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Abstract

This research investigates the phenomenon of patient trust in primary health care
providers. Using the qualitative methodology of Memory Work, this research draws
largely on social constructionism to understand gendered ‘lived’ experiences of trust
within the patient-practitioner relationship. The central question of this research,
then, was: How do male and female patients describe and perceive their experience,

both positive and negative, of trust in primary health care practitioners (PHCPs)?

Following the Memory Work method, two groups of participants, one comprising four
men, the other five women, independently wrote detailed narratives of their lived
experiences of trust. These experiences were evoked by agreed ‘trigger’ topics that
each group felt explored and represented trust within the patient-practitioner
relationship. The participants then came together as a group to discuss and analyse the
individual narratives for the ‘common’ sense or the social aspects of the experiences
common to the group, and the processes used to make sense of them. Both the
women’s research group and the men’s research group met for five sessions, each
session lasting at least three hours. Between them the research participants wrote 43
individual narratives (two absences) and generated more than 30 hours of recorded
group work. From their written descriptions and verbal discussions of their individual
narratives, this research describes and explains the trust that these participants
experienced, and explores the meaning that these men and women themselves ascribe
to trust in various health care service contexts. Specifically, Memory Work facilitated
the participants’ own understanding of how their individual experiences of trust have

been constructed by the self, and the social processes of gender on self.
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This research worked at two levels of analysis and interpretation (textual and cross-
sectional), examining the experiences both within and between the men and women in
the study. A number of common themes were found to be critical to patient trust for
these women and men showing important gender differences in how trust is lived and
understood within the patient-practitioner relationship. The themes that the women
use to make sense of their trust in PHCPs are: Vulnerability, Knowledge, Affirmation,
Voice, Clinical Skills, Responsiveness, Professional Confidence, Thoroughness,
Acceptance, Personal Connection, Honesty, Empathy, Reciprocity, Safety, and
Empowerment. Collectively the men develop the following themes: Risk, Evidence,
Autonomy, Personal Connection, Clinical Skills, Professionalism, Empathy,
Friendliness, ‘Reading’ Skills, Honesty, Reciprocity, and Alliance. Finally, the
discussion elaborates the participants’ theorising by connecting it to existing
marketing literature. The research finds that there are both profound relational and
social dimensions to trust in this service context. Trust is understood as a relational

phenomenon through the heuristic device of the ‘She’/‘He’, ‘Other’, and ‘They’.

This research extends the relationship marketing literature by developing a deep
understanding of the phenomenon of trust from the patients’ perspective, and the
interconnections between this trust and gender as it is lived in health care service
contexts. These insights provide a sound base for implementing improvements to
current health care practice that are valued by the patient, and therefore have
immediate practical relevance for health care practitioners, health care policy makers,
and patients. This research also contributes academically by establishing a new way of

analysing and interpreting relational phenomena such as trust.
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1: A Question of Trust

“Never trust a doctor whose house plants are dead.”
(Magnet on Mary R’s fridge)

1.1 Introduction

Trust is an important and essential part of our daily personal lives and as service
transactions become more relational, it is assuming a critical role in our business
transactions too. There is a great interest by marketing theorists in the topic of trust
and a growing body of literature on the subject, particularly within the relationship
marketing field. However, very little is known about how consumers experience the
phenomenon in their consumer-provider relationships. The research available
regarding trust in services concentrates almost entirely on trust from the provider’s
perspective. Moreover, these studies neglect the social and cultural construction of the
phenomenon they set out to ‘capture’. There has been a notable lack of attention given

to how trust is lived and understood by the people experiencing it.

To study trust only from the service provider’s point of view cannot get at the nature
of trust as it is experienced by the consumer. Indeed, the description of a trustful
relationship made solely from the provider’s perspective might be quite incongruent
with the consumer’s perspective of that same relationship. It is only when consumers
articulate trust for providers that we can begin to make real progress to provide

consumers with relationships that they can experience as trust-filled.
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The purpose of this research is to make a meaningful contribution towards
understanding the trust phenomenon and its interactions with the social processes of
gender, from the perspective of one particular group of service consumers, patients of
primary health care practitioners. Therefore, it focused entirely on trust as it was lived
by patients — their experiences, their feelings, their meanings, their beliefs about trust
in the context of primary health care. Because of this emphasis on the women’s and

men’s lived experience of trust, the research used an interpretive research method.

1.2 So What’s the Problem?

The problem of this research was stated: From the perspective of the patient, what is

the experience of ‘trust’ for male patients and for female patients?

Therefore, the overall aim of this research was to explore the phenomenon of trust by
obtaining from the written descriptions and verbal discussions of male and female
patients their perceptions of trust experiences with primary health care practitioners.
More specifically, I sought to describe and explain the trust that these patients
experienced, and to explore the meanings that the males and females themselves

ascribed to trust in a health care service context.

Theoretical and Practical Significance

Although the research problem involved the interrelationship between the personal
and social for the patient, this study focused on how the individual’s experience of

trust in primary health care practitioners was socially located (rather than
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individualistically). Specifically, the research explored the participants’ understanding
of how their individual experiences of trust had been shaped by the social processes of
gender. To date, there has been little academic research into the implications of
consumer gender differences in the field of relationship marketing in general, or in the
health care industry in particular. This research problem, therefore, has immediate
theoretical relevance for marketing academics and researchers, and is geared to fill a

void in the existing literature on trust.

At the level of primary health care practice, the research topic stands to offer
practitioners insights into how patients experience trust in them, and thereby provide a
basis for developing more effective relationships that will raise the quality of the
service encounter itself, and ultimately improve the well-being of patients. Thus, the
topic has immediate practical relevance for health care practitioners, health care

policy makers, and patients.

Personal Significance

The research has important personal significance. Issues of trust and gender and
health care are prominent in my personal life. The research topic was incubating for
the 14 years that I was actively involved in a primary health care practice. This was a
privileged position - I heard both the stories of patients and the stories of the
practitioners. Patients’ stories revealed how critical trust was in the ‘success’ of their
health care and general well-being. Practitioners’ stories revealed how hard it can be
to make personal connections with patients that are deep and meaningful, and able to
be sustained within relationships that are healthy for both. So, I have been privileged

to watch trust being established and nurtured as something precious within patient-
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practitioner relationships. I have also watched it being faked, dismissed, ridiculed, and

dishonoured.

Turning to gender, the health care system seems to be failing men and women
differently. New Zealand men are more reluctant than women to use it, and women
are being increasingly let down by health care providers and processes (Dew &
Kirkman, 2002: Harwood & Sparks, 2003). Over the years I was actively involved in
the health care industry, I came to suspect that male and female patients live ‘trust’ in
their health care provider differently, and that these differences often are not
recognised, understood, or respected by primary health care practitioners. This
research is partly driven by my personal curiosity about the interconnections between

trust and gender, and their implications for health care services.

The Terms ‘Trust’ and ‘Gender’

It is not appropriate that I provide a definition of ‘trust’ — this would negate the
purpose of the entire project (to explore what trust means for patients). Thus, I do not
define ‘trust’ for the reader at this stage. Nor did I provide an operational definition of
‘trust’ for volunteers, but had them commit themselves to the project on their own
judgement that they had experienced trust and were therefore qualified to participate. I
am confident that by the end of this document I will have represented full descriptions
of what ‘trust’ meant for these participants as patients. In this way, I am endeavoring
to bring ‘trust’ back from the metaphysical way it is used and argued by theorists, to
its everyday use by the people who live it in their relationships with health care

providers (Wittgenstein, 1953).
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Throughout the research I use the term ‘gender’ to refer to the social meaning of being
a man or a woman. The term therefore refers to gender as a social construction,
implying the diverse ways in which men and women are socialised and educated
throughout their life experiences into different ways of living masculinity and
femininity. This is in line with how the term ‘gender’ is commonly used in the
literature (e.g., Germov, 1998; Lane & Cibula, 2000; Lupton, 1994). The concept of
gender is discussed more fully in Chapter 3. I also use the words ‘male(s)’ and
‘female(s)’ in their fullest social sense, rather than as categories that merely denote

biological sex.

1.3 Research Questions

Main Research Question

The central question of this research was: “How do male and female patients describe
and perceive the experience (positive or negative) of trust in primary health care

practitioners?”

The major components of this question are denoted by the words ‘how’, ‘describe’,
‘perceive’, and ‘experience’. The word ‘how’ enabled me to frame the question
clearly and indicated my openness to whatever emerged about trust in the course of
the research. ‘How’ reflected the overarching aim of this research to explore the
meanings, variations, and perceptual experiences of trust for these male and female
patients. My intention was to represent ‘how’ patients lived trust, and ‘how’ they

understood gender related to their trust experiences.
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‘Describe’ referred to the meanings of trust that were revealed by participants. I was
aiming for descriptions rich in both detail and emotion, that evoked what Denzin
refers to as “emotionality and self-feelings” (1989, p. 83); such rich description would
establish a sound foundation for interpretation that would clarify and deepen our

understanding of trust.

The word ‘perceive’ acknowledged the relative nature of trust; that trust is perceived
differently by different people, and by the same person in different situations.
‘Experience’ pointed to the fact that I was seeking careful and comprehensive stories
from individual participants that expressed the nuances of the trust phenomenon as
they each lived it. I invited participants to explore both positive and negative
experiences of trust to allow for the possibility that we might learn more about the
nature of trust by exploring those situations when trust is compromised or lacking in

some way.

Research Sub-Questions

The following sub-questions, designed to narrow the focus to particular aspects of the
inquiry, were nonetheless fairly general to avoid constraining the inquiry in any way.

They were intended to function as a guiding framework, flexible enough to allow for

refining and reformulation throughout the research, in keeping with the principles of

emergent design. At all times, I endeavored to honour the essential perspectives

brought to the fore by the participants.
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e How did these male and female patients describe their trust in a primary health
care practitioner? What did they perceive ‘trust’ to mean, in this context? How did
they conceptualise trust?

e What was the nature of trust that these male and female patients experienced in
their primary health care practitioners, according to the participants? What were
the facets of the phenomenon? (Cognitive? Emotional? Physiological?
Behavioural?)

e What facets of the trust experience were most important and/or dominant in the
primary health care context?

e What variations were there in the experiences? What similarities were there? What
trust patterns existed among and between these men, and among and between
these women?

e What aspects of their lived trust did participants identify as being gendered?

¢ How did participants understand these gendered aspects? How had it come about
that similarities/differences occurred in the trust experiences of these men and

women?

These subquestions all served the objective of understanding and interpreting the
meaning of patient trust, how it was experienced, and how it was interwoven with the
social processes of gender. The research questions were intended to be a guide only,
allowing for both the questions and the perspectives behind them to be refined

throughout the research.
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1.4 Research Approach

The research aimed to discover the patients’ own perspective on trust and gender,
rather than to presume that I (as designated researcher for this academic exercise)
already knew what the appropriate ‘questions’ and ‘answers’ were. This, in addition
to the fact that the research involved exploring the relatively unknown topic of
patients’ trust experiences, meant that qualitative methods were the appropriate choice

for gathering the data.

The qualitative method of Memory Work was chosen as a particularly effective
qualitative method for gathering the data for this research. An interpretive, field-based
method, Memory Work allowed the patients to describe their experiences to the other
participants, and make comparisons between their experiences in order to develop a
sense of how much similarity and diversity existed among participants. This work
enabled us to analyse and interpret for regularities and common themes. Furthermore,
in the group theorising, the method uncovered the ways in which these men and
women themselves made sense of gender and their trust experiences in the health care

context.

The research involved two groups of participants, one group of five female patients,
and one group of four male patients, as the ‘experts’ on the topic. Following the
Memory Work method the participants independently wrote detailed narratives of
their lived experiences of trust, evoked by agreed ‘trigger’ topics that each group felt
explored and represented trust within the patient-practitioner relationship. The
participants then came together as a group to discuss and analyse the individual

narratives for the ‘common’ sense or the social aspects of the experiences common to
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the group, and the processes used to make sense of them. Both the women’s research
group and the men’s research group met for five sessions, each session lasting at least
three hours. Between them the research participants wrote 43 individual narratives
(two absences due to illness) and generated more than 30 hours of recorded group
work. After the participants’ collective work to locate within their personal
experiences the key statements that spoke directly to the phenomenon of trust and its
distinguishing features, I worked alone to relate these experiences and findings to

existing theories.

The research resulted in phenomenological-type descriptions of the experience of
trust, and interpreted the gendered themes and patterns in trust as these patients lived
it. It also explored how these participants understood their trust in their health care
practitioners had been gendered. My hope was that in providing ‘thick’ description
and ‘thick’ interpretation of patient trust we would construct a sound base for a deep,
authentic understanding of the phenomenon in this context (as explicated by Denzin,

1989).

1.5 Research Parameters

Overall, the final parameters of the study set as the process of interest, the relationship
between primary health care practitioners (the service providers) and male and female
patients (the service consumers); as the events, the ‘trust experiences’ (positive and/or
negative) of those men and women within their patient-practitioner relationships; as

the actors, the men and women participating in patient-practitioner relationships as
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part of their health care consumption; and as the setting, any primary health care

service.

The ‘relationship’, per se, was not defined for the participants. Again, I deliberately
left the definition to each individual participant. This follows Czepiel’s contention
(1990) that a relationship exists when exchange partners recognise a special status,
built on particular relational bonds, between them; it also responds to calls for
customers to define the concept from their own points of view (Liljander & Strandvik,
1995; Rao & Perry, 2002; Wong & Sohal, 2002). Thus, participants were able to
present as ‘relationships’ both single interactions (traditionally labeled ‘discrete
transactions’ in the marketing literature, e.g., Dwyer, Schurr, & Oh, 1987; MacNeil,
1980) and multiple interactions with the same practitioner over an extended length of

time.

‘Primary health care practitioners’ are those health care providers who people in New
Zealand can themselves choose to use without first needing to obtain a formal referral
from another health care practitioner. Such primary health care practitioners include,
for example, general practitioners, dentists, physiotherapists, chiropractors,
osteopaths, alternative healers, and midwives. ‘Patients’ are recipients of health care,
that is, people who have made contact with the health care system to consult with
health care practitioners (after Baumann, Deber, Silverman, & Mallette, 1998). This
framework for setting the boundaries of the data collection activities follows that

suggested by Miles and Huberman (1994).

10
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1.6 Thesis Structure

To achieve the aim of this research and answer the questions framing the study,

the chapters of this thesis are structured as follows: Chapter 2 considers the contexts
of health care within which the participants live and construct their trust as patients;
In Chapter 3 discussion focuses on the theoretical understandings of trust and of
gender, and their interconnection. Chapter 4 addresses the methodological issues
relevant to this research design, while Chapter 5 outlines the qualitative method
Memory Work, and details how it has been applied in this research. Chapters 6 and 7
describe and explain the phenomenon of trust lived by the women and by the men
respectively, presenting their work in the themes they constructed to make sense of
their trust experiences. Chapter 8 links the participants’ work to theory, exploring the
similarities and differences between the trust themes used by the women and the men,
and developing theoretical links between gender and those experiential themes.
Finally, Chapter 9 brings together the conclusions of the research, and discusses their

implications for theory and practice.

Points of Presentation

e Throughout the document Primary Health Care Practitioner(s) is abbreviated to
PHCP(s) after the first mention in each chapter, when it is in full. Similarly, after
the first mention, General Practitioner is abbreviated to GP.

e Inverted commas and capital letters are used to demarcate words or terms with a
specialised meaning. They are signals to the reader that certain words require a

specific interpretation and therefore need to be considered carefully. For example,

11
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I spell Soul with a capital letter to signify that it refers to the deeper aspects of the

mind and self of a living person (as opposed to a departed spirit).

1.7 Locating the Researcher: Where ‘I’ Come Into It

This thesis document is a bi-lingual one; written both in the language of academics,
and in the personal language that is located in me, Mary FitzPatrick, the gendered,
historically situated, interacting individual human being. I write myself, my
reflections, and my understandings into the text at those times when it is important
and appropriate that [ make a personal, subjective statement on the research process. I
include these statements freely in the belief that they will help to explain my place in
the PhD experience as a connection between you the reader and the men and women
who volunteered their stories for this thesis. With this knowledge you will be better
able to assess the impact of my subjective experiences and presence on their work. I
add my voice in the hope that it will contribute to a constructive dialogue between us,

which results in a deep understanding of patients’ experiences of trust.

I weave my story into the academic text too as a way of charting the journey this has
been for me as an individual and as a researcher — these personal threads chart my
progress, celebrating glimpses of the Big Picture, and marking the speedbumps I hit
along the way. Academic tradition has worked diligently to de-face the researcher and
deny the emotion-charged dynamics of the research journey. Academic language is
not equipped to tell those stories. While the bi-lingual approach might suggest some
degree of schizophrenia, I assure you that I have lived the PhD as a startling but very

rich whole experience. My story is simply another layer to the narratives on which

12
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this research is constructed. My personal statements will appear throughout the

document in italics and under the heading “In My Own Words”.

1.8 In My Own Words

I am a European woman, of Irish descent, a Catholic, with an abiding interest in the
spirituality of human beings. My Mum was a bookkeeper and Dad was a social
worker: we moved regularly as Dad followed the standard Government promotion
path to the top of his ladder. Now I am approaching that stage of my life that is
generously referred to as the Golden Years, a time popularly believed to be
characterised by deep wisdom. I look forward to it. My five beloved children, the
path-markers around whom my career(s) path has careened off periodically into
teaching, journalism, and health care, have accompanied me. Any gaps in the traffic

that were big enough I have filled with study and gardening.

This research and the thesis have been written over a period of time in my life that has
been shaped importantly by the experience of divorce after a 28-year relationship. 1
have emerged from this with a lot of black socks, a garage full of power tools, and a
keen awareness and sensitivity to issues of respect and trust within our relationships.
On a very deep personal level then, I believe passionately that each of us has the right
to live and speak our construction of truth without fear of censure, rejection, or

reprisal.

Trust is the bridge we use to step out from our own positions of vulnerability to meet

another. The quality of our relationships depends on trust that the other will respond

13
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to us with acceptance, compassion, and lack of judgement. I believe that these
dynamics are critical to the success of our relationships with family and friends, and
also to those ‘intimate’ relationships we have in the marketplace, usually with the
providers of services perceived to be high risk, such as professional services like
health care, legal services, and accountancy. The whole complex phenomenon of
trust, what it means to individual men and women, how we live it in different contexts,
and its place in our relationships holds a deep fascination for me. Now, I am at a time
when I can step back and declare that yes, my research interests have been well

fuelled by the major events in my own family circumstances.

14
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“Meaning is always within context and contexts incorporate
meaning.” (Mishler, 1979, p. 14)

2.1 Introduction

The context of health care is very complex. It is composed of separate smaller
contexts with distinct features that nevertheless are interdependent because of the
components that they share (Sheehan & Brenton, 2002). For us to fully understand
trust as it is experienced by the participants it is critical that we consider the contexts

within which their meanings of trust have been constructed.

The contexts range from the wider social context in which ‘health care’ is a shared
perspective on illness and well-being, shaped by cultural, political, economic, and
ideological forces and constraints; through to the relational context of a single
experience of trust between a patient and primary health care practitioner (PHCP),
which accounts for the immediately relevant aspects of the situation for the individual.
Every relationship between a patient and a practitioner is developed within these
health care contexts. Therefore, certain characteristics of the relationship, its depth,
and its importance will be shaped by contextual factors. My aim, by exploring the
matrix of contexts implicated in trust, is to illuminate the connections between the
personal trust experiences of the participants and the social constructions of the

phenomenon.
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The chapter is organised into two broad parts. The first part focuses on understanding
three distinct contexts of health care. It begins by mapping the global context of health
care, then presents an overview of the New Zealand health care context, and finally,
discusses the patient-practitioner relationship as the specific immediate context for
these experiences of trust in primary health care practitioners. In the second part of the
chapter I review, from a marketing perspective, the implications of health care

services in general, and of the patient-practitioner relationship in particular.

2.2 The Global Context of Health Care

Globally, health care today is characterised by change, complexity, and escalating

costs (Albrecht, Fitzpatrick, & Scrimshaw, 2000). There have been pervasive and

profound changes worldwide in the discourses, organisation, and provision of health

care over the past five decades. These changes in the global health care context, which

have produced both spectacular innovation and intense unrest, have been fostered by:

e criticism of the biomedical model of health (see Armstrong, 2000),

e the development of new technologies, particularly information technology and
biomedical technology (Samson, 1999),

e the involvement of the state in the delivery of medical health care and growing
intervention by third parties (Frenk & Duran-Arenas, 1993), and

e the global transfer and adoption of industrial capitalism, which have in turn given

rise to materialism, individualism, and consumerism (Samson, 1999).
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Medicine and the Biomedical Model of Health

Historically, the medical profession is regarded as the dominant force that has shaped,
and continues to shape modern Western health care systems, practices, and
experiences of illness/health. It is based on a model of health known as the biomedical
model, which in turn has nurtured a health care culture founded on a patriarchal
positivism that emphasises control through rationality and separation (Miller &
Crabtree, 2000). Everyday characteristics of the biomedical culture include male-
centredness, physician-centredness, the importance placed on credentials, a process
orientation to health care, focus on short-term results, a ‘reverence’ for the privacy of
the doctor-patient relationship, and intolerance of other health care modalities (Miller

& Crabtree, 2000).

The specific features of the biomedical model that are most relevant for this research

are:

e The body is a separate entity from the mind. The body is constituted as an external
physical object able to be freely inspected (Samson, 1999). This view reaches its
fullest expression in biomedicine as the Cartesian dualism of mind and body.

e The body is a machine. The body is seen as a complex machine, made up of
separate anatomical parts and physiological systems, that doctors are able to repair
using specialised technical knowledge (McLennan, Ryan, & Spoonley, 2000).
According to this mechanical metaphor, the objective, clinical signs of illness are
observable by the doctor and independent of the symptomatic experience of the

patient (Gordon, 1988, as cited in Annandale, 1998, p. 6). Technological

17
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interventions are regarded as important factors in health care: a technological
imperative operates because the body is treated as a machine.

The development of an aetiological framework (notably the germ theory) to
understand and treat disease (Armstrong, 2000; Bates, 2000). Although this
framework made possible many of the biomedical advances of the last century, its
focus on the physical expression of the patient’s illness effectively separates the
body from its sociocultural environment and ignores the psychological factors
involved in health (biological reductionism). Indeed, some theorists (e.g., Lupton,
2000) hold that it was biomedicine’s doctrine of aetiology specifically that made
molecularised medical science “the instrument of the physician’s power” (Cassell,

1989, p.13) and thus enhanced the privilege of medical practitioners.

The Biopsychosocial Model of Health

In the second half of the twentieth century, theorists from various disciplines began to

express their concerns at the dominance of biomedicine in health and health care, as

well as the extent of its social and cultural authority. Notable among the psychological

and social models of health that emerged at that time was the biopsychosocial model

of health. Established during the 1970s (mainly by Engel), this model combined

elements of the biomedical model with the newer research of social scientists, to

identify the psychological and sociological factors in health and iliness. This and other

social models of health from that time underpin much of our contemporary theorising

on the social construction of health experiences (Amstrong, 2000).

18
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More recently, Foucault’s work and the traditions of postmodernism and feminism
have stimulated important critical responses, both to the biomedical model and to the
more recent social models (Annandale, 1998; Armstrong, 2000; Frankel & Beckman,
1989). Finally, the development of the sociology of emotions (James & Gabe, 1996;
Williams, 1998; Williams & Bendelow, 1996) provides us with a theoretical base for
re-connecting emotions and the body, which takes more sophisticated account of the
relationship between social relations, psychological processes, and biological

processes.

Changing Patients

At the same time as the theoretical landscape of health care has been changing
throughout the Western world, patients have become increasingly ‘conscious’ in
regard to their health care experiences. Generally, they have become much more
informed as information technology has given them access (directly via the World
Wide Web and indirectly via other mass media) to expert knowledge that was
previously held by medical practitioners. As this specialised knowledge base has
become more accessible to the public, the status of the medical profession has been
eroded, and the power and control mechanisms that rested on the disseminating of that
exclusive knowledge have diminished (Coburn & Willis, 2000; Coulter & Fitzpatrick,

2000).

Information technology, combined with twin emphases on individual responsibilities
and choices within a consumer society, have been major factors in empowering

people to take a more active role in their own health care (Lupton, 1994). At the broad
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social level, such empowerment is evidenced in the growing trend to self-help health
care (e.g., self-diagnostic kits and off-the-shelf treatments), and the use of health
support groups (e.g., cancer support groups) or more informal social networks for
health-related advice (Hardey, 1998). Organised groups, such as those that sprang up
around AIDS, also can influence public perceptions of particular health issues and

thus be powerful vehicles for health reform.

Complementary Health Care

Accompanying the growth of consumer dissatisfaction and unease with biomedicine
has been public interest in non-medical health care philosophies and practices
(Hardey, 1998). Commonly referred to as ‘alternative’ or ‘complementary’ health care
practices (comparative labels awarded relative to biomedicine), these health care
practices are now relatively common and generally accepted in the wider health care
context. Most of these practices offer a more humanistic, patient-centred approach
than scientific medicine (Bates, 2000), acknowledging the importance both of mind
and soul in the individual’s experiences of health and of the sociocultural context in
which health is situated. (See Cant and Sharma, 2000, for an excellent discussion of
the worldwide rise of non-medical health practices.) Many of today’s health care
consumers use both ‘complementary’ and biomedical therapies, and they perceive no

conflict in using both (Coile, 2002).
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Political Changes

As a result of the serious challenges during the 1970s to the autonomy and credibility
of the medical profession, governments around the world became heavily involved in
the business of health care (Coburn & Willis, 2000; Hardey, 1998). A decade later,
competitive health care and then privatisation became global trends as economists,
politicians, and business leaders adopted various market approaches to health care
(Hardy, 1998). These approaches have contributed to the shift from the professional
dominance that prevailed under biomedicine, to buyer dominance, with payer-led
emphases on better outcomes, prevention, and primary care (Light, 2000). While the
benefits of such changes and their concomitant reforms must be acknowledged there
is criticism that many health care providers are losing touch with the perspectives and
needs of their patients (Williams, 1993), and that the reform initiatives have failed to
achieve their objectives (Richards, 1996). The World Health Organisation formalised
the concern of members over market-driven cost containment in its call for a return by
health care policy makers to a focus on human dignity, equity, solidarity and

professional ethics (1996).

Health Care Inequalities

Wide inequalities in levels of health and access to services continue to persist among
and within countries (Flaskerud & Nyamathi, 2000), and there are also widespread

reports of unease among health care practitioners that the quality of the health they
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can deliver is being compromised by the constraints imposed by the restructuring of

health services into profit-driven businesses (Beecham, 1996; Issel & Kahn, 1998).

Socioeconomic inequalities in health stand as one of the major problems of Western
health care today (Curtis, 2004). A number of recent sociological analyses suggest
that these health inequalities, manifest across individuals, communities, and societies,
are on the increase (see Robert & House, 2000). Not surprisingly then, there has been
a global movement to focus on the determinants of health inequalities. Health research
and policy commonly identify social class, ethnicity, and gender as major factors in
health. For instance, it is now recognised that the marked difference between the
mortality and morbidity rates of women and men can be best understood by reference
to the social construction of gender and the gendered social practices that
contextualise individual health care experiences (Henshaw & Howells, 1999; Lane &

Cibula, 2000).

In market models of health care provision the individual patients are the end-
consumers of health care products and services. The commercial importance of their
needs and wants, and their levels of satisfaction grant them a key position in the
health care marketplace. This position has been reinforced by the rise of the consumer
culture and dominant ideologies such as individualism — both of which have been
major forces in reshaping the expectations and roles of the contemporary health care

consumer (Samson, 1999) in the reconfiguration of the global health care context.

The contemporary Western health care consumer is now faced with considerable

choice and increased responsibility in consumption of health care services and
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products. With globalisation, health care knowledge is becoming more complex and
contested (Annandale, 1998), and thus the choices we make as patients carry more

potential risk and uncertainty.

Moreover, we make our choices in a dynamic, complicated health care context that
has developed quite forceful moral imperatives concerning self-responsibility for
health (Fox, 2000; Lock, 2000) and a profusion of competing interests (Flaskerud &
Nyamathi, 2000). As patients in today’s health care context, we find ourselves
compelled to seek information and make choices. Yet, as Annandale (1998) astutely
remarks, “the ability of the patient to do this is very much circumscribed by the highly

politicized nature of the health-care milieu” (1998, p. 280).

To summarise, health care in the global context is expansive and expensive, complex
and subject to rapid change. These features are consistent with the claim that
“capitalist society itself is becoming more fragmented and less fixed, involving a shift
to a ‘postmodern society’ characterized by fragmentation, fluidity and uncertainty”

(Carpenter, 2000, p. 37).

Today, patients have a wide range of health care options, and therefore much more
choice in their own health care. While medicine remains a powerful presence in the
global context of health care, complementary health care therapies and more holistic,
patient-centred approaches to health are gaining wide acceptance, as we become
increasingly aware of the shortcomings of biomedicine. However, the pluralism and

complexity that characterise the health care sector today not only present patients with
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opportunities but also new challenges that are linked to notions of uncertainty and

risk.

We would seem to be in a transition period, when ‘health care’ as a construct is being
reconfigured globally. Changes that occur at this global level of the health care
context impact the values, roles, and expectations that practitioners and patients alike
have for the design and delivery of health care services within Western society. As
worldwide recognition grows of the hegemony of biomedicine and the taken-for-
granted medical discourse of health and illness, individual patients are finding that
they must negotiate and re-construct new ways of understanding their health care

experiences in the interim.

2.3 The New Zealand Health Care Context

Broadly speaking, health care in New Zealand reflects the global patterns and changes
discussed in the previous section. This is to be expected, given that there are marked
similarities across industrial societies in the construction of health care practices and
beliefs, as well as the organisation of the health care system itself (Davis, 1981).
However, because of the sociocultural and historical differences between New
Zealand and other advanced industrial societies, it is important that we understand the
nation’s health care context in its own right. The following section will review the
New Zealand health care context, with the focus on primary health care, up until the

end of 2001 when the participants for this research did their data collection.
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Health Care Funding in New Zealand

Health care in New Zealand is funded and provided by various state, private, and
voluntary sectors. Approximately 77% of health care is state funded. Public health
expenditure amounted to $6,490 billion in 1999, or $1,705 per person (Statistics New
Zealand, 2002). Primary medical-care services are provided by general practitioners
(GPs), most of whom now work as members of group practices (as opposed to sole
practice). The government subsidises the cost of GP visits for New Zealanders with
low income or high health needs (although the GP can charge a co-payment), and for
children (in certain circumstances). However, as the female participants in this
research commented, it is becoming more common for low-income people to use their
local hospital’s accident and emergency department for primary health care needs

because services are free for the patient i.e., fully subsidised by the government.

Various government subsidies also apply to prescription drugs and certain other
pharmacy costs, dental services, maternity care, home nursing and home help. Finally,
in “an arrangement peculiar to New Zealand” (Dew & Kirkman, 2002, p. 84), the
state compensates accident victims for loss of employment and treatment expenses.
Under this scheme, known as ACC (Accident Compensation Corporation), accident
victims can receive subsidised treatment from a range of primary health care
practitioners, including GPs, physiotherapists, chiropractors, osteopaths,
acupuncturists, and others. Treatment from registered ACC practitioners can be free

or heavily subsidised.
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Reforms and Changes in the System

New Zealand’s health care system has undergone significant and rapid change since
the 1980s. These reforms, which have left many practitioners and patients “both
weary and wary of change” (Somjen, 2000, p. 68) in the health care system, have
come to be formally acknowledged as “the most radical of any OECD country”
(Malcolm, 2000, p. 183). The reforms and subsequent restructurings reflect the
changes in New Zealand governments over that time and hence the changes in

political objectives for the health care system.

Consumerism has flourished over the course of these political and economic reforms
to New Zealand’s health sector (see Lysonski, Durvasula, & Watson, 2003), and New
Zealanders increasingly challenge medicine and its dominance of the health care
sector (Dew & Kirkman, 2002). Historically, successive New Zealand governments
have conferred great authority on the medical profession by enabling it to operate as
an autonomous profession with powers to regulate itself and determine the practice
conditions of its members. (Fougere, 1984, as cited in Davis & Dew, 1999, p. 9). In
the last few decades however, New Zealanders’ trust in medical practitioners has
weakened significantly. This is due partly to global trends such as increasing
skepticism and scrutiny of social institutions like medicine, and people being able to
access detailed health information themselves without having to rely for it on their
medical practitioners (as discussed in the previous section of this chapter, 2.3 The

Global Context of Health Care).
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Equally important though in fuelling this consumerism within the New Zealand health
care context has been the impact of a number of medical mishaps that have been
detailed in the media and extensively followed by the public. The run of these
mishaps is popularly regarded as having started with the ‘Unfortunate Experiment’ at
National Women’s Hospital in Auckland. In 1987, a national monthly magazine
published an article reporting that women suffering with cervical cancer had been
unknowing subjects in an experiment at National Women’s in which treatment for
their cancer was with-held (Coney & Bunkle, 1987). By the 1980s at least five
women had died as a result of the experiment and 40 had developed invasive cancer

(Snook, 1999, as cited in Dew & Kirkman, 2002, p.154).

