be compromised at birth and that both they and their children would
develop diabetes later in life, similar to the biomedical perspective. In addition, two
of the women I spoke with were concerned over using insulin therapy because it
could be harmful to themselves and their babies, which was also an idea expressed by
Dr. Lau and present in the TCM literature. While the biomedical approach only
utilizes insulin as a last resort in the treatment of GD, its practitioners do not
consider insulin to be harmful to either the mother or infant. This was demonstrated
in my description of the educational video used in the gestational diabetes class in
Chapter 1 of this thesis.

The women’s natratives addressing what problems GD had caused them

were similar to those expressed by the clinical staff. Both expert groups focused on
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the difficulties in managing the condition, including work schedules, financial
bartiers, and other responsibilities like running errands. However, the women 1
interviewed did not focus on the symptoms they experienced as the biggest problem
to the degree discussed from the TCM perspective, as told to me by Dr. Lau.
Instead, their greatest concern seemed to be the permanence of diabetes and the
problems vigilance and surveillance in the management of the condition would cause
them.

In relation to treatment, the explanations provided by the women living with
the condition were similar to that provided by the Biomedical model and the clinical
staff I interviewed. All three women stated that the best way for them to treat their
diabetes was to explicitly follow the doctor’s orders. They all denied using any other
modes of therapy to manage their condition. However, I failed to ask these women
if they used alternate modes of therapy for other health concerns. Table 5 below
provides a summary of the similarities of the women’s conceptualizations of GD
compated to the explanations offered by Biomedicine and TCM in relation to the

theme of ‘feat’.

Table 5: Comparing Conceptualizations of Fear

Questions: Jade Chen Tran
What is the greatest fear? BM/TCM BM/TCM BM/TCM
What problems has it BM BM BM
caused?

What 1s the best treatment BM BM BM
and outcome?

Based on what the Asian women told me, their conceptualizations of GD as
related to the theme of fear wete very similar to the perspective of Biomedicine. The
most obvious exptession of this was when the women told me what type of
treatment they believed they should have received. All of them explained that a
woman should follow the treatment plan provided by the health care workers at the
clinic. However, it was difficult to elicit why they believed this was the best
treatment in managing their condition. Each time I tried to dig deeper into their

understandings of the treatment regime, they would reiterate that 2 woman should
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just do what the doctor told her to do. As was the case when the women talked
about the ‘problem’ and ‘process’ of GD, their EMs related to ‘fear’ were largely
based on what they had learned at the Clinic.

The previous three chapters outlined the conceptualizations of GD among
the three stakeholder groups based on the three themes of Problem, Process, and
Fear. The next chapter provides a summary of results as demonstrated by the data
examines the similarities and differences expressed between the expert groups, and

discusses the potential reasons for these discrepancies.
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Chapter 6: Analysis and Discussion

The previous three chapters presented the data I collected during this
research, organized around the themes of Problem, Process, and Fear. This chapter
ptovides the summary of results, or the conceptualizations of gestational diabetes
(GD), as told to me by the three stakeholder groups in Edmonton and demonstrated
by the data. This is presented schematically in Table 6. Next, a discussion of the
similarities and differences between the explanatory models is discussed. Topics
addressed include the philosophical foundations of Biomedicine and Traditional
Chinese Medicine (TCM) as well as cultural patterns related to food practices,
communication, and compliance. In addition, I offer guidelines for professionals
working with culturally diverse populations.

Table 6 presents a summaty of the main points in the conceptualizations of
GD from the perspective of the three stakeholder groups: biomedical perspective,
TCM perspective, and the narratives of the three women I interviewed who lived

with the condition.
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Table 6: Conceptualizations of Gestational Diabetes by the Three Stakeholder

Groups
Key Themes Biomedicine TCM Asian Women
Label/ - Gestational - Gestational - Gestational
Description Diabetes Diabetes Diabetes
- Glucose - Symptoms of thirst
intolerance and frequent
- Recognition during | urination
pregnancy - Diabetes during
pregnancy
Etiology/Cause | - Metabolic disorder | - Meridian (organ) - Older age at
- Hormonal stress system disorder conception
due to growth of the | - Deficiency or - Inherited from
foetus, resulting in Excess of Yin or family
an mncreased Yang - Diet: eating too
demand for insulin - Typically, a much meat, sugar,
deficiency of Yin ot oily foods and
and the body’s fewer vegetables
inability to regain
balance during
pregnancy
Risk Factors 1) Family history of | Primary: 1) Family history of
diabetes 1) Individual diabetes
2) GD in previous Constitution 2) Poor diet
pregnancy 3) Lack of exercise
3) Macrosomic Secondary: 4) Age
mfant 1) Family history of
4) Overweight/ diabetes
Gaining too much 2) High blood
weight pressure or
5) History of cholesterol
stillbirth or
miscarriage
6) Multiparity
7) High-risk ethnic
group
Timing - 2" to 3 trimesters | - Any time during - When the doctor
pregnancy diagnosed it
Pathophysiology | - Body’s ineffective | - Imbalance of Yin | - Do not know
use of insulin causes | and Yang resultsin | - The presence or
high blood glucose | the symptoms of absence of
levels diabetes symptoms
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delivery

- GD ceases after
delivery

Degzree of - Very severe - Very severe - Very sevete
Severity
Cessation - Shortly after - Shortly after - Do not know
delivery delivery
Fear - Adverse health - Experience of - Baby will be sick
outcomes for symptoms - Baby and mother
mother and infant will develop
- mismanagement of diabetes
GD - Fear of using
msulin
Problems it - Problems related - Experience of - Problems
caused to compliance symptoms following
recommended
treatment
Treatment - Diet, exetcise, - Food, hetbs, and - Biomedical
monitor blood acupuncture treatment plan
glucose levels, and - Insulin as last provided by the
mnsulin resort clinic
- Do not want
msulin therapy
Desired - No health - Mother and infant | - Baby is healthy
Outcome complications for do not experience - GD goes away
mother and infant symptoms of GD - Baby and mother
- GD ceases in - Restore balance of | do not develop
mother after Yin and Yang diabetes

Similarities between the Three Stakeholder Groups

The explanatory models (EMs) of GD were the same among all groups in

three ateas: the term they used to label the condition, its degree of severity, and the

desired results of treatment. Every participant labelled the condition as ‘gestational

diabetes’. Howevet, while the Asian women I interviewed only gave me a name for

the condition, the biomedical and TCM models provided a more detailed description

of the term, ‘gestational diabetes’. The biomedical model also defined the condition

as ‘glucose intolerance’ and described it as a metabolic disorder with onset occurring

upon first recognition during the second or third trimester of pregnancy. In

contrast, the TCM model defined GD as ‘gestational diabetes’ and described it as the

imbalance of Yin, tesulting in the presence of symptoms. The condition could occur
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at any time during pregnancy and was highly dependant on 2 woman’s individual
constitution and interconnected with outside factors, such as the environment.

Even though the Asian women that I interviewed labelled their condition as
GD, it does not mean that they understood it in the same ways as the biomedical and
TCM perspectives. First, all three women had participated in a gestational diabetes
class at a diabetes outpatient clinic before our interviews. The term GD could have
been integrated into their EMs at this point. Second, thete was no competing
terminology used by TCM for the women to have utilized instead. Third, the
translation process during our interviews may have affected the label two of the
women used for their condition. My supervisor mentioned to me that she found it
interesting that none of the women called their condition, ‘sugar disease’ or
something similar and that instead they used the technical term offered by
Biomedicine and TCM. Upon reflecting on the fact that my translator was going to
school in Edmonton to become a nutse, 1 realized that the women 1 interviewed
might have called their condition something else and the translator substituted her
own technical knowledge perhaps assuming that that was what I wanted to hear.
These problematic issues make it impossible to generalize that just because the three
stakeholder groups used the same term to the label the condition, they understood
its meaning in the same ways.

Howevert, it was apparent that the conceptualizations of GD among the
stakeholder groups were extremely similar in relation to how severe they considered
the condition to be. Every participant I interviewed stated that GD was a very
serious condition affecting pregnancy. In addition, all three groups provided similar
explanations regarding the desired outcomes of treatment. Every group hoped that
the mother and infant would be healthy upon delivery, that they would not develop
diabetes later in life, and that GD would go away. There was slight variance in the
tesponses, especially in regards to the TCM model that focused the expectation of
treatment ptimarily on the relief of symptoms, but the underlying hope and
expectation that the mother and baby would be healthy and that GD would cease
were the same across the three expert groups. The next two sections analyze the
similarities between the women’s conceptualizations of GD with those of
Biomedicine and then TCM.
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Similarities in Conceptualizations of GD by Asian Women and Biomedicine

The EMs of GD presented to me by the women living with the condition
were very similar to those provided by clinical staff and the biomedical literature in
several areas: when the condition started, the problems it caused, and appropriate
treatment. The women stated that their condition started when their doctors first
diagnosed them as gestational diabetics but they did not elaborate on why GD
started when it did. In addition, both groups had similar conceptualizations n
regards to the problems faced by this group of women dealing with the condition
and the appropriate means of treatment. In relation to the problems encountered,
topics included inflexible work schedules, school obligations, and financial bartiers to
buying the needed supplies.

Even though their responses to the question of what problems GD caused
wete similat, it is important to note that the clinician’s framed their responses around
compliance while the women framed theirs around the real life difficulties they
encountered trying to follow the recommended treatment plan of the Clinic. In fact,
when I asked clinical staff what was the biggest problem GD caused, they all
responded that the major problem was the few cases where women did not comply
with the Clinic’s disease management. However, GD does not cause non-
compliance. For clinical staff, the problem was non-compliance leading to less than
optimal blood glucose levels and potentially resulting in health complications.

The Asian women I interviewed framed their concerns around how difficult
it was for them to follow the recommended treatment plan provided by clinicians.
They stated how inconvenient it was for them to test their blood glucose four times
a day, to eat at specific times, to change their diet, and to remember their meters
when they left the house. Many of their concerns revolved around when they had to
leave their houses to run errands or go to work. The women’s responses were
centred on the everyday problems that following the recommended treatment of GD
caused them, specific to self surveillance and circumscribing regular activities, like
going out for lunch with friends.

Even though the women cited everyday issues related to following the

treatment plan provided by the Clinic, their conceptualizations of GD regarding
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appropriate treatment was similar to clinical staff. Biomedicine recommends an
approach that includes modifications to diet and exercise, monitoring blood glucose,
and using insulin therapy. All of these techniques are taught at the Clinic during the
gestational diabetes class and promoted during follow-up appointments. All three
women I interviewed told me that the best treatment for their GD, and for that of
any other woman suffering from the condition, was to follow the instructions of the
clinical staff. When I asked them if they used any alternate forms of therapy, each
said no and reiterated that a woman should follow the orders of her doctor. When I
asked if it was alright for a woman to use other means of treatment, such as massage
therapy, herbs, teas, or acupuncture, Jade said that a woman should follow the orders
of her doctor. Although the women told me that the biomedical treatment regime
was the best way to treat their GD, none of them explained why or how the
treatment worked.

In addition, even though the women’s conceptualizations surrounding the
treatment of GD were similar to what the biomedical model promoted, their fear of
insulin therapy was far more pronounced than that expressed by clinical staff.
Biomedicine relies on diet, exercise, and monitoring blood glucose levels as the
primary tactic in managing GD. Insulin therapy is only used as a last resort when the
other three methods ate insufficient in controlling blood sugar. However, when it is
required, health care providers do not consider insulin to adversely affect the health
of the mothet and infant. In contrast, the women I spoke with explained that insulin

therapy should be avoided because it could negatively impact health.

Similarities in Conceptualizations of GD by Asian Women and TCM

While the women I interviewed employed some aspects of the Biomedical
model in their conceptualizations of GD, they also incorporated several features of
the TCM model. One of the most notable areas of similarity centred on the
discomfort of using insulin therapy, as I discussed in the previous section. Two of
the Asian women, as well as Dr. Lau, explained to me that a pregnant woman should
not use insulin because it would affect the baby. I regret not questioning the women
of these two expett groups further on how insulin would affect the foetus but the

manner in which they told me that insulin was not appropriate demonstrated that
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this was implicit, taken-for-granted knowledge. It reminded me of how I would
respond if someone asked me why I would not smoke while pregnant, “Because of
the baby™!

In addition to the understanding among Asian women and TCM that insulin
therapy should be avoided for pregnant women, the members of both groups
demonstrated a similar explanation for how GD worked in the body. It is important
to note that their explanations are not exactly the same; Dr. Lau’s explanation was
more explicit while the Asian women’s explanations were more vague. However,
theitr conceptualizations of the physiopathology of GD were far closer to each other
in meaning than they are to the biomedical perspective. While Biomedicine
conceptualizes the process of GD as the body’s ineffective use of insulin, TCM and
the women I interviewed descrbed the workings of GD i relation to the symptoms
it ptoduced. One woman I spoke with explained that GD ‘worked’ by making her
thirsty and tired while another woman explained that she had no idea how GD
wotked because she did not experience any symptoms. The lack of symptoms left
her without a way to explain the processes of GD. The third woman told me that
she had no explanation for how GD worked in her body, while she motioned
vaguely towards her stomach.

Besides focusing on the symptoms, or lack thereof, to explain how GD
wotked in the body, Jade mentioned the concept of balance. This is very interesting
because when I asked the women explicitly if they could talk to me about the
concepts of Yin and Yang in relation to their condition, none of them could. They
just shrugged their shoulders or looked at me blankly and explained that they did not
know anything about Yin and Yang in relation to theit GD. However, Jade began
speaking implicitly about balance and pregnancy later into our convetsation:

[Thhe pregnant woman is different. You have to be careful with your
diet [and] you don't eat certain kinds of foods. They say it make your
body, how is it said? Make your body, your circulation, everything 1s
very cold. It can easily affect the pregnancy, like you be miscarriaged
(LAW Interview 11/12/02).
Even though Jade did not talk about balance using the terms of Yin and Yang, the
notion of balance was part of her EM for understanding pregnancy and what a

woman should do during this time.
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In addition, Chen discussed notions of harmony and the influence of outside
factors on having a healthy pregnancy. She explained to me that a pregnant woman
should not watch too much television or sit in front of the computer screen for long
amounts of time because the rays would be harmful to the baby. Also, she explamed
how her mother told her to eat lots of walnuts to help the foetus’ brain grow and eat
carrots to ensure that the baby will have a good skin complexion. While neither
woman explicitly talked about how balance related to their condition of GD, they
made other comments that highlighted how this notion underlies some of their
conceptualizations regarding pregnancy. I realized when thinking about the women’s
vague yet implicit understanding that the body worked in certain ways that I had no
specific explanation for the common Western statement that ‘an apple a day keeps
the doctor away’. This folk epistemology has been incorporated into Biomedicine
and it is popular saying among professionals and lay people. However, I cannot
explain explicitly how eating an apple everyday works in the body to prevent illness
and thus a visit to the doctor.

Dr. Lau’s response to my question of how GD worked centred on the notion
of disharmony of the meridian system and although it was far more specific, it was
similar to the Asian women’s focus on balance and symptoms. According to TCM,
GD resulted from a deficiency of Yin resulting in the weakening of the kidney,
spleen, and stomach function. Because the body is interconnected along the lines of
the meridian system, disharmony in one atea of the body, such as the kidneys, will be
displayed in other areas, offer externally. Typically, this results in presence of
symptoms. The diagnosis of symptoms of GD is the best means to determine the
most approptiate treatment. Even though the EMs of the women who lived with
the condition and the TCM doctor were not exactly the same, the underlying
emphasis on symptoms and balance to conceptualize how GD worked in the body

was similar.
Differences between all Three Expert Groups’ Conceptualizations of GD

To this point, I have analyzed the similarities between the stakeholder groups

in their conceptualizations of GD. This section analyzes the areas in which the
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Asian women’s conceptualizations of the condition differed with that offered by
Biomedicine and TCM explanations.

Of the three Asian women I interviewed, one had no explanation for the
cause of her condition but later explained that her doctor in Edmonton told her it
was her unhealthy diet and Jack of exercise that resulted in diabetes during this
pregnancy. Jade explained that she had inherited her condition from her mother,
who had recently been diagnosed with Type II diabetes. This explanation falls in line
with Biomedicine, which lists a family history of diabetes as a potential risk factor for
the development of GD. In contrast, Chen’s explanation that the cause of her GD
was eating too much oily food and meat was more reflective of the TCM model. It
is in relation to the cause of GD that the greatest difference between the explanatory
madels of Asian women in comparison to Biomedicine and TCM is demonstrated.