The discovery of this experiment and the subsequent inquiry basically revealed that
the values held by the medical profession were not the same as those held by the New
Zealand public, and that the medical profession was too quick to excuse and protect
members who made ‘mistakes’. After the inquiry had exposed the established peer
review processes as untrustworthy, the office of Health and Disability Commissioner
was created to investigate complaints made against all health care practitioners. Since
then, medical scandals involving both health care institutions and individual
practitioners have further undermined the view of medicine as “a purely benevolent
act practised by altruistic individuals who base their judgements on a bedrock of

certain science” (Dew & Kirkman, 2002, p. 148).

Another particularly important factor in the rise of consumerism in New Zealand has
been the development of powerful pressure groups that lobby on behalf of health care

consumers. These include lobby groups, usually well-organised and articulate, with a
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high public profile, that focus on specific health concerns (e.g., mental health or
immunisation) and groups that have developed out of the women’s health movement

(e.g., homebirth groups or women’s health collectives).

Gender and Health Care in New Zealand

Health inequalities based on gender differences in the experience of health are
identified as an area of special concern in the government’s health reform strategies.
The gender inequalities manifest in the New Zealand health care context are very
similar to the patterns identified in other industrialised Western countries around the
globe. Thus, in New Zealand:

e Women have a longer life expectancy than men. Men’s life expectancy is 76
years, almost five years less than women’s (Goodyear-Smith & Birks, 2003).

e Women’s life expectancy has decreased as men’s life expectancy has increased.
Life expectancy decreases as deprivation increases (Ministry of Women’s Affairs,
2002).

e ‘Men die quicker but women get sicker.” Women suffer from more illness and
disability than men, even when they are the same age (Davis, Graham & Pearce,
1999).

e Men use primary health care services less than women and are more likely to put
off seeing a primary health care practitioner when they are ill (Dew & Kirkman,
2002). Women obtain more prescription items than men (Goodyear-Smith &
Birks, 2003).

e Men are more likely than women to die from suicide, homocide, and

unintentional injury (Feyer & Langley, 2000).
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e Total New Zealand registrations for cancer specific to women number 764 per
100,000. Male-specific cancers total 1226 per 100,000 (Ministry of Health,
1999).

e Women and men have similar overall rates for diagnosable psychiatric disorders,
although women have higher rates of depression and anxiety (Ministry of
Women'’s Affairs, 2002).

While these figures do reflect gender differences in the actual contact with the health

care sector, they do not detail the relationship between gender and health experiences

in New Zealand. Sociologists remind us that such statistical information on gender
inequalities must be understood in relation to the different roles that women and men
are socialised into, along with the political, economic, and historical forces that

contribute to gendered experiences within the New Zealand health care context (e.g.,

Dew & Kirkman, 2002; McLennan, Ryan, & Spoonley, 2000).

Thus, gender makes most sense as a determinant of health when it is connected with
other major practices and patterns within New Zealand society. For instance,
sociologists suggest that the New Zealand culture of masculinity fosters risk-taking,
problems with alcohol, difficulty expressing emotions, and reluctance to seek help
(see National Health Committee, 1998). For women, the role of single parent is
increasing. In New Zealand, women who are separated from the father of their child
are more likely than other mothers to be depressed and economically disadvantaged

into middle age (Coney, 2002; Williams et al., 1997).

There are socially prescribed behaviours for men and women as part of their work

roles, relationship and parent roles, and patient roles (particularly within the
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traditional biomedical model for patient-practitioner interactions). So, the statistics
that show New Zealand men have higher rates of workplace deaths than women, for
instance, can be partly explained by understanding that occupations such as forestry,
fishing, and agriculture are regarded traditionally as ‘male’ occupations (Dew &

Kirkman).

Other gender inequalities in health can be understood when we situate them in the
wider economic context:

The individualism unleashed by the economic restructuring of

the 1980s and 1990s led to both an increase in inequalities

and an increase in anomie as people were encouraged to look

after themselves and not others. Indicators of the impact of

anomie could be seen in the increased suicide rates during the

1980s, particularly affecting young men, the unemployed, and

sickness beneficiaries. (Dew & Kirkman, 2002, p. 37)
Women in New Zealand do not yet have full equality with men in economic and
social status, freedom from discrimination, and access to decision-making processes
and opportunities, despite the fact that women and men do have equal status under
law (Statistics New Zealand, 2002). The Ministry of Women’s Affairs, which advises
the Government on issues that disadvantage women, has developed a women’s health
strategy on the basis that women have special health needs not met by the previous
health care systems. The Ministry states that it uses a gendered approach to health
policy, rather than a women’s health approach, to enable a focus on men as well as

women, and to work with New Zealanders from different ethnic and cultural

backgrounds (Ministry of Women’s Affairs, 2002).

However, policy commentators Goodyear-Smith and Birks (2003) warn that

initiatives that give priority to women’s health care services (e.g., the 2001 Women’s
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Health Strategy) have disadvantaged men in New Zealand, by neglecting men’s
health issues and ignoring the barriers which make it difficult for men to access
health care services. They draw attention to several reports produced by New Zealand
government organisations that are critical of men and sympathetic to women. Such
responses to gendered health inequalities, they claim, reflect a trend in health care
suggesting that men themselves are to blame for their health problems because of

certain masculinist traits they exhibit.

Goodyear-Smith and Birks urge policy makers to “show men that they are not being
blamed, but rather that they are valued enough to be allowed to care about their own
health” (2003, p. 28). They advocate health care strategies that acknowledge the
value of both men and women in New Zealand society, with specific policies
targeting those in need because of a particular health problem. For example, policies
designed to address problems such as suicide and workplace injury would largely
target men. Such approaches to health inequalities are needs-driven: they recognise
and respond to patient needs rather than gender stereotypes. They represent
movement in health care policy away from practices based on the dualistic
conceptualisation of gender to post-modern understandings of gender as a dynamic
phenomenon interacting with other key social forces that combine to create the

context for any health care incident.

The preceding section has outlined the New Zealand context for health care,
especially as it relates to primary health care. It is a context that has experienced
substantial changes over recent years. Some of these changes reflect patterns evident

in the global health care context, such as the disillusionment with biomedicine, the
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rise of consumerism, and increasing levels of health knowledge. Others of these
changes and certain structures in the national context are the result of distinct social
arrangements that are unique to New Zealand, for instance, the level of state funding
for health care, and special initiatives to address Maori health issues. Commentators
agree that the roller-coaster changes to New Zealand’s health care sector have not
been successful in the long term, in cost savings, health outcomes, or equity (e.g.,

Barnett & Barnett, 1999; Gauld, 2001; Somjen, 2000).

The health care problems the country faces are the drivers of these changes — costs,
demand, expectations, and politics. Patients have driven some of the changes directly,
through consumer lobby However, consumer pressure groups and complementary
practitioners are situated in a national context in which medicine continues to be the
privileged discourse on health and the delivery of health care to New Zealanders.
groups, and indirectly by changing their health care consumption patterns and
preferences. However, consumer pressure groups and complementary practitioners are
situated in a national context in which medicine continues to be the privileged
discourse on health and the delivery of health care to New Zealanders (McLellan,
Ryan, & Spoonley, 2000). Issues affecting women’s health, in particular, have been
prominent in this context because of the media coverage of a series of medical
scandals around cervical cancer, and other medical ‘mishaps’ involving women

patients.

These then are some of the distinguishing features of the New Zealand health care
context. It is from within this national context that individual patients shape their

personal health experiences and their relationship to health services and practitioners.
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The next section discusses the patient-practitioner dyad as the ‘micro-context” of

health care.

2.4 The Micro-Context: The Patient-Practitioner

Relationship

Health and illness are fundamentally personal and private experiences: the pain and
discomfort of illness occur within each of us individually. But our experiences of
health and illness are also extremely social. The ways in which each of us interpret
and respond to our individual symptoms are shaped by our social context, including
such determinants as ethnicity, social class, and gender (Mayer, Davis, & Schoorman,
1995). The patient-practitioner interaction is an important aspect of a person’s
health/illness experience. It is in the context of this relationship, for instance, that our
physiological symptoms are transformed into diagnoses, and we learn and practise

socially appropriate illness behaviour.

The patient-practitioner relationship exists between a person who feels or is told that
s/he is sick or ill in some way, and a person who provides therapeutic help. The
category of ‘patient’ comes into being when that person, who is experiencing a health
care problem, consults a practitioner who can provide “preventative, curative,
comforting, caring and diagnostic interventions” (Ramdass, Naraynsingh, Maharaj,
Badloo, Teelucksingh, & Perry, 2001). Merely having symptoms of ill-health is not
enough to make a woman or a man a patient — actively seeking help from a health

care practitioner does.
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The interaction between patient and practitioner constitutes a formal relationship, in
the sense that they meet for a limited time, for a specific purpose based on the
assumed common goal of patient well-being and health, and the practitioner receives
a fee for her/his services (von Friederichs-Fitzwater & Gilgun, 2001; Nadelson &
Notman, 2002; Walker, Arnold, Miller-Day, & Webb, 2001). Accordingly, this
research accepts that the term ‘relationship’ can encompass both a one-off encounter
when, for the duration of that single consultation, a patient relates to a PHCP whom
s/he might never interact with again (e.g., in the case of an emergency), as well as a
series of encounters between a patient and the same PHCP over time. Because such
interaction between two people is a fundamental notion in both services marketing
and relationship marketing, the particular context of the patient-practitioner

relationship assumes great importance in this research.

Relationship Complexities

The patient-practitioner relationship can be very complex, due largely to the
circumstances in which it is created (Budd & Sharma, 1994). The patient enters the
relationship because s/he believes that the practitioner has expert knowledge, skills or
techniques that can help achieve specific health needs. The practitioner believes that
s/he can help the patient to meet health care needs because s/he possesses expert
knowledge, skills, or techniques that will contribute to the patient’s well-being
(Agich, 1983). Patient reactions to these circumstances can range from vulnerability

and dependence to consumerism and self-responsibility. In these circumstances, issues
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of power and dependency can become serious relational problems (Doney & Cannon,

1997; Kumar, Scheer, & Steenkamp, 1995).

To add another dimension of complexity to the patient-practitioner relationship, the
participants can bring entirely different perspectives into the consultation room
(Davis, 1981; Roter & Hall, 1997). The patient is, of course, personally involved with
the health issue, living it as an experience that is affecting the quality of their day-to-
day life, and possibly fearing that it could affect their future well-being
(McAlexander, Kaldenberg, & Koenig, 1994). Illness is a state of being that is often
accompanied by feelings of uncertainty, vulnerability, risk, and fear. In contrast, the
practitioner approaches the encounter with a certain detachment, seeing the patient’s
situation in terms of broader principles of health care. Because illness is socially
constructed, patients and practitioners are likely to see the same set of physiological

symptoms entirely differently (Lorber, 1997).

More of the complexity inherent in the patient-practitioner relationship is accounted
for by those theorists who explore the parallels between it and other intimate
interpersonal relationships, particularly in regard to tensions between self-disclosure
and privacy, and the strategies used to negotiate conflict resolution (e.g., Berger,
1999; Grossman, 1998; Rimal, 2001). The reactions and experiences of the patient
within the relationship further depend on diverse factors including the nature of the
health care condition itself (e.g., physical or mental, acute or chronic), how the
patient constructs her or his own role, and the personal and/or professional paradigms

from which the practitioner responds (Dew, 2001).
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Gender Effects in the Patient-Practitioner Relationship

Gender effects also have an influence within the micro-context of the patient-
practitioner relationship. The relationship constitutes a social context, in that it is the
purposeful meeting of two individuals within the health care system as it is organised
and supported by society. Social contexts are usually gendered and gender is
embedded in major social organisations such as health care (Lorber, 1997).
Researchers find that gender makes a difference in two ways: women and men
patients are treated differently, and women and men practitioners treat patients
differently (for a review of the studies examining gender effects in medical

encounters see Roter & Hall, 1997).

Gender affects the communication between patient and practitioner. Various studies
(mainly of medical practitioners) show that female patients are given more
information than males and the information is given in simpler language, that female
patients ask more questions in general, and initiate more discussion after the doctor’s
explanation. Female patients receive more positive talk, and more attempts to include
them in discussion, are asked more often than males about their feelings and/or
opinions, and are more likely to ask for help. Female patients appear to be more
emotionally engaged in the encounters than males; they disclose more emotional
concerns and receive more empathy and reassurance. On the other hand, research
shows that male patients are more likely to present their opinions or suggestions
without prompting, and are likewise more likely than female patients to voice

disagreement (see Roter & Hall, 1997).
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The gender of the practitioner has major effects on the patient’s experience of health
care. Research suggests that generally female practitioners treat patients differently
from male practitioners, and that patients (both male and female) talk more and seem
to participate more actively in the encounter when the practitioner is female (Hall,

Irish, Roter, Ehrlich & Miller, 1994; Lorber, 1997).

At a different level, women patients, who visit PHCPs more often than men, are
treated less pro-actively with regard to certain health care conditions (e.g., heart
disease), and women doctors are more likely to order cervical smear tests and
mammograms for their female patients (Lorber, 1997). In these ways then, gender
effects impact patients in the context of their relationship with practitioners, and thus

play an important role in the way the patients experience health and illness.

Models of the Patient-Practitioner Relationship

Theorists have developed various models of the patient-practitioner relationship.
These conceptualisations have developed in two waves, an earlier wave that was
focused on patient relationships with medical practitioners (called the ‘patient-doctor’
or ‘patient-physician’ relationship), and a later wave, broader than the first, that
explores the ‘therapeutic’ relationship between a patient and any health care
practitioner (including but not restricted to medical practitioners). This literature has
developed in conjunction with such research interests as medical sociology’s inquiry
into the dominance of biomedicine, the feminist focus on the power and control
inherent in the professional health care relationship, and the nursing profession’s

engagement with the ‘care vs. cure’ debate.
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It is useful to understand these different models as being theoretical positions on a
relationship continuum. At one end of this continuum are patient-centred interactions
that take a holistic approach to the health care of the patient, focusing as much on the
‘care’ aspects as the ‘cure’, and integrating all of the determinants of health according
to the biopsychosocial perspective of health care and illness. At the other extreme of
the theoretical continuum, are disease-centred interactions between patients and
PHCPs that emphasise the practitioner’s technical knowledge and skills, and focus on
curing the symptoms of illness as presented in the patient’s body, based on the

biomedical paradigm of health care and illness.

The interaction between a patient and an archetypal biomedical practitioner can be
regarded as typical of the disease-centred type of relationship. The doctor, male,
makes the decisions for the patient (particularly women), discounts as subjective and
unreliable the patient’s personal data, restricts information about the patient’s
problem, and thus holds the power in the relationship (Goodyear-Smith & Buetow,
2001; Lorber, 1997). Relationships between complementary practitioners and patients
are generally regarded as typical of the patient-centred model, because of their
emphasis on the patient’s holistic experience of health and illness. The practitioner
takes a highly individualised approach to the treatment, and throughout the
consultation (usually longer than a GP consultation — up to an hour for instance)
seeks detailed personal information about the patient’s health problem and its
significance, relative to her/his lifeworld, before working with the patient to tailor the

health care programme (Cant & Sharma, 2000; Frank, 2002).
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In real life, of course, patient-practitioner relationships are not this simple. Research
demonstrates that the contemporary health care relationship can change considerably
over the course of a single encounter (Woodward, 1998), as well as over multiple
encounters between the same individuals for a variety of health reasons (Walker et
al., 2001). In other words, any one encounter can shift position on the relationship
continuum as the patient and practitioner negotiate health care perspectives and

needs, and their experiences of health and illness change.

These models of the patient-practitioner relationship define a conceptual space within
which we can examine the roles prescribed for each individual; the models ‘set the
stage’ for developing a deeper understanding of the roles of patient and of
practitioner. The sociological notion of role enables us to connect the patient’s lived
experience with the health care system, the prevailing discourses and bodies of
knowledge framing health and illness, and the relational dynamics that develop
between her/him and the practitioner. In the following discussion, because this
research focuses on the patient’s perspective and experience of trust, I will train the
spotlight on the patient and her/his role within the context of the therapeutic

relationship.

Patient Models: The ‘Sick Role’

In the disease-centred relationship, the patient role is structured around passivity,
deference to the doctor, and unquestioning compliance with prescribed treatment,
which ultimately contribute to strengthening the patient’s dependence on the

practitioner. These behaviours conform to the classical, biomedical ‘sick role’,
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underpinned by the following socio-cultural assumptions regarding the ‘right’
behaviour for a sick person:

e the patient is obliged to try to get well,

e the patient is obliged to entrust their health to health care experts, and

e the patient is expected to obey the expert (Bates & Linder-Pelz, 1987).

This role was established and well-defined as the medical profession, afforded ever-
increasing privilege and authority, became the dominant health care institution within
Western society. The challenges to that domination have brought profound changes to
the role of patient, as theorists and patients alike recognise the power and control

imbalances entrenched in the biomedical patient role (Armstrong, 2000; Hardey,

1998).

Alternatives to the biomedical role have evolved as people have become informed
and experienced in different ways of ‘doing’ health care. Each of these alternative
patient roles is grounded in a particular discourse, or ‘way of knowing’ about health
care, that is quite different from the dominant medical discourse. Along with the role
sets, each discourse has its own culture, with a unique language, values, practices,
and expectations. In particular, I wish to review two of these other roles, the patient
as agent and the patient as consumer. These two role sets are commonly used by
patients today as alternatives to the biomedical protocol for the relationship, and are
therefore reasonably well developed. However, the fact remains that the role
prescribed for the patient by biomedicine, remains the dominant and most preferred

by contemporary patients (Cant & Sharma, 2000; Lupton, 2002; Nettleton &

Gustafsson, 2002).
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Patient Models: The Patient as Agent

Central to the behaviour norms and expectations for the patient interacting within
patient-centred relationships (typical of complementary therapies) are notions of
patient autonomy and agency, the holistic health paradigm, the importance of the
patient’s subjective health experiences, and awareness of the socio-cultural
determinants of health. In this role set, the patient is expected to be an active
collaborator in her/his health care; the patient shares the responsibilities inherent in
the relationship for initiatory behaviour and decision-making (Robinson, 2003). The

patient who adopts this role is sanctioned

to volunteer personal information, opinions, and preferences,

e to ask questions, to ask for information, explanations, or clarification,

e to disagree with the practitioner,

e to express concerns, worries, and emotions,

e to gather and share information,

e to make decisions, and

¢ to take responsibility for the treatment outcomes (Robinson, 2003; Thakur &
Perkel, 2002).

Thus, the patient who relates to the practitioner according to this role is expected to

take much more personal responsibility for her/his health care within (and outside) the

context of the relationship. The practitioner is expected to offer advice and knowledge

that is guided by the patient’s needs and values, and to relate to the patient in ways

that foster dignity and respect (Thakur & Perkel, 2002).
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Patient Models: The Patient as Consumer

This patient role, which relies on the twin ideologies of consumerism and
individualism, supports the patient who looks out for and asserts her/his ‘rights’ as
the customer of a health care practitioner. This consumer-patient is individualistic,
questioning and assertive, resists dependency on the practitioner, and is generally
well-informed and ready to challenge the practitioner’s opinions (Lewis & Bridger,
2000; Lupton, 1996). In a medical context, for instance, patients who assume this
role, are “willing and able to exercise choices about their doctors in the same way as
they do about restaurants, hairdressers, or supermarkets” (R. Leavy, D. Wilkin, & D.

Metcalfe, 1989 as cited in Lupton, 1996, p. 157).

This consumer-patient gathers information independently of the practitioner, from a
range of sources, but particularly the Internet. Coile (2001) predicts that the ‘wired’
health care consumer, will drive patients’ demands for the latest biomedical drugs
and treatment. He believes that wired baby boomers are especially significant, and
will become even more so as they begin to suffer chronic health care problems at the
same time as they are managing the health needs of their children and aging parents.
Baby boomers lead the way in surfing the Net for health care information and
services, for example, researching online the side effects of a drug that a medical

practitioner has prescribed.

This role upholds the rights of the patient, as a consumer, to quality health care
delivered as a formal contractual obligation of the practitioner. These health care

rights are recognised and detailed in the patient charters commonly found in clinic
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waiting rooms and hospital corridors in New Zealand. The consumer-patient is fully
aware of the competitive nature of the health care market, and is prepared to hold
health care providers to account. The individual is aware also of the right to receive
information and to discuss treatment benefits and alternatives, along with compassion

and continuity of care.

Following this role, the patient will complain if the quality of health care does not
meet expected standards and take her/his business elsewhere. Rather than acting as
the compliant patient of the biomedical mold, this individual behaves as a concerned,
informed consumer who exerts active control over personal health care (Annandale,
1998; Kelner & Wellman, 1997; Thakur & Perkel, 2002). This particular patient
position is ‘protected’ and enhanced in the New Zealand health care context by
patient advocates, informed consent, formalised complaints procedures, and the

existence of the Health and Disability Commissioner.

Real Life Patients

The preceding relationship models and conceptualisations of the patient are, of
course, abstractions. They afford us insight to the behaviour and organisation of the
people involved in the patient-practitioner relationship, and thus enable us to better
understand the dynamics of this inter-relation from a theoretical point of view. But

they do not fully account for the lived experiences of contemporary patients.

In real life, people are not always this tidy or this simple. The patient-practitioner

relationship can be an extremely complex, fluid interaction, moving between
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different focuses and shaped by a diverse range of influences that come in and out of
play during the same encounter. Contemporary theorists (e.g., Frank, 2002;
Goodyear-Smith & Buetow, 2001; Lupton, 2002) believe that patients can move
quite freely among the health care discourses and their associated roles, both between
and within single encounters, according to their health care needs. (This ‘shopping
around’ for health care providers and discourse-hopping suggest that these
postmodern patients are becoming well educated and experienced in health care

plurality.)

Kelner and Wellman (1997) show that patients, at times, deliberately choose different
kinds of primary health care practitioners for particular problems, and sometimes will
choose a mixture of treatments for the one problem. For example, patients can choose
chiropractors for backaches, naturopaths for colds, and might consult both their GP
and acupuncturist for skin disease. This flexibility implies that patients are
comfortable moving between discourses and adopting different patient positions

accordingly within these relationships.

The patient position we take during any single encounter with a PHCP can shift also.
The position a patient adopts depends on a range of socio-cultural and individual
personality factors, as well as on particular characteristics of the patient-practitioner
relationship and of the specific health care situation they are in (see Deber, 1994). To
illustrate, some individuals prefer to adopt the passive-dependent patient role in all
their patient-practitioner relationships, and therefore to not take an active part in
decision-making, because of psychological reasons (Babrow, Hines & Kasch, 2000;

Rimal, 2001). Other individuals prefer to relate from the active patient position, but
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adopt the passive role over the course of a severe illness or during instances of
intense pain (Arora & McHorney, 2000; Steinhart, 2002). Once their immediate
treatment or symptomatic needs are met then these patients take up the active role

again in the relationship.

The wider socio-cultural contexts of health care also shape the dynamics of the
interpersonal relationship. For example, no matter how well informed people might
be, either on a particular health condition or on patient rights, they will continue to be
at a disadvantage relative to medical practitioners for as long as the biomedical model
and health systems are sanctioned by the State. Moreover, the experiential esoteric
knowledge held by any health care practitioner ensures that patients are never fully
equal in the relationship. Paradoxically, it is precisely because of this specialised
knowledge and expertise that the patients have entered a relationship with the

practitioners.

Finally, these models all seem to involve patients who are at least middle class,
reasonably educated, and able to consciously negotiate their patient positions. They
loose their meaningfulness in situations where the patients are considered to be
‘socially disadvantaged’ before they even enter a patient-practitioner relationship; for
example, a Cook Island mother of seven, living in South Auckland, on the Domestic
Purposes Benefit. Similarly, the models begin to unravel when patients are incapable
of making sound decisions; for instance, when they are in pain, frightened, under

medication, unconscious, traumatised, or in a foreign environment.
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2.5 Implications in Context

Health care services share the fundamental characteristics of services — intangibility,
variability, inseparability, perishability, and ownership (Bebko, 2000; France &
Grover, 1992; Liljander, & Roos, 2002). Theorists also recognise that health care is
markedly different from other consumer services. The following section will review
the distinguishing characteristics of health care services and consider their

implications for patients, the end consumers of health care.

Because of the common characteristics of their context(s) and the nature of the
services themselves, health care services are high in search, experience, and credence
qualities (Arnold, Hoffman, & McCormick, 1989; Mitra, Reiss, & Capella, 1999;
Ostrom & Jlacobucci, 1995; Zeithaml, 1981). This means that patients generally find it
difficult to evaluate the attributes of a health care service prior to the consultation,
and, indeed, even after the service encounter or course of health care treatment.
Evaluation of the clinical dimension of the health care service (i.e., the ‘core’ health
care product, being the practitioner’s clinical response to the patient’s illness, also
commonly referred to as the ‘cure’ aspect) is particularly complex for the individual
patient. Thus, health care services are also regarded as being characteristically high
risk and high involvement purchases for the patient (see Gabbott & Hogg, 1998;

Kotler & Bloom, 1984).
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Uncertainty and Perceived Risk

Uncertainty is particularly high for patients. Despite the fact that patients are
increasingly well informed and taking more control of their health care, they
continually face major problems evaluating the health care offering both before and
after purchase and consumption. Particularly for acute illnesses, patients frequently
have little experiential knowledge, simply because they lack prior experience. For
example, an individual with appendicitis generally will not have previous experience
of the condition. Diagnoses and treatments can vary from one health care practitioner
to the next, as can the skill and competence of practitioners within the same health
care modality. In addition, because of individual physiological variability, patients can

never be certain of treatment outcomes (Fox, 2000).

Patient uncertainty can be exacerbated by wider contextual factors such as the
growing distrust of the medical profession, the move by patients to access expert
health care information themselves, and the increasing use of complementary health
care practitioners. Health care controversies and scandals serve to heighten public
awareness that health care knowledge and practice is open to dispute and misuse.
Certainly, information sourced from outside the patient-practitioner encounter means
that the patient can be extremely well-informed; this empowers the patient to take a

more active role in the patient-practitioner relationship (Annandale, 1998).

However, as some commentators (e.g., Gutierrez & Kendall, 2000; Nettleton &
Gustafsson, 2002) point out, this knowledge also effectively widens the range of

options from which the patient must choose, and thereby can increase patient
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uncertainty and anxiety considerably. Experience using a range of different health
care modalities could be seen to have the same effect; the more therapies used, the

wider the range of choices, the greater the anxiety faced by the patient.

Uncertainty is directly linked to perceived risk in any service encounter (Mitra, Reiss
& Capella, 1999; Wannop, 1989). The inherent characteristics of health care services
and their contexts already discussed heighten uncertainty and perceived risk for
patients (Crutchfield, 2001; Fox, 2000). Finally, underscoring these contextual and
situational uncertainties is the knowledge that health care can involve ‘Life and
Death’ decisions (at worst) or quality of life decisions (at best). By definition, when I

am a patient it is my health that is at risk.

Trust in the Patient-Practitioner Relationship

Furthermore, high levels of uncertainty and perceived risk generate high levels of
vulnerability and dependency in patients, and can also evoke intense feelings of
ambivalence, dependence, and anxiety (Lupton, 1996). It is in conditions such as
these that patients choose to trust — or not - their primary health care practitioners,
because, as Cassell observes: “Trust in others is one of the central human solutions to
the paralysis of unbearable uncertainty” (1991, p. 76). Trust reduces the patient’s
perceived risk by substituting confidence in the expertise and control proffered by the
practitioner. Thus, trust is a way of simplifying complexity and moving on, despite
the insecurity caused by uncertainty in risky health circumstances. In this way then,
trust acts to facilitate cooperation and healing in the health care context (Daniel,

1998).
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Many health care authors acknowledge patient trust as a key component of the
patient-practitioner relationship, and therefore of the patient’s health (Balint &
Shelton, 1996; Leopold, Cooper, & Clancy, 1996; Mechanic & Schlesinger, 1996;
Thom & Campbell, 1997). Theorists and researchers from other disciplines, including
marketing, likewise identify trust as a fundamental building block in relationship
models. For instance, relationship marketing theorist Berry positions trust as “perhaps
the single most powerful relationship marketing tool available” (2000, p. 164). These
findings on the centrality of patient trust to their personal health and that of their
relationship with their practitioners underscores the importance of understanding how

they live it in practice.

2.6 Concluding Comments

This chapter has examined the complex interactions between the nest of contexts in
which an individual’s experience of health care is situated. A deep understanding of
patients’ experiences of trust must be based on understanding the influence within the
patient-practitioner relationship of social forces and constraints from the global and
national contexts of health care - one without the other would only give us a partial
view of patient trust. The next chapter will review existing knowledges of the
phenomenon of trust, particularly as it is understood within the marketing discipline,

in order to explore the connections between trust and gender, in a health care context.
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2.7 In My Own Words

Interesting chapter this one — a very ‘heady’ experience. Involved head-stuff almost
exclusively. For a while I thought that there was nothing to reflect upon. But looking
back over the time it’s taken to write, I notice with interest that during this chapter my
head hurt a lot — migraines and disturbed sleep. I notice too that over this time I have
set consciously into our domestic routine activities that I have needed to maintain
some sort of balance between head and heart and soul — to stay healthy and happy.
Much walking, regular meditating, and planned contact with family and friends. Have
had to consciously work to make sure that my children and I get some fun family time
together (no PhD every second weekend, video-and-chips Fri. night; house-work Sat.
morning, full-on socialising afternoon and evening; special trip out of Hamilton on
Sun. — bush-walking, swimming, exploring). I think of this time as our re-bonding

time, time to refresh our hearts together.

Interesting parallels too between my experience with this ‘head’ chapter and
dominant discourses in society that focus on one aspect of the human being to the
exclusion of the other dimensions, for instance the positivist discourse of the
university, and the biomedical discourse of health care. Both discourses celebrate the
head-stuff, a focus that we are now beginning to understand needs to be balanced in

order to keep people happy and healthy i.e., not dis-eased.

In terms of the research process, this chapter has challenged me to be disciplined in
my daily work habits (butt on board) and the way I organised the materials I used to

understand the contexts of health care. Huge amount of material out there and lots of
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wonderful little side-paths leading off and away from the True Path. Mea culpa. (Also
notice that at times I'm talking like a journal article. Trust this condition will run its

course.)

Two exciting confirmations in this chapter time. First, the decision to use primary
health care practitioners instead of only GPs means the study is a much better
reflection of the ways we as patients are managing our health care these days, in that
people are choosing a range of practitioners to meet their health care needs. Second,
have come across theorists who are articulating what was well-developed in me as an
‘intuition’ about our health care patterns but about which I was struggling to speak
coherently. (These include the ideas of competing/conflicting discourses about health
and illness, and therefore health care; and ‘multi-faceted’ postmodern patients.) Am
confident that these theorists will help me to express and extend the participants’

work.
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“If any recognizable entity or form of relationship can be related to any other, then
the landscape of possibilities for understanding any action is without horizon”

(McNamee & Gergen, 1999, p.17).

3.1 Introduction

This research focuses on trust and gender. Through the social constructionist lens both
can be seen as social phenomena (De Wulf, Odekerken-Schroder & Iacobucci, 2001).
Neither trust nor gender can exist in isolation — an individual experiences both relative
to other people. Both are regarded as complex, multi-faceted phenomena that are
culturally and historically dependent (e.g., Jones & George, 1998; Lewicki,
McAllister, & Bies, 1998). Due to the dynamic nature of the modern environments in
which individuals experience trust and gender we should not be surprised therefore to
hear some theorists concluding that both phenomena are difficult to ‘capture’
conceptually (e.g., Doney, Cannon, & Mullen, 1998). There has been considerable
academic interest in trust and in gender, separately, over the past few decades, and a

vigorous literature has grown around each.