Biomedicine and TCM both place an emphasis on balance in the body when
it comes to GD, but to different degrees. In Biomedicine, the cause of GD 1s
explained as extra hormonal demands due to pregnancy that the body does not
adjust to. In other words, the body is out of balance because blood glucose levels
ate fluctuating past normal levels. To a greater degree, TCM focuses on disharmony
in explaining the cause, diagnosis, and treatment of GD. The condition results from
an imbalance of Yin and Yang where the body cannot readjust to the new state of
pregnancy. Disharmony in the body is manifested in physical symptoms. Treatment
focuses on re-establishing balance. However, the women I spoke with who lived
with the condition did not concentrate specifically on the idea of balance. They
consideted the cause of GD to be something inherent to their situation, such as age
and heredity, or as a result of external factors, such as eating too much sugar or not
exercising enough.

The women’s conceptualizations regarding when GD would end
demonstrates how neither model had been incorporated into their understandings of
when they would be cured. While both Biomedicine and TCM asserted that, in most
cases, GD would cease in the mother shortly after delivery, none of the women 1
interviewed could tell me if they still had GD or when they would be cured of the

condition. This uncertainty caused the women a great deal of fear and stress.
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Discussion

As was mentioned in Chapter 2 of this thesis, EMs cannot be removed from
the social habitus, including the cultural, historical, or political contents, of the
participants who employ them. The differences demonstrated between the three
stakeholder groups in their conceptualizations of GD are based in culturally
constructed patterns of behaviour and knowledge. For example, the medial canons
of Biomedicine and TCM ate culturally and historically constructed and as such
often reflect and perpetuate the dominant values of each society in which they are

grounded.

Comparing The Cultural Constructs of Two Medical Traditions

From the perspective of Biomedicine, the EM of GD focuses on the
physiological conception of the condition as a metabolic malfunctioning where non-
compliance to the specific treatment regime results in dire consequences for the
health of mother and infant. Based on the patient education model, the biomedical
approach to the treatment of GD is generalized for all women, including their bodies
and citcumstances. From the perspective of TCM, the conceptualization of GD
centres on the manifestation of symptoms as an indicator of the physiology, the
imbalance of Yin and Yang, its affect on the meridian system, and the proper means
of treatment. With the focus on symptoms, the TCM approach to treatment is
tailored to individual women. The differences demonstrated between the two
medical models in their understandings of GD can be explained, in part, on the basis
of their philosophical foundations. The following section compares the two medical
traditions based on their conceptualizations of the body and how these maintain the
status quo of the dominant values of each society.

The conceptualization of the body, from the perspective of Biomedicine, 1s
based on the Cartesian model of mind/body dualism (Foucault 1973). Historically,
this framewotk developed out of the Enlightenment during the struggle to sepatate
knowledge from religion. This dyadic model has become entrenched in Western
thought and includes the division between objective (nature) and subjective
(expetience), interior and exteriot, nature and society, natural and supernatural,

profane and sacred, nature and culture, as well as individual and society.
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Biomedicine’s conceptualization of the body and the objective to find and cure the
physical mechanism of disease is based on the Western values of individualism,
autonomy, freedom, and rationality (Gordon 1988).

Based on this framework of reductionism, the geography of the body was
conceptualized as a machine where the individual parts became more important and
knowable than the whole®. Each part was viewed as independent or autonomous
from another and only by knowing all the parts could one reconstruction of the body
(Foucault 1973). In Biomedicine, the focus of study became the ‘disease’, framed
within the germ theory, rather than ‘illness’, the social experience of symptoms and
the knowledge about them (Kleinman 1980 and Young 1982). The objective was to
discover the pathogen ot sign causing the disease and to treat and cure that
individual agent (Gordon 1988). Therefore, disease becomes validated through the
manifestation of observable physical malfunctions rather than the experience or
illness narrative of the individual.

In contrast to Biomedicine, TCM conceptualizes the body as an integrated
whole that is interconnected with every aspect of life, including the mind, spirit,
nature, and society. Historically, this framework developed out of the explanation
for the creation of the universe, which was concetved in terms of reproduction and
the union of opposites, labelled as Yin and Yang (Mahidhassan 1988). The principle
of Yin and Yang extends beyond an explanatory model for the origins of the
universe and has been ““...incorporated into the applied sciences, such as medicine
and geography” (Tang 1995: 272). Typically, all things in the universe can be
classified as either possessing Yin or Yang qualities, including foods, herbs, bodily
functions, diseases, and stages of life (Tang 1995). The interplay between the forces
of yin and yang create Qi (Mahdihassan 1989). Qiis defined as “...the vital energy
that is bebind all physiological processes” (Ehling 2001: 71).

The concept of Qj, as the vital life force circulating through an individual,
and the impotrtance of balance in maintaining the inhibited circulation of Qi has led

practitionets of TCM to formulate a geography of the body different from that

2 Here, I use the term ‘reductionism’ to refer to one way of looking at the body that is employed by
the biomedical model whete the construction of the body and any malfunctions, such as illness, are
conceptualized in biological terms. The term does not refer to oversimplification.
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developed in Biomedicine. The geography of the body is conceptualized as an
integrated whole based on a meridian system. For instance, Ehling states:

The ancient masters traced pathways through which qi passes and
located points along them at which the qi communicates with the
surface of the skin. These are the points that are used during
acupuncture therapy. All organs are interconnected with each other
by way of this meridian network system” (2001: 72).

Because the body is connected via meridian lines, it is viewed as an interconnected
system where “...disease in one organ may affect another” (Ehling 2001: 72). Points
along the meridian lines interact with the surface of the skin and practitioners use
these external signs to diagnosis and treat disease. TCM maintains that the basic
ptinciple working in the body is balance. The body is irreducible to separate patts
autonomous from one and other and, therefore, harmony between the systems of
the body must be achieved and maintained to promote or regain health.

The emphasis in diagnosing and treating a condition is on the manifested
symptoms because the meridian system communicates with the surface of the skin,
which reveals imbalances between Yin and Yang and the inhibited flow of Q1. Avery
and Avery state:

In the process of understanding disease through the concepts of Yin
and Yang, [practitioners] must learn to recognize the external
symptoms of disequilibrim of energy in a particular organ or organs
and the overall conditions of the sick person. Oriental doctors rely
on the patient’s physiognomy, the color of the complexion, the
appeatance of the eyes, tongue, hands and feet. Also considered are
the sensitivity to pain on certain acupuncture points of the body,
especially the extremities, the backbone and the abdomen (1981:
149).

liness is conceptualized as the disharmony of balance, which manifests itself in
extetnal signs and symptoms.

Based on the geography of the body as an integrated whole, health and
disease is influenced by and interconnected with the physical environment, such as
biology and nature, as well as the social environment, including abiding by accepted
norms and petsonal obligations. For example:

Oriental medical theory relies on correspondence thinking: the
functioning of our body interrelates closely to the natural laws of the
wotld around us. Because the human body is 2 microcosmic
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manifestation of the macrocosm around us, we are influenced by the
weather, the food we consume, everything we see, the sounds we
hear, the emotions we feel, and all the things that touch us, including
other humans. When we are at balance with all these influences and,
most important, within ourselves, we are healthy (Ehling 2001: 71).

The TCM conceptualization of the body as interdependent mirrors the dominant
value placed on family and social obligations above the individual (Leininger 1991).
Social responsibility and duty emphasizes the individual’s integration and role as
paramount to the family unit and larger society.

The previous section examined the differences between the medical models
of Biomedicine and TCM in their understandings of GD based on differing
philosophical, cultural, and historical foundations. As demonstrated by my
presentation of the data in Chapters 3 to 5, the Asian women’s EMs of GD
incorporated several aspects of both models. |

During the process of developing their EMs of GD, the women were
engaged in a process of transculturation by synthesizing aspects of the biomedical
and TCM conceptualizations of the condition. Pratt explains that transculturation 1s
the “...phenomenon of the contact zones” (1993: 7). The contact zone of the Clinic
is the spatial and temporal interaction of different cultural groups that had previous
been separated but ate now in contact due to the condition of GD. In the context
of the Clinic, transculturation relates to the marginalized group of Asian women who
select and integrate aspects of the dominant medical models transmitted to them.
They do not have direct control over the information they are given, particularly in
telation to the patient-education model employed by the Clinic, but they do
determine what types of information they accept, tolerate, transform, and utilize,
which was demonstrated by the data.

The next sections discuss the cultural norms of diet, communication, and
compliance in the conceptualizations of GD among the three expert groups. In
patticular, the issues of diet, communication, and compliance were intertwined in the
biomedical clinician’s narratives, where compliance of women with GD to their
recommended treatment regime was determined by what one clinician called, “Asian
women’s unchanging and simple diet”, and the clinician’s perceived successful

negotiation of language bartiers.
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Culture and Diet

Both Biomedicine and TCM place a buge emphasis on the management of
GD through the use of foods. From the perspective of Biomedicine, the proper
selection of foods and maintaining a grazing pattern of eating meals and snacks
helped the body maintain close to normal blood glucose levels. In contrast, TCM
conceptualized diet as a means to restore balance to the body based on the metabolic
chatacteristics of foods and herbs. Additionally, foods and herbs were used to
alleviate the symptoms of GD.

One of the biomedical staff I spoke with talked in detail about her
perceptions of Asian women’s diets:

Their breakfast, lunch, and supper is always the same and snack is
basically the same and breakfast can vary a little bit but, they’re very
easy to teach, very easy actually to teach...Lunch and supper is
always the same thing. It’s always rice, at lunchtime it’s always rice
and some meat and some vegetables. Many of them will have a piece
of fruit after their meals, orange is quite popular, something in there.
And usually they drink tea and suppertime would be the tice or the
noodle and then again the meat, the vegetables, and in some days the
rice ot the noodle and they always have the soup at suppertime but
their soup is like clear broth soup. And that’s their beverage at the
same time. And quite often they will have a piece of fruit with
suppertime. And in between their meals again, it would be the frut
and, occasionally, maybe the crackers. In general, they are not much
on our sweeter kinds of cookie. So, it’s mote like plain crackers and
breakfast, typical breakfast for them would be some toast, often an
egg ot ham, ham is fairly popular with them...And, some of them
drink milk and some of them don’t drink milk. So, and often it’s not
a lactose intolerance, they just don’t do it. So, I do explain why it 1s
important and they’re very, they’re very good at, if you suggest
something, to do it (LAW Interview 04/03/03).

I asked this staff member if she had investigated other types of foods rich in calcium
that may have been preferted by Asians as an alternative to milk and she stated that
she had not exploted this option. Later during our interview, I asked her what kinds
of questions Asian women asked in relation to GD and how they differed from
those asked by mainstream Canadian women and she said:

We don’t get the questions that often. Probably less often, very
seldom...But, probably their concern, I think it’s a culture thing. Tt
was their culture...you know, because they have a lot of myth, I think,
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different ideas, Asian people. And certain foods and something like
this, you know? I could not tell you any like this, but I know they
have certain foods they won’t eat. But usually does not interfere with
their meal plan because it’s only certain foods, so if they cannot eat

that food, that’s okay (LAW Interview 04/03/03).
I asked another clinician if she was familiar with the concepts of Yin and
Yang and if they ever came up during appointments with Asian women:

Well that comes up and again, I think not so much with what I do, I
hear about it. But it’s that hot/cold food, it’s the hot, well yes, the
balancing of the nature, natural forces or the balancing act that, you
know, very, I wouldn’t call them orthodox. What would the word
be? Traditonal Chinese people prefer, traditional Chinese people
they’re influenced by that. Especially if they live in a2 home where
there are extended families, especially elders. Not elders but their
patents or grandparents or if she’s female, it’s usually his family. So
there’s those kind of influences and traditionally, yes they do, are
aware and do take cate.

Right and follow that. So you don’t find it mentioned as much in
your aspect of treatment and management as far as I guess maybe
processes in the body and being out of balance?

Not really. But then, it’s not, I don’t, they don’t tell me.

Okay. So they’te not mentioning it. But you’ve heard about it a little
bit maybe with the diet?

Well, the diet and the food tends to be, and it always comes to mind,
hot/cold, that always is the big...and not just temperature hot/cold
but like warmth and cool foods (LAW Interview 04/03/03).

Based on the clinician’s narratives, they had some idea of the notion of Yin and Yang
and its relation to food and diet and they considered the Asian diet to be simple,
homogenous, and unchanging, which they believed assisted them in providing
education about diet to this group of women.

It is interesting to compare the notions clinicians had regarding diet and
those of the women 1 interviewed who had lived with the condition. The women
told me that they strictly followed the recommended treatment, including diet,
offered by clinical staff and stated that the concepts of Yin and Yang were not
important to them. Although the women I interviewed did not explicitly mention

the concepts of balance and harmony or Yin and Yang, these notions were made
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implicitly during our conversations and often related to food or diet, just as they
were when we discussed the state of pregnancy and what a woman should do during
this time.

For example, when discussing the cause of her GD, Chen said that she ate
too much oily food upon arriving in Edmonton. Similarly, Jade told me that a
woman should not eat oily foods in order to ensure a healthy pregnancy. I asked
Chen what 2 woman should eat in order to help ensure a healthy pregnancy and she
said:

Eat more fruits and vegetables, eat more...I can’t...just a moment
(she yells upstairs to her husband to find the correct English word).
Let me eat mote nuts, it’s walnuts...It’s very good for the baby’s

brain (she laughs). In China they think the first months of the brain
is the growth so you eat more.

More walnuts to help the brain develop in the first few months?
Yes.
And are there any other types of foods that you should be eating?

Eat more apples...[my mother] tells me apple is good for the
skin...and more carrots for the bones (LAW Interview 04/28/03).

Continuing along these lines, I asked Chen if there were any ideas of hot or cold
foods that go along with pregnancy, and she said, “No”. Then she continued:

It’s just eat and when you birth the baby the cold is very important
for you...especially for the woman...Yes, the mother. If you, so in
China, we have one side, one month don’t go outside unless (cannot
understand one wotd) and you don’t go bath. Yes. And you don’t
cut your hair because if you do this then you feel the back pain.
You’ll get back pain and it means that your body is getting too cold?

Yes... The difference is in China, when you birth the baby you don’t
drink ice water. In [Edmonton] everyday! (She laughs).

[Hospital staff] gave you ice water?
Yes!
So you probably didn’t drink it then?

I think it’s okay (LAW Interview 04/28/03).
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Although she did not explicitly relate the notion of harmony to diet, Chen did
explain that eating oily foods caused her to develop GD and she also commented on
what types of foods a woman should eat to ensure a healthy baby. In addition, she
discussed the notions of Yin and Yang regarding the postpartum period and laughed
hysterically at the fact that staff had given her ice water to drink. However, she did
accept and drink the cold water indicating that her EM surrounding what a woman
should do postpartum had begun undergoing change based on her experience in an
Edmonton hospital.

Jade also discussed the postpartum period and what a woman must do to
stay healthy during pregnancy and everyday life. In regards to the postpartum
petiod, Jade explained through the translator that, *.. .her body’s a bit weak right
now because of, she is breastfeeding right now and that her body is pretty weak right
now she may catch a cold easily” (LAW Interview 11/12/02). She continued
discussing breastfeeding and said:

And also she afraid that the baby may get ill and she, it’s also from
food and sometime, like she for herself she say she got ill if she eats
spice. It’s all kind of spice. That’s why she afraid she may pass those
allergies to the baby, the baby may get those allergies and also, she
may pass the cold or fever... (LAW Interview 11/12/02).

Later on during our discussion, I asked Jade if pregnant women in China received
any special status and she discussed at length issues of balance and compared
treatment in Hong Kong to that in Edmonton, through the translator:

So the difference in there is like with the pregnancy woman is like
different, is like, you have to be careful with your diet, you don't eat
certain kinds of foods, like, they say it's you make your body is, how
is it said? Make your body, yout circulation, everything is very cold.
It can easily affect the pregnancy, like you be miscarriaged like some
certain kind of food, like for example, a lot of them say watermelon
you can't not eat before certain month like three months, two
months of pregnancy. But in here, with the doctor here they won't
tell you like you can eat whatever you want, whatever you want. But
over thete, they would tell you be careful of the food and also not to
carry anything's too heavy. That you may go to miscarriage and also
it's a big difference, it's like after the baby is born, they won't
dischatge you for a day, they won't allow you to get off the bed.
They won't allow you to have a bath or anything or shower, not
touching the water. And if you breast feeding, they will bring the
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baby to you. Itis for a normal delivery but if a C-section, they may
keep you longer and talk to the doctor but in here she says it's like
with a normal delivery they will send you home 15, 24 hours. If they
think that you okay, you can stand up and then they ask you to get up
and go and have a shower or bath. In Hong Kong, they really treat
you special, different than other people. Like you have to stay in bed
for the whole day, not allowed to go have a bath or shower, not
touching the water, like those kind of things. It's different...And she
said that it is totally different and the way she talk she's just more
suggests that what they did in Hong Kong is 2 new mother have to
be staying for that day to maintain the health.

Yes, to get a little rest after...

And after touching the watet, she said like for her tight now she's
follow a lot, she follow the Canadian style, Canadian style here, she
still have a shower in the day or two. But, like, back in Hong Kong,
lots of people don't allow you have a shower, touching the water for
the whole month.

Right, tright. Oh, for the whole month?

Yes, and right now like right [now], Hong Kong it start to change. A
lot of them still have a bath or shower but not [for] a day.

Right, not a couple houts after the birth (translator and I laugh).

Yes, not like hete...can get up and go have a bath and wash it, no they
don't (LAW Interview 11/12/03).
Like Chen, it appeats that Jade’s explanatory model surrounding what is acceptable

for a woman to do after birth is changing.

Cultural Patterning of Communication/Language

When I began this project, I was interested in how language barriets wete
negotiated between the women and clinicians during their appointments. I was
particularly sensitive to this issue because I required the services of a translator when
interviewing Asian women about their condition. I wondered how much mote
difficult it was to communicate complex health and treatment issues to someone
who spoke another language. Here, I discuss what the women and clinical staff told

me duting our interviews in relation to language barriers.
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I asked the Asian women I interviewed what they did when they went to an
appointment and the clinicians did not speak their language. I asked Tran if any of
the medical staff at the Prairie Hospital spoke Vietnamese and she responded that
Phat did, who was one of the translators hired by the hospital’’. Next, I asked Tran
if she ever went to an appoimntment when Phat was not there and she said, through
the translator:

It seems like every time she visit there that Phat is there except at the

labour. Phat was not there. Even though Phat 1s not there. .. [Phat]

still call from home to translate through the phone. Even though he

can’t show up and that either (LAW Interview 02/17/03).

Tran explained that the one time the translator could not come for interpretation
was during her labour but that he called her throughout the delivery to translate for
her over the phone.

Jade had a similar experience to Tran and explained during our interview that
none of the staff at the clinic spoke her language but that Phat, the translator, was
always in the building and could be paged. Based on this comment, I had assumed
that the interpreter accompanied Jade to all of her appointments at the clinic but
discovered that this was not the case when I asked her if she understood everything
the clinicians told her:

Basically, she understands like for the basic questions. . .like the

interpretet not coming so she just there by herself and she says she

undetstands all the basic questions and like, if she want to ask

furthermorte about health or anything, she can’t because she doesn’t

know how to ask them. She doesn’t understand all the details the

doctor explain to het. She can only understand the basics (LAW

Interview 11/12/02).
Thete were times that an interpreter was not available to assist Jade during her
appointments and she could not ask any questions regarding her health, the
treatment, ot her baby’s health.

During my interviews with Jade and Tran, I used an interpreter. However,
Chen was comfortable conducting our meeting in English without the assistance of

an interpreter but I was cutious if anyone at the Clinic spoke her first language and

she said:

2 A pseudonym has been used in place of the translator’s name to protect his identity.
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In the last [appointment] one doctor is speak Mandarin, a little. He 1s
Cantonese.

And did you get to see him and talk to him about your diabetes in
your own language?

Yes.

Before that, before you met the Cantonese doctor, was it difficult to
communicate with your doctors?

A little.
A little bit? Okay. You seem fairly comfortable with English?
Yes.

For everyday, but then when you start talking medical conditions
there’s probably some words that you don’t normally use?

Yes (she laughs). I think the Mandarin 1s better for me because I can
understand what you say but I can’t describe my mean [feelings]. It’s

difficult for me (LAW Interview 04/28/03).

Although Chen was comfortable speaking with me in English during our interview,
most of her responses to my questions were either ‘yes’ or ‘no’ and she did not
elaborate on her answers. It seems appatent, based on her response to the last
question that she would have preferred to communicate with clinicians in her first
language so that she could express how she was feeling.

In addition to asking the women what they did when language was an issue
for them during their appointments at the Clinic, I asked the staff how they dealt
with language barriers. One of the clinicians explained to me that communication
issues in the clinic could be handled in various ways and included the use of family
members to interpret, translators provided by the Prairie Hospital, interpreted
information sheets, and visual demonstrations, such as pictutes or charades. I found
it interesting that all three clinicians I spoke with preferred to handle language issues
in completely different ways demonstrating that there was no official protocol.

For example, one of the clinical staff said that she used a family member,
such as a husband, to translate information and only called in a professional

translatot if a family member or friend were unable to attend the appointments. She
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commented the receptionist tried to book the same two or three interpreters for
appointments in order to maintain consistency. She stated, “...they can interpret
[the information] but it’s kind of Aow they interpret it and if you have the same
people you get to know them and they get to know you and certainly that trust is
there” (LAW Interview 04/08/03). This staff member explained that by using the
same translators, these professionals were able to learn more information about GD
and its management to convey to the patient. She elaborated that the translator’s
comfort with the educational material helped improve the quality of communicating
with the patient. For example, in regards to using the blood glucose meter, she said,
“I find [these interpreters] can just kind of take the patient aside and go through how
to use the machine and all that stuff themselves” (LAW Interview 04/08/03).

I asked her what she did when a family member or an interpreter was
unavailable for her appointments with Asian women who did not speak English.
She explained that often patients requiring a translator had been to the clinic several
times before, for follow-up appointments, and therefore, they were already
comfortable and familiar with the routine. She related an experience she had with a
patient the previous week and stated, “...she wasn’t 2 new appointment. She’d been
coming a few times and so she was fine, she could just show us everything, what she
was doing” (LAW Interview 04/08/03). Furthermore, she told me the physician
working that particular day spoke Chinese.”

She continued discussing language barriers and explained that she relied on
pamphlets interpreted into Chinese characters to give to patients for educational
purposes. As a last resort in negotiating language barriers, this clinical staff member
said that she used visual demonstrations to convey information. She said that it must
be more difficult for the dieticians to deal with language barriers because they must
discuss diet, “...wheteas if I'm demonstrating how to use the meter, I can show [the
patient] how to use it and we just go over it, you know, and they just pick it up. It’s
not like I have to delve into the mechanics of the machine or something” (LAW
Interview 04/08/03). According to this health care professional, language barriers
could be dealt with and in her opinion they did not pose a significant barrier in

educating Asian women on GD management.

2 Margaret did not mention which language, Mandarin or Cantonese, the physician spoke.
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In contrast another staff member of the Clinic that I interviewed explained
that she preferred to use an interpreter provided by Multicultural Services at the
hospital rather than relying on a family member to translate in cases where language
was an issue. For example, when using an interpreter, she stated:

[TThe message that I give or the directions I give go maybe more
directly [to the patient] then when someone brings a family member
along. I'm not sute whether the message...1 don’t think it’s like
directly translated when I say something to the patient that the
patient hears exactly the words that I say. I guess it can’t because the
language is different, but the message, 'm not sure if they get it
(LAW Interview 04/03/03).

Even though she preferred to use a translator to family members when
language barriers wete present, she stated, ““...when you work with an interpreter,
I’m never exactly sure what the intetpreter is saying” (LAW Interview 04/03/03).

While one clinician preferred to use family members and another preferred
the use of professional translators, the third staff member I interviewed said that she
preferred, whenever possible, to speak directly to the patient in English. For

example, she stated:

They don’t speak English because they are afraid to speak it. And
then I can tell when I'm talking with them and talking with the
interpreter and all this, that I will say something and they understand
what I said. So, I point to them and I say, “You can speak English
and you can hear English. You can understand English”. So thete’s a
big grin. So, when I realize that, 1 really try again to communicate
with them in English. ..once you break that barrier, it’s amazing.
They’ll speak to you! (LAW Interview 04/03 /03)

She explained that she felt more comfortable knowing exactly what was said to the
patient rather than assuming the translator had interpreted the information correctly.

She also addressed issues of gender when it came to using a translator:

[T]his hospital has a Chinese interpreter so now we use him. He’s a
fellow. I always feel for [women)] that I like to have a woman talking
to a woman [rather] than a man talking to a woman. This is, I don’t
know?

Because it is dealing with pregnancy?

Yes, yes. And I feel that, I don’t know, I just like it better. Just
having a woman talking to a woman and maybe it depends on the

&9
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man too but we all have our own feeling about, you know, how
people related to another person (LAW Interview 04/03/03).

In addition, this clinical staff member stated that she was confident in her ability to
educate women who did not speak English through the use of posters and a few
informational pamphlets, which had been translated into Chinese characters.
Thetefore, she did not consider language barriers as an obstruction in her ability to
convey information and instruct Asian women in the management of GD.

One potential factor contributing to the poor negotiation of explanatory
models between these two groups is the existence of language barriers. Multicultural
Setvices at the Prairie Hospital provides interpretive services to help bridge language
gaps between health care providers and patients. However, the Clinical Director
estimated that translators were available in only approximately 80% of cases where
they are tequited for appointments at the Clinic. The clinical staff listed techniques
they used to overcome language barriers when an interpreter was unavailable, such as
the use of family members, posters, and translated information pamphlets.

What implications do the differing of opinions in relation to how best deal
with language barriers at the Clinic affect Asian women? It appears that it is the
clinical staff that decides what to do when language is an issue. None of the clinical
staff I spoke with said that they would first find out what their patient preferred and
then take approptiate action based on this need. When a health care practitioner
decides to usurp the role of the translator and conduct the appointment in English, a
patient may feel she has no option except to continue her consultation in the
language of the staff member’s choice. Not allowing a patient to use a translator
when available takes away her voice during the appointment. Also, it is the
pteference of clinicians whether or not to use family members as translators. Again,
this is problematic. Some women may want a family member to act as a translator in
otder to help retain specific information later, when she is at home and trying to
implement the treatment program for GD. On the othet hand, some women may
value privacy or do not want to burden family members with their health issues, in

which case using a husband or child as a translator would be extremely mappropriate.
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Cultural Patterning of Compliance

While conducting this research, I came upon something interesting that I did
not expect: Asian women were highly compliant with their recommended treatment
plan even though the data I collected demonstrated that the two expert group’s
explanatory models of GD differed significantly in several important areas. I must
admit that T expected the Asian women I interviewed to have told me that they did
not agree with the treatment regime promoted by the Clinic and for the clinical staff
to have said that this ethnic group of women were difficult to treat based on ‘non-
compliance’. At the beginning of this research, I was fully prepared to demonstrate
to the clinicians that these women did not consistently follow the treatment program
due to cultural differences in their explanations of GD. However, non-compliance
was not an issue, much to my surprise.

The clinicians I interviewed used the term ‘compliance’ and placed a great
deal of emphasis on it, particularly in relation to treating GD. One of the staff
members explained to me that if a patient complained about altering her diet or
expressed feeling deprived of food, she would tell them,

[Y]ou have diabetes now. [This diet] is better for you. You have no

choice in a way to do it (LAW Interview 04/03/03).

In addition, this clinician stated that it was easy for Asian women to comply to the
recommended meal plans because their diets were simple and unchanging. She said,
“...they’re very easy to teach because they eat the same thing” (LAW Interview
04/03/03). She used the women’s logbooks as a means to determine their degree of
compliance to and success in following the recommended diet. She commented, “I
ask all my patients to do a food record for the first week after I see them because 1t
does help me to see how they comply, how they understand actually” (LAW
Interview 04/03/03).

Another clinician explained that the main motivation of women to comply
with treatment was concern for their infant’s health:

I think that they are just doing as instructed or are doing as they can,
as well as they can with the instruction so that their baby is okay. I
think that whether it’s whomever, whatever culture, that the
motivation with GD is always the outcome because it’s not just the
woman. It’s the woman and the baby. So there is another and
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there’s a tremendous responsibility in that (LAW Interview

04/03/03).

Fot the clinicians I interviewed, compliance was ditectly correlated to how effective
they believed they were at communicating their message and negotiating language
batriers. If the women’s logbooks demonstrated that their blood glucose levels were
within normal range, the clinic staff assumed this meant that the women understood
what they were being taught at the Clinic. One of the clinical staff told me that she
was unsure if her message got across to a2 woman until she saw this documented
proof.

One of the most revealing comments surrounding compliance came up when
I asked a clinician if she found this group of ethnic women tended to follow the
clinic’s recommended treatment plan for managing GD:

Yes, compliance is right. What happens is that yes, because the

majority of time, most women who either are, you know, unable or

afraid or don’t want to, or don’t understand, they just don’t return.

They don’t do the follow-up appointments (LAW Interview

04/03/03).

The high degree of compliance towards the biomedical treatment regime observed
by the clinicians I interviewed may be skewed because those women who do not
understand or do not agree with the plan may not return.

In relation to compliance, the women I interviewed all said that the best
treatment for their GD was to explicitly follow the orders of their doctors. In
addition, they all expressed gratitude towards the clinicians for helping them manage
their GD. For example, Jade said through the translator, “...she happy, very, she
feel that the way [clinical staff] instruct her is very helpful” (LAW Interview
11/12/02).

It is impotrtant to note that the women’s responses and the high degree of
compliance they demonstrated to the biomedical model’s treatment regime could
have been influenced by several factors. First, the women I spoke with all had
successful outcomes at delivery. I did not have the opportunity to interview a
woman who had experienced any negative health affects due to GD. Therefore, the
expetiences of a woman who may not have been happy with the treatment program

set out by the Clinic may be missing in this research. Second, the women might have
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associated me with the Clinic itself and they could have been worried that I would
tell clinicians if they had said anything negative about the treatment regime or the
staff. Third, it has been observed in transcultural nursing guides that individuals
from Asian countties tend to defer to authority figures, including health care
providers and researchers, like myself (Leininger 2000). When clinical staff asked
these women a question or if they understood what was being said, the women may
have nodded their heads in agreement whether they understood or not. This may
have been done in order to save face if they could not understand what was going on
ot in order to not embarrass the clinicians by disregarding their advice (Leininger
2000).

One of the clinical staff I interviewed addressed this cultural pattern of
communication and said:

A lot of those people, they respect the professional in front of them.
So many times, if you ask, “Do you understand”, they will shake their
head and they may not understand so I never take a shake in the head
and say they understand. They always have to tell me what it means,
half a cup, one cup, and like a bowl of rice, I go with their Asian
bowl and I say, “Is that half a bowl or a full bow!l”? And they get to
understand of all this. They are very good that way (LAW Interview

04/03/03).

This clinical staff member addressed this potential cultural misunderstanding based
on acceptable communication pattetns by asking the women to reiterate what had
been said to ensure comprehension.

Due to culturally appropriate patterns of communication, it is possible that
the women 1 spoke to tesponded to my questions in the way they thought I wanted
them to, out of respect or fear. However, based on our discussions, including my
observations of theit body language and facial expressions, I believe that these
women wete genuinely grateful to the clinical staff in helping them manage their

GD.
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Chapter 7: Conclusion

June’s Conceptualization of Gestational Diabetes

Before presenting the final conclusions derived from this research, it 1s
important to outline the explanatory models (EM) of gestational diabetes (GD) from
the perspective of Asian immigrant women because it is absent from the current
literature. To accomplish this goal, I reintroduce June and her conceptualization of
the condition as representative of the narratives of the three Asian women I
interviewed. The following section outlines June’s responses to Kleinman’s (1980)

eight questions proposed to elicit EMs.

1. What do you call the problem?
I call the problem ‘gestational diabetes’. I had never heard of this condition

before until my obstetrician told me I had it.

2. What do you think bas cansed the problem?

First, my older age at concept caused me to develop GD. Second, my diet
has changed since I arrived in Edmonton and I am eating more meat and oily foods
and less fruits and vegetables because they cost too much here. Third, my mother
phoned me last year from back home and told me that she has Type II diabetes and I
am wottied that I am the one in the family who inherited the condition from her.

All of these things probably caused me to get GD during this pregnancy.

3. Why do you think it started when it did?
My GD started when my obstettician told me I had the condition. It didn’t

start until that time and I didn’t feel any differently.
4. What do you think the condition does? How does it work?
I don’t know how GD wotks in my body. I felt the same as I did before the

doctor told me I had the condition. I didn’t feel any symptoms and I was able to

keep working at my job and taking care of my home and other childten.
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5. How severe is the condition? Will it have a short or long course?
GD is a very serious condition. I don’t know when my condition will end, if
ever, but when the doctor tells me that I no longer have GD, that’s when I'll be

cured.

6. What kind of treatment do you think you should recetve? What is the desired outcorne of that
treatment?

The best treatment for my GD is to follow what the doctors at the Clinic tell
me to do. I need to follow the diet they made for me, participate in more exercise,
monitor my blood sugar levels, record information in my logbook, and attend my
follow-up appointments. I think that the clinical staff have been doing a very good
job in helping me manage my GD and I am very thankful. But I don’t think that I
should use insulin to treat my diabetes because it can hurt my baby.