This chapter reviews the literatures on trust and on gender, in order, firstly, to sketch a
conceptual framework for understanding and extending the participants’ work on their
experiences of the phenomena within their health care relationships, and secondly, in
order to locate this research study within the existing literature. Relevant elements of

the existing literatures on trust and gender will be used more extensively in Chapter 8,
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as the bases for developing the data of this research. The overarching aim of
surveying the literature at this stage in the research process is to enhance “theoretical
sensitivity” (Strauss & Corbin, 1990, p. 51) so that, as the researcher, I am sensitive to
what to look for in the participants’ work, and able to recognise connections and

contributions from their data to established theory.

Accordingly, this survey is organised into three main sections. The first section,
focused on trust, concentrates on the trust literature relating to relationship marketing,
then discusses trust as it is understood in the health care literature, particularly that on
the patient-practitioner relationship. The second section of the chapter addresses the
literature on gender, particularly as gender is understood in the patient-practitioner
interaction. The final section surveys the research that examines the intersection of

trust and gender in the primary health care context.

Social constructionism is the theoretical lens through which I view these literatures, as
well as the participants’ data, with the aim of recognising interconnections that might
inform our understanding of their trust experiences. Both trust and gender are social
experiences in that they are lived in relation to others - rather than being lone rational
individual activities - and mediated through all the social, cultural, and political
processes of life. Trust, like any other social phenomenon, must be gendered, because
gender is one of the most important and powerful social statuses in any society

(Lorber, 1997).

Therefore, given the social nature of both trust and gender, social constructionism

provides both an appropriate and a promising theoretical platform for this research.
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Social constructionism is concerned with the dialectical relationship between the
individual and society (Annandale, 1998; Shotter, 1993) and the common-sense
understandings, or versions of knowledge, that individuals construct in their daily
social interactions (Schwandt, 2000). Social constructionism holds that “not only do
we constitute (make) and reconstitute (remake) our own social worlds, but we are also
ourselves made and remade by them in the processs” (Shotter, 1993, p. 13). From a
constructionist point of view then, ‘trust’ and ‘gender’ are experiences that acquire
their meaning in mutual relating with others, in relationships that have their own
social patterns and traditions and which, in turn, are lived against the backdrop of
social practices prevailing in the wider historical, sociocultural context (Gergen,

2001).

The focus by social constructionism on interaction and social practices (Burr, 1995)
brings it into alignment with the focuses of this research on the participants’ lived
experiences of trust in their interactions with primary health care practitioners, and
how their constructions of trust are bound up with the social practice(s) of gender.
Social constructionism also fits naturally with the method chosen for this research,
Memory Work, originally designed to explore issues of female genderisation and its
relation to broader processes of socialisation as the particular social process of interest
(Ingleton, 2000. See also Chapters 4 and 5 for discussion of links between social

constructionism and method).

Social constructionism thus provides a theoretical framework that supports the

movement in this research between the levels of individual self, the relationship, and

the social in our attempts to grasp the meanings of patient trust constructed by
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participants, and recognise the patterns among their individual experiences. Finally, a
relational perspective has developed within social constructionism over the last
decade, led by theorists such as Hosking, Dachler, Gergen, and McNamee, that
centres on the relatedness of human life, in particular on the primacy of relationship in
the construction of meaning. Experience both of ‘trust’ and of ‘gender’ in a relational
sense are understood to be part of what is going on in any social relational process.
Constructing the meaning of each thus is an ongoing process of relating (Dachler &
Hosking, 1995). This perspective, which sharpens our understanding of knowledge as
a relational endeavour, is particularly relevant to this research and adds extra

theoretical strength to the social constructionist approach.

3.2 Trust

Trust is recognised widely as a key to successful human relations. Across the social
science disciplines generally, scholars and researchers have examined it relative to
contemporary society (e.g., Fukuyama, 1995), social systems (e.g., Luhmann, 1979),
economic exchange (Arrow, 1974), and psychology (e.g., Deutsch, 1962). Informed
by such studies, marketing theorists have developed the notion of trust as a concept
central to exchange relationships (e.g., Anderson & Narus, 1990; Dwyer, Schurr &

Oh, 1987; Frazier & Sheth, 1985; Sirdeshmukh, Singh, & Sabol, 2002).

Trust has received a great deal of attention within services marketing because of its
critical links to customer satisfaction and service quality, and thence to customer
loyalty and retention. Trust is particularly important in the context of credence-based
services, where customers typically face considerable uncertainty due to inherent

service characteristics (e.g., intangibility, complexity, high consequentiality and
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involvement, and high interdependence) and subsequently perceive high levels of risk.
In these types of service situations trust becomes increasingly significant to the
customer because of the potential for service failure and negative outcomes
(Crutchfield, 2001). Indeed, customer vulnerability is believed by some contemporary
researchers (Bigley & Pearce, 1998: Singh & Sirdeshmukh, 2000) to be the main

driver of trust in credence-based services.

Trust and Relationship Marketing

The literature associated with relationship marketing (RM), focussed on building
successful and productive relationships within services, holds that trust is fundamental
to developing and sustaining such relationships. Conceptual theorists (e.g., Berry,
2000; Gundlach & Murphy, 1993; Nooteboom, Berger & Noorderhaven, 1997) and
empirical researchers (e.g., Brashear, Bellenger, & Brooks, 2003; Garbarino &
Johnson, 1999; Tax, Brown, & Chandrashekaran, 1998; Verhoef, Franses, &
Hoekstra, 2002) link trust directly to commitment. Other key research in the
relationship marketing field links trust to customer satisfaction (e.g., Gwinner,
Gremler, & Bitner, 1998; Ranaweera & Prabhu, 2003), customer loyalty (e.g.,
Morgan & Hunt, 1994; Singh & Sirdeshmukh, 2000), cooperation (e.g., Berry, 1999;
Morgan & Hunt, 1994), and retention (e.g., Crutchfield, 2001; Reichfield & Schefter,

2000).

Definitions of Trust

Within the relationship marketing literature there is a wide range of different

definitions of trust. Of these, five definitions in particular have been frequently
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adopted (or adapted) by researchers trying either to build trust or relational theory, or

to operationalise the trust concept. These commonly-found definitions of trust are:

e Trust exists “when one party has confidence in an exchange partner’s reliability
and integrity” (Morgan & Hunt, 1994, p. 23).

e Trust is “the firm’s belief that another company will perform actions that will
result in positive actions for the firm, as well as not take unexpected actions that
would result in negative outcomes for the firm” (Anderson & Narus, 1990, p. 45).

e Trust is “the willingness of a party to rely on the behaviours of others, especially
when these behaviours have outcome implications for the party bestowing trust”
(Andaleeb, 1996, p. 79).

e Trust is “one party’s belief that its needs will be fulfilled in future by actions taken
by the other party” (Anderson & Weitz, 1989, p. 312).

e Trust is “the belief that a partner’s word or promise is reliable and a party will

fulfil his/her obligation in the relationship” (Schurr & Ozanne, 1985, p. 40).

These five definitions are included in a comprehensive list of 16 different definitions
of trust compiled for a meta-analysis of the relationship marketing literature. Scholars
O’Malley and Tynan (1997) identify six elements commonly used by the relationship
marketing theorists to conceptualise trust. These elements continue to be used by
more recent theorists. Applied to a customer-provider relationship, the common
elements are:

1. A certain positive belief or expectation held by the customer. ‘Belief” or

‘expectation’ is mentioned explicitly in many definitions, for example: “Trust
is...the specific expectation the another’s actions will be beneficial rather than

detrimental” (Creed & Miles, 1996, p. 17). Theorists also refer to this as a
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confidence (e.g., Garbarino & Johnson, 1999); more particularly, a confidence
that the provider is benevolent and honest (e.g., Nicholson, Compeau, & Sethi,
2001).

. The provider’s motives and intentions have integrity. O’Malley and Tynan use the

phrase “integrity of intent” (p. 493) to encapsulate expressions among the trust

definitions such as “a party’s word or promise is reliable” (Schurr & Ozanne,
1985, p. 40).

. The provider will behave with integrity. This element, termed “integrity of
behaviour” (p. 495), encompasses expressions within the definitions such as “not
take unexpected actions that would result in negative outcomes” (Anderson &
Narus, 1990, p. 40) that the provider will not exploit the customer’s vulnerability
(Dwyer & Oh, 1987). Also, the other’s “abilities, expertise and knowledge”
(Wilson & Moller, 1995, p. 57) are included in this element, and, in turn, relate to

the provider’s credibility (Ganesan, 1994).

. The customer’s needs will be fulfilled, as articulated in the Anderson and Weitz

definition: “One party believes that its needs will be fulfilled...” (1990, p. 312).
Other theorists extend this aspect to include valence; more specifically, the
individual expects that the payoffs will be positive (Bhattacharya, Devinney &
Pillutla, 1998; Parkhe & Miller, 2000).

. The customer will not experience negative outcomes as a result of the provider’s

behaviour. This refers to the notion that the other party’s actions will be “at least
not detrimental” (Bradach & Eccles, 1989, p. 104).

. A long-term orientation to the customer-provider exchange, reflected in the

definitions by such phrases as “the long-term interests of the customer” (Crosby,

Evans, & Cowles, 1990, p. 70).
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O’Malley and Tynan’s scheme, like similar schemes from other disciplines that
attempt to identify the common elements of trust, is a useful beginning point for
conceptually dealing with the diverse collection of definitions. However, at times the
scheme appears a little unwieldy and inconsistent. It is likely that some of the
difficulties of the O’Malley and Tynan scheme can be accounted for simply by
recognising the definitions refer to trust that occurs in distinctly different relationship
contexts. For instance, the trust definition articulated by Crosby, Evans, and Cowles
(1990, p. 70) is situated in the customer-salesperson interaction (i.e., interpersonal
trust), while Anderson and Narus (1990, p. 45) define trust in a firm-to-firm

relationship context (i.e., inter-firm trust).

In comparison, Swan, Bowers, and Richardson (1999) limit their meta-analysis to

empirical RM studies that define customer trust in a salesperson specifically. From

their analysis of 16 articles that qualified for inclusion, the authors refine the

commonalities to three elements. These are:

1. The salesperson’s competence, which includes “skills, expertise, and ability such
that information provided by the salesperson is valid and reliable” (p. 94),

2. The salesperson’s benevolence, or “motivation to protect the customer’s interests”

(p- 94), and

3. Perceived risk, in so far as “the relevance of trust increases as risk to the

[customer] of the failure of the salesperson to be trustworthy increases” (p.94).

More recent definitions of trust from the relationship marketing literature tend to be

composites of several earlier seminal definitions, and naturally refer to many of the
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common elements either explicitly or implicitly. For example, the definition of trust
framed by Delgado-Ballester and Munuera-Aleman (2001) for an empirical
investigation of brand trust, describes trust within a marketing relationship as follows:
Trust in a person is a feeling of security based on the belief that
his/her behaviour is guided and motivated by favourable and
positive intentions towards the welfare and interests of his/her
partner. Therefore, it is expected that he/she does not intend to
lie, break promises or take advantage of the other’s vulnerability.
Therefore, the lesser the doubt that his/her purposes are
questionable, the lesser the risk to the relationship and, so, the
development of a valuable relationship will be less difficult (p.
1242).
Or this definition of trust from the management literature, used in a conceptual study:
“Trust is an expectancy of positive (or non-negative) outcomes that one can receive

based on the expected action of another party in an interaction characterized by

uncertainty” (Bhattacharya, Divinney, & Pillutla, 1998, p. 462).

It is important to note that the previous definitions and conceptualisations of trust take
a very objective view of the phenomenon. Even when emotion is implied (e.g., by the
word “feeling” in the Delgado-Ballester and Munuera-Aleman definition above), they
have a marked positivist tone to them; the focus is on the trustor and trustee as
separate entities within the relationship, and the experience of trust is presented as

predominantly cognitive in nature.

Trust Themes in the Literature

As the previous definitions illustrate, theorists approach the study of trust from
different perspectives and concentrate on different aspects of the phenomenon.

Overall, there are six distinct focuses evident within the marketing literature on trust:
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studies that focus on the bases of trust, antecedents of trust, types of trust, processes of
trust development, dimensions of trust, or outcomes of trust. These focuses, presented
here more generally as themes, provide a useful framework for organising the

marketing literature on trust.

Bases of Trust

Ali and Birley (1998), applying Zucker’s conceptualisations (1986), contend that trust
that occurs within a marketing relationship (specifically, between a customer and a
marketing entrepreneur) is either institution-based or individual-based. Institution-
based trust is tied to governance mechanisms, such as those maintained by
professional governance bodies, that serve to uphold reliable discreet behaviour (see
Sheppard & Sherman, 1998). In the context of this research, for instance, trust would
have an institution base if a patient previously had not met the doctor treating her/him
for an injury in the local medical centre. In this case, according to the Ali and Birley
scheme, the patient’s trust in the doctor would be based on the trust s/he has (1) in the
medical centre itself; and/or (2) in the New Zealand health care system; and/or (3) in

the medical profession as a whole.

Individual-based trust, on the other hand, is linked directly to the individual, either to

inherent characteristics (characteristic-based trust), or to previous behaviour (process-

based trust). Characteristic-based trust is distinguished from process-based trust by a
distinctive cognitive factor. It occurs when the customer perceives a social similarity
with the provider; for example, the patient might consider the ethnic background of

the emergency doctor to be a critical factor in their interaction. Process-based trust
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develops as both individuals ‘prove’ their trustworthiness in a series of interactions
over time, therefore is firmly anchored in past experience of the other person. So, the
patient’s trust would be process-based if the doctor who was available to treat the
emergency injury was the practitioner whom the patient had been ‘seeing’ regularly

for most health care needs over the past seven years, for instance.

Antecedents of Trust

Vulnerability and perceived risk are acknowledged as major antecedents of trust by
theorists (e.g., Andaleeb, 1992; Sitkin & Weingert, 1995). Perceived risk occurs in
certain situations where the customer faces uncertainty or ambiguity, and is therefore
vulnerable to some degree (Doney, Cannon, & Mullen, 1998). Risk and vulnerability
are both closely associated with market relationships where the outcomes of a
customer’s decisions are uncertain and consequential (Dowling & Staelin, 1994).
Thus, in a health care context, where information is often imperfect, outcomes are
uncertain and highly involving for the patient, the level of inherent risk can be
perceived as extremely high by the patient. Together, these situational factors create

the antecedent conditions for trust to occur in the relationship.

Indeed, it has been argued that trust is only relevant in risky situations — if there is no
risk there is no need for trust — and to trust means to take a risk, and leave yourself
vulnerable to the behaviour of the person you trust (see Das & Teng, 1998). Thus,
trust is both possible and important in contexts of risk. Trust is a coping mechanism —
as risk and dependence increase so too does the importance of trust (Wicks, Berman,

& Jones, 1999). The interdependency that arises in a risky context is a concept that
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marketing theorists have noted: “Trust is an interdependent relationship, when one of
the partners has to engage without being sure of the outcome” (Gurviez, 1997, p.
508). In this way then, the outcome for the customer is dependent on the behaviour of

the provider.

Especially relevant then for marketing interactions perceived as inherently uncertain
or risky, is the research that finds that customer trust is influenced by factors such as
the frequency of interactions (e.g., Doney & Cannon, 1997), perceived social
similarity (e.g., Morgan & Hunt, 1994), the communication between the two
individuals, and the relative power of each (e.g., Ali & Birley, 1998; Crosby, Evans &
Cowles, 1990; Doney & Cannon, 1997; Morgan & Hunt, 1994; Smith & Barclay,
1997; Young & Wilkinson, 1989). Other antecedents of trust relate to the specific
individual, and are perceived as the other person’s ‘trustworthiness’. These include
the other’s expertise, competence, customer-orientation, dependability, honesty, and

likeability (Hawes, Mast, & Swan, 1989; Nicholson, Compeau, & Sethi, 2001).

In a health care context that is experienced as complex and uncertain by the patient,
then, trust functions to reduce that complexity and uncertainty “by allowing specific
undesirable conduct to be removed from consideration (simplification of the decision
tree) and by allowing desirable conduct to be seen as certain” (Lewicki, McAllister &

Bies, 1998, p. 444).
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Types of Trust

Studies on trust conceptualise it either as a global, generalised phenomenon, or
distinguish different types or forms of trust. Contemporary researchers Nicholson,
Compeau and Sethi (2001), for instance, theorise trust as a singular, generalised
construct, in the tradition of Doney and Cannon (1997) and Morgan and Hunt (1994).
It is common, for researchers who take this approach, to represent trust as a
generalised state, feeling, or attitude (e.g., Young & Wilkinson, 1989) that is
experienced in varying strengths, and thence to distinguish different levels of trust
(e.g., Barney & Hansen, 1994; Schurr & Ozanne, 1985). To illustrate, Barney and
Hansen model three levels of trust: weak trust, semi-strong trust, or strong trust, with
strong-level trust an ideal source of competitive advantage. According to these
researchers the level of trust that occurs in an economic exchange relationship is

determined by salient situational factors (e.g., inherent uncertainty).

In contrast, another group of trust studies detail different kinds of trust. One such
typology proposes five types of trust: calculative, verifiable, reciprocal, earned, and
blind trust, distinguished on the ethical foundation of each type (Murphy & Gundlach,
1997). These authors contend that earned and reciprocal trusts are intrinsically
preferable to the other trust forms. In a health care context, earned and reciprocal trust
would relate to, respectively, trust that reflects a certain confidence in the primary
health care practitioner that the patient has acquired from past experience with the
practitioner, and trust that is shared jointly between the patient and practitioner in

relationship.
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Andaleeb (1992) theorises four categories of trust that occur in an exchange
relationship. ‘Bonding trust’, characterised by mutual confidence and commitment to
continue the relationship, results in a high-quality, stable relationship. ‘Hopeful trust’
contains some doubt about the provider’s competence (the ability to produce desired
outcomes), although the customer is prepared to continue the relationship — hopeful
that things will improve. The third type of trust is ‘unstable trust’, and accounts for
those trust circumstances where the customer questions the provider’s motives, but
does not doubt the provider’s competence. ‘Distrust’ is the state in which the
customer has negative perceptions about both the competence and the intentions of

the provider.

Regardless of whether they treat trust as a general construct or as distinctive types,
theorists commonly place the different levels or forms of trust along a theoretical
continuum. Thus, trust ranges from weak to strong trust for Barney & Hansen (1994),
while calculative trust and blind trust are the implied extreme points in the Murphy
and Gundlach (1997) scheme. Bonding trust and distrust are the extreme points in the

Andaleeb scheme.

Scholars now propose that this continuum, articulated as a ‘band’ of trust, has both
breadth and width, which are determined by the interaction of the key trust factors
operating for particular individuals at a particular time over the course of a
relationship (e.g., Lewicki, McAllister, & Bies, 1998; Rousseau, Sitkin, Burt, &
Camerer, 1998; Sheppard & Sherman, 1998). This encourages a deeper understanding
of trust as a dynamic phenomenon, which can be recognised in different forms along

the band, while at the same time fluctuating in terms of depth.
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Dimensions of Trust

The discussion of different forms of trust leads naturally into considering the
dimensions of the trust phenomenon, as they are understood by marketing scholars.
Again, there is a wide, and at times confusing, range of work on this aspect of trust. In
the interests of managing this diversity, and for the purpose of this research, I organise
the work according to whether the conceptualised dimension applies mainly to the
customer/patient, to the provider/practitioner, or to dyad/patient-practitioner

relationship itself.

The dimensions of trust that centre on the individual customer experiencing the trust
are commonly referred to as the cognitive, affective, and behavioural (sometimes
called ‘conative’) dimensions. The cognitive dimension to trust has been the most
frequently studied of the three dimensions. The affective dimension was relatively
neglected until recently, but is being explored more thoroughly as scholars from
across many disciplines, including marketing, acknowledge the importance of the
emotions to human experience. Currently, the behavioural dimension is an under-
researched topic, although it is implied or alluded to in many studies on trust, notably
those that refer to the ‘willingness’ to rely on the other party in a relationship (e.g.,
Andaleeb, 1992; Moorman, Zaltman, & Deshpande, 1992; Nicholson et al., 2001,

Smith & Barclay, 1997).

This section outlines the cognitive, affective, and behavioural dimensions of trust. It
must be noted also that some scholars are beginning to explore a moral, or ethical,

dimension to trust which involves notions of values, fairness, equity, and justice (e.g.,
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Brenkert, 1998; Gurviez, 1997; Iverson, McLeod, & Erwin, 1996; Jones & George,
1998) but because this dimension is not generally acknowledged by theorists nor well-

established in the literature, it will not be reviewed here in any depth.

The cognitive dimension relies on the customer’s “rational evaluation of another’s
ability to carry out obligations” (Jeffries & Reed, 2000). Thus, the individual decides
whether or not to trust the other person, based on a cognitive appraisal of evidence of
their ‘trustworthiness’ (Hupcey, Penrod, Morse, & Mitcham, 2001; McAllister, 1995).
This rational evaluation ranges across such qualities in the other person as
consistency, competence, honesty, fairness, helpfulness, and benevolence (e.g.,
Andaleeb, 1994; Zineldin & Jonsson, 2000). The concept of trustworthiness, integral
to this cognitive dimension of trust, will be discussed further shortly in this chapter.
Finally, the cognitive appraisal of the other person’s trustworthiness is shaped by
certain dispositional characteristics of the individual such as uncertainty orientation
(Sorrentino, Holmes, & Hanna, 1995), power-distance orientation (Lee, Pillutla, &

Law, 2000), and/or trust-suspicion predisposition (Shaub, 1996).

The affective dimension of trust is founded on the emotional bonds between the two
people. It relates to the emotional investment the customer makes both in the provider
and in their relationship, and results in an emotional security for the individual
(Jeffries & Reed, 2000; McAllister, 1995). This dimension embraces the emotions and
moods that arise in the individual as part of the total trust experience, the influence of
affect on the person’s trust experience, and the emotional component of the

expectations underlying trust (Jones & George, 1998).
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The emotional dimension to trust would be evidenced, for instance, in a patient
feeling intense fear and anxiety at the beginning of a consultation; a patient feeling
reassured, confident, relaxed, hopeful in the presence of the practitioner; and a patient
feeling intense emotional outrage around negative experiences of trust e.g., a violation

of trust by the practitioner.

The third dimension of trust commonly found in the literature is the behavioural (or
conative) dimension. The behavioural component of trust theorises the customer’s
willingness to accept vulnerability in the face of uncertainty (Smith & Barclay, 1997),
and engage in risk-taking behaviour, confident that the provider will behave
competently and benevolently (Ali & Birley, 1998; De Wulf, Odekerken-Schroder, &
Iacobucci, 2001; Zineldin & Jonsson, 2000). In other words, patients live the
behavioural dimension to trust when they act as if the uncertain future actions of their
practitioners are actually certain in circumstances when the result of a violation of

their trust would cause serious negative health consequences for those patients.

A second group of work in the literature addresses as ‘dimensions’ of trust those
aspects of the phenomenon that are focussed on the other person in the dyad, that is,
the service provider or the primary health care practitioner in this research. These
dimensions are either examined as general aspects of a global trust construct, or
presented as aspects that demonstrate the ‘trustworthiness’ of the other person.
Included in this group then, are the perceived attributes and behaviour of the provider,

labelled in the literature as competence, benevolence, and credibility.
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Competence: The dimension of competence covers such attributes of the provider
as qualifications, experience, specialised knowledge, skills and expertise of the
provider, insofar as the provider can be depended on to provide technically
competent service (e.g., Andaleeb, 1992; Swan, Bowers, & Richardson, 1999).
Several theorists stress the fundamental importance of this dimension, holding that
trust actually derives from the expectation of technically competent services
(Andaleeb, 1992; Oakes, 1990). When the provider is perceived to be competent,
the customer subsequently develops expectations in the provider that the desired
outcomes are likely. The competence dimension is also the source of ‘expert’

power (Andaleeb, 1992).

Benevolence: This dimension focuses on the perceived motives and intentions of
the provider. More specifically, ‘benevolence’ includes the service provider
showing sensitive consideration for the needs and interests of the consumer, and
acting consistently in a way that protects these interests. Benevolence also reflects
the customer’s confidence that the service provider can be relied on to act
consistently and not take opportunistic advantage of the former’s vulnerability
now, or in future dealings (Andaleeb, 1992; Atuahene-Gima & Li, 2002; Delgado-
Ballester & Munuera-Aleman, 2001; Ganesan, 1994, Iverson, McLeod, & Erwin,
1996; Roberts, Varki, & Brodie, 2003; Smith & Barclay, 1997). Young and
Wilkinson develop this dimension as the customer’s expectation of the provider’s
“fiduciary responsibility” (1989, p. 114), stressing the customer’s confidence that
at certain crucial times in the relationship the provider will put customer’s

interests above her/his own.

69



Chapter 3: Concepts and Connections

e Credibility: The dimension of credibility is related to the expectancy that the
provider’s word can be relied on, that s/he is sincere, and that s/he will perform
their role effectively and reliably. Thus, it centres on assessing the provider’s
integrity, reliability, and honesty (Ganesan 1994; Kumar, Scheer, & Steenkamp,

1995; Roberts et al., 2003; Smith & Barclay, 1997).

The third group of trust facets apparent in the literature can be made up of aspects that
can be conceived as a property of the relationship itself, rather than characteristics of
either the customer or the provider taken individually. These relational aspects,
presently scattered throughout the literature, constitute an important dimension of the
trust experience that is under-researched and generally unrecognised by marketing
scholars. This grouping, which we can usefully call the ‘relational dimension’ of trust,
provides a productive conceptual gathering-place for facets that seem to have been

awkward to situate previously.

The ‘relational dimension’ thus amalgamates aspects of the trust experience such as
shared feelings of common purpose and interest, and perceived shared values
(Gurviez, 1997, Jeffries & Reed, 2000); co-ordinated behaviour toward a common
goal (Andaleeb, 1992); a characteristic ability to deal to problems directly rather than
degenerating into interpersonal conflict when problems arise (Lewicki, McAllister, &
Bies, 1998; Morgan & Hunt, 1994); mutual concern for well-being and emotional
attachment (Jeffries & Reed, 2000), expressed by Andaleeb as “psychological safety”
(1992, p. 12). Smith and Barclay (1997) extend this notion of safety in their
conceptualisation of trust: “Being able to rely on the competence and character of a

partner provides a safe environment for investing in that relationship” (p. 16). The
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sense of security in the relationship makes it safe for the individual to commit to

continuing it (Crutchfield, 2001; Liljander & Strandvik, 1995; Morgan & Hunt, 1994).

Relational dynamics such as these engender a shared appreciation that the relationship
itself is intrinsically valuable (Jeffries & Reed, 2000), and give the relationship a
distinctive flexibility and responsiveness that enables it to adapt efficiently and
effectively to new tasks and new customer needs (Iverson et al, 1996). Finally, the
relational dimension of trust could have important implications for the individual’s
empowerment and future independence (literally, ‘non dependence’). Indeed, some
theorists argue that individuals who are in a trusting relationship might be more
motivated to keep dependence on the other to a minimum, demonstrated in their
careful use of scarce resources and investment in other dyadic relationships to have

their needs met (Smith & Barclay, 1997).

Trust Development

In the RM literature, most authors present trust as a phenomenon that develops and
builds in a relationship over time, linking evolving trust to increasing interaction and
relational experience with the partner (e.g., Anderson & Weitz, 1989; Delgado-
Ballester & Munuera-Aleman, 2001; Doney & Cannon, 1997; Dwyer, Schurr & Oh,
1987; Ravald & Gronroos, 1996). The process of trust is thus generally

conceptualised as cumulative.

Some researchers suggest that as trust evolves, there are fundamental changes in its

nature corresponding to the maturation stage of the relationship (Nicholson,
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Compeau, & Sethi, 2001; Swan, Bowers & Richardson, 1999). For instance, the trust
between a patient and practitioner who have been working together for a year is going
to be different from that experienced in a patient-practitioner relationship spanning
many years. In the shorter relationship, Nicholson et al. propose that trust is most
likely to be cognition-based, but as the patient and practitioner get to know each other

better over time this trust usually changes into a form of trust that is affect-based.

In an early model of the trust process, Zaltman and Moorman (1988) posit three
general developmental stages. First there is an interpersonal state defined by the
extent to which the patient and practitioner can predict one another’s behaviour; next,
a dependence on one another when it counts; and finally, the patient has faith that the

practitioner will continue to be responsive to her/his changing needs in the future.

Doney and Cannon (1997) identify five distinct processes by which trust can develop
within a business relationship. Applied to the patient-primary health care practitioner
dyad, this model proposes that the patient, for example, could develop trust in the
practitioner by using a calculative process, a prediction process, a capability process,
an intentionality process, or a transference process. The authors suggest that in any
single encounter customers are likely to rely on more than one process to check their
willingness to place themselves at risk (Doney & Cannon, 1997; Doney, Cannon, &

Mullen, 1998).

It must be noted that these five are all cognitive processes, based on different

cognitive analyses by the customer of particular provider behaviours. While the

authors link these cognitive processes directly to behaviour in their contention that
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each trust-building process depends on certain behavioural assumptions being met,
they do not account for the role of affect in their model. However, research is
beginning to incorporate the three individual-related dimensions of trust (cognitive,
affective, behavioural) in discussions of trust development (e.g., Nicholson, Compeau,
& Sethi, 2001; Swan, Bowers & Richardson, 1999) and thus allow for a more

sophisticated understanding of the individual’s trust experiences.

Another of the problems with the models of trust that present trust development as a
general evolutionary process within a relationship, is the implication that trust levels
start low and gradually increase over time. Theorising that posits low levels of trust at
the beginning of a relationship does not explain those service encounters in which
customers experience high levels of trust in a provider that they have never met
before. A common example of this kind of encounter in the health care context is a
health care crisis where the patient places great trust in the attending emergency
practitioner. Such trust, referred to in the RM literature as “high initial trust”
(McKnight, Cummings, & Chervany, 1998, p.473), and elsewhere as *“swift trust”
(Meyerson, Weick, & Kramer, 1996, p. 166), “blind trust” (Achrol, 1997, p. 66), and
“faith” (Atuahene-Gima & Li, 2002, p. 62), is another aspect of the trust phenomenon
with important implications for health care relationships that is neither well-

researched nor well-understood within the RM literature.

Outcomes of Trust

The positive outcomes of trust are well-documented. For the individual customer, the

important psychological benefits of trust in a partner are the reduction of stress and
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anxiety (Sweeney & Webb, 2002). For the relationship itself, trust leads to improved
communication, cooperation, and satisfaction, and thus to better relational quality
overall (e.g., Anderson & Narus, 1990, Doney & Cannon, 1997; Mohr & Nevin,
1990; Nicholson, Compeau, & Sethi, 2001). Strategists realise that the trust inherent
in a successful business relationship cannot be easily duplicated by competitors, thus
the commercial value of trust lies in its ability to provide a sustainable competitive
advantage to the service firm (Lewicki, McAllister, & Bies, 1998; Roberts, Varki, &

Brodie, 2003).

Negative Trust Experiences

The early RM research conceptualised distrust and trust as separate and opposite
constructs, often posited as the extremes of a trust continuum (e.g., Andaleeb, 1992).
More recently, researchers across the disciplines have argued that trust and distrust are
separate but linked phenomena (e.g., Jeffries & Reed, 2000; Lagace & Gassenheimer,
1991; Lewicki et al., 1998). Lewicki et al. hold that trust and distrust frequently occur
simultaneously within relationships:

There are elements that contribute to the growth and decline
of trust, and there are elements that contribute to the growth
and decline of distrust. These elements grow and develop
through an individual’'s experiences with another in the
various facet-specific transactions of multiplex relations.
Although broad, generalized inferences across the links may
occur (i.e., strong levels of trust in some elements may
generalize to create lower levels of distrust in others, and vice
versa), it is possible for parties to both trust and distrust one
another, given different experiences within the various facets
of complex interpersonal relationships (p. 440).

As well as challenging the traditional polar positioning of trust and distrust, these

authors also explore the common normative view of trust as ‘good’ and distrust as
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‘bad’. Instead, Lewicki et al. argue that, like trust, distrust serves to reduce social
complexity in that an individual perceives undesirable behaviour from another as
likely, which in turn enables the individual to take protective action based on those

expectations.

Other references to negative trust experiences in the RM literature include the “abuse”
of trust (Atuahene-Gima & Li, 2002, p. 61), “betrayals” of trust (Elangovan &
Shapiro, 1998, p. 547), “mistrust” (Swan et al., 1999), and “broken” trust (Nicholson
et al., 2001, p. 12), but it appears that there has not been any attempt to distinguish
theoretically between these experiences or model how they interact as constructs.
However, there is growing interest in the broad topic of unrest and dissolution in
commercial relationships (e.g., Good & Evans, 2001; Hocutt, 1998; Seiders & Berry,
1998), so it is likely that closer examination of negative trust experiences will be on

future research agendas.

Measurement of Trust

‘Capturing’ the trust phenomenon and measuring it is not a straightforward exercise.
Researchers have approached the task with a range of empirical designs, ranging from
a simple question asking just how much the customer trusts another person or
organisation (e.g., De Wulf, Odekerken-Schroder, & Iacobucci, 2001) to an 11-item
scale designed to reflect four facets of trust: reliability/dependability,

integrity/honesty, responsibility, and confidence (Wong & Sohal, 2002).

75



Chapter 3: Concepts and Connections

In their meta-analysis of the trust literature, Swan, Bowers and Richardson (1999)
identify three levels of trust measures. Some measures focus on particular behaviours
of the partner e.g., ‘keeps promises’, while other measures employ higher-level
attributes such as ‘dependability’. The third category of measures comprises those
broad items that refer to trust (or trustworthiness) in a very general sense without
reference to specific behaviours or attributes. The Likert-scale measure of generalised
trust in another person or organisation belongs in this third category of trust measures.
Most empirical studies now use items from both the behaviour and the attribute levels
to assess trust. The majority of RM’s trust research uses quantitative methods,
measuring the trust experiences of customers according to conceptualisations and
operationalisations of the phenomenon that are constructed from the previous
literature by the researchers (e.g., Wong & Sohal, 2002, who draw on previous

research done in 1988,1990, and 1994).

Trust in the Health Care Context

Although there are plenty of passionate and prescriptive articles extolling the value of
trust in patient-practitioner relationships, empirical research on the trust experience in
a health care context is extremely limited. Moreover, the majority of this empirical
research concerns trust in the patient-doctor relationship specifically, perhaps partly
due to researchers’ attempts to understand and explain the decline in trust in the
medical profession. Also, biomedicine continues to be the dominant therapy in health
care practice, research, and academic literature. Even though complementary
therapies are rapidly becoming more mainstream, they are still seriously under-
represented in the scholarly journals. Entering the phrase ‘health care’ into a computer

search across the ABI Inform, Ebsco, and Emerald data bases resulted in very few
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research articles focussed on complementary health care practice. However, research
interest in the dynamics of relationships between patients and complementary health

care practitioners is growing.

Patient Trust

While researchers seem to agree on the importance of trust to patient’s health and
health care, they define and conceptualise trust in a variety of ways. Some present
patient trust as a set of beliefs about the practitioner’s ‘trustworthiness’, those
expectations held by the patient that the practitioner will behave in a certain way (e.g.,
Mechanic & Schlesinger, 1996; Thom, 2000). Competence, compassion, privacy and
confidentiality, reliability and dependability, and communication are aspects of the
practitioner’s behaviour that are commonly linked to patient trust across the medical

literature (Pearson & Raeke, 2000).

Other theorists, including those interested in complementary therapies but notably
those from the nursing discipline who have worked diligently over the last few
decades to ‘legitimise’ the caring side of health care, emphasise the affective
dimension of the trust experience. This work, predominantly conceptual, stresses the
patient’s feelings of reassurance, confidence, and reliance in the practitioner (e.g.,
Chauhan & Long, 2000; Sundeen, Stuart, Rankin, & Cohen, 1994). It is in the
sociology of health literature that we find discussions of the emotions that arise for
patients around their experiences of risk, dependency, and vulnerability (e.g., Lupton,

1996, a qualitative study into the emotional features of medical encounters).
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In the medical literature there is a general distinction made between two kinds of
patient trust — general (or social) trust in the health care profession as a whole and
interpersonal trust in an individual practitioner (Hall, Camacho, Dugan &
Balkrishnan, 2002; Mechanic, 1996). These theorists contend that, typically, patient
trust in an individual practitioner initially is based on general trust (in the profession)
but evolves into interpersonal trust (in the practitioner) as the patient and practitioner
get to know one another. The decline in the public’s general trust in the profession
and institutions of biomedicine, has obvious implications for this particular model of
trust development. This theorising also supports the aim of this research, to
understand participants’ individual trust experiences in relation to their social and

cultural contexts.

In a health care context trust is linked to patient satisfaction, adherence to treatment
plans or recommended behaviour changes, and continuity with the practitioner, and
improved health status (Derose, Hays, McCaffrey, & Baker, 2001; O’Malley &
Forrest, 2002; Thom, 2000). Thom also details lower transaction costs that can be
associated with patient trust: those costs involved in “reassuring the patient or
reducing uncertainty, including additional tests and referrals, and costs associated
with incomplete disclosure of information by the patient (2000, p. 246). For the
patient, trust reduces anxiety and fosters empowerment as they take on more

responsibilities for their health care (Johns, 1996; Leisen & Hyman, 2001).

Quantitative researchers attempting to measure trust within the patient-doctor

relationship tend to favour one of the following three scale instruments:
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e Trust in Physician Scale (Anderson & Dedrick, 1990). Eleven items that assess
trust using the dimensions of dependability, confidence, and confidentiality of
information.

e Primary Care Assessment Survey (Safran, Kosinski, Tarlov, Rogers, Taira,
Lieberman, & Ware, 1998). Includes eight Likert-scaled questions using
dimensions of integrity, agency, and competence.

e Patient Trust Scale (Kao, Green, Zaslavsky, Koplan, & Cleary, 1998). Ten items,
focuses on the impact on patient trust of different forms (salary, capitation, fee-

for-service) of physician payment.

In the midst of the quantitative research of patient trust in medical practitioners, the
research by Thom and Campbell (1997) stands out — first, because it is qualitative,
and second, because it is one of the few examples of research that actually grounds its
conceptualisation of trust in the experience of patients. This research, which used four
focus groups (20 women and nine men), distinguishes seven dimensions of trust in a
physician, as experienced and perceived by the patients. These dimensions, which
Thom and Campbell relate specifically to the physician-patient interaction, are:
thoroughly evaluating problems, understanding the patient’s individual experience,
expressing caring, providing appropriate and effective treatment, communicating
clearly and completely, building partnership/sharing power, and demonstrating

honesty and respect for the patient.

These trust dimensions all relate entirely to the practitioners’ behaviour; the research

does not investigate the affective or behavioural aspects of patient trust, or the

relational dimension (as discussed earlier in this chapter). Researchers Leisen and
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Hyman (2001) have criticised the uni-dimensionality of the previous quantitative
measures and the lack of quantitative validation of the 1997 Thom and Campbell
framework and have developed a bi-dimensional scale (competence and benevolence)

to measure patient trust comprising 51 items.

Some health care theorists working with the concept of trust argue that despite its
common use in the contexts of health care, trust is an “immature” and “ambiguous”
scientific concept that has been based largely on using previous literature as data
(Hupcey, Penrod, Morse, & Mitcham, 2001, p. 282. Also Pearson & Raeke, 2000).
Such observations underscore the need for researchers to collect new data for
qualitative analysis of trust in patient-practitioner relationships in order to refine the

concept of patient trust.

3. 3 Gender

Like trust, gender is a social phenomenon. Gender is socially produced (Annandale &
Hunt, 2000; Lorber, 1997; Tavris, 1999). It is a process by which identities, roles, and
behaviours are produced for, and by, those born male and female throughout their
lives, and is embedded in the major social institutions and cultural practices of
society. Whereas sex is biologically given, gender — “all those qualities, actions, and
attributes we attach to one sex or the other” (Tavris, 1999, p. 6) - is a product of social
conventions and located in our interactions with one another. We ‘do’ gender

constantly — it is not a static or fixed demographic characteristic.
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The process by which we become gendered human beings begins at birth, and by the
time children are old enough to recognise that they are biologically female or male,
they are also aware that there are ‘girl’ and ‘boy’ behaviours. Thus, we learn and live
culturally defined personality traits that are linked to being female or male, and
integrate them, as part of our gender identity, into our concept of self. These gendered
personality traits are referred to in the literature as masculine traits and feminine traits;
popularly stereotyped as instrumental/agentic for males, communal/expressive for

females (Cross & Markus, 1993; Palan, 2001; Palmer & Bejou, 1995; Smith, 1998b).

Particular behaviours and activities, known as gender roles, are associated with the
masculinity or femininity that we choose to adopt. Taken together these culturally
derived gender norms, stereotypes, and values constitute a central part of our
socialisation and self-identity, providing a filter through which we sort our
experiences and perceptions of ourselves and the others in our lifeworld (Palan, 2001;

Spence, 1985).

But our gender behaviour is not just shaped by social institutions (e.g., education, the
family, the legal and medical systems, religion), social forces (e.g., political and
economic ideologies), and the dominant cultural norms and mores. Gender also
depends as much on the behaviour of that person with whom we are interacting at any
given time — our partner, our friend, our lecturer, our doctor — and their gendered
expectations of us and responses to our interactions within the relationship. There is
always a social context to gender. Gender, as a phenomenon, is co-constructed in

relationship with others.

81



Chapter 3: Concepts and Connections

Finally, the individual can have some degree of choice with regard to the way in
which s/he ‘does’ gender, and thus can also bring agency to the construction of
gender. Therefore, gender is being continually constructed by the individual, in
negotiation with the other person(s) and the social structures lived out within any one
relationship. In this way then, the individual both creates and acquiesces in gender as
a social construction (Annandale & Hunt, 2000; Haug & Others, 1987; Lorber, 1997,

Popay & Groves, 2000).

Conventional wisdom and research on gender, emphasising the male or female
occupancy of distinct social roles, and gender as difference, has given way under the
accelerated rate of social change over the past three decades, to new
conceptualisations of gender. Contemporary knowledge on gender is focussed on the
interactional dynamics, evidenced in the move away from male-only and female-only
samples to gender comparative samples; and a much wider attention to the complexity
of interacting roles and statuses, and people’s gendered experience of roles as they are
actively constructed in real lives. This new framework accounts for the movement of
men and women between what were once regarded as either male or female
dominated social roles, and challenges researchers working with gender to use
methodologies and theories that are sensitive to the new “gender order” (Annandale &

Hunt, 2000, p. 24).

So, rather than a simplistic male/female binary, these more intricate, non-linear
patterns of gender acknowledge differences within men and within women, and allow
for new areas of commonality between men and women (Annandale & Hunt, 2000;

Coltrane, 1994; Graham, 1993; Macintyre, Hunt, & Sweeting, 1996). Within this new
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framework, work on social roles has broadened considerably, to explore the actual
experience of roles and the meanings that they carry for men and for women, the
various elements of gender roles (e.g., behaviours, congruency and conflict, attitudes
and beliefs), and the interaction of these with lived experience (Hearn & Collinson,

1994; Helgeson, 1995; Sabo & Gordon, 1995).

While this framework certainly accounts for the complexity and fluidity of the gender
order as we live it today, some theorists advise caution in applying it. Annandale and
Hunt argue, for instance, that the more fluid movement in and out of what were
traditionally either male or female roles, and concomitant changes in statuses, should
not be viewed simplistically as the “diminution of patriarchal privilege, but rather its
continuation in new forms” (2000, p. 21). Popay and Groves (2000), likewise, urge
gender researchers to be alert for new patterns of oppression and disadvantage, as
pointers to such changes in the social relationships of power and control within the

contemporary gender order.

In plain speak, we are called to be concerned theoretically with similarities between
men and women, with diversity among men and among women, and with dimensions
of postmodern patriarchy that can affect men as well as women. Other important
issues around current gender conceptualisations concern its measurement, and
competing theoretical foundations (gender schema theory vs. multi-factorial gender

identity theory).
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Gender in Marketing

Most of the research done on gender within the discipline of marketing is found in the
consumer behaviour literature. The majority of these studies were conducted and
published when gender was widely theorised as a dualistic concept; that is,
masculinity and femininity were modelled as binary opposites on the one continuum.
While these studies might not be experientially relevant for the contemporary man or
woman, or theoretically sound for today’s gender researcher, nonetheless they do help
to chart the scope of gender research to date and provide some degree of conceptual

sensitivity for this study.

Because there is so little research on gender and trust, and more particularly, gender
and trust in the context of health care services, I will survey the literature that does
exist on these topics in more detail than the literature on trust. The aim of the final
section of this chapter thus becomes more focussed on ascertaining the scope of
relevant literature around gender and trust to ensure that this research extends extant

knowledge.

Researchers have detailed the impact of gender on a diverse range of buying and
consuming behaviours, such as gift-giving (Palan, Areni, & Kiecker, 2001), sports
sponsorship (Kinney & McDaniel, 2002), information processing styles (Meyers-
Levy & Durairaj, 1991), the perception of retail environments (Nuttavuthisit &
DeBerry-Spence, 2002), consumption emotions (Dube & Morgan, 1996) advertising
preferences (Jaffe, 1991), and addictive shopping (Woodruffe-Burton, Eccles, &

Elliott, 2002). As is to be expected, this body of research concentrates on quite
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specific aspects of the consumption behaviour of female and male customers, and how

those aspects are related to purchase processes and outcomes.

Studies from services marketing and relationship marketing provide some insights to
how gender impacts on the broader relational aspects of exchange relationships. A
handful of work from the last decade suggests that men and women differ in their
approaches, management styles, and the values they use in marketplace relationships.
Ostrom and Iacobucci (1993) find that men and women are likely to evaluate services
differently, according to the perceived competence of the provider, the perceived
interpersonal abilities of the provider, and the service provider’s gender. This research
finds that women may be more sensitive to relational aspects of a service relationship
and men to core aspects. Further research suggests that females are more likely than
males to become emotionally attached to a service provider (Shemwell Jr., Cronin Jr.,

& Bullard, 1994).

Work by Palmer and Bejou (1995), Smith and Bejou (1995), and Smith (1998b) finds
that women tend to have greater relationship management skills than men, and
manage their buyer-seller relationships differently than men. Smith’s research
suggests that women and men can use quite different relational bonds (social,
functional, or structural) in their relationships, and also found between-gender

differences in reported relationship quality.

These findings are consistent with other empirical studies that report differences

between men and women in their relational orientation (e.g., Riger & Gilligan, 1980),

expectations (Sherrod, 1989), communication styles (Tavris, 1992), network
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development (Ibarra, 1992), and ethical orientation (Betz, O’Connell, & Shepard,
1989). However, empirical research into gender effects has not been unequivocal, and
all of the above researchers take a cautious approach to both reporting and interpreting
their findings. This caution from the field serves as yet another reminder of the
complex nature of gender. However, taken together, studies such as those detailed
above support the need for research such as this that explores the interplay between
gender and relational phenomenon such as trust, and can lead to important

implications for marketing theorists and service providers alike.

Gender and Trust in Customer-Provider Relationships

There is very little empirical research specifically on the interaction of gender and
trust within a customer-provider relationship. The most recent marketing research into
the connection between gender and trust, conducted in an e-commerce context, reports
marginal, statistically insignificant gender differences in online trust relationships
between customers and e-tailers, and suggests that earlier reported gender differences
towards online shopping are diminishing (Kolsaker & Payne, 2002). This is in line
with leading gender theorists who propose that gender effects are changing with the
blurring of traditional gender roles (e.g., Annandale & Hunt, 2000; Blattel-Mink &

Kuhlmann, 2003; Popay & Groves, 2000).

Palmer and Bejou (1995) investigate the effects of gender on service relationships,
this time between clients and financial advisers. They find significant links between
gender and aspects of the relational interaction, specifically the impact of gender on
the customer’s perceptions of the provider’s empathy and selling orientation (treated

as aspects of relationship quality). They report that women perceived greater empathy
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in their relationships with financial advisers (compared to male customers), and men
perceived more pressure to buy (than the women customers). However, Palmer and
Bejou dismiss as too simplistic the use of stereotypical gender-based personality traits
to explain the results. Instead, they explore both the application of gender role
expectations at work in the customer-provider relationship, and gender schema theory

in an attempt to gain a fuller interpretation of the survey data.

An earlier empirical study of gender and ongoing customer-provider relationships also
posits direct links between gender and trust. Shemwell Jr., Cronin Jr., and Bullard
(1994), examining the importance that women and men give trust and commitment in
their primary care physicians, car mechanics, and hairdressers, find that, overall, the
women showed greater trust than the men in their relationships with all three service
providers. The results also indicate that the women were more likely than the men to
establish an emotional bond leading to commitment to an individual service provider,
and to seek out and continue service relationships with providers whom they trust.
The researchers contend that these results support previous findings in the psychology
and sociology research that women are more likely than men to be relationship
oriented, explaining these gender patterns by reference to stereotypical feminine and

masculine traits concerned with collectivity and agency respectively.

A second group of literature actually discusses both gender and trust but does not
make an explicit connection between them. Martin and Adams (1999), for example, in
research that measures selected interpersonal behaviours in service contexts, such as
establishing eye contact and smiling, finds frontline staff alter their service behaviour

according to customers’ demographics. The men were less likely to get conversation,
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smiles, eye contact, or verbal appreciation from behind the counter. Service providers
tended to show service favouritism towards the women, and the women customers
tended to rate service quality higher than the men. The interpersonal behaviours
chosen for study here are conceptualised as contributors to perceived service quality,
and trust is acknowledged as a dimension of relational quality within that. However,
the links between interpersonal behaviours biased toward gender and the customers’
experience of trust within the service relationship are neither investigated empirically

nor made explicit theoretically.

Finally, a third group of research, in studies of consumer behaviour other than trust,
establishes links between gender and aspects of the customer-provider relationship
that trust theorists regard as integral to trust in a service context. For example,
Stafford (1996) finds that the service provider’s honesty and reliability are more
important to women than men (albeit very important across both genders) in terms of
bank service. Research like this, while not addressing gender-trust connections

directly, can be used to enrich our understanding of their interaction.

So, despite the fact that the concepts ‘trust’ and ‘gender’ do appear together in a
number of articles, and have been both treated as variables in the same empirical
studies, there is very little research that sets out to investigate the dynamics between
the two. Given the acknowledged importance of both gender and trust in the
construction of our relationships, in all sectors of our lives, I believe that this research
will provide a sound starting point for deepening our understanding of their

interconnection.
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3. 4 Trust And Gender In The Health Care Context

Separately, the two concepts of trust and gender have respected positions in the
contemporary health care context. Trust is regarded as critical for healing and a key
dimension of successful patient-practitioner relationships. In summary, trust increases
the individual’s willingness to seek care from a health care practitioner, disclose
personal information, undergo treatment, and follow the practitioner’s advice (e.g.,
Johns, 1996). From a marketing perspective, trust fosters patient retention and
positive word of mouth which increases earnings (e.g., Leisen & Hyman, 2001). Trust
issues also are key in the wider negotiations on the structure of health care systems,

and debates on its delivery (e.g., Hall, Camacho, Dugan, & Balkrishnan, 2002).

Gender is understood to exert a major impact on patients’ experience of health and
health care because of its power as a social force in this context (as explained in
Chapter 2). Initially, the work on gender in health care focussed on gender inequalities
(where ‘gender’ typically is superimposed onto biological sex) in mortality and
morbidity rates that are characteristic of Western health care systems. Historically,
women have been the focus of this health inequalities research. Since the 1990s
however, a research stream has become evident in the literature that is concerned with
men’s health and men’s disadvantages in health (e.g., Cameron and Bernades’ 1998

research into men’s experience of prostate ill-health).

Recently, too, researchers have begun to examine more deeply the impact of gender,
in the wider sense of the concept, on our health care experiences. Gender is now
considered one of the most significant factors in the social construction of health and

illness: it “creates different risks and protections for physical illness, produces
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different behavior when ill, elicits different responses in health care personnel, affects
the social worth of patients, and influences priorities of treatment, research, and
financing” (Lorber, 1997, p. 2). Gender impacts on illness through our economic
circumstances, our work and family responsibilities, lifestyle choices such as diet and
exercise patterns, and our patterns of interaction with the health care practitioners with

whom we work (Annandale, 1998; Lorber, 1997; Popay & Groves, 2000).

Gender effects that have been noted in various health care contexts indicate that men
tend to be less concerned about a variety of health risks than women (Andaleeb &
Basu, 1995; Kahn et al., 1997); women are more likely to seek medical treatment for a
given set of symptoms than are men (Kahn et al., 1997); men tend to keep quiet about
their health problems, even with partners or close families (Cameron & Bernardes,
1998), and women report higher overall satisfaction (with their physicians) than male

patients (Mummalaneni & Gopalakrishna, 1995).

Interpretations of findings such as these that involve between-gender comparisons and
reveal important gender differences often turn on contemporary theorising around
patients’ lived experience of masculinities and femininities, negotiated gender roles,
and issues of agency and structure. Between-gender trends in experiences of health
care can reflect both the persistence of traditional gender stereotypes for patient
behaviours and beliefs, and the degree of change as women and men practise new
ways of being a patient. Many of these new ways cross gender boundaries that not so
long ago were clearly defined and understood by patients, practitioners - and

academic researchers. Contemporary gender is complex. Lived in a complex service
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setting such as health care it can become even more complicated, and all the more

intriguing.

Again, most of the research that does check the connection between trust and gender
in a health care context, superimposes ‘gender’ onto biological ‘sex’ and then treats
the concept as a demographic in isolation from the health care context. Typically then,
these studies do not explore the extent to which gender shapes the experience of
patient trust and, not surprisingly, report little significant interconnection between
gender and trust (e.g., Hall et al., 2002; Thom, Ribisl, Stewart, Luke, & The Stanford
Trust Physicians, 1999). Moreover, these empirical studies tend to employ
quantitative methods, often using items the researchers have adopted and/or adapted

from previous literature to test their hypotheses.

Given the salience for patients of both trust and gender, and their potentially profound
effects (as separate influences) on patients’ experience of health care, it is reasonable
to expect that together they could create an important dynamic in patient-practitioner
relationships. To date, research that explores specifically the interaction of trust and
gender in any health care context is extremely scarce. Therefore, this research, which
investigates the connection between gender and the experience of trust between
patients and their primary health care practitioners, seeks to provide insight to the
lived interaction of trust and gender from the patients’ perspective and across a range
of primary health care contexts. This research also answers various calls by scholars
of trust and of gender for qualitative research in both these areas (as detailed earlier),

especially qualitative research that allows the patients to define and describe their
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experiences of these crucial social phenomena, and to establish as a collective, the

theoretical framework for a deeper understanding of their data.

3. 5 Concluding Comments

Trust is a complex, dynamic social phenomenon that is context-specific, as detailed in
this and the previous chapter. At the conclusion of this overview of the trust literature
it is clear that, rather than assess a ‘trust’ that has been defined and modelled for them
by the researcher, more qualitative research is needed that allows the participants
themselves to define and describe trust as they experience it in certain contexts. Such
research would help trust scholars to recognise those dimensions of the phenomenon
that are dominant in particular circumstances and those dimensions that are common
across situations. In addition, it is apparent from this survey of the gender literature
that research investigating gender must allow for the heterogeneity and plurality of
experience which characterise the ways we live gender today. Accordingly, this
research sets out to enable men and women to identify the salient, most meaningful
dimensions of trust from their perspective as patients, and to articulate the theorising

by which they make sense of their experiences.

While this chapter is traditionally the ‘right’ place in which to present a theoretical
framework for the research, it would both inappropriate and counter-productive for
me to do so. A pre-set framework implies that the participants’ data can be moulded
on to fit. This latter, more ‘traditional’ approach promises a tidy package at the end of
the research process, but it also risks missing new insights hidden in those bits of data
that just don’t fit. Certainly, I began the research assuming that I would conduct the

research and structure the thesis using traditional academic protocols of process and
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order. But it has become apparent that in order to communicate the participants’ lived
experiences of trust the research and thesis itself have to reflect the “perceptions of
meanings, definitions or interpretations that respondents provide” (Carson, Gilmore,
Perry, & Gronhaug, 2001, p. 152). This approach is in line with some of the basic
principles of grounded theory, notably the emphasis on flexibility in the research
process to allow the researcher to follow frameworks that ‘emerge’ from the
participants’ data (see Carson et al., 2001 for a full discussion of grounded theory and

methods).

However, the topic of this research suggests that theory that helps us to understand
genderisation and gender role theory, socialisation (including customer socialisation),
roles and scripts in service encounters, and relationality might be relevant. Exactly
which theories will be used will be determined by the participants. A theoretical
framework to extend the analysis and theorising done by the participants will be
developed later in the research process and presented in Chapter 8. This framework,
based on the concepts and theories used by the participants to make sense of their trust
experiences, will facilitate the connections between their work and existing

knowledge.

3.6 In My Own Words

This chapter has been an iterative process at several different levels. It morphed
through various drafts as I wrestled conceptually and logistically with the vast
literature around trust and gender, and then plunged into the nursing literature when
I couldn’t find work in either that reflected what the participants expressed. The final

draft is structured on the participants’ own system of making sense of their trust
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experiences. Once I had recognised the relevance of the participants’ meaning-
making framework to this jaw-droppingly huge pool of academic knowledge the job
was easy. The result has been a final excitement and confidence that I/we at last have
found a way of organising the literature so that it can inform and support the
participants’ work. But more than that, on the way through I have clearly recognised
the major theoretical links that will provide the connection points for extending our

knowledge on trust and gender.
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“If our need is for meaning, then we need a science of the spirit...” (Zyzanski,

McWhinney, Blake, Crabtree, & Miller, 1992, p. 242).

4.1 In My Own Words

This chapter has been an exciting one for me, and exists as evidence of huge growth
for me as a person and as a researcher. It has challenged me to name my
turangawaewae (this Maori word conveys perfectly the richness of a person’s sacred
home ground — a place redolent with history, family, and community). In order to
declare my position, to honour my starting point, that place where my roots are
planted, I had to go off and find out where it was. I searched alone and without
success for a time, then a mentor had me write her a passion statement to explain

what was firing the research.

In this we found some of the features of my turangawaewae. At that stage I went away
and tried to label my position according to the coordinates of ontology, epistemology,
and methodology. To begin with I tried whole paradigms for fit, and when that didn’t
work I tried deconstructing my passion and force-fitting fragments of it to the most
likely-looking philosophical maps. For a time, [ followed the advice of theorists who
advocated building bridges over the gaps; only to discover that while it sounded fine
on paper, I didn’t know how to engineer a structure that was stable enough to support

my passage from one region to another. Finally, more than a year after I had
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articulated my passion, I re-read Lincoln and Denzin (2000) and now know with all

surety that I have found my place.

In this chapter I describe the contours of my turangawaewae - with great pleasure -

using the preferred language, conceits, and protocols of traditional academe.

4.2 Introduction

To be fully understood and properly evaluated, this research on trust as a consumer
behaviour must begin with a full discussion of the underlying assumptions of human
behaviour that I hold, in my academic role as ‘researcher’ (Bateson, 1972; Denzin &
Lincoln, 1998; Janesick, 2000; Marsden & Littler, 1998, Schwandt, 2000). Therefore,
the following sections will detail the philosophical structure that has shaped my entire
research process, from the type of questions that initially engaged my curiosity, to my

choice of methodology, and the interpretation and evaluation of the data.

Firstly, I present the theoretical picture that this research fits into, to demonstrate that
the same philosophical assumptions that underlie my declared ontology, inform my
theoretical orientation, and support my research methodology. Then I outline the
epistemological basis of this research; and finally, detail Memory Work, the method I
have chosen to conduct this inquiry into how men and women experience trust in a
primary health care practitioner (PHCP). The focus of this chapter then is squarely on
the philosophical and methodological considerations relevant to this research. The
following chapter, Chapter 5, has a more practical focus; in it I detail the actual
research processes used to implement Memory Work. Therefore, the description of

Memory Work ranges across two chapters that present the philosophy and theory of

96



Chapter 4: Methodological Considerations

Memory Work as a base, and then the specific application of Memory Work in the

context of this research.

4.3 Ontology

My view of the consumer as a human being allows for change, ambiguity, and
journeying, as we interact with our environment, interpreting, understanding, and
continually ascribing meaning to our individual life-worlds. At the same time, our
social worlds, to varying degrees, are shaping and reshaping us through the contingent

normative guidelines within which we are being ‘creative’.

We give our actions meaning relative both to events and to the people with whom we
share our lives. Thus, there are as many constructed realities as there are human
beings, although elements are often shared among individuals and across cultures (see
also Reinharz, 1992; Schwandt, 1994). So, reality is socially and experientially based,
and is both local and specific in nature. In describing my worldview thus, I am
declaring a relativist ontology, as opposed to an objective, scientific framework. The
assumption at the centre of my ontology is that an individual’s life is a socially
constructed whole, in which we work as individuals to interrelate our experiences for
coherency and meaning (see also Goulding, 1999, Hudson & Ozanne, 1988), as we
ourselves are being formed by social forces (such as gender) in the process (see also

von Cranach, 1995).

Thus, I reject the determinist idea that a human being is a reactive entity that behaves
in response-reinforcement style to the external world. Likewise, I renounce the

cognitivist view that we are disengaged, rational, information processors whose
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behaviour is determined by internal subjective states (see also Hudson, 1988). These
perspectives would have us existing in a world that is a “foundational, mind-
independent, and permanently fixed reality” (Schwandt, 2000, p. 201). Reality there is
external, measurable, and controllable. Therefore, in this positivist world, trust would
be extracted, experimentally measured, and analysed rationally as a single objective

truth, part of the concrete unchanging whole.

Instead, I believe that we each create our own realities; however, we construct our
realities as individuals within relationships (McNamee & Gergen, 1999). Each of us
uses particular theories and categories to make sense of the world as we experience it,
and we ‘test’ this knowledge for fit against our own past experience and those
worldviews communicated by the organisations and people who are socially
significant to us. Then we reshape that reality again (see also Gergen, 2001;

Schwandt, 2000: Shotter, 1993).

There are multiple realities because there are multiple perspectives; these realities are
dynamic, complex, and multi-faceted. They are contextual because as social beings
we develop meaning based on context, and bound also by time. Thus, the trust I
experienced in my GP yesterday is different from the trust I had for the car salesman I
bought my car from last year. Our realities are holistic in that they are the sum of the
interdependent meaning-making systems we employ in our daily lives. For example,
my trust in a GP is dependent on a range of systems for its meaning - my culture, my

gender, my age, my attitudes and values, my religion, my education.
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4.4 Epistemology

My worldview is grounded in a sense of the sacred inherent in each of us, as well as
the sacredness that unites us with other humans and with the environment. This
acknowledgement of the sacred dimension to life is a crucial characteristic of my
personal philosophy that proved troublesome when I was trying to fit myself to one or
other of the interpretive paradigm-profiles. But it is this characteristic that enables me
now to identify wholeheartedly with qualitative researchers who use an existential,
interpretive model of inquiry that is centred on a “sacred epistemology” (Lincoln &

Denzin, 2000, p. 1052).

This sacred epistemology positions us in a cooperative, nonhierarchical relationship to
others, to nature, and to the larger world. It emphasizes the sacredness of life, human
dignity, truth telling, and non-violence (see Christians, 2000; Reason, 1993) It is
based on a philosophy that declares: “All humans are worthy of dignity and sacred
status without exception for class or ethnicity” (Christians, 1995, p. 129). It
challenges us to examine the ways in which race, class, and gender can act as
oppressive forces in our lives today. Such investigation into the power plays enacted
in our daily lives therefore provides this epistemology with political teeth; in this way

it can be regarded as setting a critical and moral tone to inquiry agendas.

This epistemology insists that as researchers we make ourselves visible in our texts,
each of us as an individual worthy of equal respect, and absolutely capable of
representing the self in its working relation to the world. No one individual is
privileged in the inquiry process. The researcher and participants work collectively

and equally to co-create the ‘findings’ in interaction, as the research proceeds. The
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epistemology favours narrative accounts in which we can each tell our stories about

how we enact and construct meaning in our daily lives (Lincoln & Denzin, 2000).

As described by Lincoln and Denzin (2000), this epistemology is developing as part
of a growing philosophical movement opposed to the prevailing ideologies of
materialism and individualism that have produced a race of human beings brought up
on the science of satisfaction and enculturated to a highly competitive lifestyle. This
way of life offers plenty of support for self-gratification but little in the way of
meaningful satisfaction and self-fulfillment. The long-term dehumanising and
disempowering effects of these ideologies have engendered the ideal conditions for
commodification, under which people are corralled into homogeneous target markets

in the interests of business efficiency and profit maximisation.