The best outcome that can come from strictly following the Clinic’s
treatment regime is that my baby will be healthy upon delivery, that my baby will not
have diabetes or develop it, and that I will be cuted of GD and not develop diabetes
until I am old.

7. What are the chief problems the condition bas cansed?

The biggest problem GD has caused for me is trying to follow the Clinic’s
treatment plan to manage my condition. It is difficult to make it to my follow-up
appointments every two weeks because I have to book time off from work and
because I do not drive. I have to ask my sister-in-law to drive me when my husband
is not at home. Also, it is hard to eat my meals or snacks and test my blood glucose
when I’'m at work because I cannot take a break every two hours. It’s also hard to
adhere to the treatment progtam when I have to leave the house to run errands, like
grocery shopping or paying bills, or when I go to my English as a Second Language
class. All of these things make me worry.

When I go out with my friends, I feel different from them. If we go out for
lunch and it’s not time for me to eat yet, I have to sit and watch them eat. And I

have to remember to bring all my supplies with me, including my glucose meter,
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strips, logbook, and snacks. I’'m always carrying around that meter! Also, it is
embarrassing when I test my blood glucose levels in public. People look at me

strangely. I just feel different. GD makes me feel different.

8. What do you fear most abont the condition?

My greatest fear about GD is that my baby will be sick and will have
diabetes. The months before you delivery your baby are suppose to be happy and
exciting. Instead, I feel like I might be doing something wrong and that this will hurt
my baby. I'm also afraid that I will not be cured of my diabetes or that I will develop
it sooner than I should. Only old people have diabetes and I'm too young to have
this condition. Lastly, I'm fearful of having to use insulin because it can hurt my
baby or me.

It was important to provide June’s conceptualization of GD, as
tepresentative of the narratives given to me by the three Asian women I interviewed,
because it is missing from the literature. In comparison, the EMs of GD from the
petspectives of the other two stakeholder groups, biomedical clinicians and a doctor
of Traditional Chinese Medicine (TCM), are widely documented. A summary of
June’s EM also brings into focus the major findings of this research, especially
considering that June’s narrative demonstrates that non-compliance was not an issue
for neither the staff of the Clinic or the Asian women they served even though their
EMs of GD different dramatically in several areas.

Concluding Remarks

Several conclusions can be derived from this research on the
conceptualizations of gestational diabetes among the three stakeholder groups in
Edmonton. First, there are problems in the Clinic that relate to the patient-
education model employed to teach women about GD. This model places the
responsibility of cate solely on the individual patient. The effective transmission of
knowledge and information becomes paramount when following this model.
Clinical staff believed that they were successful in disseminating this information
about self-cate to Asian women. However, it became apparent to me from my

observations at the Clinic, from the interviews I conducted with the women who
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lived with the condition, and from my compilation of the EMs of GD among the
three expert groups, that the patient-education model was not successful.

The amount of information provided by chinical staff to the women during
the gestational diabetes class and follow-up appointments was immense. 1 found it
very difficult to record and learn all the information, which included the techniques
used for testing blood glucose and ketones, what constituted a serving size of food,
what foods to eat, how much exercise to participate in, and when to come back for
appointments. I had the benefit of knowing the language and recording the
information in my field notes during each session. However, the women who
patticipated in the same class as me had no notepads to record information and one
did not speak English as her first language. The volume of information given in the
limited amount of time of the class does not allow the patient education model to be
effective without even considering other issues such as language or education.

It was interesting that even though clinic staff asked for my help in providing
culturally appropriate health care to Asian immigrant women, they focused on how
language was the only barrier to teaching these women how to manage GD, instead
of the meaning surround the condition. For example, one staff member told me that
she should learn the wotrd ‘hormone’ in Chinese because this was how she explained
to women what caused them to get GD. The assumption was that we all share the
same EM of GD; we just need the tight linguistic translation for the patient
education model to work. However, words and concepts might not translate mnto
different languages or they may not have the same meaning when the EMs of GD
are different.

The patient-education model also assumes that compliance with the
recommended treatment indicates that women understand the condition of GD and
the reasons behind its management. However, the high degree of compliance
observed by clinical staff and expressed by the women is misleading. Asian women’s
willingness to comply with the biomedical recommendations is likely a culturally
prefetred pattern of behaviour where authorities are deferred to and disagreement is
unlikely as it could cause the women embarrassment or the health care professionals
to loose face. The preference towards compliance pays off in terms of what the

Asian women say and what they are willing to do. However, it is 2 mistake for health
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care professionals to assume that compliance means that women understand the
condition and suggested therapy. The emphasis of personal surveillance paramount
to the patient-education model loses its efficacy in this situation.

Self-surveillance itself becomes an issue when considering the experience of
Asian women with GD. The women I spoke with did not have a specific EM of
GD, as compared to Biomedicine or Traditional Chinese Medicine (TCM). They
had no local name for the condition, no real theory as to how it worked in the body,
what it did, or what it could do to their health. In particular, they had no idea if they
were still diabetic, if their children were, and if they would ever be cured. This
caused them a great deal of stress and anxiety. Largely, their EMs of GD developed
from what they had learned at the Clinic and then re-interpreted via their Asian-
influenced epistemologies of balance and individual manifestations.

One of the most prominent experiences and seriocus inconveniences
experienced by the women in terms of the ‘Problem, Process, and Fear’ of GD was
the process of monitoring their condition and the extreme levels of self-surveillance.
Surveillance was related to all the aspects of managing GD for these women,
including testing their blood glucose, attending appointments, maintaining food
restrictions, cartying around the meter, and regulating meal times.

In Biomedicine, GD was identified and diagnosed by protocols demanding
surveillance. These included testing all women for GD at 24 to 28 weeks gestation
and that the successful treatment demands self-surveillance and surveillance by the
Clinic, which is done by downloading information from the women’s blood glucose
meters. This allows clinical staff to determine if the woman has been following the
recommended treatment plan because it records when they tested, how often, and
what the glucose values were. In addition, surveillance is the worst part of the illness
of GD, at least if women propetly follow the management regime of the Clinic. For
example, one of the clinical staff said that women must understand that they have
diabetes now and so they must follow the recommended diet. She continued to say
that, in a way, they have no choice but to do it.

The TCM doctor also focussed on surveillance in the diagnosis of GD. In
TCM, GD is diagnosed based on an external examination of the body and the
display of symptoms related to the condition, which is typically caused by a
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deficiency of Yin. In comparison to the biomedical approach, this form of
surveillance was more dependent on the individualized woman and included deep
pulse reading, utine tests, consideration of local environment, and monitoring the
meridian system. Indeed, surveillance was used to design an individualized treatment
program and monitor a woman’s success in managing GD.

By examining GD as a socially constructed illness, that being an expertenced
set of symptoms and the knowledge about them, then the most severe symptom, the
key aspect by which illness is experienced and from which any EM emerges, is the
‘symptom’ of surveillance. Broom and Whittaker (2004) discuss the ‘culture of
surveillance’ surrounding the management of Type II diabetes and the use of moral
language as another aspect of this socially experienced condition. The women I
interviewed did not have a specific theory or conceptualization of GD other than
what was provided by the Clinic and situated within their understanding of balance
and individual manifestation. The women explained that they felt normal and did
not have any symptoms, such as tiredness, dizziness, or weakness, until diagnosed by
their doctors. GD did not exist for them outside of the process of surveillance once
they entered the Clinic.

In addition to the patient-education model, the premise of the health
promotion strategy was undermined when the nurses and dieticians used non-Astan
examples, patticularly in relation to diet, when teaching Asian women about GD and
its management. The typical and often only example of Asian foods that the
clinicians provided me during our interviews and to the women during their
gestational diabetes class was rice. The clinical professionals were aware that culture
influences health and healing as indicated by the fact they asked me to conduct this
research to help them provide culturally approptiate health care. They also had some
idea that the notions of balance, Yin and Yang, were important in Asian culture.
This, however, is where their understanding about Asian culture ended. Utilizing the
resources of the Multicultural Services at the Prairie Hospital could assist in
diminishing this gap of information. In addition, it would be useful to have a doctot
of Traditional Chinese Medicine come to the Clinic and provide an in-service on
Asian foods that could replace Canadian-foodstuffs in the management of GD.

Again, Multicultural Services could arrange this type of educational forum.
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This is not to imply that clinical staff can simply learn about Asian culture
and apply these generalizations to individuals, assuming that Asian women are one
teachable group. If this were to happen, diversity within these cultural groups and
variability between individuals would be telegated to the margins of care and this
approach would be of little use to health care professionals or clients. While cultural
mn-services are valuable, the ability of clinical staff to meet patients where they are
and devise an individualized and negotiated treatment plan is paramount to the
successful management of GD.

The at times failure of the patient-education model and health promotions
strategy demonstrates that the Clinic continues to represent Pratt’s (1993) definition
of a ‘contact zone’, a place where a dominant cultural group (health care
professionals) perpetuates the status quo of unequal power relations while engaging
marginalized groups, such as Asian immigrant women (Young 1982 and Taussig
1980). During my visits to the Clinic, I observed clinical staff directing classes and
appointments, often not allowing time for women to ask questions or discuss their
condition, and determining how best to deal with language barriers without including
the women in these decisions. It was obvious that the health care professionals were
the ownets of expert knowledge and the women were expected to comply with their
recommendations, or pethaps better said as direct orders, in the management of GD.
This research demonstrated that this unequal power relation continues to exist in this
Clinic in Edmonton.

Lastly, this research demonstrated problems with the ethics approval process
in relation to clinically applied anthropology. In the case of this research, the ethics
boards failed to recognize the power anthropological techniques and methods afford
informants in directing interviews and the data collection process. They assumed
that immigrant women were inherently vulnerable and powerless, particularly in their
interactions with the biomedical model. Based on the assumption that they wete
protecting these women from sources of coercion, the limitations the boards placed
on my means to collect data served to marginalize these women’s experiences with
GD by denying them a voice. The process of conducting this research affirmed for
me that the best way to collect data is through the tried and true techniques of

anthropological research, including participant observation and interviewing,
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Guidelines for Professionals assisting with Culturally Diverse Populations
At the begin of this research, clinical staff had asked for help in providing
culturally appropriate prevention and treatment programs centred around GD for
Asian immigrant women. Below, I suggest guidelines for health care professionals
detived from this research. These guidelines may be applied to other hospital units
and serve as a template for biomedical professionals working with diverse cultural

populations.

1. Ask, ask, and ask

It is extremely important for clinical staff to engage women in a dialogue
about their GD. First, culturally appropriate patterns of communication may lead
health care professionals to assume that women understand the information that is
being given to them. This is not necessarily the case. Staff needs to ask the women
they serve to explain back what has been said to ensure comprehension. In addition,
this will allow staff to gain a better understanding of how the women conceptualize
their condition, which will lead to better treatment programs where a management
plan that ‘meets the patient where she is’ can be developed. This approach has

grounds in the harm reduction philosophy.

2. Compliance does not Indicate Understanding, Comprehension, or Agreement

Just because this group of women demonstrates a high degree of compliance
in the eyes of clinical staff, this does not mean that they understand or agree with the
treatment regime. This can lead to confusion, misunderstanding, and stress. Again,
open, two-way communication is the best means for identifying EMs, between both

parties, and then negotiating a suitable and culturally appropriate management plan.

3. Be cognizant of Culture

Based on their request for this research, clinical staff recognizes that culture
influences health and healing and is crucial in providing the best care possible. It is
important, however, for clinicians to be cognizant of their own culture. Biomedicine

constitutes a cultural system of knowledge and within it is the subculture of the
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Clinic. I will provide health care professionals at the Clinic with an in-service to
provide them with the findings from this study. This gives me the opportunity to
have them reflect on and discuss their own cultural backgrounds and those of
Biomedicine and the Clinic, |

In addition, health care professionals must be careful not to generalize and
stereotype individuals. It is onerous to learn about cultural notions, values, and
behaviouts and then apply these generalizations to every patient that comes to the
Clinic. High degtees of cultural and individual variability exist, especially when large

groupings like “all Asian cultures” are used.

4. Unlize the Explanatory Models Framework

Clinical staff can utilize the Explanatory Models (EMs) Framework at the
Clinic. Staff can get and record in the medical chart women’s conceptualizations of
GD by using the ten questions I provided in elictting the EMs of the three
stakeholder groups for this research and related to the themes of ‘Problem, Process,
and Fear’. The EMs should be recorded before telling the women what to do and
can be used to negotiate the treatment plan. Along with this, other information
should be recorded, such as place of birth, language used at home, linguistic fluency

with English, and the need for a translator at initial assessment.

5. Utilize the Available Resources

Clinical staff must take advantage of the available resources at the hospital
and outside of the premises. Multicultural Services of the Prairie Hospital offers
translation services and can develop cultural in-services to meet the needs of patients
and staff. In additon, the Multicultural Health Brokers of Edmonton are an
invaluable resoutce. Itis a co-op whose members are trained as health care
professionals, either in Canada or their home locales. They also provide prenatal and
postnatal care and it is especially important for immigrant women to be connected
with this gtoup. Health care professionals at the Clinic can foster this connection
and the co-op continues follow-up with their clients after they are finished at the
Clinic. Lastly, the Multicultural Health Brokers can provide cultural brokering to

help resolve culturally based misunderstandings between Asian women and clinical
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staff. Also, the Clinic and its staff should continue to support research done by
medical anthropologists and other social scientists who can lend a new perspective to

sometimes old problems.

6. Develop Sample Diabetic Diets

Using the resources described in the previous section, the Clinic can develop
sample diabetic diets based on locally used and available ‘Asian’ foods. Even though
the sample diet would represent a generalized way of eating, which is considered
‘Asian’, the example could provide individual women with a departure point for
incorporating their prefetred foods into the recommended diet. Also, the teaching
provided by clinical staff would be enhanced from having more knowledge about
prefetred foods, other than rice, and by using these examples in the gestational

diabetes class and follow-up appointments.

7. Offer Special Language Module for Gestational Diabetes Educational Classes

Clinical staff can work in conjunction with the Multicultural Services office at
the Praitie Hospital and with translators to organize a special languages module for
the gestational diabetes educational class. It was a suggestion made by two of the
health professionals from the Clinic that I interviewed. Organizing this module to
take place every two weeks would allow Asian women a greater chance to take the
course in their language. In addition, this would provide these women with a chance

to meet othet women in a similar situation as new immigrants dealing with GD.

8. Slow Down

Until a special languages module is offered, clinical staff needs to slow down
when assisting Asian women. The amount of information women are given by
clinical staff during the gestational diabetes class and follow-up appointments is
huge, even when you understand the language. Clinical staff need to slow down and

make sure that women understand the information by asking them.
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9. Establish a Protoco! for Language Issues

The Prairie Hospital must establish and disseminate to all units a protocol to
deal with language barriers. This protocol should take into consideration how to
identify if a patient requires the use of a translator and how to ask the patient what
she prefers in handling the situation i.e. use of 2 translator or family member. This
would give patients a voice in how they are treated and provide them with the means
of communication in order to express to clinical staff their fears, needs, expectations,

and hopes.

10. Consider langnage qualifications when biring new staff

The ability of clinical staff to speak lJanguages other than English would be
extremely beneficial for patients. Translation by someone with diabetes education
could assist in the dissemination of information. This qualification should be

considered when hiring new staff.

11. Provide At-Cost Supplies through the Clinic

Clinical staff needs to include in their teaching sessions information on the
cost of the supplies, where to go to get them, and if insurance companies (and which
ones) cover the cost of supplies. An even better solution would be for the Clinic to
offer at-cost supplies program for patients of the Clinic. This could be set up

through a pharmaceutical company and provided to patients.

12. Provide other Means for Monstoring Blood Glucose Levels

One of the largest problems faced by women in the management of their
GD was self-surveillance and circumscribing behaviours, which disrupted their daily
lives. Monitoting blood glucose levels with the strips and meter was cited as one of
the most inconvenient aspects of treatment. The Clinic could offer less invasive
means of monitoring blood sugar for people who ate afraid of pricking their fingers
ot phobic of needles or for those who cannot take the time to test while at wotk ot
outside the home. There are devices that look similat to a watch and record glucose
levels every four hours. If an individual’s blood glucose reaches a dangerous level,

the device sounds an alarm. This type of device could ease some of the burden of
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the self-surveillance expressed by the women in this study in the management of their

GD.

13. Never make assumptions!

Again, it is important to reiterate that while knowing about the customs of
cultural groups is beneficial, it is dangerous to apply this generalized knowledge to
individual woman, with their own unique backgrounds, personalities, and needs.
Communication and understanding are the most powerful tools clinical staff have in
providing culturally appropriate health care to Asian immigrant women in the

prevention and treatment of GD.