The key principles of marketing reflected and indeed encouraged such
commodification for several decades, until relationship marketing persuaded us to
recognise and relate to customers as individuals. But while relationship marketing
acknowledges the importance of meaningful relationships with each customer, prior
research has focussed primarily on the benefits of long-term customer relationships
from the point of view of the provider, and developing these relationships in order to
increase profits (e.g., Berry, 1995; Reichheld & Sasser, 1990; Reichheld & Schefter,
2000; Sheth & Parvatiyar, 1995). From this perspective, better relationships are the
way to better profits and customers become, by implication, simply the means to that
end. Typically they are neglected as culturally and historically situated human beings
who bring into the marketplace a complex package of personal factors that shape their

consumption decisions. It is only now as marketing research moves to understand how
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the social-cultural contexts of individuals interrelate with their behaviour as
customers, that we begin to come closer to a much deeper understanding of market

relationships and phenomena (Friend & Thompson, 2000).

While this emerging sacred epistemology constitutes the major foundation of my
personal epistemology, I also use building blocks from other interpretive paradigms
(e.g., social constructionism and feminism). Social constructionism, for example, has
an important place in my philosophy. Constructionism, based on the belief that
“human beings do not find or discover knowledge so much as we construct or make
it” (Schwandt, 2000, p. 197), enables us to conceptualise knowledge as a ‘co-
construction’. Because we construct our knowledge in relation with other people, it
has distinctive historical and social-cultural dimensions that must be taken into
account if we are to understand and respect other (multiple) realities. The social
constructionism paradigm also supports a transactional/subjectivist epistemology that
emphasises research findings which are created interactively and focussed on shared
meaning, rather than on individual minds and cognitive processes (Dachler &

Hosking, 1995; Denzin, 1994; Guba & Lincoln, 1994; Schwandt, 2000).

From this epistemological standpoint then, I was committed to studying trust from the
perspective of the participants as interacting individuals. I worked with them as
gendered, historically and culturally situated individuals who were the experts in co-
constructing and enacting the meaning of patient trust. I sought an understanding of
trust through their experiences of it as a phenomenon firmly embedded in their social

worlds.

101



Chapter 4: Methodological Considerations

In this research I was seeking answers to questions that focused on how trust was
experienced as a relational, socially embedded phenomenon, and how female and
male patients gave meaning to the trust they extended to their primary health care
practitioners. My goal was to understand trust as it is experienced by patients — not to
predict it, nor determine the causal effects around it. More specifically, I was aiming
to achieve a comprehensive understanding that explored the verstehen (the concept of
the shared meaning within a culture of language, contexts, roles, gestures — see Patton,
2002; Schwandt, 2000) of patient trust and its interaction with gender, but which also

respected individual meanings within that.

4.5 Methodology

Qualitative Research

This research used qualitative methodology. Contemporary qualitative research has
evolved into a diverse field of inquiry that Lincoln and Denzin (2000) describe as “an
interdisciplinary, transdisciplinary, and sometimes counterdisciplinary field...[that] is
multi-paradigmatic in focus...inherently political and shaped by multiple ethical and
political allegiances” (p. 1048). It is multi-method in focus, meaning that qualitative
research typically involves using a range of complementary empirical methods and
practices with the hope always of getting a better fix on moments and meanings as

they are lived by participants.

The overarching aim of qualitative research appears to be constant though: To gain a
thorough, in-depth understanding of particular phenomena in particular contexts (see

Cresswell, 1998; Denzin & Lincoln, 1998, 2000; Grbich, 1999). Qualitative
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researchers share a commitment to “the naturalistic perspective and to the interpretive
understanding of human experience” (Lincoln & Denzin, 2000, p. 1048). Thus,
qualitative researchers study phenomena in their natural settings, working to interpret
those phenomena in terms of the meanings individuals give them in the course of their

everyday lives.

The Qualitative Researcher

The contemporary qualitative researcher, rather elegantly portrayed by the theorists
Lincoln and Denzin as the interpretive bricoleur (originally the phrase of Levi-
Strauss) creating quilts of understanding, is working in a time characterised by
uncertainty, change, questioning, and great potential that marks the beginning of the
“seventh moment” (Lincoln & Denzin, 2000, p. 1047) of qualitative research. The
bricoleur employs a wide range of research ‘tools’, chosen depending on the questions
being asked and the nature of the context. This researcher also moves between
perspectives and paradigms, always working to produce an in-depth understanding of

the phenomenon in question.

I came to this research equipped with certain skills that enabled me to use narrative,
interview, and group techniques as interpretive research practices, but I was also
happy to learn new skills or invent new tools as the research proceeded. I am
comfortable moving between different perspectives for insights that will enrich our
understanding — this “pluralism” is supported in the marketing discipline by
interpretive theorists such as Foxall, who holds that the growth of knowledge depends
on “paradigmatic erosion and synthesis” (2000, p. 770). At the end of this particular

research process, I trust that we will have a bricolage, a rich, complex, thick quilt
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creation that represents the reflections, understandings, and interpretations of the

phenomenon of trust for the male and female patients of this research.

Justification of the Qualitative Approach

A qualitative approach was the appropriate choice for this research, given
1. that the research aim was to explore unknown aspects of trust from the patients’
perspective; and

2. the interpretive nature of my personal ontology and epistemology.

The traditional quantitative research paradigm was inappropriate for this research.
Quantitative inquiry is framed on the ontological belief that reality is ‘out there’ and
able to be ascertained in the form of testable facts. It emphasises definitions, precise
objective measurement, the manipulation of variables, and analyses aimed at
producing a generalisable and universal ‘truth’ (Silverman, 1993; Zyzanski,
McWhinney, Blake, Crabtree & Miller, 1992). Undoubtedly, quantitative research
methodology has provided us with much valuable knowledge. However, in this
research it would have been ineffectual for revealing the complexities involved in the
experience of trust of a male or female patient in a particular health care practitioner
for a particular problem at a particular time. On the other hand, qualitative
methodology offered me the opportunity to design a study that could explore patient
trust as a multi-faceted phenomenon, relative to context and the meaning of events

and experiences constructed by the participants themselves.
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Generalisability

I did not intend to produce a grand generalisation from this research - in the
psychometric sense of ‘generalisation’ as a methodological concern from the
quantitative paradigm. The purpose of this research, as of all qualitative research, was
explanation and understanding, not prediction. Quantitative ‘generalisation’ requires
abstraction and I was deliberately forgoing abstraction in the interests of enriching our
knowledge of patient trust. Abstraction leaves out the situational and historical

contexts and I chose deliberately to take those contexts into account.

Qualitative research enriches our knowledge of particulars rather than giving us the
large lawlike generalisations we associate with deductive positivist methods. As a
qualitative researcher, I intended to examine the participants’ experiences for
common, shared aspects of trust. By uncovering such traces of the universal in the
individual experiences of trust I would be generalising in the qualitative sense of the
word (Dachler & Hosking, 1995; Denzin, 1983; Williams, 1998). Such qualitative
‘generalisation’ rests on the intensive analysis and interpretation of a small number of
cases, arguing, after Sartre (as cited in Denzin & Lincoln, 1994, p. 202), that each
individual is a single instance of more universal social experiences and processes. The
search for similarities across the individual experiences in this research aimed to
construct patterns of commonality rather than an ultimate ‘truth’ about trust and/or

gender.
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Validity and Reliability

Likewise, I was not overly concerned with validity and reliability, the other two
members of the quantitative design ‘trinity’ (Janesick, 2000, p. 390). While these
three constructs are regarded as the standard methodological checks for establishing
the credibility of quantitative methods, in their traditional form they are incongruent
with contemporary philosophies of qualitative research and inappropriate in this

context.

For some time now, qualitative researchers have been working to reconceptualise and
replace such psychometric devices with tools that will ensure the credibility of
qualitative research (see Flick, 1998; Lincoln & Guba, 1985; Janesick, 2000; Wolcott,
1995). I was not choosing to abandon ‘rigour’ during this research process, but was
not happy with the connotations of the traditional positivist research terminology and
techniques. So, with the support of these researchers, I set out to employ both the new
language of qualitative research design and certain re-conceptualised terms from the
vocabulary of the quantitative tradition. I focused my efforts on the quality criteria of
trustworthiness and authenticity (following Guba & Lincoln, 1994), rather than
looking to the quantitative trinity for guidance. I will discuss briefly these criteria in
the following section, and throughout the document detail my efforts to address

quality issues as the research proceeded.
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Trustworthiness

‘Trustworthiness’ is concerned with the research’s accuracy, credibility, and
believability. There are a number of strategies available to enhance these qualities,
including maintaining an accurate and detailed record of the research process
(Crabtree & Miller, 1992), verification by research participants (Kincheloe &
McLaren, 1994), triangulation (Grbich, 1999; Janesick, 2000), and reflexivity
(Marcus, 1994). This research employed all these strategies, and I detail them when
appropriate throughout the text. By using these strategies I was attempting to ensure
that the research was both consistent (internally and externally) and coherent. The
final test of trustworthiness of this research lies in the reader being convinced that I
have accessed and accurately represented the phenomenon of patient trust for these
men and women, and that I have presented a complete and carefully checked

investigation of their experiences.

Authenticity

‘Authenticity’ refers to a range of criteria that distinguish rigorous qualitative
research: fairness, ontological authenticity, catalytic authenticity, educative
authenticity, and tactical authenticity (Lincoln & Guba, 2000). These criteria are
concerned with researching to ensure that all stories are represented with integrity,
and that the research effects some level of change in the awareness or behaviour of
those people who are connected with the project (either directly or indirectly). The
debate on these and other various points of qualitative research design looks set to
continue for some time (see Janesick, 2000; Lincoln & Denzin, 2000; Lincoln &

Guba, 2000). Because of their fit with the paradigms and purposes of this research I
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chose to use the notions and criteria discussed above to develop the quality of this

research.

In summary, traditional quantitative methods cannot capture the complexity of the
individual’s experience of trust. Therefore, this research employed a qualitative
method that enabled trust to be explored as a dynamic, multi-faceted phenomenon
constructed by the individual in interaction with others - specifically, the health care
practitioner as trustee in the health care context, and more indirectly, those other
people who had influenced the individual patient’s experiential knowledge of trust
over time. The choice to use a qualitative method also allowed for investigating the

interaction of gender with the participants’ lived experiences of trust.

4.6 Memory Work

The ultimate goal of this research was to uncover and understand the patients’
experiences, feelings, and beliefs about their trust in primary health care practitioners.
I was seeking to explore the patients’ meanings and interpretations of trust, from their
perspective rather than to presume that as a researcher I already knew what the
appropriate questions and answers were. I also wanted to understand the relationship
between gender and the experience of trust for these patients. It was crucial to me that
the male and female patients framed as much as possible of the knowledge and
understanding of trust that this research generated. These aims and concerns were

particularly well suited to the method of Memory Work.

Memory Work, a collective and deconstructive method of inquiry, offered a means to

explore the fullness of the trust experience. It recognised the expertise and rights of
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ordinary human beings ‘doing’ life and valued them as creators and repositories of
knowledge. The method is grounded in narratives written by the ‘experts’ (Denzin &
Lincoln, 1998) in the field — in this case, the women and men who lived trust in their
relationship with their PHCPs. These individual narratives are examined by the
collective, using the frames of reference the ‘experts’ choose as the most appropriate

for understanding and expressing the phenomenon being studied.

Development of Memory Work

This social research method was developed by Frigga Haug (1987) and her
colleagues, a group of feminist researchers and scholars who found themselves
increasingly dissatisfied with the dominant cultural ideologies and research canons
that did not see or hear women'’s realities. They developed the method specifically to
explore women’s gender socialisation and its relation to the process of sexualisation
of the female body. Their focus was on the processes whereby individual women
become women in the social sense, but also on the way in which the female body is

constructed as a socio-biological unit.

Their research question centred on the ‘how’ of lived feminine practice: “Our aim was
to identify the ways we live ourselves in bodily terms, the ways we live in our bodies,
and in so doing to define and determine our relation to other human beings and to the

world” (op. cit., p. 30).

Our collective empirical work set itself the high-flown task of
identifying the ways in which individuals construct themselves
into existing structures, and are thereby themselves formed; the
way in which they reconstruct social structures (op cit., p. 41).
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Their broader political goals were to disentangle the female body from its “constricted
framework of sexual meanings” (op cit., p. 13); to construct a discourse and a
methodology in which the female body exists as a social entity; and thereby, to offer
individuals the chance to intervene consciously in the prevalent social relations

structuring their worlds.

The goals of the Haug group and the methodology that developed out of those
overarching aims, underscore the appropriateness of Memory Work for this research
project with its focus on understanding how the participants’ individual experiences of

trust have been constructed by the self, and the social processes of gender on self.

Theoretical Framework of Memory Work

Memory Work was built on a framework of Marxist and feminist theories. The
original group of researchers addressed issues around the division of labour, power,
and social subjugation in the method’s emphases on the collapse of subject and object,
collectivity, reflexivity, and personal emancipation through awareness (with its
potential for individual and/or political change). The method also has strong roots in

critical and social constructionist views of the world (Ingleton, 2000).

The major theoretical assumption made by the Haug collective is that the social
relations into which individuals are born are always pre-patterned in given ways
(rather than the result of individual choice). So, as human beings we live within social
relations that present structural barriers to our individual quests for autonomy and
self-determination. Underpinning this is a second assumption — that individuals are

not passive victims but active social agents who acquiesce in social structures and
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relations that they themselves do not consciously determine, and thus unconsciously

participate in forming.

One of the chief epistemological features of Memory Work is its insistence that the
subject and object of knowledge are inseparable. Indeed, Haug declares that
“memory-work is only possible if the subject and object of research are one and the
same person’” (1987, p.35). This perspective recognises us as the “experts in everyday
life” (ibid.) and legitimises our own daily experience as a basis for ‘scientific’
knowledge. Memory Work uses experience as its empirical base, formalising and
theorising experience to explore how our lives are shaped by our experiences; more
particularly, the meaning that we, in relationship with our self, others, and the wider
social structures of our lives, ascribe to our experiences (Haug & Others, 1987, 1992;
Ingleton, 2000; White, 1995). This recognition of the legitimacy of experience is a
central tenet of social constructionism, reflected in the relativism of its ontology and

the transactional nature of its epistemology (Guba & Lincoln, 1994; Schwandt, 1994).

In claiming experience as a legitimate basis of knowledge, Memory Work challenges
the separated, abstracted knowledge of mainstream quantifying research, built on the
positivist premise that individuals’ accounts of themselves are too coloured by
subjectivity to be trusted. Memory Work explicitly engages with subjectivity. Group
members write their personal stories with as much detail as possible, then share and
interpret these memories as a group, peeling away layers of meaning to uncover “the
relationships between experience and subjectivity, experience and knowledge”

(Stephenson, Kippax, & Crawford, 1996, p. 183).
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Memory Work’s Collectivity

In Memory Work the group is regarded as a collective of co-researchers who are their
own subjects, engaged in the interpretation of both self and others, and who have
equal status in the research process (Friend, 2000). So, in accordance with Haug’s
research philosophy and design, the academic researcher is required to become an
active member of the group. The academic researcher becomes one of the co-
researchers. And the researchers become the researched. The power differential
between researcher and subject is dismantled, and the collapse of that hierarchy
challenges the assumption that the academic researcher has some privileged access or
right to knowledge that is denied to the research subject. With this deliberate
reconnecting of knowledge and everyday experience, Haug presents Memory Work as
a means to bridge the gap between theory and experience — a gap that is a source of
great concern to me personally and to other contemporary feminist and social
constructionist researchers (see Gergen, 1994; Ingleton, 2000; Johnston, 2001; Small,

2000).

Intimately connected with the collapse of the object/subject dichotomys, is the feature
of collectivity characteristic of Memory Work. As Ingleton points out: “Just as
meaning about individual experiences is constructed in relation to others in society, so
the methodology explores experience in a group setting in order to make comparisons,
uncover relationships, and establish typicality and plausibility” (1994, p. 266). In this
way then, the group process of making meaning of the phenomenon mirrors that

which each of us uses individually to understand and test the reality of our own life.
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The group decides on the ‘trigger’ topics for their individual narratives, a method
feature that ideally ensures that it is the participants (and not the academic researcher)
who name the salient aspects of the phenomenon under study. Moreover, implicit in
this agreement is the understanding that the chosen aspects are ‘common’ to the
participants’ experiences of the phenomenon. The collective examines the narratives
for differences and similarities, with the focus on the points of commonality between
individual experiences, those “common socialising influences and practices of our
society as they affect individuals rather than those which might be specific to any one
individual” (Kippax, Crawford, Benton, & Gault, 1988, p. 25). The aim is to identify
trends and themes in the stories that are broader than the personal and located outside

the self in larger social and cultural issues.

So, Memory Work is concerned with subjectivity, not from the standpoint of
individualism, but as it is manifest in specific social contexts. This approach to
subjectivity involves what Schratz-Hadwich describes as “ways of thinking about the
self, and changing the self, that are socially rather than individualistically located”
(1995, p. 61). The identification of these shared patterns and processes enables us to
understand them as the common facets of the experience. Therefore, while Memory
Work requires individuals to express and share their experiences at an intimate and
very personal level, the method moves participants beyond the idiosyncrasies of the
texts and the tempting responses of empathy and “vulgar psychoanalysis” (Haug &
Others, 1987, p. 57). Instead, the challenge is to identify the common linkages

between each of the experiences.
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In this collective process of analysis, the meanings derived by the group become
intersubjective, in that they have been produced by the group and not just by an
individual — they are ‘common sense’ meanings that have been negotiated in
interaction with others (Onyx, 2000). It is interesting to note that Crawford et al.
(1990) propose that this collective theorising for typicality provides the necessary
tests of plausibility of the data, and therefore the base for some degree of
generalisability (my emphasis). Haug goes further; she is unequivocal that in “making
the research process collective, we at the same time make it possible to draw general
conclusions” (1987, p. 60). In the context of this research, I do not suppose that the
findings will be generalisable to the larger population; the findings are common
across the trust experiences of the participants and offer insights to possible patterns
of trust and gender in relationships between other groups of patients and their PHCPs.
Generalisation of the findings beyond this research will have to wait for future

research.

Certainly, by bringing together a group of people to research a particular phenomenon
we are bringing a range of different knowledges and insights to the appraisal and
theorising stages of Memory Work. This allows for the expression of multiple
perspectives or truths regarding the phenomenon. The respondents get to tell their
truths. But Memory Work demands that we go further than merely giving voice to
respondents, or providing rich descriptions of the multiple individual experiences of a
particular event within a particular context. The collective is challenged to peel off the
veneer of this personal detail of our uniqueness, to reach an understanding of the
“potentially generalizable modes of appropriation” (Haug & Others, 1987, p. 44) we

employ to negotiate the social structures within our lives. Our experiences share
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certain boundaries that are inculcated in us as part of our socialisation, and defined by
the particular domain in which they occur, domains that represent the social relations

into which we are born.

I found the elements of inseparability of object and subject, and collectivity
particularly compelling in my choice of Memory Work as the method for this
research. Other aspects of Memory Work that made it attractive to me include its twin

focuses on participant reflexivity and empowerment.

Memory Work in Practice

Given that the Haug group designed Memory Work to explore female sexualisation, it
is understandable that the method has been used enthusiastically for research into
various feminist and gender topics. A group of Australian researchers, Crawford et al.
(1992), refined and expanded the methodology to develop theory on emotion and
gender. Since then it has been used to research gender and mathematical practice
(Johnston, 1998a,b,c); gender and tourism (Small, 1999); gender and the study of
economics at tertiary level (Ingleton, 1997); and gender and educational assessment

issues (O'Connor, 1998).

Apart from use within gender and feminist studies, Memory Work has also been used
for researching nursing practice (Mitchell, 1991); HIV/AIDS (Kippax, 1990); the role
of emotions in learning (Ingleton, 1994); student consumption of leisure activities
(Friend, Grant, & Gunson, 2000; Markula & Friend, in press); the construction of
racist attitudes (Schratz, 1996); and consumer satisfaction and dissatisfaction in retail

exchanges (Friend & Rummel, 1995; Friend & Thompson, 2003). It is interesting that
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Memory Work is a particularly well-established qualitative method in Australia and

New Zealand.

Finally, Memory Work has been used mostly by women researchers with women
participants. There have been several studies that have used the method with groups
of mixed gender (e.g., Friend, Grant, & Gunson, 2000; Petronic, 2001), and a small
number that have used it with groups comprised of men only (e.g., Davies, 2000). As
far as I know, this is the first research to implement Memory Work in a comparative

gender study.

Some Issues

While it offers researchers distinct advantages, Memory Work does have certain
methodological challenges and limitations. Some of these challenges were
acknowledged by Haug in the 1987 document, while other theoretical and practical

issues have emerged as subsequent researchers have applied and modified the method.

Destablisation

Haug’s own comments on the inherent challenges of Memory Work relate mainly to
the subject/object unity within the methodology. She points out that the methodology
has the potential to be “disruptive and destabilizing” (1987, p. 45), because it
demands of us that we question or overturn the conventional social judgements we
have used to construct our identities. Observations that Memory Work is

“confronting” (Farrar, 2000, p. 3),“painful” and “highly emotional” for participants
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(Cadman et al., 2001, pp.4, 9) confirm Haug’s comments. To reduce the
destabilization effect of Memory Work, the Haug group states that it is essential that
participants write and discuss their memories using pseudonyms and the third person
as a way of distancing themselves. Haug suggests also that at times when an
individual experiences personal difficulties during Memory Work, the group “curtail
analysis and ... allow others whose personal stability [does] not seem to be

endangered by specific memories to take up the threads” (1987, p. 57).

Haug stresses the importance of group members having well-developed interpersonal
skills to deal with tensions in group dynamics and personality problems. Furthermore,
she recommends that Memory Work groups develop “conscious collective counter-
strategies” (1987, p. 45) to support individuals and maintain the equilibrium of the
group when facing destabilization issues. These recommendations, formulated by the
Haug group in hindsight after working together without such strategies, are reflected
in Ingleton’s counsel that “good facilitation and shared leadership skills are essential”
(1995, p.2) so people are not hurt by the recall of suppressed memories, “testy

interpersonal exchanges” or “inevitable” group conflict (Koutroulis, 1993, p. 91).

Another technique used for protecting the group against destabilisation is debriefing.
Koutroulis’ Memory Work group set aside two specific amounts of time at the
beginning and end of each meeting to address and resolve any methodological and
interpersonal difficulties. Such a strategy ensures that the group takes collective
responsibility for supporting its individual members, and simultaneously would help
to build the trust, reciprocity, and mutuality essential for productive group work

(Butler & Wintram as cited in Koutroulis, 1993, p. 84; Cadman et al., 2001; Kippax,
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1990). It seems reasonable to discuss with potential group members the implications
of challenging the social construction of their individual identities, and the role of the
group in supporting individuals through this process. Then, fully informed, each

person can make a personal decision to participate or not.

Power

Power issues are also a major concern for Memory Work researchers. The method
was designed to deliberately disrupt the traditional power hierarchy of
researcher/researched, predominantly through the principles of collectivity.
Apparently, these principles are more easily applied in contexts where the women
decided to form a Memory Work collective to research a topic of interest to them all,
and publish their findings as a group, e.g., the Haug group working on female

sexualisation (1987), and the Crawford group exploring emotion and gender (1992).

On the other hand, these collectivity principles are problematic for groups that an
individual has set up around a particular topic of interest, ‘advertising’ for
participants, and organising various logistical details. Typically, such groups are set
up in order to complete the research requirements for an academic qualification, for
example, a doctorate. It is usual in the process of such groups that the ‘student’
researcher takes responsibility for transcribing the group discussions and completing
the final level of analysis where data are discussed relative to theory. The dynamics of
power in these groups can be complicated. Small (1999) describes the experience of
the shifting balance between power and vulnerability:

While the researcher in the present study held the ultimate
power in interpretation of the findings, the researcher also felt
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vulnerable ... Having the greatest investment in the research,

the researcher was dependent, not only on others’ interest in

participation, but also on their ability to coordinate their busy

lives to find a common time to meet... (p. 33)
In the earliest stages of this research, I declared the research as a project geared to
fulfill the academic requirements for a doctoral degree (see Appendices A, B, C, &
D). I also explained both in the written information and personal briefings that in the
third phase of Memory Work I would be working individually as a sole researcher
(rather than a co-researcher) to extend the collective analyses and link them to
existing models and theories on marketing, gender, and trust. During the actual
processes of data generation (Phases 1 and 2) I endeavored to engage in the research
as a co-researcher but experienced some tension — at times considerable — between

this position and that of managing the other participants and our processes to meet my

requirements.

Data Ownership

A problematic power differential frequently gives rise to issues of data ownership
(Koutroulis, 1996; Onyx, 2000); the ‘manipulation’ of texts and the silencing of
particular ‘voices’ (Cadman et al., 2001; Gannon, 2001; Koutroulis, 1996; Small,
2000) and, ambiguities concerning authority (Cadman et al., 2001). This power
differential appears to be a characteristic of Memory Work groups working in the
academic context. It can be understood as the result of an acute tension between using
a method that requires that we ‘’go against the grain’ of research-as-usual” (op cit., p.
11), to ‘win’ recognition and status within a context still structured largely by

positivist discourses. Memory Work is built on a feminist philosophy of collective
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enterprise. However, our tertiary institutions demand that the research has to be our

own work. In her critique of Memory Work, Koutroulis (1993) challenges researchers
who compromise the method’s feature of collectivity in order to achieve an academic
goal and yet label their research method ‘feminist’. Similarly, Small (2000) questions
the right of researchers to claim that the method is feminist when it is modified to suit

the topic of study and the academic requirements for higher degrees.

Nevertheless, most researchers seem content to take a pragmatic stance on the issue.
These researchers continue to call the method ‘feminist’ on the basis that they are
adhering to the feminist principles of using lived experience as valid data, and
legitismising the subjective personal voice of the researcher/researched in a group
where “all members are, more or less, equal in terms of the knowledges constructed”

(Cadman et al., 2001, p. 8. See also Friend, 2000; Gannon, 2001).

Certainly, many contemporary researchers are aware of the tension between
preserving the integrity of Memory Work, applying the method in its ideal form, and
working with it as a developing methodology, adapting it to suit particular researcﬁ
contexts. A group of Australasian researchers who formed a Memory Work group
specifically to explore some of these issues, suggest that there is a need to articulate
an underlying set of principles for Memory Work, and to identify the variations which
can be applied without compromising the nature of the methodology (Cadman et al.,
2001). Such a set of principles and guidelines would clearly spare researchers the
philosophical and theoretical angst they face if they transgress the ‘rules’ and
‘procedures’ that seem to structure the methodology at this stage. However, it is

interesting to note that Haug herself cautions against rigidity in method: “What we
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need is imagination. We can, perhaps, say quite decisively that the very heterogeneity
of everyday life demands similarly heterogeneous methods if it is to be understood”

(1987, p. 71).

Practical Issues

Apart from the philosophical problems around power issues, researchers must deal to
various practical methodological problems. For example, how can Memory Work be
used with men, or with groups of mixed ages or cultures? Can the methodology be
used only with individuals who are sufficiently literate to be able to access, articulate,
reflect on, and analyse their memories; how is such literacy ascertained? Because of
the destabilisation issues, are there some sensitive topics for which Memory Work is

not suited? Is a heterogeneous group preferable over a homogeneous group?

There are several serious ethical considerations that commonly arise during the
Memory Work process. Anonymity is an issue that needs special attention, because of
the potential implications of individuals being identified, either within the community
or within an individual’s family. (Memory Work emphasizes the importance of
participants using pseudonyms partly for this reason.) Similarly, researchers are likely
to find themselves having to make ethical decisions regarding exploitation and the
‘publication’ of sensitive, intimate information disclosed in the privacy of the group.
In practice, this last ethical concern can be addressed by detailing for the participants
the ways in which the research data could be used in the future, and by ensuring that

participants have the power to vet the data (e.g., Appendix D).
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As with any research method, the issues and limitations inherent in Memory Work
must be acknowledged and addressed by the individual researcher during the course
of the research process. Judgement calls will have to be made on these
methodological challenges relative to the advantages of the method, personal
ontologies, and specific research aims. For the time being, such decisions are
complicated by the absence of any sort of ‘formalised’ set of methodological
principles and guidelines for the use of Memory Work in research conducted to meet

academic regulations.

4.7 The Process of Memory Work

There are three phases to Memory Work: each person writes a memory; the group
analyses the memories; and, the analyses of the memories are reappraised and related
to other theories. Each of these phases is structured by a series of ‘classic’ steps based
predominantly on the work of the Haug and the Crawford groups. Together, these
steps and phases constitute the method that has been adopted by the majority of

Memory Work researchers (Johnston, 1998b).

Phase One

This phase is centred on writing about specific memories, written according to
guidelines recommended by Haug (1987):

e  Write a memory

e of a particular episode, action, or event

e in the third person

e in as much detail as is possible, including even ‘inconsequential’ or trivial detail
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e but without importing interpretation, explanation, or biography.
In the following sections I will discuss each of these Phase One guidelines from a

theoretical point of view.

Memories

The theory underlying the use of such memories is that the recall of particular events
is critical in the construction of self. Memories of lived experience are “the raw
material out of which individuals construct their theories of self” (Crawford, Kippax,
Onyx, Gault, & Benton, 1990, p. 335). Characteristically, events are remembered
because they are subjectively significant in some way; often the recalled events are
problematic, unfamiliar, or need reviewing (Farrar, 2001; Ingleton, 1995; Kippax,
Crawford, Benton, & Gault, 1988). We recall and reflect on past experiences in the
form of memories to construct our selves and structure our actions in the future. Thus,
we are continually using memories to construct and reconstruct meaning in our

everyday lives (Friend & Grant, 2001; Grant & Friend, 1997).

Our memories are our reflections and subjective reconstructions of these past events
from where we are now. They are the sense we can manage to make today of past
events. Our construction of any event will change over time, and hence the memory of
that event will change too (see McCormack, 1998). Thus, the narratives produced in
Memory Work can range from written memories of a single critical incident to stories
comprising layers of memories of different occasions, collages crafted in an effort to
make sense of repeated similar experiences (Ingleton, 1995; Johnston, 2001). Memory

Work is concerned with the meaning of remembered events, and not with their
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objective accuracy. Memory Work examines these memories for the meanings that
people ascribe to events and for the processes involved in making sense of their
experiences (Crawford et al., 1990; Kippax et al., 1988). Memories are a participant’s
particular way of representing their experience, not a complete collection of facts

telling the Absolute Truth.

Narratives

In Memory Work, these memories are recounted in the narrative story form as
opposed to report or myth (see Hopkinson & Hogarth-Scott, 2001). The ‘narrative’ is
regarded as one means that we, as individuals, use to negotiate and construct reality.
From a constructionist perspective, the narrative is a storytelling device we use to
make sense of events and interpret our experience (Clandinin & Connelly; 1994;
Friend, 2000; Gubrium & Holstein, 1998; Manning & Cullum-Swan, 1994). This
perspective highlights the way we each make meaning through discourse, and allows
for the analysis of the actual narrative text and deconstruction of the individual

storyline, as occurs in Memory Work.

In addition, research methods that treat personal stories as narratives also facilitate the
study of phenomena and processes as social constructions negotiated in our attempts
to make sense of the world. In this way then, reflecting on our narratives makes
possible the ‘re-authoring’ of certain meanings we have constructed, enabling change
(Haug & Others, 1987; White, 1995). It is this potential for change, inherent in all

narrative methods, that casts Memory Work as a critical method of inquiry.
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Trigger Topics

Some time before each Memory Work group session, each member of the group
writes a memory around a trigger phrase or cue. The choice of trigger is important.
The method challenges us to avoid the obvious or ready-made cues for a particular
research topic, on the grounds that such a cue is likely to be firmly rooted in popular
prejudice (Haug & Others, 1987) and will produce “a conventional, well-rehearsed

response” (Onyx, 2000, p. 2) that does not yield any ‘new’ knowledge.

Researchers find that individual narratives are richer if the trigger evokes a
description of a particular event or episode rather than an account or a general
abstracted description. For example, the trigger ‘the most serious argument with your
partner’ would probably prompt a more subtle and informative text from the trigger
‘arguments with your partner’, which is likely to produce an account justifying and

explaining such arguments (Kippax, 1990).

Most Memory Work groups choose the trigger collectively to ensure that it is the
participants identifying the common, salient dimensions of the research topic, and
thereby help establish the common base of the data (Friend, 2000; Haug & Others,
1987). Other Memory Work groups write their memories to triggers given to them by
the academic researcher, or chosen by the group from a list of triggers suggested by

the researcher (e.g., McCormack, 1998).