Future Research

This research indicates other areas of potential research in understanding how
to provide culturally appropriate health care to the diverse populations of Canada.
First, translating the narratives of the Asian women I spoke with, while they were
talking to the interpreter, from Cantonese and Mandarin would determine the degree
of accuracy in what the translator explained the women thought about GD and their
expetience at the Clinic and what they actually said. Second, it would be interesting
to track the current changes of the Clinic initiated in June 2003 and its implications
for patient care in the management of GD in comparison to the methods of patient-
education used duting this research. Also, a study exploring what happens to the
Asian women who do not return to the Clinic after their initial appointment due to
feat or misunderstanding would illuminate other issues related to the efficacy of the
Clinic in providing patient education.

In addition, it would be interesting to compate the results of this study to one
examining how Canadian-born women conceptualize GD within the same contact
zone and based on the same classes, appointments, and follow-up appointments.
This could provide insights into how effective the patient-education model is when
cultutal barriets are not as pronounced. Also, a clinical trial testing acupuncture in
conjunction with biomedical monitoring could examine the degree to which the two
medical models used together can ease the burden of GD. Finally, a study on
negotiating explanatory models within a medically pluralistic society, like Canada,

would be invaluable and the medical system used in China could serve as an example.
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Epilogue

In fulfillment of one of my objectives, I presented the results of my thesis
research to the staff of the Diabetes Outpatient Clinic (the Clinic) at the Prairie
Hospital on May 6, 2004”. I summarized my findings into a one-hour power-point
presentation and the individuals who attended my talk included the three clinical
staff members I interviewed, one doctor from the Clinic, the coordinator of the
Multicultural Services office and a nurse from the Prairie Hospital, a representative
from the Aboriginal Wellness Program at the hospital, and one public health nurse
from the community.

After my presentation, several members of the audience were able to stay and
to provide me with feedback and I found this to be one of the most rewarding
experiences of this research process. The feedback was positive and it was exciting
to hear the audience discuss implementing several of my suggested guidelines,
including providing a Special Languages Module for the gestational diabetes (GD)
educational class.

[ returned to the Clinic to provide the staff with a copy of my powet-point
presentation, which summarized my research findings, as well as the bibliography
from my complete thesis work on May 27, 2004. During my visit, one of the clinical
staff I had interviewed and who had attended my presentation but was unable to stay
afterwards to provide feedback asked to speak with me. She expressed concern over
several statements I had made during my presentation where I used direct quotes
from her interview and she wanted to provide clarification before my thesis research
was published.

Based on the feedback she provided me concerning my presentation
during my visit to the Clinic, her first concern was related to my discussion of
language and the culture of communication. Based on the data I collected during
my research, I found that the three clinical staff I interviewed all had different
ways of negotiating language barriers. This particular staff member preferred to

speak with clients in English whenever possible, where the other two clinicians

% The name of the hospital where I conducted this research has been changed to protect the
anonymity of participants.
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used family members or an interpreter, respectively to translate when language
was an issue. The quote I used to, in part, to demonstrate the variability in
communicating with patients and that there was no protocol for clinical staff to
implement when language barriers existed follows:

They don’t speak English because they are afraid to. And then I can
tell when I’m talking with them and talking to the mterpreter, that I'll
say something and they understand what I said. I point to them and
say, ‘vou can understand English’...when I realize that, I really try
again to communicate with them in English (LAW Interview
04/03/03).

The clinician requested that I clarify that she always ensures that individuals are
able to speak English proficiently before she proceeds with their appointments.
Specifically, she has each patient explain the information back to her to ensure
comprehension of the material and comfort level speaking English. In addition,
she told me that she never assumes that ‘the nodding of the head’ indicates that an
individual understands what is being said to them or agrees with the information.
She explained to me that she became aware of this cultural pattern of
communication during her experience treating patients of diverse backgrounds
and during continuing education courses. In addition, she stated that she ensures
that all new staff members to the Clinic know about this pattern of
communication in order to assist them in avoiding cultural misunderstandings.

Her second concern was related to my discussion of culture and diet. In
my presentation, I used the following quote, which I had interpreted to mean that
Asian women’s diets were simple and unchanging:

Their breakfast, lunch, and supper is always the same so they’re very

easy to teach...it’s always rice (LAW Interview 04/03/03).
The clinician told me that this was a misinterpretation of her comments. She
explained that Asian women typically have a meat, starch, and vegetable with
every meal and that this represents the standard composition of every meal.
According to her, the foodstuffs are typically purchased at the grocery store and
prepared at home. She provided further clarification by comparing this type of

standardized diet with one more typical of a Canadian-born woman. She stated
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that Canadian-born women often select from a variety of food options at every
meal. For example, she said that a Canadian woman might have any combination
of the following foods for breakfast alone: bacon, eggs, toast, a bagel, jam, frozen
waffles or pancakes, hash browns or potatoes, omelettes, French toast, syrup,
fruit, and yoghurt. She continued that at lunchtime, a Canadian woman might
bring a packed lunch from home or she may go out for lunch or get take-out food
from any number of venues, including Subway, Burger King, or McDonalds. The
clinician wanted to clarify that she did not mean to say that Asian women were
easier to teach because their diets were simple but rather that they tend to follow a
certain standardized meal plan that she has become very familiar with during her
thirty years of experience working with diabetic patients from this cultural group.

Lastly, the clinician was offended with my suggestion that the Clinic
“...develop sample diabetic diets based on locally used and available ‘Asian’ foods”
that could provide a “...departure point for women to incorporate their preferred
foods into the meal plan” and provide “...dieticians with more examples, other than
tice, to be used in class and follow-up appointments”. She said that she was worried
by how my suggestion failed to reflect her ability to assist Asian women with GD.
She explained to me that she is knowledgeable about and incorporates many
examples of culturally relevant ‘Asian’ foods into her section of the gestational
diabetes educational class and in her consultations with individual clients. She
explained that she has become familiar ‘Asian’ foods during her 30 years of practice
and she explained to me that patients appreciate it when she can discuss their
preferred foods, such as Kim chi, during their sessions.

My intention in presenting my results to staff and making the comments I
did, including my suggested guidelines for practitioners working with culturally
diverse populations, was not to imply that the Clinic or its staff members are not
making these efforts in their daily practice. In addition, my findings are not based
solely on what this one clinician told me but are a compilation of information
gathered from vatious sources, including the Asian women I interviewed and what
they had to say about their expetiences with GD, my observations at the Clinic, and
the available literature. Particular quotes were used to demonstrate a point or finding

from my research in a condensed and concise manner.
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The suggested guidelines 1 proposed to practitioners working with culturally
diverse populations are particulatly relevant to the Clinic but are also generalized for
a larger audience. For example, my suggestion to develop sample diabetic diets
based on locally available ‘Asian’ foods is for the benefit of new clinicians who may
not have the experience or training of the clinician that I had interviewed. Also, it
can be used as a starting point for other diabetes outpatient clinics and hospital units
in Canada that are struggling with these kinds of issues when providing care to a
diverse population.

From an anthropological perspective, it is important to point out that
informants want to ‘put their best face forward’, like we all do, and it can be difficult
to hear your own words read back to you as a direct quote. What a person says and
how a person talks in conversation can be very different from how they would
present the same information in written form with the option of reviewing and
editing their statements. This exercise may have made the clinician uncomfortable
with what she had said and how I represented her voice. In addition, what people
say and what they do are not always the same.

This situation further illuminates the problem with the restricted access I had
to the Clinic based on the stipulations of the ethics boards and how I was denied the
tool of participant observation in the collection of data for this research. First, the
limitations the boards placed on my means to collect data setved to marginalize
Asian women’s experiences with GD by denying them a voice because the members
assumed that these women wete inherently vulnerable and powerless, particularly in
their interactions with the biomedical model and with myself, as a researcher.
Second, the clinician’s concern that my findings did not accurately reflect her role at
the Clinic demonstrates how important participant observation is to further
contextualize informant’s statements by obsetving when their actions are consistent
with their statements. The tool of patticipant observation is invaluable for this type
of reseatch and has the advantage of providing texture to a complex social and
cultural experience, such as living with GD or assisting those with the condition.

I believe the staff of the Clinic have been and are continuing to provide the highest
standard of care to their clients and that patient cate is their number one priority.

This statement is based on my interviews with clinical staff, my observations at the
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Clinic, and most importantly, based on what the women with the condition told me
about the Clinic’s staff and the treatment they received. They expressed to me that
they were extremely grateful and very happy with the way clinical staff helped them
manage their GD. It is obvious to me how committed the Clinic is to culturally

diverse cate and its importance in successfully managing GD.
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SECTION B: DETAILS OF PROJECT

Description of the Project

B1. Provide a clear statement of the purpose and objectives of the
project.

Health practitioners at the Prairie Hospital report a high percentage of
Chinese immigrant women being admitted for treatment of gestational
diabetes. While the commitment of the hospital to issues of multiculturalism
in relation to health care is strong, the medical staff at the Diabetes
Outpatient Clinic have identified gaps in social and cultural information
available on Chinese immigrant women in this locale and, therefore, lack the
means to support these women and design programs to prevent future
occurrences. The objective of this research project is to apply the techniques
of clinical anthropology, as developed by Kleinman (1980), to elicit
information necessary for understanding the unique social, economical and
cultural determinants of health among this ethnic and immigrant group
Edmonton. This information will assist medical practitioners at the Prairie
Hospital in negotiating the management of gestational diabetes among this
ethnic group.

B2. State the hypotheses and/or research questions.

The researcher hypothesizes that the onset and subsequent management of
gestational diabetes among Chinese immigrant women is affected by their cultural
petrceptions concerning health and wellness and by their socioeconomic position
related to their status as immigrants. Specifically, the research questions to be
addressed by this project include:

1. What ate the tisk factors for gestational diabetes and does the incidence of
gestational diabetes among Chinese women differ from other ethnic groups?

2. What constitutes a notmal pregnancy and how is gestational diabetes perceived
and treated in the origin locales of the Asian migrants (i.e. China, Vietnam, Japan,
Laos, Thailand, etc.)? What are the vatious cultural perceptions surrounding the
state of pregnancy and difficulties, which may arise during pregnancy, and how do
these differ from each other?

3. After accounting for genetic predisposition and baseline weight (BMI), what
undetlying factors (social, economic, and cultural) affect "Asian' immigrant women's
health in regards to the development and management of gestational diabetes as well
as their ability to access health care?

B3. Briefly summatize past human and/or animal research that has
lead to this project.

Gestational diabetes occurs in three to five percent of all pregnancies in the
Canadian population. In other words, one in twenty pregnant women will develop
this type of diabetes (Canadian Diabetes Association 2001). Risks associated with
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gestational diabetes for the mother include the increased possibility of "delivery by
cesarean section, increased urinary tract infections, and the development of
pregnancy-induced high blood pressure” (Canadian Diabetes Association 2001).
The risks to the mnfant include macrosomia (obese birth weight), birth trauma, and
neonatal hypoglycemia. Long-range implications of gestational diabetes on infants
are an increased tisk for "obesity and diabetes, prolonged newborn jaundice, low
blood calcium, and respiratory distress syndrome" (Canadian Diabetes Association
2001).

Primary prevention of gestational diabetes involves maintaining an adequate diet,
including the reduction of obesity, and participating in appropriate levels of physical
activity (Health Canada 2001). Secondary prevention of gestational diabetes
"involves early identification of diabetes through screening to prevent or delay the
progression of the disease" (Health Canada 2001). In typical pregnancies, a
physician will order screening for gestational diabetes between 24 and 28 weeks into
pregnancy. However, those women who are at greater r1sk for developing
gestational diabetes are screened earlier. As outlined by the Canadian Diabetes
Associatton (2001), women at greater risk for developing gestational diabetes have
one or more of the following factors: a family history of diabetes in a first degree
relative, gestational diabetes in a previous pregnancy, the presence of a birth defect
in a previous pregnancy, obesity, older maternal age, previous stillbirth or
spontaneous miscatriage, a previous heavy for-dates infant, and/or a history of
pregnancy induced high blood pressure, urinary tract infections, or hydramnios.

Treatment of gestational diabetes typically includes testing blood sugar levels, eating
a healthy diet, and participating in regular physical activity. In some cases, women
are required to take insulin as part of their treatment plan (National Institute of
Child Health and Human Development 2001). This treatment of gestational
diabetes in the general population has been shown to be effective. However, health
cate providers at the Prairie Hospital Diabetes Outpatient Clinic have expressed a
desire to learn more about the incidence, perception, and responses to gestational
diabetes in order to improve upon the health of a particular portion of their client
population, women identifted as Asian and immigrant.

Several scholars within the fields of biomedicine and the social sciences have
concluded that social factors related to immigrant status may negatively impact the
health of immigrants (Anderson 1998, 1996, and 1987; Anderson et al. 1991 and
1991; Chen et al. 1996; DeSantis and Halberstein 1991; Frisbie et al. 2001; Gannage
1996; Grosst et al. 1999; Hanna 1997; Lew 2001; Lock 1992; Payer 1988; Pernice
and Brook 1994; Sherwim 1992; and Xueqin 1999). For example, studies suggest
that many immigrants encounter language barriers, a decline in socioeconomic
status, and a lack of necessary social networks in Canada, which can hinder wellness
(Frisbie et al. 2001; Anderson 1998, 1996, and 1987; and Lock 1992). A recent study
demonstrates that the health of immigrants in fact deteriorates based on duration of
stay in their new Western country (Frisbie et al. 2001).
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The diverse literature addressing the experience of various immigrant groups in
North America and the trend of declining health in relation to negative social and
economic factors seems to be replicated in Edmonton, despite the commitment to
multicultural health care and a dedication to providing comprehensive care by health
practitioners at the Diabetes Outpatient Clinic. In comparable situations elsewhere,
clinical anthropological methods have been proved helpful in dealing with the
compelling social, economic and cultural contexts, which overlap with what seem to
be higher than normal gestational diabetes rates among Asian immigrant women in
Edmonton. In response to the request of health practitionets at the Prairie Hospital,
it is anticipated that this research will assist medical professionals and Asian
immigrant women in the negotiation and management of gestational diabetes.

Description of Sample/Population

B4. Describe the numbers and type(s) of subjects to be included. If
appropriate, specify the number of subjects in each study group.
Provide a rationale for the sample size and include sample size
calculations where appropriate.

The selection criteria for informants include self-selected and voluntary
participation. I anticipate a type of 'snowball' effect for participation in this
research program as women I interview may introduce someone else she
knows to this study. Therefore, specifying an exact number of subjects to be
included in this study group is not suitable at this time.

B5. List any subject inclusion/exclusion criteria.

All subjects to be recruited will be Asian immigrant women of childbearing
age with gestational diabetes who are cutrently using the services of the
OutPatient Diabetes Centre at the Prairie Hospital. According to the GFC
Policy Manual, Section 66, "University of Alberta Standatds for the
Protection of Human Research Participants”, all researchers must ensute
"high ethical obligations towards vulnerable persons - to those whose lack of
competence or decision-making capacity renders them vulnerable".
Therefore, no children or institutionalized persons will be included in this
research project.

B6. Please check (\/) if any of the subjects who will be recruited fall into one
or more of the following categories:

Under 18 years of age

Cognitively Impaired

Residing in institutions (e.g. prison, extended care facility)

Students

Employees of researchers’ organization

X | Have language barriers (e.g. illiterate, not English-speaking, dysphasic)

In another country
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Description of Research Procedures

B7. Provide a summary of the design and procedures of the research.
Provide details on the methods of data collection and data analysis,
time commitment for the subjects etc. Please note that any and all
study measutes need to be appended to the copies of the research /
grant proposal (e.g. questionnaire, interview guides, rating scales
etc.).

Previous to the ethics review of this research project, a literature review was
conducted on the social factots related to immigrant status, which can negatively
affect immigrant health. Currently, an on-going literature search related to the risk
factors of gestational diabetes and its rate of occurrence between ethnic groups is
being conducted. In order to answer the research questions outlined in section B2,
ethnographic fieldwork will be conducted at the Prairie Hospital. This fieldwork will
include three different components: retrospective chart review, observation in the
clinic, and open-ended, multiply triangulated (follow-up) interviews.

1. Chart review: A review of each patient's medical charts will provide baseline
information on the informant's medical history, documentation of conception date,
first appointment in regards to pregnancy, as well as documentation of interactions
with the medical staff at the Prairie Hospital in relation to gestational diabetes.
Language spoken and immigrant status may also be identified from the chart and
provide initial estimates of the cultural variety of the population and length of time
in Canada. This information is critical for the analysis of when and how Asian
immigrant women seek health care, especially in relation to pregnancy.

2. Observation: With the consent of informants, as well as the clinic personnel and
with due regard to confidentiality, the researcher (Lisa Wozniak, MA candidate) may
attend clinic sessions. The most appropriate means to facilitate consent in regards to
these observations would be to ask the women who have agreed to be interviewed if
I could also sit in on their clinic sessions. In the interview setting, the women will
have alteady been informed about the study, provided consent for the interview, and
will understand the issues surrounding confidentiality and their right to withdraw
from the study. All participants will be informed of their right to decline the
reseatchet’s patticipation in this aspect of their clinical care. In addition, it will be
made explicit that informants can withdraw their consent allowing the researcher to
attend their clinical sessions at any time during the study.

3. Interviews: The researcher (Lisa Wozniak, MA candidate) will conduct one on
one, open-ended, confidential interviews with women to be recruited initially by a
nurse ot receptionist. The interviews will be staggered and each will take
approximately one hour. An estimated four interviews will be requested of each
participant. As well, and according to their willingness, the researcher may conduct
interviews with clinic staff. All interviewees will be asked to sign a consent waiver
(see section B10).

The emphasis of interviews will be to allow the informants to freely discuss their
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petceptions of their condition and their concerns in regards to their health care. The
guiding interview questions are attached at the end of this document. When needed,
language interpreters will be provided by Multicultural Services at the Prairie
Hospital (contact person is Ann Web). Interview subjects will focus primarily on
the women's perception of their condition, concerns about health care and services,
duration of time in Canada, and socioeconomic status in relation to their health
seeking strategies. With participants’ consent, each interview will be documented on
audiotapes, copies of which will be made available to the participants of this research
project. Based on information collected duting the preliminary interviews, the
guiding questions will be re-focused to address the concerns facing Asian immigrant
women.

4. Data Analysis: Data will be catologued and analyzed thematically and correlated
with academic and clinical literature on Asian and immigrant health. A report from
the results of the research will be presented to the staff of the Diabetes Outpatient
Clinic and Multicultural Program at the Prairie Hospital.

B8. Which treatments or procedures are additional to those required
for standard patient care?

Not Applicable

B9. If the procedures include a blind, under what conditions will the
code be broken and what provisions have been made for this? Who
will have the code?

Not Applicable

Obtaining Consent

B10. Clearly detail who will be recrlutlng sub]ects and obtaining
consent, and the procedures for doing this. If appropriate specify
whether subjects will be randomly assigned to groups before or after
consent has been attained.

A nurse ot receptionist will approach potential informants at the Prairie Hospital
Diabetes Outpatient Clinic. During this initial contact, the translator will inform
possible participants in the language of their choice of the research objectives of this
study and that their decision to participate will bave no consequences on their health
care. Any informants interested in participating will be explicitly informed by myself
(Lisa Wozniak, MA candidate), through the use of a translator if required, of my
status as a researcher, the objectives of my tesearch and the methods I propose to
use, and how I plan to use the data collected (i.e. academic publications).

The Tti-Council Policy Statement on the Ethical Conduct for Research Involving
Humans insists that researchets respect the "exercise of individual consent".
Therefore, each patticipant in this research project will be explicitly informed of my
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status as a researcher, the purpose and methodology of the study, as well as my
intention to publish research results in academic forums. In addition, all participants
will be advised that they may withdraw from the project at anytime during the
project, including during the interviewing process. Also, informants will be notified
that their participatory status in the research project will not be communicated to
any health practitioners. After being informed of the research objectives and prior
to conducting interviews, the participants will be asked to sign a Participant Consent
form which I will review with each individual (with the assistance of an interpreter, 1f
needed) that outlines the above mformation.

Subjects will not be assigned into groups before or after consent has been attained
and, therefore, this topic is not applicable to this ethics review application.

B1l. Specify methods for dealing with groups identified in #B6. If the
subjects ate not able/competent to give fully informed consent, who
will consent on their behalf?

As all informants for this research project will be of Asian immigrant status,
potential language bartiers in relation to informed consent must be addressed. A
translator will be provided for all non-English speaking participants or those who
prefer to use their first language. Upon informing the participants of the objectives,
methods, and possible publication of the research project and reviewing the consent
form in the language of their choice, each informant will be asked to sign a consent
form.

B12. If the subjects will be offered compensation for participating in
the research, provide details. Specify the amount, what the
compensation is for, and how payment will be determined for subjects
who do not complete the study.

Not Applicable

B13. Do any of the procedures include the use of deception or partial
disclosure of information to subjects? If yes, provide rationale for the
deception or partial disclosure. Describe the procedures for (a)
debriefing the subjects and (b) giving them a second opportunity to
consent to participate after debriefing.

No
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Recruitment Aids/Information Letters/Consent Forms

B14. Are you planning to use any recruitment aids such as posters,
newspaper advertisements, radio announcements, or letters of invitation? If
so, please indicate the reading level of each aid and check (\/) if it has been
attached to the form as an appendix.

Recruitment of informants will be based on referrals from a nurse or receptionist of
the Diabetes Outpatient Clinic at the Prairie Hospital and possible referrals from
interviewees. Therefore, no recruitment aids will be employed. However, all
informants will be asked to sign a consent form, which is attached at the end of this
document.

Recruitment Aid #1 — Specify (e.g. poster, letter etc.):

X Not Applicable ‘ | Reading Level | | Attached

Recruitment Aid #2 — Specify:

X Not Applicable ] | Reading Level ] | Attached
Information Letter #1 — Specify (e.g. Letter for interviews, focus groups
etc.):

X Not Applicable | | Reading Level | | Attached

Information Letter #2 — Specify:

X Not Applicable | | Reading Level | | Attached
Consent Form #1 - Specify (e.g. Consent for interview, focus group
etc.):

A consent form for participating in interviews will be signed by all
informants. This is in accordance with the Tri-Council Policy Statement that
demands respect for the free and informed consent of all human research
participants.

| Not Applicable | | Reading Level | X | Attached

Consent Form #2 — Specify:

X [ Not Applicable i { Reading Level ] l Attached
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B15. What steps have been taken to make the recruitment aids,
information letters, and consent forms comprehensible to the
person(s) giving consent?

A translator will be provided to informants to ensure that the consent form 1is
comptrehensible to each participant in their preferred language. In addition, the
researcher (Lisa Wozniak, MA candidate) will conduct background research
concerning culturally acceptable interviewing techniques.

Risks and Benefits

B16. What are the benefits of the proposed research for the subject and/or
for scientific knowledge in general?

Benefits to 'Asian’ immigrant women:

e Provides them the opportunity to discuss their fears and hopes about their
pregnancy in a context, which is less power-laden than that characterized by the
clinical setting.

e Eliciting women's explanatory model for their gestational diabetes may enhance
teaching and eventual acceptance of medical recommendations.

e DPotential to improve their health care and that of other women of the
immigrant and 'Asian’ community.

e Introduces their cultural concepts and their voices into the corpus of local
health services information.

e Expanded communication has the potential to enhance the entire peri-natal
experience.

Benefits for the Child (unborn/infant):

e Reduced potential for peri-natal risks (i.e. macrosomia, birth trauma, and
neonatal hypoglycemia) and for later problems (i.e. increased risk for obesity
and diabetes, prolonged newborn jaundice, low blood calcium, and respiratory
distress syndrome) if mothers in the study follow medical recommendations
more closely during pregnancy.

e Potential to notmalize pediatric services from at-risk child to healthy baby care.

Benefits to the Staff at the Prairie Hospital:
o Facilitates clinic staff in their roles as health care providers.

e Suppotts the commitment of hospital staff to incorporate cultural identity,
values, and practices in health services by strengthening cultural responsiveness

e Promotes dialogue between and among patients and health care providers.

Benefits to Academia:
e Documenting relationship of culture and health, in a local and Canadian-
specific context.
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e Augment and expand anthropological research demonstrating the potential
impact of immigrant status to the health of newcomers.

® Demonstrate methodology and benefits of clinically applied anthropology to
patients and medical practitioners.

e Provide baseline ethnographic data about various 'Asian’ immigrant women in
Edmonton.

B17. What adverse effects may result from the research? How will
adverse effects be dealt with? Please note that adverse effects are not
limited to physical risks, but include psychological, emotional, and
spiritual risks as well.

I anticipate no adverse effects to be encountered by the research informants, which
would be any worse than their current clinical experience, and the potential for
benefit outweighs the potential 1isks. If any, potential risks could be of a
psychological nature, such as concern about invasion of privacy or embarrassment.
However, the research design follows the "Tri-Council Policy Statement - Ethical
Conduct for Research Involving Humans". These guidelines ensure the cultural,
physical, and psychological integrity of all participants. All research participants will
be explicitly informed in writing and verbally, with an interpreter if necessary, of the
nature of this reseatch, their right to free and informed consent, their right to
withdtaw from the study at anytime, and that their privacy will be protected.

Privacy and Confidentiality

B18. What steps will be taken to respect the privacy of the subjects
and protect confidential data?

Participants will be explicitly informed of the nature of this research project and
their rights as participants (see section B17), in writing, and/or verbally with an
interpreter if necessary. All informants will be made aware of their right to
anonymity. To ensure this, pseudonyms will be used. In addition, participants'
ptivacy will not be invaded during the interview process. If the participant seems ot
expresses reluctance to continue, the interview will be terminated immediately,
and/or rescheduled for another time.

B19. Identify any agencies ot individuals who will have access to
confidential data now or in the future.

Participants will be told that clinic staff will receive a report outlining the results of
this project. The same report will be made available on request to local community
otganizations such as Catholic Social Services and the Edmonton Mennonite
Centre for Newcomets. In addition, a thesis will be produced which will be read by
the committee members and which will be available, on request, to the academic
community. Finally, the results could be published from scholarly reasons.
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B20. Do you anticipate any secondary analysis of the data? Please
note that any secondary analysis requires further research ethics
approval.

Due to the relevance of this tesearch project to the health of Asian immigrant
women in general, the researcher anticipates that future secondary analysis of some
of the ethnographic data, for a related or different anthropological project is
possible, but at this point, unknowable. The need for further ethics approval is
noted.
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Appendix 2

Department of Anthropology Ethics Advisory Group Statement and Apptoval

Lisa Wozniak
MA Candidate
Department of Anthropology
University of Alberta

SECTION A: General Information

Research Title: The Sociceconomic and Cultural Contexts of Chinese Immigrant
Women with Gestational Diabetes: A Case Study at the Prairie Hospital in
Edmonton, Alberta®

Purpose of the Research

Health practitioners at the Prairie Hospital report a high percentage of women,
whom they define as Chinese and immigrant, being admitted for treatment of
gestational diabetes. While the commitment of the Praitie Hospital to multicultural
health care is strong, the medical staff at the OutPatient Diabetes Centre has
identified gaps in social and cultural information available on Chinese immigrant
women in this locale. Therefore, they lack the means to support these women and
design programs to prevent future occurrences. The objective of this research
project is to apply the techniques of clinical anthropology, as developed by Arthur
Kleinman (1980), to elicit explanatory models of their illness from local women in
order to understand the unique social, economical and cultural determinants of
health among this ethnic and immigrant group. Documenting the explanatory
models of Chinese immigrant women will provide an emic petspective concerning
the experience of gestational diabetes. In addition, this ethnographic study will
contribute an understanding of the etic perspective regarding the relationship
between culture, immigrant status, and diabetes. This information will assist medical
practitioners at the Prairie Hospital in negotiating the management of gestational
diabetes among this ethnic immigrant group.

The proposed study will provide ethnographic data concerning the experiences of
immigrant Chinese women by addressing the following questions (see attached
guiding interview questions):

e What are these women's perceptions surrounding the tisk factors for
developing gestational diabetes?

e What do they perceive as constituting a normal pregnancy and how do they
manage a typical pregnancy?

2 In my otiginal ethics proposal, the name of the hospital was included. Here it has been changed to
protect the anonymity of participants. In addition, pseudonyms have been used for all proper names
excluding those of my supervisors and myself.
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e What are their opinions concering how gestational diabetes is perceived and
treated in their origin locales? How do they perceive the various cultural
perceptions surrounding the state of pregnancy and difficulties that may arise
during pregnancy? Do they obsetve differences between how gestational
diabetes is perceived in their home locales in comparison to Edmonton?

e What do these women believe are the underlying factors (social, economical,
and cultural), which may affect their health in regards to the development
and management of gestational diabetes as well as their ability to access
health care?

Benefits of the Proposed Research

1. Benefits to Chinese immigrant women:

Provides them the opportunity to discuss their fears and hopes about
their pregnancy in a context, which is less power-laden than that
characterized by the clinical setting.

Eliciting women's explanatory model for their gestational diabetes may
enhance teaching and eventual acceptance of medical recommendations.
Potential to improve their health care and that of other women of the
immigrant and Chinese community.

Introduces their cultural concepts and their voices into the corpus of
local health services information.

Expanded communication has the potential to enhance the entire peri-
natal experience.

2. Benefits for the Child (unborn/infant):

Reduced potential for peri-natal risks (i.e. macrosomia, birth trauma, and
neonatal hypoglycemia) and for later problems (i.e. increased risk for
obesity and diabetes, prolonged newborn jaundice, low blood calcium,
and respiratory distress syndrome) if mothers in the study follow medical
tecommendations more closely during pregnancy.

Potential to normalize pediattic services from at-risk child to healthy
baby care.

3. Benefits to the Staff at the Prairie Hospital:

Facilitates clinic staff in their roles as health care providers.

Supportts the commitment of hospital staff to incorporate cultural
identity, values, and practices in health services by strengthening cultural
responsiveness.

Promotes dialogue between and among patients and health care
providers.
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4. Benefits to Academia:

e Documenting relationship of cultute and health, in a local and Canadian-
specific context.

e Augment and expand anthropological research demonstrating the
potential impact of immigrant status to the health of newcomers.

® Demonstrate methodology and benefits of clinically applied
anthropology to patients and medical practitioners.

e Provide baseline ethnographic data about various Chinese immigrant
women in Edmonton

Methodology of Proposed Research

In otder to answer the research questions outlined under the "Purpose of the
Reseatch', ethnographic fieldwork will be conducted at the Prairie Hospital in
Edmonton, Alberta. This fieldwork will include three different components:
retrospective chart review, observation in the clinic, and multiple, open-ended
triangulated (follow-up) interviews.

1. Chart review: A review of each patient's medical charts will provide baseline
information on the informant's medical history, documentation of conception date,
first appointment in regards to pregnancy, as well as documentation of interactions
with the medical staff at the Prairie Hospital in relation to gestational diabetes.
Language spoken and immigrant status may also be identified from the chart. This
information is critical for the analysis of when and how Chinese immigrant women
seek health care, especially in relation to pregnancy. Chart reviews may only be
conducted once the researcher (Lisa Wozniak, MA candidate) receives consent from
individual participants and the clinical staff.

2. Observation: With the consent of informants, as well as the clinic personnel and
with due regard to confidentiality, the researcher (Lisa Wozniak, MA candidate) may
attend clinic sessions. The most appropriate means to facilitate consent in regards to
these observations would be to ask the women who have agreed to be interviewed if
I could also sit in on their clinic sessions. In the interview setting, the women will
have already been informed about the study, provided consent for the interview, and
will understand the issues sutrounding confidentiality and their right to withdraw
from the study. All participants will be informed of their right to decline the
researchet’s participation in this aspect of their clinical care. In addition, it will be
made explicit that informants can withdraw their consent allowing the reseatcher to
attend their clinical sessions at any time during the study.

3. Intetviews: The researcher (Lisa Wozniak, MA candidate) will conduct one on
one, open-ended, confidential interviews with the informants. In order to avoid
pressuting women into participating in this study, posters and brochures with
information regarding the research project will be available at the OutPatient
Diabetes Centre (see attached poster and information letter). Both the posters and
informational handouts will have the researcher's contact information. Therefore,
women can make it know to the researcher their interest in learning more about the
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research project or participating in the study on their own accord. In addition, a
neutral person in the clinical setting, the translator, may recruit informants by acting
as a cultural broker in explaining the research project to potential participants.

Regarding the setting of the interviews, each participant will choose a location based
on their comfort level. Potential interview locations include the hospital, the
women's homes, or other quiet spaces (1.e. coffee shop). The interviews will be
staggered and each will take approximately 20 minutes. However, women who wish
to talk longer or who need more time because of language issues will be
accommodated. An estimated two interviews will be requested of each participant.
As well, and according to their willingness, the researcher (Lisa Wozniak, MA
candidate) may conduct interviews with clinic staff. All interviewees will be asked to
sign an Interview Consent form (see attached interview consent form) or consent
will be recorded on audiocassettes if any mformant is uncomfortable signing a
document. Regardless of whether the researcher (Lisa Wozniak, MA Candidate)
requests interviews with clinic staff, all members of the OutPatient Diabetes Centre
will be provided with an information letter explaining the purpose and methodology
of this research project (see attached information letter for clinic staff). This
procedure will be followed to ensure that clinic personnel are aware of the research
being conducted at the OutPatient Diabetes Centre.