The use of trigger topics to focus research efforts makes Memory Work similar to

Critical Incident Technique (CIT), a method that has been adopted in several
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substantive areas of marketing by researchers who recognise the value of personal
experience and narrative (Hopkinson & Hogarth-Scott, 2001). Both methods have
participants build their narratives around past events that are understood to be
significant episodes for the individual. However, there are two crucial difference s
between these methods. First, in Memory Work it is the participants who collectively
decide on the trigger topic, whereas it is the researcher implementing CIT who
typically pre-determines the criticality of events. Second, the collective deconstructs
and reconstructs the meanings of the individual narratives in Memory Work, while in
CIT the analysis and interpretation of the data are generally conducted by the
researcher. More details on the actual use of trigger topics in implementing Memory

Work are provided in the next chapter.

Writing in the Third Person

Individual narratives are written in the third person for two reasons. Firstly, the device
acts as a safety measure, enabling the individual to disengage from the remembercd
experience and write fully about it from the point of view of an observer. Thus, third
person affords the individual some protection from what Haug refers to as
‘destabilization’. Secondly, the device makes it easier for the individual to write a
description of the situation, rather than a warrant of the particular circumstances. As
an observer, the individual is better able to present the detail of the event, and not get
caught up in the self-justification common when the speaker is identified as the main
‘actor’ (Kippax, 1990; Stephenson, 1996). Writing in the third person frees us up to
recall past events in detail and reflect on our selves of yesterday with what Haug

describes as the “gaze cast by one stranger on another” (1987, p. 46).
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Detail

Writing in as much detail as possible is important to help provide a base for
understanding the role of social forces in our construction of events. Social forces
teach us how to frame our experiences, which details are relevant and appropriate in
our meaning-making, which details are to be dismissed or ignored as inconsequential
(McCormack, 1998). We choose to understand our experiences according to a
“dominant plot” (White, 1995, p. 29) which reinforces and perpetuates the ‘truths’

that shape our individual lives.

The so-called ‘inconsequential’ or trivial detail called for in the rules for Phase One of
Memory Work, typically point to the hidden moral and normative characteristics of
behaviour (Stephenson, 1996) that form the sub-plots underlying the dominant plot.
As well as illuminating the dominant plot we have chosen to ascribe meaning to a
particular experience, detail enables us to identify the counterplots or alternative plots
that there could have been. Thus, detail enables us to recognise “the constraints placed
on our understandings by the notion of ‘relevance’” (Kippax, 1990, p. 95), at the same
time as it provides a ‘way in’ to explore the potential meanings of those aspects of the

experience we had neglected.

Haug encourages us to concentrate on “rediscovering” the particular situation — “its
smells, sounds, emotions, thoughts, attitudes” (1987, p. 47). These details usually take
some effort to retrieve from memory. But Haug enjoins us to practise at having a good
memory, “‘to make the unconscious conscious” (1987, p. 48) so that later in the

Memory Work process we are better able to understand the cultural frameworks
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available for making meaning of our lives. Or, as Denzin (1989) puts it: “thick

description” makes for “thick interpretation” (as cited in Janesick, 2000, p. 391).

The last ‘rule’ for writing a memory-story is that we must not include interpretation,
explanation, or biography. Interpretation and biography are avoided simply because
they smooth over the rough edges, the absences, and inconsistencies that provide vital
clues as to how the individual has constructed the meaning for that experience.
Biography brings into the text a kind of coherence, one that situates the experience on
a sophisticated timeline of antecedents and consequences. This coherence hides
important detail (e.g., an individual’s resistance to the cultural norms for experiencing
a particular situation), and therefore limits later analysis and understanding

(Crawford, 1992; Friend, 2000; Stephenson, 1996).

Phase Two

Each member of the group receives a compilation copy of the narratives written by all
of the other participants. When the group comes together, each person reads aloud
her/his individual narrative while the others follow the text, making notations as they
like, in the compilation copy. Then the group analyses the texts for the ‘common’
sense or the social aspects of the experiences common to the group, and the processes

used to make sense of them.

Crawford et al. (1992) present the following ‘rules’ or guidelines for this analysis

phase:

e Each Memory Work group member expresses opinions and ideas about each

memory in turn, and
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Looks for similarities and differences between the memories and looks for
continuous elements among memories whose relation to each other is not
immediately apparent. Each member should question particularly those aspects
of the events which do not appear amenable to comparison. She or he should not
however, resort to autobiography or biography.

Each Memory Work member identifies cliches, generalizations, contradictions,
cultural imperatives, metaphors,

And discusses theories, popular conceptions, sayings and images about the
topic.

Finally, each member examines what is not written (but might be expected to be
written) in the memories.

Members rewrite their individual memories.

Looking for Meaning

In the initial stage of the analysis, when each participant is encouraged to express

ideas about one of the narratives, the task is to search for meanings that have not been

directly expressed by the author. So, participants question and comment to elicit

details and descriptions of aspects of the memory that have been glossed over in the

narrative, or missed out entirely. Participants focus on aspects of both the situation

and the subjects involved.

Both the Haug group and the Crawford group advise Memory Workers to pay special

attention to cliches, generalizations, contradictions, cultural imperatives, metaphors in

the text, and to discuss popular theories, conceptions, sayings, and images about the
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topic (Crawford et al., 1992; Haug & Others, 1987). These can conceal “the normative
aspects of action” (Stephenson, 1996, p. 187). For example, in an individual narrative
written about a young girl shaving her legs, the expression ‘For some reason’ stands

in for a full description of what the girl experienced when she cut herself badly during
her secret shaving session. The phrase covers what was likely to have been a
distressing experience at the time, but an experience she ‘forgot’ as part of her female
sexualisation (Stephenson, 1996). Discussion about such figures of speech and
cultural ‘wisdoms’ on a specific topic, enable the group to reflect on each individual
narrative relative to the cultural norms and values available to the author for making

sense of the experience.

Gaps and Silences

Participants also pay special attention to the gaps and silences in each individual
narrative, looking there for “the relevant traces of the social formation process”
(Schratz-Hadwich, 1995, p. 48) which have been rendered invisible. Silence is one
method of coping with the incompatible or unacceptable (Friend, 2000). Silences in
text, therefore, can signal those points in an experience where the individual might
have felt some resistance to the framework society proposes is the ‘right’ one for the
situation. Participants are encouraged to talk around and about the texts until they feel
that the rationalisations, explanations and justifications have been peeled away
(Gannon, 2001). Throughout this part of the analysis, the focus is always on the text
and participants work as a collective to grasp the details: “...researchers ask each

other (not necessarily the author) for clarification of ambiguities, for more
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background information on what is missing and the social role(s) of the actor(s)

involved” (Schratz-Hadwich, 1995, p. 48).

Similarities and Differences

After analysing each individual narrative, the group looks for similarities and
differences between the texts; in particular, points of tension and conflict - those
aspects of a text which do not seem to ‘fit’ the common understandings or experiences
of the other texts. Participants are looking to understand which of the subjects’
circumstances are shared, and therefore reflect common social processes, rather than

those circumstances that are an individual’s variation on the theme.

Given that the aim here is to identify the commonalities between texts, participants
are warned to avoid certain responses (e.g., queries that convey criticism, amateur
psychoanalysis, and sympathy) which typically place the author in a defensive or
subordinate position, and keep the analysis at a personal level. Rather, the participants
are urged to abandon their preconceptions and prejudices, and to “adopt temporarily
the same standpoint as the writer” (Haug & Others, 1987, p. 57) so that analysis
occurs at a collective level. This deliberate shifting of the focus from the individual is
another technique to help the group to identify patterns across the texts that
demonstrate how society ascribes the meaning of a particular situation to us, as

individual members (Friend, 2000).

As the participants identify common points in the individual narratives, they will

begin to recognise and theorise new linkages between the points. These linkages are
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“immediately recognised by the group as credible, since they ... form part of all [the
participants’] meanings” (Haug & Others, 1987, p. 54). The participants check the
new understandings and alternative meanings that the group constructs, both against
their individual experiences and against the common experience. In this way, all the
participants are co-researchers, acting both as subject and object in an intersubjective
process to produce this new knowledge (Schratz-Hadwich, 1995). It is important to
understand that the collective analysis phase of the process is recursive and very fluid
in nature; not the linear progression which might be inferred from the ‘rules’.
Discussion is expected to move from a single narrative to the collective’s ‘common’
social sense of the experience, and back again to an individual text. As they reflect
and theorise, the collective exposes the processes and “cultural knowledges through

which sense is usually made of the topic” (Davies, 1994, p. 84).

Phase Three

This phase varies, generally depending on whether or not the Memory Work is being

conducted as part of the academic requirements for a higher degree.

Rewriting Individual Narratives

Haug and Others (1987), the key developers of the methodology, direct the members
of the group to rewrite their original narratives at this stage. Participants go into this
rewriting equipped with the data and insights that have been generated during the
collective analysis, and re-vise them - literally, ‘see again’ their individual

experiences, this time from a different point of view. Rewriting then, “offers itself as a
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step toward concretising the way in which consciousness has been altered by the
group” (Koutroulis, 1993, p. 79). In their rewritten narratives, the authors articulate an
alternative plot to the dominant plot they had accepted as the expected one for

framing their experience. Indeed, authors can rewrite several times, exploring in text a
variety of perspectives and positions until they find the discursive framework that best
represents the meaning of the experience for them. In this way, rewriting the original
narratives in the light of collective analysis can be a powerful exercise (Kamler, 1999;
White, 1995) — Haug considers it an essential phase in the Memory Work method,

necessary for both personal empowerment and meaningful social action.

Alternatives to Rewriting

Not all Memory Work groups rewrite the original memories. In some cases, the
participants have chosen not to rewrite their narratives because this was not
appropriate to the topic (e.g., the Crawford group’s difficulties rewriting their
childhood narratives on emotion); or because the participants simply did not want to
keep working on the same stories (e.g., Gannon’s group of women writers). Gannon
justifies this decision of the maverick writers in her group neatly as: “The collective
texts ... were the interwoven writing/reading/talking that happened around each

story” (Gannon, 2001, p. 3).

When the methodology is used for higher degree research (as in the case of this
research) the academic researcher generally subsumes the rewriting step into a final
phase of individual interpretation and theorising of the data, completed after the group

has analysed the texts. When this is the case, the academic researcher examines and
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further theorises the data produced in Phases One and Two. Generally, the researcher
critically examines the themes and common sense understandings that the participants
arrived at, relating the collective’s knowledge to other theoretical positions and other
kinds of research to modify and build theory around the topic under study (Crawford

et al., 1992; Friend, 2000).

4.8 Concluding Comments

My research interest focuses on the interaction of trust and patient gender in the
service provider-consumer relationship within primary health care settings. As a
researcher I believe that theory must embrace experience as a legitimate base for
knowledge. My worldview allows for a range of personal realities and the right of
individuals to live lives marked by diversity and tolerance — society’s wealth lies in
this plurality. I believe that we come to understand our experiences through our own

processes of inner reflection, and testing our ‘meanings’ with others.

Given the research focus and the nature of my worldview, I sought a method that
would enable me to represent patients’ experiences of trust, using a research process
that would hear and respect the meanings that they themselves ascribe to those
experiences. As a researcher I needed a method that would engender an environment
of respect, trust, sharing, reflection and growth. I have chosen to work with Memory
Work because its philosophical assumptions and methodological focuses on
experience as a theoretical base and on the co-creation of knowledge, fit so closely
with my personal worldview and research objectives. I have discussed the parallels
between my ontology and epistemology and the Memory Work method in this

chapter. I have also outlined the method’s limitations and briefly explained its process
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from a theoretical perspective. In the next chapter I provide full details of the Memory

Work method as I applied it in this research project.
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“Human beings produce their lives collectively. It is within the domain of collective
production that individual experience becomes possible.”

(Haug and Others, 1987, p. 44)

5.1 Introduction

The purpose of this chapter is to detail the step-by-step processes that I undertook in
conducting this research. In the last chapter I discussed Memory Work generally, as
one of the qualitative means of gathering data that is underpinned by a particular
philosophical orientation, which will impact both on data collection and
interpretation. In this chapter I discuss Memory Work specifically as it worked in this
particular research situation to help us understand more fully what trust meant for the
male and female patients in their primary health care encounters. I detail the practical
processes of data collection, then discuss the ethical issues that were considered
throughout the research, and finally identify the advantages and limitations of

Memory Work as the method chosen for investigating this research topic.

I use excerpts from my research reflections to tell My Story as it was happening at the
time. This stage was tumultuous, the time of most challenge and growth for me in the
entire research journey. My emotions ranged from feelings of awe and humility, to
fear and despair at my naivete and inadequacies. I have chosen reflections that

provide details of the ‘history’ of this stage, including my responses both to the high
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points and to the speedbumps and dead-ends I hit along the way. I also present the
excerpts that best explain the actual course of my decision-making during this phase,
because of the implications these decisions had for the data, and for the participants

and me as the humans directly involved.

My intention in incorporating these reflections is to produce a chapter that is a more
vital account of the data collection process, and thus to better equip you to assess the
degree to which I was reflexive and self-critical in my role as a developing researcher.
Rather than appearing in a separate section called ‘In My Own Words’ at the
beginning or end of the chapter, it seems more appropriate to scatter these reflections
throughout the chapter, marked by a bullet point and appearing in italics, to ensure
smoother integration with the text. Finally, my aim for this chapter is to produce a
clear, transparent, and fully detailed audit trail through the research process in the

interest of establishing the trustworthiness of our work.

5.2 Memory Work as the Method of Choice

It is helpful to regard the method as a certain array of research techniques, or ways of
gathering data, that the researcher has determined is the most suitable to use with the
particular group of people who are best able to answer the research question. This
understanding enables us to make responsible strategy and method decisions relative
to the purpose of the research, the nature of the research question, and the skills and

resources available to the researcher (Morse, 1994).
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From this standpoint, the important reasons for choosing Memory Work as the

method of inquiry included:

1.

This research concerned the meaning of the trust phenomenon. Memory Work
comprises principles of phenomenology “in that it seeks to obtain, through a self
reflective analysis, that which is conscious to an individual regarding her/his lived
experience” (Friend, Grant, & Gunson, 2000, p. 25). This made it an ideal method
of inquiry for achieving my research purpose and answering the research question,
as stated in Chapter 1: “How do male and female patients perceive and describe
their experiences (both positive and negative) of trust in primary health care
practitioners (PHCPs)?” In addition, Memory Work would enable me to explore
the trust phenomenon fully, within the parameters for this research stated in
Section 1.5 of Chapter 1.

I was able to work with Memory Work confident that I had adequate personal and
practical skills to implement the method productively (e.g., interpersonal skills,
interviewing experience, technical skills, organizational skills).

I could implement Memory Work within the boundaries imposed by the resources
available to me with the minimum of logistical problems (i.e., without fuss!). I
could hold the groups either on campus, or in my own home (either way, without
‘cost’ to the care of my children); it did not require complicated equipment; and
the expected financial costs of conducting the research with Memory Work fitted
within a research grant that I had been awarded.

Memory Work is flexible by design. This was important to me on a philosophical
level — I needed a method that could be adapted easily as required, in the interests

of generating trustworthy qualitative data that were as rich in detail as possible.
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Thus, Memory Work fitted well as the method of choice within the qualitative

research strategy I had determined was most appropriate for this research.

5.3 Data Collection Circle

Although the following sections detail the implementation of Memory Work in this
project as separate activities, data collection did not happen in a clear, predictable
linear sequence. Typical of any qualitative research, this study was an iterative inquiry
process, and data collection involved moving in and out of a series of interrelated
activities all aimed at gathering “good information to answer emerging research
questions” (Creswell, 1998, p. 110). So this phase is best understood as the ‘circle’ of
data collection activities conceptualised by Creswell rather than a clearly delineated
sequence of events that the following structure might suggest. However, in the
interests of clarity and comprehension I detail the main procedures of the data
collection phase in separate sections, under the general headings of Participants, Data,

and Procedures.

Participants

Sampling Considerations

The sampling in this research (as in any qualitative inquiry) was driven by the aim of
illuminating the phenomenon of trust and increasing the scope of data we have

available to us. Within the general parameters for the study, participants were chosen
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using a criterion sampling, a particular purposeful sampling strategy (Creswell, 1994;

Miles & Huberman, 1994).

As with phenomenological studies in general, the participants in this study all had to
be individuals who had experienced trust (positively or negatively) in primary health
care practitioners, and could articulate their experiences (both in written form and
verbally). Because the research was to use the Memory Work method specifically, the
participants all had to be capable and comfortable discussing their health care
experiences as part of a small group. The criterion that participants be comfortable
articulating their health care encounters aimed to produce data that would support rich

descriptions, analyses, and interpretations of their trust experiences.

Accessing Volunteers

I began this stage by advertising on campus for men and women to take part in the
research, on the topic of “Gender and patients’ trust in their doctor (General
Practitioner)”. See Appendix A. Because of the sensitive nature of the topic and the
possibility that participants might need to discuss their experiences with a trained
counselor as a result of participating, I specified that volunteers must be employed by
the University of Waikato. This criterion ensured that we would be able to use the
counseling service that the University of Waikato provided to staff, free of charge.
Later, I amended this requirement to include students, when it seemed that we could
also access free counseling for students; and finally I accepted volunteers from off the
campus who were willing to take responsibility for any additional counseling care

they might require.
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This first advertisement for volunteers also advised people that they would need to be
able to write about their experiences and be comfortable discussing them in a small
group. The ad also told people that they would work in a group with others of the
same gender, and similar ages and social/cultural backgrounds. The rationale for these

decisions will be discussed later on in this section.

I made 80 copies of this first ad, poster size (gold paper — bright and positive) and
took them around myself to all the departments on campus, talked to the department
secretaries and/or administrative assistants about the research topic and the poster, and
asked to put a poster up in a ‘public’ space within the department, for example, the
mail room or the photocopying/printer room. Some heads of department took as many
copies of the poster as staff in their department and said that they would post one into
each staff member’s pigeonhole. I also posted the ad in staff-rooms and on department
noticeboards. Within a week six women responded to the poster, two of who became
participants. No men responded. And I discovered that I was totally unprepared for

this turn of events.

After I had distributed the poster I also began to personally approach women whom I
thought met the participant criteria, and asked them to consider taking part in the
research. I also asked them to recommend or speak to any of their colleagues whom
they thought would be interested in the study (‘snowballing’). Two more female
participants were located this way. Counting me as a participant we now had five
women - enough for one research group. Before I had started this access stage, I had

decided that because of the time constraints I was going to have to limit my research
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to four groups only, two of females and two of males. Now, more than one month

after the posters went up, I was noticeably humbler and very grateful to have four

women (apart from myself) willing to participate.

But still no men. This was not a good look for a comparative gender study. I talked to

my supervisors, to friends and colleagues, to a sociology professor, a psychology

professor, and my Dad.

In My Own Words: Talk to Dad about accessing volunteers. Trying to get a sense
of how to engage the interest of males in the research ads, and subsequently in the
Memory Work. Dad explained that for many men (particularly of his generation)
breakdown in health was perceived as weakness. Having to go to the doctor was
even worse! Have had a sense of this for a long time but previously had never
really taken it on board. Had almost dismissed it as an over-reaction, a sympathy
call, an excuse — how could it possibly be true? Men these days are educated,

aware, in control of their own lives!

This time I got it. Me and Dad. I had asked him specifically to tell me the truth,
not what he thought I wanted to hear. My Mum and my children were away. A
window in time. And in getting it, I learned I had to step out of my shoes, and into
his. Properly. No token gestures. No lip-service. Started to understand the power
of socialisation. For how long are the ‘sins of the fathers’ visited on the sons??

How strong is this macho attitude to illness/GPs for subsequent generations??

After: I have learned about honouring the confidences invested in me by others.

And learned empathy. Gentleness. And humility too.
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In this consultation process I began to realise that what I might be dealing with here
was a gender effect, which to overcome would require some adaptation of the original
access strategy. Access Plan B began to take shape. I decided to stay out of the public
places — the tearooms and photocopying rooms — and go small, discreet, and private
with an ad in our university’s staff magazine On Campus. I rewrote the poster to make

this ad warmer and more user-friendly (see Appendix B). No response.

A third ad was written. This time the ad was to be run in the university’s electronic
events e-flyer. By now my strategy advisors also included an expert in gender
studies, a marketing strategist, and one of the university’s experts on teaching and
learning. I was also consulting, on a more personal level, with assorted sympathetic
males. As part of this new access plan I broadened the service-provider category from
that of the original, GPs only, to all primary health care practitioners. I had realised
that because New Zealand males were known for not having deep or lasting
relationships with their GPs, and because New Zealand males were notoriously
reluctant anyway to talk about sensitive issues such as their health problems, then I

had to make the topic less restrictive in an effort to generate a response from men.

I wrote the ad very carefully, removing fuzzy words like ‘trust’ and ‘relationship’
from the text. On the advice of the marketing strategist (who also lectures in personal
selling) I left out of this ad any specific details of the Memory Work method, for
example, that it involved group work and writing about personal experience. This plan
aimed to engage the men’s interest enough to have them phone me, at which point I
would make a time for a face-to-face meeting when I would proceed to sell them the

chance to be a part of this research.
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The ad went into the events e-flyer (see Appendix C). Three men responded to it. A
fortnight later the ad went in again. Two men responded to it and one woman
volunteered her husband. No men signed up. I was left with two choices: Give up on
men entirely or come up with yet another plan. As a qualitative researcher I could feel

myself becoming more resilient, more determined, and decidedly flexible.

‘Marketing’ the Research

Applying both marketing and gender concepts to the whole experience so far, I came
to understand that my ‘product’ could well be regarded by New Zealand men as very
high-risk (perceived personal risk, ego risk, social risk, time risk), and might actually
involve a considerable gender stretch for them. From a marketing perspective, the

most effective promotion for such an offering is Word of Mouth. So I abandoned the
ad approach and concentrated solely on strategic snowballing — identifying likely

prospects, talking through the research project with them, and asking them to identify

any males they thought might be interested.

In the three months between that first poster-call for volunteers and having the final
participants sign, two of my supervisors also initiated their own snowballs — talking to
colleagues and writing emails to those on their own professional networks. Altogether
I spoke to a total of 22 people who were interested in the research project, accessed
either by myself or by my supervisors. All 22 received a Research Information

Booklet (see Appendix D). Subsequently, I met face-to-face with 19 of these people to
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discuss the research in more detail. Eight of these final 19 volunteers agreed to

participate.

Final(ly!) Participants

Three months after the poster ads went up I had a group of four males sitting around
my dining room table ready to do Memory Work. All of the men had been accessed
using the personal approach. Two of these men were academic staff. One was the
husband of a female participant and worked off campus for a local body authority; she
had ‘volunteered’ him. The fourth male participant had arrived at my home squeezed
into the back seat of a two-door sports car taking us to a Blues concert, and had
volunteered by the end of intermission. He also worked off-campus. The sampling
criterion that volunteers must work on-campus was dropped and, on their written
agreement to take responsibility for accessing counseling help should they need it, the

two male volunteers from off-campus formally became research participants.

All participants met the general research criteria. First, they had experienced the
phenomenon being studied: trust. They all reported that they had experienced trust
(positively or negatively) in primary health care practitioners. Next, they were
confident they could articulate their experiences, and were comfortable knowing that
they would be discussing their experiences as part of a small group. Moreover, they
seemed interested in taking part in the research; were willing to donate lengthy
periods of time to participate; and gave me the right to tape-record, and publish their
experiences in the PhD thesis and other publications. Thus, they each seemed to

answer the description of a ‘good’ qualitative informant put forward by Morse (1994)
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as “...one who has the knowledge and experience that researcher requires, has the
ability to reflect, is articulate, has the time to be interviewed, and is willing to
participate in the study” (p. 228). So, on the basis of these sampling criteria the
participants were homogeneous. But there was a range of difference between them on

other personal characteristics.

At the time of the research, the five female participants ranged in age from 31 to 47;
four had degrees and one was doing undergraduate study; one had spent her childhood
in Fiji and Malaysia, one had been born and raised in the United States, another had
lived and worked for 15 years in the States, the remaining two women had grown up
in New Zealand. The four male participants were aged from 30 to 60; three had
degrees and one had various courses from tertiary institutions; three were born and
raised in New Zealand, one was born and brought up in England. Such diversity in
Memory Work participants was regarded as an advantage by Haug: “the more diverse
the backgrounds and present occupations of members of the collective, the more far-
reaching the insights gained into socialization in general” (Haug & Others, 1987, p.

58).

Heterogeneity, in fact, ensured that these participants would bring to the research
different perspectives and a range of sites, activities, processes, events, locations, and
times when they had experienced trust in primary health care practitioners. In effect,
the heterogeneity enabled us to compare the trust experiences and therefore generate a
more compelling and powerful understanding of what ‘trust’ meant for these men and
women in their health care contexts (Bogdan & Biklen, 1982; Creswell, 1998;

Hodder, 1994; Huberman & Miles, 1994).
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To summarise: This research involved two groups of participants, one comprising
four males and one of five females. (For profiles of these participants and a self-
reported statement of their health status, please see Appendix E.) All participants
lived in Hamilton, a city of more than 114,000 people (at the end of 2001) in the
North Island of New Zealand. All of the women and two of the men worked or
studied at the University of Waikato. Two men were employed off campus. I worked
in the role of facilitator with the men’s group, and joined the women’s group as a
participant. Finally, while the sample was small (by quantitative standards), included
some participants who knew each other before the research began, and could be said
to be largely homogenous on characteristics such as education and age, I was satisfied
that there would be greater benefits for the groups because of these factors than there
would be limitations. The aim of this research was to gain meaning and an in-depth
understanding of the trust in PHCPs and its interactions with gender, not to test a
theory across a population. Therefore, I was concerned with facilitating groups that
would feel comfortable and safe for the participants, and therefore support quality

data; generalisability was not an issue.

Procedures

This section summarises each step used to conduct the research. While these steps are
detailed separately, it is important to remember that they are recursive in practice —
they merge together in the one process and are not as easily distinguished in reality as

the following discussion suggests.
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Preparations

First Contact: This initial contact with a volunteer generally was made by phone or
email. The main aim here was to check whether or not the caller had experienced trust
(positively or negatively) in primary health care practitioners, and was able to detail
and discuss these experiences with a group. Once I had established that the caller met
these research criteria then I asked for postage details so I could post off an
information pack, consisting of a Research Information Booklet (Appendix D), a
covering letter (Appendix F), and a map of the campus showing the location of my
office. I explained to the caller that I would be posting out full details of the research
so that they could decide quietly for themselves whether or not they wanted to
participate, and that I would contact them within a few days to discuss the research
with them. I also asked the caller to pass on the research details to any of the people

they knew who might be interested in taking part.

Second Contact (either by phone or email): The agenda of this contact was set by the
volunteer’s response to my question: “Are you interested in getting together to discuss
the research in more detail?” If the answer was affirmative, I made a suitable time to
meet the person in my office on campus (allowing an hour), checked that they
understood where my office was, and asked them to bring with them their research

information booklet.

Personal Meeting: This was an important meeting. On a practical level it gave the
volunteer the opportunity to ask any questions or clarify points made in the research

information booklet. During the meeting I was able to reiterate the main points of
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anonymity, confidentiality, safety issues; and make sure that the volunteer really
understood the commitment required of participants. I emphasized that the research
data could be used for publication, but also that they had the right at any time to
decide that certain contributions not be used. We discussed the volunteer’s literacy
skills; their experience working as a member of a group; and their relationships and
trust experiences with primary health care practitioners. This face-to-face meeting
also gave each of us the chance to get “a feeling” for the other, as well as for the

research project.

Towards the end of this meeting, if the volunteer seemed to be suitable and providing
they were keen to take part in the research I gave them a consent form and a
time/venue sheet on which they could indicate their preferred session times.
Volunteers were free to complete these forms in the office or take them away to

consider and fill out in their own time.

Group Briefing: This was designed to allow the volunteers to meet the others in their
group, and to go over the research project and Memory Work method. Volunteers
introduced themselves and talked a little about their interest in the research. We
decided on group safety rules (what we needed to be able to talk and work safely in
this research group), and then discussed very generally trust experiences (positive or
negative) with primary health care practitioners (e.g., the situations in which we have
or have not trusted primary health care practitioners; why patient/practitioner trust is

important).
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During this discussion I made a list of key phrases from the comments, which helped
the groups formulate the trigger topic for their first narrative. With a topic set, I then
took the volunteers carefully through the guidelines in the research information
booklet for writing a ‘memory’ or narrative. As an example, I also gave each person a
set of narratives written by participants in other Memory Work research. The briefing
ended with arrangements for getting the narratives to me, and confirmation of the time
and venue for the first session. I recorded this briefing, to test the recording gear, and

to help the groups get used to working with it too.

The women’s briefing was held on campus, in a different room from the one we

would use for the group sessions. The briefing room was a small tutorial room, with

the furniture set up in a traditional teacher-student configuration — not surprisingly, I

found that I took a ‘teacher’ role throughout this briefing.

o Women ended up sitting in front of me as though they were in a lecture, with me
the lecturer; and because of the furniture I felt unable to get into a better position
— I was blockaded by two long desks and several chairs (the entire room had too
much furniture in it, and it was very difficult to move it around at all). Also had
nowhere to use the large paper I had brought with me for brainstorming. No
whiteboard markers on me; none in the room; and the blackboard was not in the

right position for the way we were sitting in the room.

I was not prepared — had not prepared the space physically. These participants

deserved better — they were coming into an ‘unknown’ situation (first time meeting

all the other respondents, the method), and had made a huge commitment.
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The men met for their briefing at my home, at the same time as their sessions would
start. We met around my dining table, an eight-seater, in a room with windows and
garden on two sides and not a blackboard or overhead projector in sight. Both the
women’s group and the men’s group decided on the venue for their sessions on the
basis of convenience. For the women it was easier and more convenient to meet on
campus, during working hours because it caused less disruption to family life than
getting together for three hours some time in the evening or weekend. For the men, it
was easier and more convenient to meet during the weekend (Saturday afternoon), out
of working hour, and to help make the sessions as relaxed and comfortable as possible

they used my home as the venue (rather than one of the rooms on an empty campus).

Data

The women’s Memory Work sessions ran during the months of October through to

mid November 2001. We had five sessions altogether, each lasting for at least three

hours. Throughout this period we wrote 23 narratives (two absences due to illness),

ranging in length from four pages long to less than a page (single-spaced), and

generated 291 pages of transcribed discussion during our sessions. Our work was

focused on the following trigger topics, decided collectively (the women’s and men’s

groups chose the trigger topic for their next session at the end of each session):

1. “The most important time I have trusted a primary health care practitioner.”

2. “Describe a time when your primary health care practitioner demonstrated that
s’he was worthy of your trust.”

3. “Being vulnerable.”

4. *“Describe a time when you experienced a break-down in trust in your primary

health care practitioner.”
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5. “Describe the time when reassurance from your primary health care practitioner

was crucial.”

The four men met for five sessions also, over the months of October to December,
2001. Their sessions also ran for at least three hours. The men produced 20 narratives
altogether, and 317 pages of transcribed discussion. The topics they chose to centre

their work were:

—_—

“Risking a visit to an alternative primary health care practitioner.”

2. “The first visit to a new GP.”

3. “An urgent encounter with a primary health care practitioner.”

4. “Challenging a primary health care practitioner.”

5. “Describe a time when I consciously sought to influence trust with a primary

health care practitioner.”

As the ‘memories’ central to the Memory Work method, the narratives were accounts
written from memory about a particular episode, action, or event, chosen by each
person to fit the topic prescribed by the group. Each person wrote using a pseudonym
and in the third person. Following the method guidelines provided, participants wrote
one of their most vivid memories on the trigger topic, and included as much detail as
they could remember (e.g., sounds, smells, sights, people and their behaviours, and
the discussion that occurred). Participants were told to include in their narratives both
the key images they recalled from the situation and any details that they might have
regarded as trivial or inconsequential. As expected, the narratives typically were

descriptive, with little interpretation or explanation.
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However, it is important to note that while the guidelines for writing the narratives
urged participants to write without biography (personal details or past events relating
to the situation being described), this proved problematic in this research. Participants
found it was difficult to write full descriptions of their trust experiences with primary
health care practitioners without including vital biographical details, usually regarding
their health history or their relationship with the practitioner. Health conditions
frequently develop over time, as do trusting relationships with professional service

providers.

In Denzin’s (1989) differentiation between thick and thin description I found the
theoretical support I needed to relinquish this methodological guideline. Every person
brings an individual history and personal biography to the phenomenon under
investigation, that will have shaped, influenced, and constrained that person’s
experience of the phenomenon. Denying the historical or biographical dimensions of
an experience would have resulted in a narrative consisting merely of thin description,
one that simply reported facts, independent of the circumstances that surrounded the
experience. On the other hand, one of the distinguishing features of thick description
is the way “it traces the evolution and development of the act” (Denzin, 1989, p. 33). I
was aiming for thick descriptions of these trust experiences, so I chose not to follow
this guideline of excluding biography. Indeed, I would challenge such a guideline in
any interpretive method, given the interpretive insistence that each human being exists

as a historically and culturally located individual.

Participants wrote their narratives on their computers and then emailed them to me or

gave me a paper copy, or else wrote the narrative by hand and I word-processed them.
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Then, using a standard presentation style (all the same font, size, layout, heading
style), I collated the narratives into booklets for each session, one copy of the booklet
for each person. These individual narratives of their personal experiences (the
‘memories’ of Memory Work) constituted one type of data collected over the course

of this research.

I printed off a hard copy of each narrative in the form the participant had emailed it to
me (i.e., before I formatted it for the group collection). This original copy was filed
and secured in a locked filing cabinet in my university office. Similarly, any original
scripts of narratives written by hand or word-processed and delivered in paper were
filed and secured. Copies of all the narratives were also saved on computer disk and

hard-drive.

e In My Own Words: Wonder about my right to change the format and type of the
original documents to a standard 12pt Times New Roman, double-spaced format —
what clues are being lost in the conversion? E.g., Jimmy (the ‘Clown’ of the men’s
group) used Comic Sans MS for his narrative. What is lost in sanitizing the
narratives like this — there seem to be no guidelines, no protocol within the
method for this — could the researcher simply photocopy the original of each
person’s narrative? Or is it another way of depersonalising the narratives so that
the participants can analyse them productively? In which case such sanitizing

could be seen as another technique to reduce destabilisation.

A second type of data was generated by the group work. The sessions, when

participants collectively remembered, compared, and theorised the individual
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experiences, were recorded on audiotape and then transcribed. Their discussions
aimed to reveal the social construction of the meaning of patient trust contained in
each narrative, first by analysing each separately, and secondly by comparing the
narratives with one another. Following the guidelines for Memory Work (as detailed
in Chapter 4, and provided to participants in the Research Information Booklet,
Appendix D), at this stage of the method the group worked to ‘thicken’ up the written
description of each of the individual narratives by conducting a ‘textual analysis’:
examining and adding detail to the account of the events that occurred and the
relationships between characters in the narrative, looking for cliches and

contradictions, statements made and silences created.

The group also conducted ‘cross-sectional analysis’ of the narratives: looking for
similarities, differences, themes and common patterns across the texts (see Willig,
2001, for a full discussion of the analytical techniques employed in Memory Work).
Thus, the data represented by the session transcripts are the ideas, analyses, and
theories produced by the group — the co-researchers and the experts in these trust
experiences - in relation to the social constructions of trust located within the

individual narratives.

Each session was recorded onto two dictaphones, as security against some technical or

operator failure, and also, so that one tape could be set to record the conversation

missed while the other was being changed.

e In My Own Words. Men’s Session 2: Dictaphones — hate them with a passion.
Finished the session on a huge high, went to check the tapes, and it appeared that

I had nothing on either side of the Tape 2s. The bottom fell out of my world. Could

155



Chapter 5: Implementing Memory Work

not believe it. Went back for a gentle little check when I was fit to, and eventually
discovered that I had actually recorded on one side of the Tape 2s, and one side of
an extra tape (Tape 3s) which gave me the necessary 4 sides. Went to bed brain-
dead and physically exhausted. Rang Suzette, who suggested that I draw up a
recording sheet and tick off the tape changes — Tape 1, side 1, Tape 1, side 2, etc.,
etc., - will do this the next time. Also put reminders on the sheet to check the

connections, battery lights etc.

home on this the previous night, and copied it onto a disk so that I could print it

off first thing on Tuesday morning, but I forgot to do that. Also, forgot my Tapes

suffered through a heart-jolting check of the tapes after the session to find a blank
tape, which on investigation turned out to be a blank side as I have done in the

past. I am absolutely devastated by the whole taping process — I hate it and would
like to get it sussed so I can relax on that score. At the moment it is a huge source

of anxiety for me — terrifying and exhausting.

The audiotapes were transcribed by a reputable transcribing service based on campus.

At all times they were not in use, the audiotapes were secured in a locked filing

cabinet, either in my office or in the offices of the secretarial service.

The actual booklet of narratives used by each participant during the group work

constitutes a third source of data for this research. Participants made notes on their
booklet of narratives throughout the sessions, and all gave me permission to have their
copies (rather than keep them themselves, as originally set out in the Research

Information Booklet). These notes range from lines made beneath certain words to
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fully constructed questions recorded in the margin and waiting to be asked. I believe
these documents offer a potentially valuable source of data that has previously not

been explored either in Memory Work research or in qualitative research in general.

Finally, I have used my Research Diary as data. I began the diary at the beginning of
the data collection phase to provide an account of my research activities and contact
with participants, and details of the data collected. I recorded the reactions and
suggestions of my supervisors, as well as the comments from other people with whom
I consulted throughout this phase. At this time I also began a Reflections journal to
chronicle my experience of the research process, with entries organised loosely into
four categories: observation notes, methodological notes, theoretical notes, and
personal notes. It provided me with a private means to ‘de-brief’ honestly, enabling
me to express, explore, and develop the feelings and thoughts which arose during
those months, and which contributed to how the research took shape. This journal
turned out to be a very valuable research tool and I have used it as a fifth source of
data. Taken together then, these five sources provided the data for developing a
‘thick’ understanding of what constitutes ‘trust’ for male and female patients of

primary health care practitioners.

Throughout the data collection phase, I followed various qualitative protocols
designed to ensure dependable and trustworthy data (Creswell, 1994; Gilchrist, 1992;
Hodder, 1994; Huberman & Miles, 1994). I regularly recorded details of the
development of the research and personal progress, and endeavored throughout to
reflect mindfully and articulate researcher ‘bias’. Data were collected from multiple

sources and theorised by multiple analysts (the participants), identifying the common

157



Chapter 5: Implementing Memory Work

patterns and themes from the perspective of these patients, and disconfirming
evidence of individual variations on their trust experiences. Participants engaged in
multiple sessions (compared, for instance, to a single interview) over a prolonged
period of time. These features facilitate data triangulation, as outlined by Denzin
(1989), Janesick (1994), and Fontana and Frey (1994). The participants were involved
in determining the final data collection procedures and in checking the interpretation
of the data. This verification occurred at different stages throughout the research -
during each session, at times with individual participants after the group interaction,
and then when I sent participants a copy of the chapters in which I had written up their

data.

Data Collection

Memory Work Sessions: One week after their briefing, each of the research groups
met for their first Memory Work session. During that week each person had written a
narrative on the group’s trigger topic and passed it on to me in time for me to collate

the narratives and prepare a complete set for everybody.

Generally, sessions followed this format:

1. Welcome.

2. Congratulate participants on their work (e.g., their narratives, previous
discussions), and/or remind them of the value of their contribution to our
understanding of patient trust.

3. Debrief — on the narrative just written, anything that had come up from any of the

previous sessions, or the method itself.
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4. Session Focus. Before the other participants arrived I would have written in large
letters a series of focusing questions for each session. (On the whiteboard in the
classroom for the women'’s session, on a large sheet of paper that I then stuck onto
the window at the end of the dining table for the men’s session.) These questions
served as simple reminders both of the overall goals of the research, and the topic
we were exploring during any particular session. For example, the focus questions
I wrote up for the Women’s Session 5 were “Research Focus: Exploring how we
as female patients experience trust in primary health care practitioners. Feelings?
Thoughts? Behaviour? Physiological reactions? Today’s Focus: Reassurance —
how did you experience this? How does reassurance relate to your trust in your
practitioner? How has it happened that you experience reassurance/trust this
way?”’

5. Method Reminders: For a few minutes we would go over the guidelines for
writing our narratives or techniques for analysing our experiences, depending on
what was most relevant to the group at that time in their work.

6. Analysis: Each person was given a booklet of the individual narratives at this
point in the session. The group would decide the order in which the narratives
would be read, and the first participant would begin. Generally, one participant
would read her/his narrative, the participants would “interview” for any extra
detail they required and analyse it as a text. Then the group would move into
cross-sectional analysis of the narratives, concentrating on those facets of the
narratives that transcend the idiosyncrasy of the individual experiences and were
common to all the narratives.

7. Summary: At this point, the participants spent about 20 minutes summarising the

main points of the narratives and the group work for that session, and then
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concentrated their discussion on exploring the links between their trust
experiences and the social processes that shape them. I introduced this ‘Summary’
time to the format at Session 3 for each of the groups, after I became concerned
that neither group seemed to have reached this stage in the methodological process
during their first two sessions.

8. Trigger Topic: Group chose the topic for their next narrative.

9. Debrief.

10. Thank You.

11. Goodbye.

Between Sessions: Both groups met every two weeks, apart from once when the
women decided to have their final Session 5 just one week after the last, to make
things easier for a participant who, with her young children, was due to fly to America

the day after the last scheduled session.

The time between sessions was filled with writing my next narrative, debriefing with
my supervisors and journal, reflection, planning, and organising for the upcoming

session, and processing the next group collection of narratives.

o In My Own Words. Women's Session 4: Had been over the narratives and actually
made notes — questions, etc., the night before (the first time I had done this). But
also, had not made a session plan, part of me was stuffed and didn’t want to, part
of me decided to just be spontaneous and go with the flow — I had scripted the
men's session on the Sunday before quite heavily, had been unable to remember

everything I had wanted to say, felt poxy about that, and had an awful session
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overall, mainly because I attempted to claim far too much control over the whole
session. I was still recovering from this session when I was preparing for the
women’s — so can understand the tiredness, lack of enthusiasm, reluctance to

prepare in detail as part of my reaction/recovery from the previous men’s session.

Participants aimed to get their narratives to me a couple of days before the next
session, so that I had plenty of time to format them and collate them into a booklet
(see Appendix G, for an example). Due to unforeseen circumstances though, on a
couple of occasions this did not happen. One of the women ended up bringing to the
session enough copies of her narrative for all the group members, and one of the male
participants emailed his narrative through to me 25 minutes before the session started.
(At times like this I found myself waging war between the desire to be a flexible
qualitative researcher and rising levels of stress built on the urge to take full
responsibility for managing the research process.) Between sessions I kept in contact
with each of the participants, acknowledging receipt of their narratives and sending
them emails to confirm the trigger topic, date, time, and venue for the next session.
All contact with participants was detailed in my research diary, and all emails printed

out and filed.

Data Analysis

Collective Analysis: The participants analysed the narratives at two levels. They
worked at a textual level in their discussion of such features as cliches, contradictions,
metaphors, and inconsistencies in the individual narratives. One of their aims was to

enrich each narrative, identifying gaps or glossed-over points and eliciting more detail
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as required to ensure that the narrative was as vivid and full as possible a description
of the experience. This stage was focused on building a clear, comprehensive picture
of the nature and meaning of trust for each participant in each of the given situations.
Participants were working to answer the “what” questions contained in each
experience. (For example, “What is going on here?” “What is trust for this person in
this situation?” “What is the person feeling/thinking?” “What are the person’s actions

in this trust experience?” “What are the social relationships involved here?”)

Once the group was satisfied with the depth of detail of the individual narrative, then
it was able to move to analysing the narrative. Now the aim was to answer “how”
questions connected with these gendered experiences of trust — understanding the
underlying social structures that account for the experiences being what they were for
each of these men and women. (For example, “How did this trust experience occur
like this for this woman/man?” “How did s/he come to inscribe these meanings in this

trust experience?”’)

From a theoretical point of view, the aim of analysis at this first level of Memory
Work was to reveal the social construction of meaning contained in each memory.
Analysis was focused on uncovering how each of the participants had made sense of
their trust experiences, the social processes involved in constructing the meaning of
‘trust’ in each instance (see previous chapter for more detail; Crawford, Kippax,

Onyx, Gault, & Benton, 1990; Haug & Others, 1987; Willig, 2001).

At the second level of analysis, cross-sectional analysis, the participants worked

across narratives looking for the similarities, differences, recurring themes, and
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common patterns among the narratives. At this level, the aim was to explore the pool
of memories for the social relations and cultural meanings common to the experience
of trust for the males and for the females in these two groups (refer to previous
chapter for a full discussion. See also Crawford et al., 1990; Haug & Others, 1987;

Willig, 2001).

Extending the Collective Analyses: The third level of analysis, my extension of the
collective analyses, involved critical re-appraisal and further theorising of the data
produced by the groups. I saw my role at this stage to continue the work of the groups,
following the directions indicated by these experts on this phenomenon, linking their
ground work to existing models and theories on marketing, gender, and trust, in order
to provide theoretical support for their explanations and thereby extend our
knowledge of the gender and the experience of trust. I chose not to use coding
software (e.g., Nudist) for analysis. I did not have the computer skills necessary to
make it a more efficient option. Nor did I want to forgo the pleasure of doing this
stage myself — as a researcher I loved working with the data, sorting, sifting, shifting,

and connecting.

Before I began the task of extending the collective analyses, I played through the
audiotapes for each session, checking the transcripts (in Word document form) as I
listened. The purpose of this was to “clean up” the transcripts — correcting words that
had been transcribed incorrectly, inserting words that transcribers had been unable to
decipher, checking that all identifying names of people and places had been replaced

with pseudonyms, and correcting any discussion that had been attributed to the wrong
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participant. While this was a very time-consuming project I was always conscious that

during the time I was cleaning I was thoroughly ‘immersed’ in the data.

Next, each transcript was formatted with line numbering and printed out. I kept one
copy as the master copy and used the other as a work copy. Then, I read through each
transcript once without making any notes; next I reread the transcript highlighting
significant words and passages (relative to the research questions), and noting in the
margin any initial thoughts I had at that time. For easy identification I then ruled lines
down the right hand side of each page, the number of lines corresponding to the
session number (e.g., the transcript of the women’s fourth session had four lines ruled

down the right side).

Finally, I made two more copies of each transcript, these for cutting and pasting, and
prepared to photocopy any extra copies as I needed them. The women’s transcripts

were all printed on yellow paper, the men’s on grey paper. (The colour decision was
made for me by the secretary who informed me that these were the only two colours

the department had spare, thus saving me from the pink-blue dilemmal!)

Critical Re-Appraisal: My critical re-appraisal was based on principles of thematic
analysis (Crawford, Kippax, Onyx, Gault, & Benton, 1992; Owen, 1984; Zorn &
Ruccio, 1998). I cut and pasted each of the marked passages onto a new page,
carefully developing the initial coding by double-checking and developing instances
of recurrence, repetition, and forcefulness as the criteria for thematic analysis. I
recorded my thoughts in the space beneath each clipping, and cross-referenced each

instance to other separate but related passages.
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At the same time I referenced each clipping in a large scrapbook, assigning each to
the topic(s) or category it applied to e.g., “Thoroughness’. These categories, in turn,
were entered under broader headings e.g., ‘Positive Qualities in Primary Health Care
Practitioners’. Finally, I photocopied these scrapbook pages, cut out the categories,
and physically played with them until I was satisfied that I was developing
connections according to the group’s working analyses. Then I was able to
concentrate on developing the more abstract themes that these categories
characterised. I followed this procedure systematically, separately for the women’s
data and the men’s data, to explore the participants’ analyses of their experiences of
trust, and then, to extend the themes that emerged in the group theorising of their

experiences.

This stage of the analysis ranged across both the individual narratives and the
collective work for both groups. So, while the trigger topics represented shared and
salient dimensions of the participants’ trust experiences, they did not constrain
analysis. They provided a relevant focus for the participants’ work at the time, but led
into themes that were woven throughout the work, developed across individual

narratives and sessions.

Before detailing the trust themes in the following chapters, it is important to point out
that the women and men did not live the themes as disparate and isolated elements in
their trust experiences. Separating these into separate threads and then extracting them
from the fabric of the participants’ experiences is therefore artificial to a large extent.
It will become apparent throughout the next chapters that the themes were

interrelated, interlocked to the point where a single vivid example of text could
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contain more than one example of different experiential aspects to trust. Therefore, at
times, I have chosen to use long excerpts from individual narratives and group work.
As phenomenological texts, these quotes contain the meaning of trust for these
participants, and offer us both cognitive meaning and non-cognitive meaning.
Cognitive meaning enables us to understand the informational and conceptual aspects
of the experience, while non-cognitive meaning is grasped more from ‘between the
lines’ of the text, and relates to the expressive, transcendent elements of the trust that
participants experienced. Both meanings are necessary for a deep understanding of

trust, in the phenomenological sense of verstehen (Patton, 2002; Schwandt, 2000).

So, in order to be true both to the participants’ experience of trust and to the
epistemological foundations of Memory Work, the next two chapters do contain some
long extracts from the participants’ work, as well as shorter excerpts. However, the
sections and sub-sections detailing the themes tend to become shorter and contain
fewer long extracts as the participants’ experiences build up, layer upon layer, our

understanding of the interconnectedness and wholeness of the trust phenomenon.

Throughout the following chapters I include full reference details for the participants’
quotes so that they can be found easily in the transcripts (included on CD with the
thesis). The reference details in parentheses at the end of each quote generally include
the name of the participant, a notation that identifies the session the quote is taken
from (e.g., “‘W#3’ indicates Women’s number 3 session), and a numeral that denotes
the line number in the transcript where the extract can be found. When it is important
to understand that the passage occurred in the context of group work, this is indicated

as ‘Collective’ within the parentheses.
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5.4 Ethical Considerations

This research was conducted toward the end of 2001, part of a time period when the
public was becoming more aware of the shortcomings of the health care system in
New Zealand, and as a consequence, generally more cautious and cynical about the
health care product they were being offered (refer to Section 2.3 The New Zealand
Health Care Context, in Chapter 2). Because of the sensitive nature of the research
topic (both personally and politically) there were several important ethical issues to be

considered and accounted for in the research design.

Anonymity

To ensure anonymity of the patients and of the primary health care practitioners,
participants used a pseudonym for themselves, as well as pseudonyms for the
practitioner and any other people mentioned in the narrative. Participants also
changed any street names, the names of suburbs, towns, or cities by which people or
health care practices might be identified. When I was aware that a participant had
slipped back to using real names in a narrative, I changed these to pseudonyms before
the individual narrative was published in the booklet containing all of the narratives
for discussion for the next session. If participants reverted to real names during group
discussion, generally they were reminded by another participant to use fictitious
names, and I substituted the pseudonyms in the written transcript of the discussion.
This use of pseudonyms protected the participants, the practitioners, and finally, the

university itself from any legal challenges.
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At a much more personal level, the use of pseudonyms is one of the techniques
employed by Memory Work to protect participants from the potential risk in the
method to be disruptive and destabilising for participants (for a full discussion of this
effect see ‘Destabilisation’ in the section entitled Some Issues, in the previous
chapter). Thanks to a destabilising experience I had had as a participant in a Memory
Work session on gender and materialism, when I found myself (quite unexpectedly)
confronting intense emotions around domestic violence, I was particularly sensitive to

the safety issues for participants in this study.

Confidentiality

The need for confidentiality was also stressed, in the research information booklet,
during the personal meeting with each volunteer, and throughout the research process.
Participants agreed formally to protect the confidentiality of the other people involved
when they signed the research consent form. They were also given the right to request
that certain information remain confidential to the group and not be used in the

reporting of the research (Research Information Booklet, Appendix D).
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Personal Safety

Initially, I decided to access only staff and students of the University of Waikato so
that we could access (free of charge) the counseling services available on campus,
should a participant need to continue discussion with a counselor. (In the end, two
males who worked off campus became participants on the condition that they take
responsibility for arranging counseling services themselves, if they needed to.) See

Consent Forms, Appendices H and I respectively.

I discussed the possibility that participants might find the memories upsetting, both in
the Research Information Booklet (Appendix D), and in discussion with participants
individually and as a group. I asked participants to think about the personal support
networks they would use in case they found that they needed to talk about their
experiences with friends or family. In the research information booklet I also provided
full contact details for the campus counselors, my supervisors, and myself so they
could contact us easily. I explained in the booklet that the group process of Memory
Work provides opportunities to work through any possible painful memories to a
satisfactory outcome; I detailed these techniques in the group briefing and regularly

throughout the course of the group sessions.

Finally, I designed formal debriefing times (at the beginning and end of each session)
into the method for these groups, and made a point of telling participants that these
debriefings would be a standard feature of the method. These debriefing times enabled
participants to talk about anything that had come up for them as they were writing

about their experiences, or in discussion as part of the group; and they provided the
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group with the opportunity to support any member who needed extra discussion or
reassurance to understand a particular experience. From time to time I also contacted
participants individually (face-to-face, email, or telephone) to check if they were

having any difficulties with the method.

My overall aim was to design a safety net that would ensure that the research process
would honour the courage and dignity of the men and women who would be
disclosing the intimate details of their health care experiences. Later, I came to realise
that one of the paybacks for ensuring the participants’ safety is richer and more
fulsome data: when participants feel safe they trust, and their disclosure is fuller. I
became increasingly aware, as the research proceeded, of the huge contribution the
participants were making toward this research and felt very keenly a moral obligation
that the research process respect the rights, needs, and values of these men and

women.

e In My Own Words. Men’s Group Briefing:...must remember to honour their time,
and commitment. Remember that while the sessions are being held in my home,
they are professional sessions, not casual chat sessions. Watch/strive to create a
balance between comfort/casualness for the participants and respect for what they
are doing — their “work” which is taking place in an informal environment but
which is no less valuable because of that fact.

o Men’s Session 1: One of the men’s narrative very intense. Felt quite scared at how
intense and personal it was. Involved being taken advantage of sexually. Found
the best way was to remind myself that I was in a position of trust, and to be

humble in the face of it, trust that it was all meant to be. Concentrate on
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honouring the men, respecting them and their trust, their narratives. Dave has
told one other person about this incident — a female partner, about one year

afterwards. This is a great demonstration of good faith, trust.

Standard Ethical Procedures

Apart from these specific ethical considerations relating to the nature of the topic, the
research honored the standard ethical principles for human science research (Creswell,
1994; Moustakas, 1994). After a rigorous examination period spanning several
months, the research was approved by the Ethics Committee of the Waikato
Management School at the University of Waikato. The nature, purpose, and
requirements of the research were established clearly both verbally and in writing (see
Appendix D), so participants understood them fully; participants gave their written
consent to participate in the research (Appendices H and I); participants were given an
assurance (written and verbal) that they were free to withdraw completely from the
research project, or to withdraw certain information only, at any time (see Appendices
D, H, and I); participants were given access to all verbatim transcriptions and written
interpretations (Appendix D); participants were continually assured throughout the
course of the research that they could adapt the method as needed for safety and

comfort.

Participants understood that the research was financially independent and that it was
not sponsored in any way that would compromise its research merit or ethical
acceptability. Research expenses were covered by a Merit Study Award granted by

the Waikato Branch of the New Zealand Federation of University Women, a
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University of Waikato doctoral scholarship, and the Department of Marketing and
International Management. I also made it clear to volunteers that while they would not
receive any monetary reimbursement for their participation they could expect social
and personal benefits from taking part (see Research Information Booklet,

Appendix D).

5.5 Advantages and Limitations of Memory Work

Advantages

Memory Work bears some similarity to other qualitative methods, notably those based
on account collection and analysis (e.g., critical incident method), and case history
methods. All deal with meaning and interpretation, share an epistemological basis in
treating the subject and object of knowledge as “correlative and co-constitutive”

Kippax, 1999, p. 93), and emphasise the shared nature of meaning.

Memory Work, however, focuses on memories rather than events. Herein lies the
fundamental difference between this method and others. While a memory refers to
some real event in time, Memory Work acknowledges that the memory is a
construction of the event, a construction that changes over time with reflection. The
method is concerned with the construction itself, because “the construction tells us
something about the way the person relates to the social” (Crawford et al., 1997, p. 8).
Thus, Memory Work offers the researcher the opportunity to understand deeply the

social processes involved in the meaning that participants make individually of events
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in their lives. In this way too, Memory Work is also focussed on deconstructing the
participants’ constructions of self (Crawford et al., 1997; Haug and Others, 1987).
These features of Memory Work suggested that the method would facilitate deeper
insights to the interaction of trust and the social processes of gender than methods

based on accounts or case histories.

The collective discussion, interpretation, and theorising by Memory Work participants
also set this method apart from other qualitative inquiry methods. During this group
process the shared elements of their experiences become evident, and it is the
participants themselves, together, who construct the common sense understanding of
the phenomenon of interest. These collective processes also give the participants the
opportunity to see how they have constructed themselves, in a way that other methods
cannot, a characteristic of Memory Work that gives the method the potential to be
empowering for those taking part. These and other advantageous features of Memory
Work have been discussed in more depth earlier in this chapter and the preceding

chapter.

Limitations

Memory Work shares some of the recognised limitations of other qualitative inquiry
methods, notably those methods that occur in a group setting. Group norms that
emerge as the research progresses are likely to influence both the writing of the
narratives and the collective discussion, as participants determine what is expected
and appropriate within the group context. As in any group, certain individuals can

tend to dominate the group process, (despite conscious attempts to set up Memory
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Work groups as collectives). This means that rather than five views being represented,
at times only two or three sets of views might be reflected in the data. Because the
groups are initiated as a research project, the initiator can often be expected to assume
a leadership role; in Memory Work such an expectation compromises both the
intention that all members are of equal status, and the collective processes of the
method. The presence of one person as ‘researcher’ can also bias members’ responses
(Creswell, 1994; Fontana & Frey, 2000; Grbich, 1999; Schratz-Hadwig, 1995; Willig,

2001).

Other limitations relate to narratives. Researchers are aware that narratives are shaped
by the intended audience, as determined by the author (Clandinin & Connelly, 1994,
Manning & Cullum-Swan, 1994; Richardson, 1994). Thus, the same material can be
written differently for different audiences, crafted according to whom it is that the
author wants to reach, and the author’s subsequent ‘goals’ for writing the narrative.
The form, detail, plot, tone, and language of the narrative could be influenced by
whether the author conceptualised his/her audience as the researcher, or other
participants, or readers of the thesis, conference proceedings or academic/professional

journals.

e In My Own Words. Editing: After lunch with R. have realised that it is probable
that participants edit their stories — to control the amount and nature of
information that is given to the others, to ‘manipulate’ discussion (so topics of
personal interest or topics which haven’t been discussed yet are discussed), or, as

R. said today, to give me what they think I want or need as a PhD researcher.
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In practice, we found that the group processes of Memory Work seemed to work to
reduce the impact of method limitations such as those discussed above. Somehow,
because we were members of a group, each of us was directly ‘answerable’ to several
co-researchers rather than working with one researcher only. At this level then, the
group of this method perhaps was more able to guarantee the authenticity of
participants’ work than research methods based on dyadic interactions between a sole

researcher and a sole participant.

As more qualitative researchers choose Memory Work as their method of inquiry, and
apply it in more research domains, we learn more also about its methodological
limitations and advantages. The quality of the data depends to a large measure on the
ability of participants to articulate, deconstruct, and theorise their experiences. Not all
the members of the group are going to be equally articulate, perceptive, or able to
contribute to the collective analysis and theorising. In this research, when I noticed
that an individual was not involved in group discussion, then I generally asked
directly for their input. At various times other group members also deliberately
opened up space in the group forum for a participant who had gone quiet. At other
times, it was inappropriate to do this because an individual was reflecting, or engaged
in listening but not talking. Finally, over the course of the research we routinely
revised aspects of the method itself, going over the guidelines for specific individual
and group tasks, and emphasizing the importance of the method’s collective processes

and dynamics.

Other researchers note that the composition of the group affects the data produced.

For example, some researchers have chosen to use groups comprising academic
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colleagues (e.g., Crawford et al., 1990; Haug & Others, 1987) or friends (e.g., Kippax,
1990; Koutroulis, 1993, 1996) on the ground that such bonds facilitate the reciprocity
and trust necessary for honest, deep disclosure. Other researchers suggest that
friendship bonds can sometimes have an adverse effect on the research process (e.g.,
Schratz-Hadwich, 1995). In this research, none of the male participants had met one
another before the group met, although I knew one of them as a colleague and a
friend. The women’s group was a mixture — three of us knew one another while the
remaining two women were newcomers. In my experience, these bonds did seem to
provide a ready-made base for establishing rapport and cohesion between the

participants of each group as a whole.

However, on reflection, these friendship bonds would have contributed to the
difficulties I had finding a healthy balance between the roles I perceived I was
juggling in the research context — friend, participant, facilitator, co-researcher,
researcher. Moreover, these bonds might also account for the apparent difference in
focus between the two groups — the men’s group appeared able to sustain a steady
focus on the research purpose, whereas at times the women’s group seemed happier to
socialise than to do academic-type analysing or theorising. I agree with Schratz-
Hadwich (1995) that one of the big challenges in Memory Work practice is
developing — and maintaining - the right balance between serious intent and

conviviality within the research group.

5.6 Concluding Comments

Memory Work was especially appropriate for this inquiry because of its history of

application in gender research. The method was developed specifically to explore a
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gender issue; namely, women’s gender socialisation and its relation to the process of
sexualisation of the female body. Since then scholars have used the method for
research into various feminist and gender topics, including gender in the marketplace;
for example, the student consumption of leisure activities (Friend & Grant, 2001), and
consumer satisfaction and dissatisfaction in retail exchanges (FitzPatrick, Friend &

Costley, 2001; Friend, 1997; Friend & Rummel, 1995).

Both male and female patients can be seen as comprising marginalised groups in a
discourse context in which power is both appropriated by and relinquished to the
practitioners. Because it was designed to give voice to a specific social group
(women) at a time when their realities were typically neither seen nor heard, Memory
Work seemed the ideal way for this research to ‘hear’ the trust experiences of male
and female consumers whose perspective is seldom invited. Moreover, its focus on
socialisation processes makes Memory Work ideal for understanding gender as one

aspect in patients’ socialisation as health care consumers.

Memory Work’s historical basis remains relevant. The method’s creators viewed
gender as a process whereby women and men, “as subjects within culture, are ‘made’”
(Haug & Others, 1987, p. 14). They saw gender as a process that is constantly
evolving for individuals who, as active agents acquiesce in the social relations of their
situations, but also unconsciously participate in the construction of gender as a social

structure (op. cit.). Clearly, this is in line with current conceptions of gender. Memory

Work’s acceptance of gender as a process suited it well to this research.
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The notion of gender relationality, that we live out our masculinity and femininity
relative to others of the same gender and to others of different gender, is one of the
important tenets of feminist ideals and practices within gender research (Brabeck,
1996; Lykes, 1994; Penaloza, 1994). The Memory Work framework leads us to
identify differences between individual experiences and also to find the shared gender
patterns and processes that link those experiences. Moreover, its focus on both the
differences and similarities within and between genders allows this research to

conduct a comparative study of gender and trust as a relational phenomenon.

In summary, Memory Work seemed the method that would best enable a deep
exploration of patients’ gendered experiences of trust as a socialised dimension of the
relationship between them and their primary health care service providers. The
following two chapters present the themes and theorising of the groups. Chapter 6
presents the women'’s experience of the trust phenomenon and their understanding of
those experiences. Chapter 7 re-presents the men’s trust experiences and their
subsequent theorising that accounts for the ways in which they have made sense of
their trust in primary health care practitioners. In Chapter 8 I interpret the groups’

work and establish links from their data to existing bodies of academic knowledge.
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“My GP would know what to do...he would fix it...he would deal with it...
whatever needed to be done” (Jane, W# 4:1476).

6.1 Introduction

This chapter presents the work of the women’s group on their experiences of trust in
their primary health care practitioners (PHCPs) and their ways of making sense of that
trust. The chapter focuses on the women’s own descriptions of the phenomenon of
trust in the primary health care context and the interpretive themes that emerged in
their construction of those trust experiences. Just as the participants kept coming back
to certain topics as they articulated their understandings of trust, so these recurring

themes will be woven throughout the remaining chapters.

This chapter begins the process of answering the research questions around which the
project has developed. The phenomenological nature of the central research question,
“How do male and female patients describe and perceive their experiences (both
positive and negative) of trust in primary health care practitioners?” and the

subquestions (refer Section 1.3, Chapter 1) provided the blueprint for this chapter.

In this chapter I seek both to describe and to explain the women’s trust experiences.
The chapter describes individual experiences of trust with PHCPs, and layers these

with the reflections and understandings that the collective developed to make sense, or
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meaning, of their experiences. It also begins to weave together with the women’s
voices my interpretive extension of their experiences, and understanding from
academic researchers and theorists. This interweaving, one narrative with another,
narrative with interpretation, women’s interpretation with academic, continues the
hermeneutic rhythm established by the women in the collective data analysis during
the Memory Work sessions. It enables us to examine the commonalities and
differences in the participants’ experiences, to build our understanding of them, and to

uncover the meaning in their construction.