The emphasis of interviews will be to allow the informants to freely discuss their
perceptions of their condition and their concerns regarding their health care (see
attached guiding interview questions). When needed, a language interpreter will be
provided and compensated for by the Multicultural Program at the Prairie Hospital
(contact person is Ann Webb). Interview subjects will focus primarily on the
women's perception of their condition, concerns about health care and services,
duration of time in Canada, and socio-economic status in relation to their health
seeking strategies. With participants' consent, each interview will be documented on
audiotapes.

4, Data Analysis: Data will be catalogued and analyzed thematically and correlated
with academic and clinical literature on Chinese and immigrant health. A report
from the results of the research will be presented to the staff of the OutPatient
Diabetes Centre and Multicultural Program at the Prairie Hospital.

Problematic Natute of Defining the Study Group

It is necessary to addtess the problematic definition of ‘Chinese’ and ‘immigrant’
women involved in this research project. Several scholars reject the notion of
labelling people based on ancestry and any attempt to study people based on this
demarcation. Therefore, the use of the term ‘community’ may better reflect the
characteristics of this group. Traditionally, the concept of community represents
features such as relative homogeneity, stability, and a sense of belonging with the
group maintaining well-defined geographic, political and socio-economic boundaries.
Howevet, the term ‘community’ has become increasingly ambiguous in regards to
defining 2 group of people. In this research project, for instance, the process of
immigration itself makes it difficult to provide specific criterion for defining the
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research group. Women in this study may come from various socio-economic
positions, may have lived in diverse regions of China or Southeast Asia, and may
speak different dialectics. However, for the putposes of this research, these women
share common experiences in engaging the biomedical institution as outsiders.
Indeed, the terms and categorizations are problematic but do not negate the
necessity to understand the experiences of these women in relation to their health.

SECTION B: Incorporation of the Tri-Council rtecommendations for the
standard of ‘good practice’ in research

This research project will be conducted in accordance with the tesearch ethics
guidelines set by the Tri-Council Policy Statement — Ethical Conduct for Reseatch
Involving Humans and the University of Alberta Standards for the Protection of
Human Research Participants (1999 GFC Policy Manual, Section 66). All research
activities will adhere to and respect the eight Guiding Ethical Principles, which are
outlined in detail below.

Principle 1: Respect for Human Dignity

The following principle dictates that the researcher (Lisa Wozniak, MA candidate)
must “protect the multiple and interdependent interests of the person — from bodily
to psychological to cultural integrity — as they may be affected by the research”. This
research project will have no repercussions for the bodily integrity of the informants
as their status as participants will remain undisclosed to the health practitioners at the
hospital. In regards to psychological and cultural integtity, all participants will be
informed of their right to discontinue participation in this research project if at any
time they perceive a negative impact on theit mental health or cultural values.
Adhering to the principle of free and informed consent, all participants will be
treated with respect and dignity.

Principle 2: Respect for Free and Informed Consent

Potential research participants will be initially informed of this study through the use
of informational posters placed on the walls of the OutPatient Diabetes Centre,
which will briefly outline the purpose of this research project (see attached poster).
Posters will be translated into different Chinese dialects. The posters will direct
potential informants to information letters available in the waiting room of the
OutPatient Diabetes Centre (see attached information letter). As with the posters,
the information letters will be translated. In addition to the written information
available to women outlining this research project, a neutral person in the clinical
setting may inform potential informants of the study. The only appropuiate person
to inform women of this research project is the translator. The translator is mote
likely to be viewed as a member of the community and, as such, may act as a cultural
broker for these women. These procedures will be followed in order to avoid
making women feel pressured into participating in this research project.
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The T1i-Council Policy Statement on the Ethical Conduct for Research Involving
Humans insists that researchers respect the "exetcise of individual consent”.
Therefore, each participant in this research project will be explicitly informed of my
status as a researcher, the purpose and methodology of the study, as well as my
intention to publish research results in academic forums. In addition, all participants
will be advised that they may withdraw from the project at any time duting the study,
including during the interviewing process. Also, informants will be notified that their
participatory status in the research project will not be communicated to any health
practitioners. After being informed of the research objectives and ptior to
conducting interviews, the participants will be asked to sign an Interview Consent
form (see attached interview consent form), which I will review with each individual
with the assistance of an interpreter, if needed, that outlines the above information.
However, if any individual is uncomfortable signing a consent form, their oral
consent will be recorded on audiocassettes.

Principle 3: Respect for Vulnerable Persons

The guidelines provided by the University of Alberta Standards for the Protection of
Human Research Participants outlines that vulnerable persons include children and
those who are institutionalized who lack competence or decision-making capacities.
In addition, the status of participants in this research project as ‘immigrant’ could be
added to the U of A Standards for the Protection of Human Research Participants’
definition of vulnerable persons. It may be argued that vulnerable persons, such as
immigrants, may agree to requests made by authority figures to be respectful. As
such, the researcher (Lisa Wozniak, MA candidate) must employ special procedures
to ensure their interests are protected.

In regards to their status as immigrants, the use of informational posters and
brochures and/or initial contact by a neutral person in the clinical setting, such as the
translator, will alleviate feelings of pressure or obligation for the women to
patticipate in this research project. At this point, women who are interested in
participating or want additional information will be given the researchert’s (Lisa
Wozniak, MA candidate) contact information or can provide the translator with their
contact information. In addition to preventing the coercion of vulnerable persons to
participate in this research project, issues regarding potential language bartiers in
relation to informed consent must be addressed. A translator will be provided for all
non-English speaking participants or those who prefer to use their first language.
Once potential informants have contacted the researcher (Lisa Wozniak, MA
candidate), each informant will be asked to sign a consent form or have their oral
consent recorded upon being informed of the objectives, methods, and possible
publication of the research project and reviewing the consent form in the language of
their choice. In addition, each informant will be explicitly informed of her right to
discontinue participation in this research project at any time with no explanation
necessary.
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Principle 4: Respect for Privacy and Confidentiality

This principle is in place to “protect mental or psychological integrity and where
appropriate, to preserve anonymity”. Therefore, participants will be explicitly
informed of the nature of this research project and their rights as participants, in
writing, and/or verbally with an interpreter if necessary. All informants will be made
aware of their right to anonymity. To ensure this, the researcher (Lisa Wozniak, MA
candidate) will employ a pseudonym for each informant. Each pseudonym will be
coded with a number. In a separate document, each number will be cortelated with
the identity of each mformant. This information will remain in a secure and locked
office. Therefore, the participants will be guaranteed that their anonymity will not be
compromised.

In addition, participants' privacy will not be invaded duting the intetview process. If
the participant seems or expresses reluctance to continue, the interview will be
terminated immediately, and/or rescheduled for another time. To ensure that
privacy and confidentiality is maintained, any informant who discontinues
participation in this research project will be given all information based on their
testimony, which has been recorded by the researcher (Lisa Wozniak, MA candidate)
in the form of notes and/or audiotapes.

Principle 5: Respect for Justice and Inclusiveness

Under this principle, the Tri-Council Policy Statement affitms that “no segment of
the population should be unfairly burdened with the harms of research” and to not
“discriminate against individuals or groups who may benefit from advances in
research”. In accordance with this principle, my research and the data collected will
be used solely for academic purposes. My conclusions will become patt of the public
record through academic publication for discussion and, as such, not the sole
property of the Prairie Hospital. Therefore, no specific group or individuals will be
burdened or have beneficial rights to my academic research.

Principle 6: Balancing Harms and Benefits and
Principle 7: Minimizing Harm and
Principle 8: Maximizing Benefit

The benefits of the research project are outlined in Section A of this ethics proposal.
I anticipate no adverse effects to be encountered by the research informants, which
would be any worse than their current clinical experience, and the potential for
benefit outweighs the potential risks. If any, potential risks could be of 2
psychological nature, such as concern about invasion of privacy or embatrassment.
However, the research design follows the "Tri-Council Policy Statement - Ethical
Conduct for Research Involving Humans". These guidelines ensure the cultural,
physical, and psychological integrity of all participants. All research participants will
be explicitly informed in writing and/ot verbally, with an interpreter if necessaty, of
the nature of this research, their right to free and informed consent, their right to
withdraw from the study at anytime, and that their privacy will be protected.
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I am cognizant of the critiques made to whit: that clinical anthropology may assist
physicians in promoting patient compliance while still ignoring the social,
economical, and cultural contexts of ethnic groups (Young 1982 and Taussig 1980).
For example, Young (1980) suggests that Kleinman's (1980) eatlier approach to
clinical anthropology neglects the processes through which dominant ideologies of
society are reproduced in the medical sphere. From Young's point of view, medical
practices are "simultaneously ideological practices when they justify (a) the social
arrangements through which disease, healing, and curing are distributed in
society...and (b) the social consequences of sickness (e.g. the patient's liability for
disease he contracts in the wotkplace)" (1982: 271). By downplaying the significance
of dominant ideologies, it has been suggested that Kleinman's (1980) clinical
anthropology framework may act to reproduce and replicate the power structutes
that exist in the medical setting (Young Leslie 2001). Critics argue that the result of
neglecting the dominant ideological framework replicated in biomedicine can
promote patient compliance while continuing to discount the social, economical, and
cultural context of ethnic groups.

The commitment of the Prairie Hospital to Multiculturalism and the
acknowledgment that cultural identity can enhance healing and well being assures
this researcher that the findings of this project will not be used to replicate any
unequal balances of power between medical professionals and patients. Based on
the environment produced by the Prairie Hospital to respect cultural integrity, I am
confident that the findings of this research project will be used to enhance
communication and understanding between medical professionals and patients in the
management of gestational diabetes among Asian immigrants.

I have read, understood, and will adhere to the guidelines of the Tri-
Council Policy Statement — Ethical Conduct for Research Involving
Humans, and the “University of Alberta Standards for the Protection
of Human Research Participants” (GFC Policy Manual, Section 66)
and agree to abide by these standards in conducting research.
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Appendix 3

Informational Poster

Project Title: The Cultural Contexts of Chinese Immigrant Women with Gestational Diabetes:
A Case Study at the Prairie Hospital in Edmonton, Alberta”

Principal Investigator: Secondary Contact:

Lisa Wozniak (MA candidate) Dr. Rod Wilson (Supervisor)
13-15 HM Toty Building 13-26 HM Tory Building
Department of Anthropology Department of Anthropology
University of Alberta University of Alberta

Phone: (780) 492-9879 Phone: (780) 492-0137
E-mail: Iwozniak(@ualberta.ca E-mail: rodwil@oanet.com

Purpose of this Study:

Some women experience symptoms of diabetes during their pregnancy, which
usually goes away after the baby is delivered. As you know, this is called gestational
diabetes. Gestational diabetes occurs in one out of every 20 pregnancies in the
general Canadian population. However, little information 1is available to Canadian
health professionals that can help them understand how Chinese immigrant women
generally think about and manage gestational diabetes. The purpose of this
research project is to talk with Chinese immigrant women to learn more about
how you deal with your gestational diabetes.

Mostly, I want to hear what you have to say about this pregnancy, any previous
pregnancies, and your gestational diabetes. You will decide where you would like the
mterview to take place. This can either be at the hospital, your home, or another
quiet place. In general, the interviews will last around 20 minutes and I would like to
talk to you at least twice. However, if you want to talk longer or if we need a
translator to help you participate, that is fine. I will ask for some basic information
such as your age, job, home country, and how long you have been living in Canada.
If you have been pregnant before, I will ask certain questions about those
pregnancies.

In addition to the interviews, I will ask your permission to look at your hospital
chart. The mformation I wish to get from the charts mcludes basic clinical
information such as how many weeks pregnant you were when gestational diabetes
was diagnosed, how the medical staff diagnosed it, and what types of treatment or
monitoring were recommended. However, you have the right to keep your hospital
charts private and can still participate in this study.

71 Tn the original poster, the name of the hospital was included. It has been changed here to maintain
participant anonymity.

141

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.


mailto:lwozniak@ualberta.ca
mailto:rodwil@oanet.com

Finally, I would like to sit in on part of your session with the physician, if you agtee.
Observing the doctor-patient interaction will be helpful for understanding how
health messages are best transmitted. However, you need not remove yourself from
the study if you want your time with the doctor private and you can decide later in
the study if you want to permit me to participate.

For more details regarding this study and how to contact the researcher,
please take an information letter available in the waiting room of the Diabetes
Outpatient Clinic. You are under NO obligation to participate in this study
even if you take an information letter.
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Informational Poster in Chinese Characters
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Appendix 4

Informational Letter/Brochure

Project Title: The Cultural Contexts of Chinese Immigrant Women with Gestational Diabetes:
A Case Study at the Prairie Hospital in Edmonton, Alberta™

Principal Investigator: Secondary Contact:

Lisa Wozniak (MA candidate) Dr. Rod Wilson (Supervisor)
13-15 HM Tory Building 13-26 HM Tory Building
Department of Anthropology Department of Anthropology
University of Alberta University of Alberta

Phone: (780) 492-4277 Phone: (780) 492-0137
E-mail: Iwozniak(@ualbetta.ca E-mail: rodwil@oanet.com

Purpose of this Study:

Some women experience symptoms of diabetes duting their pregnancy, which
usually goes away after the baby is delivered. As you know, this is called gestational
diabetes. Gestational diabetes occurs in one out of every 20 pregnancies in the
general Canadian population. However, little information is available to Canadian
health professionals, which can help them understand how Asian women generally
think about and manage gestational diabetes. The purpose of this research project 1s
to talk with Asian immigrant women to learn more about how you deal with your
gestational diabetes.

Benefits of this study:

While we believe that talking about your pregnancy and your gestational diabetes will
be a comfortable and positive experience, we cannot promise you any direct or
immediate benefits for your participation in this study. However, our goal is to use
the information you provide to improve the future options for pregnant women, like
you, and their unborn infants. This project will help the staff of the Prairte Hospital
to provide even better care for women with gestational diabetes from the Asian
community in Edmonton.

Possible risks involved in this study:

There will be no physical risks for you or your baby, but it may be uncomfortable
speaking to a researcher about your pregnancy or pregnancies, your status as an
immigrant, and your experiences visiting the hospital. However, if you are ever
uncomfortable, you have the right to not answer any question and to discontinue
participating in this project at any time, even during the interview.

2 In the original poster, the hospital name was included. It has been changed here to protect
participant anonymity.
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The Rights of Participants:

Your health care will not be affected whether or not you decide to be a part of this
study.

e Your real name will never be used m this study. The information you
provide will be kept for at least five years after the study is done. The
mformation will be kept in a secure area (i.e. locked filing cabinet). Your
name or any other identifying information will not be attached to the
mnformation you gave. Your name will also never be used in any
presentations or publications of the study results

®  You have the right to privacy and confidentiality. All information will be held
confidential (or private) except when professional codes of ethics or
legislation (or the law) require reporting. This is because all researchers must
report abuse under Acts such as the Child Welfare Act and Protection for
Persons in Care Act.

®  You have the right to refuse to answer ANY question

e You have the freedom to withdraw from this study at ANY time with no
explanation needed

® Your have the right to ask the researcher any questions you may have

e The information gathered for this study might be looked at again in the
future to help us answer other study questions. If so, the ethics board will
first review the study to ensure the information is used ethically

What will happen during this study?

Mostly, I want to hear what you have to say about this pregnancy, any previous
pregnancies, and your gestational diabetes. You will decide where you would like the
interview to take place whether it be at the hospital, your home, or some other quiet
place. In general, the interviews will last around 20 minutes and I would like to talk
to you at least twice. However, if you want to talk longer or if we need a translator
to help you participate, that is fine. I will ask for some basic information such as
your age, job, home country, and how long you have been living in Canada. If you
have been pregnant before, I will ask certain questions about those pregnancies.

In addition to the interviews, I will ask your permission to look at your hospital
chart. The information I wish to get from the charts includes basic clinical
information such as how many weeks pregnant you were when gestational diabetes
was diagnosed, how the medical staff diagnosed it, and what types of treatment or
monitoting were recommended. However, you have the right to keep your hospital
charts private and can still participate in this study.

Finally, I would like to sit in on part of your session with the physician, if you agree.
Obsetving the doctor-patient interaction will be helpful for understanding how
health messages are best transmitted. However, you need not remove yourself from
the study if you want your time with the doctor private and you can decide later in
the study if you want to permit me to participate.
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Who will have access to this research?

Clinical staff at the Praitie Hospital will receive a report outlining the results of this
project. The same report will be made available on request to local community
organizations such as Catholic Social Services or the Edmonton Mennonite Centre
for Newcomers. In addition, a thesis will be produced which will be read by the
committee members and which will be available on request to the academic
community. Finally, the results could be published for scholarly reasons.

If you are interested in participating in this project, or if you would like motre
information, please contact the principal investigator, Lisa Wozniak.
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Informational Letter in Chinese Characters
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Appendix 5

Guiding Interview Questions for Asian Women

Basic/Demographic Information:

=000 N =

How old are your

What is your home country and in which region did you live?
When did you come to Canada?

How did you enter Canada?

Did you live in any other countries before coming to Canada?
How is yout family composed and where do they live?

How comfortable are you speaking English in your everyday life?
What is your formal educational background?

Are you employed?

. What other kinds of work are you responsible for? (i.e. household work,

childcare, volunteering, assisting other family members new to Canada)

Explanations Concerning Gestational Diabetes:

0~ N AW N

What do you call yout problem/condition? What name does it have?
What do you think has caused your problem?

. Why do you think it started when it did?

. What does your sickness do to you? How does it work [in your body]?
. How severe is it Will it have a short or long course?

. What do you fear most about your sickness?

. What are the chief problems your sickness has caused you?

What kind of treatment do you think you should receive? What are the most
important results you hope to recetve from the treatment?

Perceptions Surrounding Pregnancy:

1.

R A A

Describe what a normal pregnancy 1s to you?

In your point of view, what ate you suppose to do when you are pregnant?
What aren’t you suppose to do when pregnant?

How did you come to use the Diabetes Outpatient Clinic at the Prairie Hospital?
When did you fitst use the clinic’s services/how far into your pregnancy?

Does any of the medical staff speak your language of choice?

If not, what do you do when you come to the clinic?

How do you feel about hospitals and the medical staff?

Do you understand everything that medical staff tells you?

If you don’t understand, what do you do?

. Do you use alternative medicines or treatments for gestational diabetes?
. If so, what kinds/types?
. Did you consult with any alternative health advisors before visiting a Western

trained physician? Why?

13. What made you decide to see a Western trained physician?
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Appendix 6

Guiding Interview Questions for Traditional Chinese Medical (TCM)
Practitioner

Background Information

1. Tell me about your educational and medical training in both China and Canada.
2. How long have you been practicing in Canada?
3. Do you see pregnant women?

TCM Conceptualizations of Pregnancy and Gestational Diabetes

1. What can you tell me about pregnancy, from a TCM perspective?

2. How is it understood?

3. How is it treated (managed? ignored?)

4, What about the woman herself while pregnant?

5. What do you advise she should do?

6. What do you advise a woman should not do while pregnant?

7. What problems do TCM doctors watch for with pregnant women?

8. Biomedical doctots talk about gestational diabetes and glucose intolerance. Are
these recognized in TCM?

9. How is gestational diabetes described and explained within this context?

10. What do you tell women about gestational diabetes or glucose intolerance?

11. From the petspective of TCM, how is gestational diabetes diagnosed?

12. Who gets screened for gestational diabetes (and why)?

13. How is it tested for?

14. What are the diagnostic criteria used to label a woman as a gestational diabetic?

15. What kind of treatment exists in TCM for gestational diabetes?

Specific Practices related to Pregnancy and TCM

1. According to TCM, what must a woman do to ensure a healthy and successful

pregnancy?
2. Can you tell me about dietary practices related to pregnancy?
3. Can you speak to the concept of Yin and Yang in relation to pregnancy?
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Appendix 7

Guiding Interview Questions for Clinicians

General Information

1.
2.

3,
4.

What is your occupational title?

Walk me through your typical workday starting from when you clock in until the
end of your shift.

What is the most rewarding aspect for you job here at the clinic?

What would you say is the least rewarding aspect/or disadvantage of working at
the clinic?

Providing care to Chinese-speaking immigrants with gestational diabetes

(GD)
1.

2.

3.

How does working with a translator change your typical appointment?

In your opinion, what is the most essential information you must transmit to
every patient you see in regards to GD?

How do you know that a Chinese-speaking patient does or does not understand
something you have told them?

Experiences with Chinese-speaking Patients with GD

1.

2.
3.

What do you considet to be the most challenging/frustrating aspect in providing
care to Chinese-speaking clients?

What is the most rewarding aspect?

What kinds of questions do Chinese-speaking women ask you about gestational
diabetes?

Do you think that Chinese-speaking immigrant women are at a disadvantage
receiving healthcate in Canada for gestational diabetes as opposed to in their
home country?

In your expetience, do Chinese-speaking immigrant women with gestational
diabetes adhere to your recommendations for its management and treatment?
Please tell me about an expetience you have had when a Chinese-speaking
woman was satisfied with her care. And when a woman was not happy?

What would make your job as a healthcate provider easier when dealing with this
immigrant group?

Explanatory Models

1.

How do you think Chinese-speaking immigrant women would label their
condition? What do they understand about GD and its impact on their health
and their child’s health?

What would they say caused them to develop GD during their pregnancies?
How would Chinese-speaking women explain a) how GD works in their bodies’
and b) what it does to their bodies™

How severe do Chinese-speaking women believe GD is to their health and their
babies’ health?

Do they believe it will have a long or short course?

What are the major problems that living with GD have caused these women?
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7. What do Chinese-speaking immigrant women tell you they fear the most about
GDr?

Understanding of Traditional Chinese Medical Notions Surtounding

Pregnancy

1. What do you know about the concept of Yin and Yang as it relates to
Traditional Chinese Medicine?

2. What do you know about the predominant medical systems in China?

3. What do you know about the recommended Southeast Asian diet in
relation to GD?
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Appendix 8

Informational Letter for Clinicians and Traditional Chinese Medicine
Practitioner

Project Title: The Cultural Contexts of Asian Immigrant Women with Gestational
Diabetes: A Case Study at the Prairie Hospital in Edmonton, Alberta™.

Principal Investigator: Secondary Contact

Lisa Wozniak Dr. Rod Wilson (Supetrvisor)
MA Candidate 13-26 HM Tory Building
13-15 HM Tory Building Department of Anthropology
Department of Anthropology University of Alberta
University of Alberta Phone: (780) 492-0137
Phone: (780) 492-4277 E-mail: rodwil@oanet.com

E-mail: lwozniak(@ualberta.ca
Purpose of this study:

Health practitioners at the Prairie Hospital report a high percentage of women, who
they define as Asian and immigrant, being admitted for treatment of gestational
diabetes. While the commitment of the Prairie Hospital to multicultural health care
is strong, the medical staff at the Diabetes Outpatient Clinic have identified gaps in
social and cultural information available on Asian immigrant women in this locale.
Therefore, they lack the means to support these women and design programs to
prevent future occurrences. The purpose of this research project is to talk with
Astan immigrant women to learn more about how they understand their gestational
diabetes and its management. The objective of this research project is to apply the
techniques of chnical anthropology, as developed by Kleinman (1980), to elicit
information necessaty for understanding the unique social, economical, and cultural
determinants of health among this ethnic and immigrant group in Edmonton. This
information will assist medical practitioners at the Prairie Hospital in negotiating the
management of gestational diabetes among this ethnic group.

Benefits of this study:

1. Benefits to Asian immigrant women:

e We believe that this project provides Asian immigrant women with the
opportunity to discuss their fears and hopes about their pregnancy in a
context which is less power-laden than that characterized by the clinical
setting. However, we cannot promise these women any direct or immediate
benefits for their participation in this study. However, our goal is to use the
information they provide to improve the future options for pregnant women
and their unborn infants.

2. Benefits for the Child (unbotn/infant):

2 In the original informational letter, the hospital name was included. Here it has been changed to
maintain participant anonymity.
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e DPotential to normalize pediatric services from at-risk child to healthy baby
care.

3. Benefits to the Staff at the Prairie Hospital:

e Facilitates clinic staff in their roles as health care providers.

e Supports the commitment of hospital staff to incorporate cultural identity,
values, and practices in health services by strengthening cultural
responsiveness

e Promotes dialogue between and among patients and health care providers.

4. Benefits to Academia:

e Documenting relationship of culture and health, in a local and Canadian-
specific context.

e Augment and expand anthropological research demonstrating the potential
impact of immigrant status to the health of newcomers.

e Demonstrate methodology and benefits of clinically applied anthropology to
patients and medical practitioners.

e Provide baseline ethnographic data about various Asian immigrant women in
Edmonton.

Possible risks involved in this study:

I anticipate no adverse effects to be encountered by the research informants, which
would be any worse than their current clinical experience, and the potential for
benefit outweighs the potential risks. If any, potential risks could be of a
psychological nature, such as concern about invasion of privacy or embarrassment.
Howevet, the tesearch design follows the "Tri-Council Policy Statement - Ethical
Conduct for Research Involving Humans". These guidelines ensure the cultural,
physical, and psychological integrity of all participants. All research participants will
be explicitly informed in writing and verbally, with an interpreter if necessary, of the
nature of this research, their right to free and informed consent, their right to
withdraw from the study at anytime, and that thetr privacy will be protected.

The Rights of Participants:

All informants in this research project will be explicitly told of their rights as
patticipants. These rights include:

e Your real name will never be used in this study. The information you
provide will be kept for at least five years after the study is done. The
information will be kept in a secure area (.e. locked filing cabinet). Your
name or any other identifying information will not be attached to the
information you gave. Your name will also never be used in any
presentations or publications of the study results

e You have the right to privacy and confidentiality. All information will be held
confidential (or private) except when professional codes of ethics or
legislation (or the law) require reporting. This is because all researchers must
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report abuse under Acts such as the Child Welfare Act and Protection for
Persons in Care Act.

¢ You have the right to refuse to answer ANY question

e You have the freedom to withdraw from this study at ANY time with no
explanation needed

® Your have the right to ask the researcher any questions you may have

® The mformation gathered for this study might be looked at again in the
future to help us answer other study questions. If so, the ethics board will
first review the study to ensure the mformation is used ethically.

Methodology of the study:

In order to understand the current cultural contexts of Asian immigrant women with
gestational diabetes seeking treatment at the Prairie Hospital, ethnographic fieldwork
will be conducted. This fieldwork will include three different components:
retrospective chart review, observation in the clinic, and open-ended, multiply
triangulated (follow-up) interviews.

1. Chart review: A review of each patient's medical charts will provide baseline
information on the informant's medical history, documentation of conception date,
first appointment in regards to pregnancy, as well as documentation of interactions
with the medical staff at the Prairie Hospital in relation to gestational diabetes.
Language spoken and immigrant status may also be identified from the chart. This
information is critical for the analysis of when and how Asian immigrant women
seek health care, especially in relation to pregnancy. Chart reviews may only be
conducted once the researcher (Lisa Wozniak, MA candidate) receives consent from
individual participants and the clinical staff.

2. Observation: With the consent of informants, as well as the clinic personnel and
with due regard to confidentiality, the researcher (Lisa Wozniak, MA candidate) may
attend clinic sessions. The most appropriate means to facilitate consent in regards to
these observations would be to ask the women who have agreed to be interviewed if
I could also sit in on their clinic sessions. In the interview setting, the women will
have already been informed about the study, provided consent for the interview, and
will understand the issues surrounding confidentiality and their right to withdraw
from the study. All participants will be informed of their right to decline the
researchet’s participation in this aspect of their clinical care. In addition, it will be
made explicit that informants can withdraw their consent allowing the researcher to
attend their clinical sessions at any time during the study.

3. Interviews: The researcher (Lisa Wozniak, MA candidate) will conduct one on
one, open-ended, confidential interviews with the informants. In order to avoid
pressuring women into participating in this study, posters and brochures with
information regarding the research project will be available at the Diabetes
Outpatient Clinic (see attached poster and information letter). Both the posters and
informational handouts will have the researchet's contact information. Thetefore,
women can make it known to the researcher their interest in learning mote about the
research project or participating in the study on their own accord. In addition, a
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neutral person in the clinical setting, the translator, may recruit informants by acting
as a cultural broker in explaining the research project to potential participants.

Regatding the setting of the interviews, each participant will choose a location based
on their comfort level. Potential interview locations include the hospital, the
women's homes, or other quiet spaces (L.e. coffee shop). The interviews will be
staggered and each will take approximately 20 minutes. However, women who wish
to talk longer or who need more time because of language issues will be
accommodated. An estimated two interviews will be requested of each participant.
As well, and according to their willingness, the researcher (Lisa Wozniak, MA
candidate) may conduct interviews with clinic staff. All interviewees will be asked to
sign an Interview Consent form (see attached interview consent form) or consent
will be recorded on audiocassettes if any informant is uncomfortable signing a
document. Regardless of whether the researcher (Lisa Wozniak, MA Candidate)
requests interviews with clinic staff, all members of the Diabetes Outpatient Clinic
will be provided with an information letter explaining the purpose and methodology
of this research project (see attached information letter for clinic staff). This
procedure will be followed to ensure that clinic personnel are aware of the research
being conducted at the Diabetes Outpatient Clinic.

The empbhasis of interviews will be to allow the informants to freely discuss their
perceptions of their condition and their concerns regarding their health care (see
attached guiding interview questions). When needed, a language interpreter will be
ptovided and by the Multicultural Program at the Prairie Hospital (contact person is
Ann Web™). Interview subjects will focus primarily on the women's perception of
their condition, concerns about health cate and setvices, duration of time in Canada,
and socio-economic status in telation to their health seeking strategies. With
participants' consent, each interview will be documented on digital voice recorder.

4, Data Analysis: Data will be catalogued and analyzed thematically and correlated
with academic and clinical literature on Asian and immigrant health. A report from
the results of the research will be presented to the staff of the Diabetes Outpatient
Clinic and Multicultural Program at the Prairie Hospital.

Who will have access to this research?

Clinical staff at the Prairie Hospital will receive a report outlining the results of this
project. The same report will be made available on request to local community
otganizations such as Catholic Social Setvices or the Edmonton Mennonite Centre
for Newcomets. In addition, a thesis will be produced which will be read by the
committee membets and which will be available on request to the academic
community. Finally, the results could be published for scholatly reasons.

Please feel free to contact me (Lisa Wozniak) if you have any questions or
concerns regarding this research project.

3% The name, Ann Webb, is a pseudonym to maintain participant anonymity.
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Appendix 9

Interview Consent Form

Researcher/Interviewer: Lisa Wozniak
Department of Anthropology
University of Alberta
Edmonton, Alberta, Canada
T6G 2H4

As the mterviewee, I have been fully informed of the following points before
proceeding with the interview:

1. I have been asked to participate in a tesearch study. My participation in this
research is completely voluntary and I understand the intent and purpose of this
research.

2. Thave received and read a copy of the attached information sheet and understand
the benefits and risks involved in taking part in this research study.

3. Tunderstand that I am free to refuse to participate or withdraw from the study at
any time. I understand that I do not need to give a reason for withdrawing from this
research study and that this decision will not affect my care.

4. The issue of confidentiality has been explained to me and I understand that my
identity will be kept confidential.

5. I know that I may refuse to answer any questions and that any information
provided by me can be destroyed at any time upon my request.

6. I am aware that others will be reading the results of this research and that this

research will eventually be published. In any publication, I will not be identified by
name.

7. Additional conditions for my participation in this research are noted here:

8. I will receive a copy of this contract.
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This study was explained to me by:

Date:

I agree to take part in this study:

Signature of Research Participant:

Printed Name:

I believe that the person signing this form understands what is involved in the study
and voluntanly agrees to participate:

Researcher:

Printed Name:
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Consent Form in Chinese Characters

EXTHEEE
e NI Lisa Wozniak
ATREE
(ks
A AP R TR
T6G 2H4

EBZHA, RTEET BT
1 REBSNEWRIEE . KRS ETNR, LHEEMELTEaTEE.
2 RETURETMA-EEENNENTT, 1T RS ER .

3 ﬁﬁﬂﬂﬁﬁglﬁﬁﬁ:ﬂﬂ#@ﬁ%%miﬁﬂj SR . BEERARRREME
HRHEEVIRIEE » KERERFARRRRIRERE .

4 HAMEERERTREEE, LERESEROSERIMERE.

5 %%ﬁﬁﬂufﬁﬁé@%ﬁfﬂﬁmﬁ, L HAERNERT , REHOEMWEETLL

6 RANEF AGRIESRNOER, ENRERIGRIEE. ROIZFIEHR
FEAET BT .

7 REPEFRRANECHEEES:

8 REBEZARINEEIE,

Az FaERE. HA:

mﬁéﬁkk
WRSHEADREE:
BIEERR L EANAYOSEEMANTEELEBSEMNE .
HRA:
W3 AETRIEEE
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