The Women’s Ways of Telling ‘Trust’

It is important that several general points be made about the women’s work before
exploring it in detail. The women expressed their experiences and meanings of ‘trust’
in an interesting range of ways. Together, these ways of telling trust create a backdrop
that enriches our understanding of how they lived trust in PHCPs and why they used
particular constructions to make sense of their experiences. The range itself points to
the subtlety and complexity of the trust phenomenon for these participants. Telling

‘trust’ was not a simple, straightforward task.

Trust in a PHCP, for these women, was often a highly charged, emotional experience.
They detailed a range of emotions, experienced at different levels of intensity, as they
explored their relationships. The emotion was evident in the language they used,
heard in their voices as they spoke, and at times was so strong that it prevented the
woman from speaking at all. This affective dimension to their trust ran as a current

throughout the research.
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It appears that trust can also be lived as a very intimate experience. These women
frequently referred to their closest personal relationships in the telling of their trust in
PHCPs. Parallel to their PHCP narratives, they ran stories about their personal
relationships with family, friends, and life-partners. This use of their most intimate
relationships as points of reference gives us another indication of the intensity and
depth that can characterise the professional relationships these women have with

health care providers.

Finally, in their discussions the women often juxtaposed positive experiences of trust
and negative. Relating their negative experiences helped them to express by
comparison the subtle nuances of the positive, and helps us to grasp the finer contours
of an individual’s trust constructions. Participants had been invited at the outset of the
research to explore their negative experiences of trust as well as their positive.
Because I had intellectualised positive and negative experiences of trust into two
discrete phenomena as I prepared for the research process, I had expected that they,

similarly, would explore these as two neat, clean, quite separate parts of the research.

This is not the way these women presented their experiences. Certainly at times they
did focus on either a particular positive or negative experience. But frequently they
constructed the meaning of positive experiences relative to their negative experiences,
and vice versa, moving naturally between the two. Communicating ‘trust’ involved a
process of comparing their experiences — a new experience with their past

experiences, the positive with the negative, one woman’s with another’s. Therefore,
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following the lead of these women, discussion of the themes of their trust will

incorporate details of both positive and negative experiences.

6.2 The Relational Heuristic Device

On reflection, I can see that from the outset of this research I had been interested in
understanding the trust phenomenon in chunks, named ‘affective’, ‘cognitive’, and
‘conative’ after the work of Doney and Cannon (1997) into trust in buyer-seller
relationships. Accordingly, I designed research questions that would guide our study
of trust along these lines, and reminded participants at the briefing for every session

that these were the areas of the experience that we were interested in understanding.

The women did not experience trust in these particular chunks. They certainly
experienced affect, cognition, and some physiological and behavioural dimensions in
their trust, but they did not naturally ‘chunk’ it into these separate dimensions in their
narratives or discussions. Moreover, apart from teaching me some sobering lessons
about the nature of qualitative research, this unexpected turn of events made the
affective-cognitive-conative framework redundant also as the framework for
deconstructing their trust experiences, and for my re-appraisal and extension of the

women’s work.

For these women, trust in their primary health care practitioners was a dynamic,
multi-faceted, complex experience, frequently lived as a very rich and vivid
phenomenon in their relationships with these providers. Because it was both artificial

and unproductive to dissect these experiences into disparate segments, I use the
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concept of ‘relationship’ as the base for a heuristic device to present the participants’
narratives and analysis. This framework emerged out of the women’s data - once I had
given up the battle to fit the data into the boxes I had brought unwittingly to the
research. The relational framework and heuristic device grew quite simply out of very
deliberate reflection on how the women themselves had understood their trust
experiences. The development and practical application of the relational heuristic
constitutes one of the major contributions of this research (see Chapter 9: Conclusions
and Contributions). I use the heuristic for organising the women’s and the men’s data
in this and the next chapter, and in my extension of their work in Chapter 8. The

relational heuristic device is detailed here.

Trust does not occur in isolation (Jones & George, 1998; Lewicki, McAllister, & Bies,
1998); rather it occurs when a person is in-relation with someone or something else.
In other words, trust can occur only within a relationship. It requires both an I and an
Other. Sometimes the Other is Another person, sometimes it is Myself. At other times,
the Other is inanimate, e.g., a piece of equipment, a particular hospital, or the medical
profession in general. Trust as a relational phenomenon thus has both individual and
social qualities; an individual’s experience of trust simultaneously has what Dewey
coins the “internal” and the “existential” conditions of any experience (as cited in
Clandinin and Connelly, 1994, p. 416). Because this research is concerned with the
perspective of the patient on trust, in this experience the individual patient is the ‘She’

(or ‘He’) and the PHCP is the ‘Other’.

In the process of trying to understand and make sense of these trust experiences we

need also to consider the relationship itself. According to the central principle of
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Gestalt psychology the relationship, or the whole, is different and/or greater from the
sum of the individuals, or the parts of the whole (Colman, 2001). The relationship
itself has its own dynamics and a synergy that is different from the sum of the I and
the Other; the whole has a synergy created in the intersection of its internal and
existential conditions. In this research, the patient and PHCP together create the

relationship of “They’.

This relational framework is embedded in the women’s data. They commonly
described and understood trust according to how it related to themselves as individual
patients, how they perceived it relative to the PHCP, and finally, they made sense of
trust as a characteristic or property of the relationship as a whole. I did not have to
fight any body or any data to use this relational framework constructively. My re-
appraisal and extension of the women’s data respects their work as the experts in the
phenomenon of trust. In this way the interpretive analysis (theirs and mine) is not
separated from their personal storytelling and sense-making; rather it completes the

hermeneutic circle of understanding within which we are connected by a common

purpose.

Furthermore, the framework is consistent with the social constructionist precept that
we co-create meaning in our lives. This precept is one of the epistemological
foundations on which the Memory Work method is built. For these reasons then, the
‘She’/’He’-‘PHCP’-‘They’ heuristic was appropriate, natural, and productive to use in
the re-appraisal and extension of this data. Elements of the heuristic can be found in
Buber’s I-It/Thou philosophy of being in relation to others (1958), and also in the She,

He, and We scheme of relationships developed by Johnson (1983) from the work of
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psychologist Carl Jung. There is additional theoretical support for the separate
components of this heuristic in the work of Arantola (2002), Denize, Young, and

Miller (2000), Doney and Cannon (1997), and Kumar, Scheer, and Steenkamp (1995).

The rest of this chapter focuses on detailing the women’s experiences of their trust in
PHCPs. The descriptions of trust and the themes to their constructions are presented
solely from the perspectives of the women. The themes are based on the central
perceptions and understandings that the women themselves used to make sense of
various dimensions of their health care relationships as facets of the trust
phenomenon. They are common sense-making themes for trust that occurred across a
range of different primary health care encounters (encompassing, for example,
different health modalities, different providers, different health conditions). It must be
noted that within each theme there were also differences in the ways a single
individual experienced it in her various interactions with practitioners, as well as
differences in the ways she used the theme to help her to articulate and construct her

trust.

6.3 The Female Patient as ‘She’

The women’s perceptions, descriptions, and understandings of trust can be easily
grasped when we understand them as they relate to the relationship itself that the
patient has with the health care practitioner. In the relational heuristic, ‘She’ refers to
the domain of the individual female patient, and the internal individual aspects of her
trust experiences. These are the aspects that are felt and/or focussed mostly on the

patient herself, which originate from the Self, are directed toward the Self, owned or
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claimed by the Self. There are four themes to the women’s understanding of their

experiences of trust at this level: Vulnerability, Knowledge, Affirmation, and Voice.

Theme 1: Vulnerability

Vulnerability is a prominent theme in the women’s experiences of trust. Its
importance is reflected in the women’s decision to devote an entire session to the
theme, using the trigger topic “Being vulnerable”. For these women vulnerability was
a necessary condition of being a patient: “It’s being in the health care situation that
creates the vulnerability” (Melissa, W#3: 2831). This sense of vulnerability could be
felt quite keenly even before their encounter with the primary health care practitioner
— these participants understood that the very fact they needed health care put them
automatically in a position of vulnerability. However, their deep descriptions of

vulnerability as it related to trust centred on their actual interactions with PHCPs.

Forms

Their individual narratives described vulnerability in the language, feelings, and
actions of the women living Vulnerability with a PHCP. The narratives detailed a
range of Vulnerability experiences, shaped and made meaningful by the individuals
who were interacting within the woman’s health care context. Thus, in the context of
their encounters with providers, ‘vulnerability’ took several different forms, as the

women recognised part way through the session:
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Louise: For me it [vulnerability] was being alone.

Jane: For me it was being scared...worrying for someone else
though. Not for me so much, but being worried for my
children.

Melissa: To me it’s betrayal.

Amy: To me it’s everything you've all just said...

Emma: And I also think for my part it was a lack of knowledge
as well. (W#3:2031)

The following excerpts from their narratives illustrate in more richness some of the
women’s variations on Vulnerability. In an incident in which Melissa had to wait in
an accident and emergency clinic with one of her sons who had suspected concussion,
she experienced vulnerability relative to her sense of personal power and control. This
sense was threatened by simply being in the position of ‘patient’. Deeper insights to
this form of vulnerability came from her narrative:

What did Melissa know about being vulnerable? She was

never vulnerable. And even if her protective barrier slipped on

occasion she was never going to let anybody else know about

it. Vulnerable equated in her mind with weakness and if there

was one thing in her life that she didn’t have time for it was

weakness...

Melissa as she always does at these times remained totally
calm and directed all the necessary events...

Nothing to do but sit and hold her son’s hand while his
condition continued to deteriorate. Melissa tried to remain in
control but she could feel her composure slipping away. She

was beginning to feel that enemy sneaking up on her. She
could do nothing... (W#3:146)

In this instance, the vulnerability-as-‘betrayal’ that Melissa referred to in the
collective discussion can be understood to be a betrayal of herself. In an extract used
in the following sub-section of this same theme, Melissa explained that she felt also
that her vulnerability in this situation was a betrayal of her son in his vulnerability.

She illustrated another form of vulnerability in the narrative detailing her husband’s
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betrayal of her during the birth of one of their children (see sub-section ‘Fear’ of this

theme).

Emma’s vulnerability occurred around her lack of knowledge. She did not know what
the ‘routine’ was for a cervical smear, what the procedure entailed, or what was likely
to happen to her as the patient. Because this was Emma’s first smear, she had no
previous experience. Her mother had told Emma about her own cervical smears and
Emma had listened to friends talk about theirs, but they had not given her any details
about the procedure. Finally, once she was at the clinic neither the nurse nor her GP
explained smear-taking to her. She went through the entire procedure not knowing
what to expect, what would happen to her, what the doctor was going to do, what she
would be required to do as the patient, what instruments would be used, and what she
might experience physically as the result of the smear:

Dr Fritzbaum came out of his rooms, then took her file from
the receptionist and called Emma’s name...He asked her what
he could do for her. Emma was a bit surprised. “I’ve booked
a cervical smear test,” she said. He looked a bit muddled, and
then embarrassed, a reaction she hadn’t expected. From that
point on he seemed very nervous. Emma felt uncomfortable.

Dr Fritzbaum didn’t waste any time, or go into specifics about
what to expect. He told Emma to lie down on the bed, and he
pulled the curtain around to maintain some privacy. He asked
her to remove her underwear. She heard him washing his
hands which she felt relief at, but she thought maybe he should
be wearing some gloves. He didn’t appear to be though.

He came alongside the bed and instructed her to bend her
legs, and spread them apart. He had a metal contraption in
his hand. She thought to herself “My God, what on earth is
that?” Dr Fritzbaum then said, “You're going to feel a bit of
discomfort. I have to use this to gain entry to the cervix and
then use this long cotton bud to take a swab. Try not to move
too much.”
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Now Emma was really worried. He inserted the metal
contraption. “Yoouch,” she thought. “That really hurts...I'm
sure he’s not doing this right!”

He seemed to be very uncomfortable with the whole
experience as well. She glanced at his face. He inserted the
long cotton bud to take a swab. “Right,” he said, “That’s
done.” He smeared the swab on to a piece of glass and
enclosed it in a plastic bag. He removed the metal
contraption, and asked Emma to close her legs, and he left the
cubicle while she put her underwear back on.

While she was doing this she noticed some blood on the paper

sheet laid on top of the bed. He hadn’t mentioned anything

about that. Dr Fritzbaum was muttering something about

sending her results to the lab for testing. “You'll receive

notification in the mail and be placed on the cervical

screening register which means you’ll have to have a smear

test every three years.”

Emma didn’t ask Dr Fritzbaum about the bleeding. She was

too embarrassed. Dr Fritzbaum seemed as though he couldn’t

wait to get her out of the way. “Right, that’s fine,” he said.

Emma thanked him and left. (W#3:659)
In this narrative Emma’s emotions ranged from an initial hesitancy through
embarrassment to indignation at the GP’s behaviour, and anger at herself for
acquiescing in his management of their interaction at the expense of her self-respect.
Cognitively she went from surprise at the GP’s apparent lack of preparation to doubts
about his competence. The women discussed Emma’s silence throughout the

procedure and understood it as a common female response, a learned response both to

authority and to pain.

Authority and pain were both important factors in Emma’s smear-taking, and indeed

featured in many of the women’s primary health care experiences.
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Jane’s narrative, for instance, revealed different ‘types’ of pain that were experienced
in her vulnerability:

Jane was right to be scared and worried — she was vulnerable
to pain of several types [physical and emotional], particularly
given that at the time Jane was still on two different anti-
depressants designed to help her get back on a mental
track....Her physical problems at a time when she was already
vulnerable were more than she could take. (W#3:2211)

Pain and authority were evident too in Louise’s narrative, for instance, as part of her
experience of Vulnerability, which centres on being left alone:

Louise is very scared. She does not want the pain. She does
not want to go the distance. It’s too long. Hours and hours of
pain. Pain that totally takes over. Engulfing who she is and
leaving her mentally stunned. Physically exhausted and a
wrecked body shell that is not hers. She does not want to be
doing this. She is not ready. She does not want to be here.

The room is large and colourless. The bed is up against one
of the inside walls with a large piece of monitoring equipment
on a trolley to the left of her, less room and smaller equipment
to her right - an oxygen tank maybe. There is room on both
sides of her for nurses to get in and up close. There are big
lights above and odd trolleys and bits of equipment around the
edges of the room. The ceiling is acoustic tiles. On the wall
behind the bed is the switch for the gas. The bed is lighted,
around the room is darker. It is evening.

As the contractions roll in Louise and her body remember the
intensity of the pain and resist its pull into the huge, dark
place where she is always alone. There are two nurses coming
and going about her. Talking to her and telling her what to do.
She tries to make some sort of personal contact with them - a
comment made with deliberate eye contact. But they are busy
and efficient. Matter of fact. Taking turns to tell her “You
can do it” and “It’ll soon be over”. But she knows the Black
Place well, and doesn’t take any reassurance from their token
soothers.

They work to get things ready for the GP who is expected any
time now. She is measured, tidied and quietened. Andrew
arrives. Her GP. An attractive man, of her own age, well-
dressed, with a beard. He comes up to her, smiles and asks
how she is going. “Fine,” Louise replies. Now she can be
brave. He moves toward the bottom of the bed as the nurses
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fill in him with the ever-important measurements of cervix and
time. Louise watches and listens.

Suddenly Matt is there and the two men come back to the
bedside and talk to her. They stay with her through a
contraction and then move off toward the end of the bed. They
talk the birth talk of male health care practitioners,
impersonal talk full of medical terms and shared knowledge.
Louise is left out of it. The talk moves on from birth to health
care practice, and eventually, both leaning up against the
back wall in the shadows, to real estate prices in Stanmore
Bay, the suburb where Andrew has recently purchased a
house.

Louise is alone again, the nurses come and go as she is
washed into more contractions. She starts to lose it. “Time
for the gas,” she is told by one of the two nurses. Andrew
goes home for some dinner and a rest. (W#3:1208)

Amy’s narrative of Vulnerability is similar to Louise’s in its focus on being left alone.
Amy’s text was built around her perception that she had been ‘abandoned’ in the
health care situation by her support people — her mother and her sister:

Amy was the fourth girl in the family and as such was used to
being dragged along to her sisters’ activities and doctor’s
visits, etc. This time they were off to the dentist. At six years
old Amy had never been to a dentist herself. She still had all
her baby teeth but was aware that they would fall out (she
eagerly awaited the tooth fairy) and she would get big teeth
like her sisters.

The dentist’s office was in a neighbouring village. Mom
parallel-parked along the pretty, tree-lined street and all four
girls tumbled out of the car. The building was two stories and
at one time probably had been a residential townhouse but
had now been converted to a dentist office.

The bottom floor was the waiting room. Upon walking into
the room, Amy noticed the fish tank filled with lots of pretty
fish swimming about. She enjoyed watching the fish dive and
play hide and seek among the plastic coral and rocks. A
corner of the room was the kids’ area containing a round
table, some chairs, books and toys. “This isn’t too bad for a
waiting room,” thought Amy. She had been in some that were
really quite boring.
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Her sisters were eventually called “upstairs” where the
examining rooms were located. Mom stayed downstairs with
Amy. Amy proceeded to play in the kids’ area with some other
children. Then Mum called Amy to come upstairs with her.
Amy thought they were going to collect her sisters but Mom
took Amy into an examining room to meet the dentist.

The examining room was white with a big reclining chair in
the middle of it and some strange, weird lights over the chair.
The dentist sat on a swivel chair. All of a sudden, Amy felt like
she had been yanked from the safe, secure world of the kids’
play area and propelled into an alien planet. Mom and the
dentist were telling her that the dentist wanted to look at her
teeth and to climb into the chair.

“NO WAY,” (thought Amy.) She tried to beat a hasty retreat
from the room but Mom blocked her way. The dentist hoisted
her up in to the chair. “Let me go,” she yelled, “You aren’t
looking in my mouth.” Who the heck was this guy, thinking he
could poke around in her mouth and shine that awful light in
her eyes? Amy tried kicking him and pushing him away but
wasn’t able to. “I don’t know you, I don’t trust you, I'm not
even sure what you are planning to do in my mouth and why,”
she thought.

“So if kicking doesn’t work, let’s try a different strategy.”
Amy relented just a little. Enough for the dentist to stick his
fingers in her mouth. “So do you want to see what kind of
teeth I have? Well, I'll show you”. So she bit his finger. The
dentist was not at all amused. Amy had her mother leaning
over her telling her to be nice. That all he wanted to do was
look in her mouth.

“Where is my sister Sally? She was my support person. She
would rescue me from this guy,” Amy thought. Amy was
getting madder by the minute and if it had been possible to
bolt out of the chair she would have. She finally decided to
ease up on the dentist. “Maybe if I let him have his look I can
get this over with,” she thought. Thankfully, the dentist had his
look, then leaned back in his chair and let Amy escape from
him. Amy could hear him telling her mother that he thought
Amy might need braces in time and that she should see the
orthodontist who was in an office across the street.

Somehow Amy got into the car with the keys to the car. (Either
she asked Mom for the keys or else the keys were already in
the car. This is the 1960’s and people still left their keys in the
car! This was a very small village.) Anyhow, Amy climbed into
the car and before anyone else could get in she quickly locked
all the doors. Now she was in the car (with the keys) and
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Mom and sisters were standing outside of the car. “Safe at
last,” she thought. (W#3:2621)

Like Emma, Amy’s vulnerability also involved lack of knowledge in the sense that

she was totally unprepared for what was going to happen to her.

Perceived Risk

The women’s stories and discussion converged on the notion of risk. This was not
unexpected. Characteristically the narratives triggered in Memory Work are
subjectively significant in some way, often problematic and/or unfamiliar (see
‘Memories’ in Section 4.7, Chapter 4). In this research then, individual narratives
were likely to concern trust experiences that had taken place in complex, more
involving or more consequential health care circumstances than in simple,
straightforward encounters with practitioners. The former health care circumstances
are generally perceived by patients to be high risk, and risk is inherent in a patient’s
vulnerability (Gabbott & Hogg, 1998). All of the 23 memory texts written by the
women participants involved health care contexts that can be understood to be
complex (refer to Marketing Implications in Context, Section 2.5, Chapter 2 for
characteristics of complex service contexts), and subsequently perceived by them as

high risk situations.

In the previous extracts, the vulnerability they experienced in these risky situations
left each of these women open to hurt of some sort. In the health care context this
potential harm can be physical, emotional, spiritual, and/or social, and can be inflicted

by the PHCP and/or any one of the other people involved in the situation. For
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example, Jane’s vulnerability had serious social implications and was shaped largely
by her relationships with her children and husband:

She was worried about being sick because just the month
before, her middle child had been in hospital which meant that
her husband had had to take time off to look after the other
two. Hopefully this was just a bug, and a jab with something

would take care of it, as had happened before. It was not to
be.

The doctor did a thorough examination and the outcome was
that Jane had to go to hospital with appendicitis... Husband
was trying to be supportive, and the doctor could not be
definite - due to the late hour, it wasn’t possible to do a blood
test that would confirm the problem. Hospital was not
something that Jane had a major problem with - she had been
there with the children often enough in the last few years - but
for her to go for a reason other than childbirth was very scary.
She knew her husband wasn’t happy about it either, although
he was putting on a brave face, and that just made the
situation worse for Jane.

The doctor was good but he was not prepared to let her go

home without being seen by the emergency department at the

hospital, given his diagnosis. So nervous, scared, and worried

about home, children and how husband would react, if she

had to stay in hospital, they went to the emergency

department. (W#3:2196)
Likewise, Amy’s vulnerability was framed by the actions of her mother, her sister(s),
and the dentist — and continued to affect members of her family even after she had left
the dentist’s chair. Melissa, in the role of advocate for her son, felt her impeding
vulnerability as a powerlessness, both with herself and with the institutionalised
health care delivery system they were in: “We’re always vulnerable where our

children are concerned...In my story I was beginning to feel vulnerable...because I

was feeling I was letting him down. I could do nothing” (W#3:2031).

In her story Emma described actual physical hurt. Her hurt left spots of blood on the

examination bed, ‘evidence’ of the physical damage that had occurred as part of her
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encounter with this PHCP. (Interestingly, neither he nor she spoke about her blood -
he had not warned her, she did not ask. This point will be discussed later in this
chapter in the section ‘Silence’ in Theme 4: Voice.) Such physical hurt was merely

one of the potential risks contained in vulnerability for these women.

Fear

More often, because of lack of experience, expertise, and specialised knowledge, the
women lived the ‘hurt’ as an amorphous, insidious fear that, in some un-nameable
way, their well-being could be adversely affected. And, always at the heart of these
potential threats and dangers was an underlying awareness that, at worst, her life was

at risk.

Sometimes this fear took the form, in a specific health care encounter, of an
awareness that a person’s physical well-being was at risk from a misdiagnosis. This
was most apparent in Melissa’s experiences. With years of experience as a trauma
nurse she was well equipped with medical knowledge to evaluate diagnoses. She
participated in most of her encounters with PHCPs acutely conscious of ‘exactly what
could go wrong’ and the consequences for the patient of misdiagnosis or incorrect

treatment.

Louise lived her vulnerability as a terror at the possibility of being left alone. Her
husband and GP moved away from her bed to chat together at the back of the room —
she was left both physically and emotionally. Likewise, the people Amy had thought

she could rely on to help her out of the dentist’s rooms were not there for her. Her
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mother was not available - she had taken sides with the dentist. And her sister Sally,
the rescuer, was not there physically. Both Louise and Amy were hurt at a very deep
inner level. Because both women had been relatively powerless at the time in
comparison to the other people involved — Louise because she was in the middle of
giving birth and Amy because she was a young child — they were therefore
particularly susceptible to harm. The experience of abandonment, which recurred
throughout the women’s work, reflected the patient’s deep need for an advocate in

certain health care situations.

For some of these female patients a particular experience of vulnerability was so
intense that the woman consciously determined to change her behaviour so that she
would not experience that same vulnerability again. Emma has become resolutely
proactive in seeking out information herself about personal health matters so she can
make informed health care decisions for herself, after finding herself acutely
vulnerable several times because of lack of knowledge. Likewise, Melissa worked to
become fiercely self-reliant and self-determining both as a patient and advocate for
her children after her husband-advocate betrayed her trust and sided with the medical
personnel in a military hospital. In this experience Melissa ended up giving birth in
leather restraints so the birthing would follow standard birth procedure:

My first son was born in a military hospital in the States. I was

quite young but even then I knew what I wanted and come hell

or high water, it was going to be done my way. My soon to be

ex-spouse was there and because I wouldn’t comply the nurses

drugged me and put me in four-point leather restraints...Over

all my objections he stood there and let them do it.

I vowed and declared at that point I would never let anybody

do that to me again. At that point it became Me. Because I was

the only one I could rely on because the one person in my life
who should have stopped it, shouldn’t have even contemplated
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letting anybody do that to me, stood back and not only let
them, helped them.

When I, after the fact, I attacked him about it, I said “Why?"”

He said, “Well, they were officers.” Because, of course, all

medical personnel are officers and he was an enlisted man.

“They were officers and I had to obey them.” ...

I said, “Screw you. You did not have to do it - because I'm not

in the military.” And ever since nobody is ever going to do

that to me or any of my kids again. (W#3:217)
The women returned to the theme of vulnerability often during the course of their
research. Other experiences of vulnerability were constructed on feelings of
powerlessness and helplessness, being ignored or disbelieved, and not having her
usual mental or emotional resources to make a considered decision for herself. The
women’s thick descriptions and deep understandings of vulnerability were based in
negative experiences of trust. They had their fullest experiences of vulnerability in
their negative experiences of trust. While the potential for such vulnerability is

inherent in all health care relationships between patient and practitioner, trust reduces

the likelihood that the potential will become a reality.

Theme 2: Knowledge

Knowledge is another aspect of trust that was experienced by the women in this
research at a personal, individual level, and therefore fits within the ‘She’ domain of

the relational heuristic.

In general terms, knowledge in this context relates to an individual’s range of

information, gained either practically from past experience or from another source as
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an ‘intellectual’ understanding. A patient’s lack of knowledge from past experience,
and the fact that health knowledge is such a highly specialised body of knowledge, are

major sources of perceived risk for the patient in any health care context.

Types of Knowledge

Within the health care context there are various types of knowledge. At different

times throughout the research the women described ‘knowledge’ that related to

e particular health conditions: assessments, diagnoses, treatment and management,
outcomes, consequences;

e health delivery: processes and systems, protocols, procedures;

e the people involved in the health care situation: the patient herself, her PHCP,
other health professionals, and organisations (e.g., support networks); and

o the duties, roles, and obligations of others involved in health care (e.g., patient

rights).

Amy’s individual narrative about giving birth to her first daughter illustrated several
of these knowledge types in a positive experience of trust with her midwife:

She hated hospitals, the smell, the starkness, the medical
professionals, the machinery. So impersonal and cold, sterile.
So when the midwife, knowing these feelings, agreed that Amy
could try to have her baby at the birthing centre, Amy was
thrilled. Even more so, after a visit to the centre. The birthing
centre had the feel and look of a hotel. Wonderfully [presented
and] garnished meals, attentive staff, nurses to teach you how
to take care of baby. Amy even loved the little wooden
bassinets for baby. They reminded her of the one she had for
her dolls. “Perhaps giving birth, (especially here) won't be so
bad after all.”
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Amy wasn’t sure if it was a blessing or curse that one really
couldn’t anticipate or imagine what labour would be like.
Talking to friends only helped slightly since everyone had a
different experience. “Ignorance probably was bliss,” she
decided.

The midwife had reminded her that baby could only be born at
the birthing centre if everything was OK. Otherwise it was off
to the hospital. BUT, and this was an important BUT, if
everything went smoothly at the hospital, then Amy would
transfer to the birthing centre afterwards. “Sounds like a
plan,” she thought. Actually, one of the reasons for choosing
this midwife was because several best friends had suggested
her and had positive experiences and she was affiliated with
the birthing centre.

Constance, the midwife, was a large lady, tall, with a slightly
foreign accent and many years of experience. She was very
businesslike in her manner, professional but still nice. She
wasn’t known for coddling her clients but she got the job
done. As far as Amy was concerned, she wanted someone she
could trust to bring baby into the world in a safe way and
make smart decisions. Amy wasn’t much into making decisions
about the birthing process, just get it over and done with two
caveats. One, try to avoid going to the hospital and two, try to
avoid a C-section.

So, finally, there she was. Walking to and fro down the
hallway of the house, knocking pictures off the wall and saying
Hail Marys as she went. Actually she expected the pain to be
worse. It was manageable. Hubby kept saying “We have to
ring Constance - you're in labour.” “How do you know?”
Amy replied. “It could just be Braxton-Hicks contractions -
it’s not as bad as I expected. Besides, I don’t want to bother
her and wake her,” Amy added. Hubby responded by saying:
“You're in denial, like usual. I'm calling her.”

First phone call. Constance said: “Hang in there and keep me
posted.”

Second phone call. Amy was now throwing up and feeling a
lot worse than a few hours earlier although still had not
accepted the fact that she was in labour. Hubby calls
Constance who decides she will come right away.

Midwife arrives. Upon internal inspection, she declares that
Amy is 10 centimetres. “Wow,” thinks Amy. “How did I do
that?” Amy was rather pleased with herself to have fully
dilated without any drugs and being able to stay home. Hubby
was ecstatic, jumping up and down.
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Hubby then asks Constance, “Where do we go?”

“That’s your choice,” Constance replies.

Hubby: “Baby is still high. Do you think we’ll need help?”
Hubby and Constance are having this conversation over Amy,
who is still lying on the bed.

“Baby is still high and has not dropped, so yes, help may be
needed. But you need to make the decision.”

“Go to the hospital,” Hubby declares.

Then he looks at Amy. “Are you OK with that? Remember, we
need to be safe.”

Amy agrees. On the one hand she knows that this is the right
decision and she trusts Constance and her husband to make
the best decision because she is in no mood or frame of mind
to make any decisions. Leave the decision-making to someone
else, she thinks. Emotionally, though, she is scared. With
capital letters. “I don’t like hospitals and I certainly don’t like
the one we are headed to — not after hearing so many
unpleasant stories from friends.”

However, off they go. Constance meets them in the delivery
suits and starts attaching monitors to Amy. Amy is surprised
that she is actually fairly relaxed. Perhaps it is knowing that
she will soon meet the little person who has been kicking her
insides for so many months. Or is it because Constance is
clearly in charge? After several pushes and attempts at getting
baby out, with no success, Constance calls for a doctor
(registrar?). Katherine appears on the scene and appears
concerned and agitated. “Baby is stressing,” says Katherine.
“No, the monitor isn’t working properly,” replies Constance.
Amy sees Constance leaning over her. Until now Amy has had
her eyes closed, concentrating on pushing baby out. But baby
keeps sliding back up. In a direct, commanding voice with a
no-nonsense tone, Constance says: “Push Amy. One big push.
Then we’ll use the ventouse to pull baby out. Just one big push
to get baby down. You can do this. I know you can.”

Katherine adds: “If this doesn’t work we’ll have to go into
theatre.”

Amy closes her eyes, takes a big deep breath and goes for it.
She feels baby being pushed down and before she can think,
baby is being welcomed into the world. Then baby is rushed
into the corridor for prepping and oxygen. Leaning back,
exhausted, Amy asks, “Is it a boy or a girl?” then Constance
wipes Amy’s forehead, saying “You did well, really well and
you have a beautiful baby girl. And since everything is OK you
can go to the birthing centre.” Relieved and happy, Amy turns
to Constance: “Thank you.” (Amy’s narrative, W#1:p.23)
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Amy’s midwife Constance demonstrated experience-based knowledge, expert
knowledge of birthing, knowledge of the hospital system, technical knowledge, and
knowledge of Amy as a person. The central characters in this story also illustrate
another key point about knowledge within a health care encounter: at any one time,
the individuals in an encounter hold different amounts of knowledge. Thus, Amy had
less knowledge about birthing than her midwife did; the doctor had less knowledge
about the monitor than the midwife did. This is particularly important when
knowledge is understood as a significant factor in determining the power balance

within the patient-practitioner relationship.

Knowledge Dynamics

The women in this research needed different types of knowledge in different
situations. At times they needed knowledge in the form of a diagnosis, at others they
wanted information about a condition (e.g., Jane’s urgent need for information about
Bell’s palsy after she had been diagnosed with it: “What the fuck is that?” W#4:904),
treatment details, or information about the health care processes and procedures they
would be involved in. Several of the women discussed incidents where they had
required functional knowledge only — they did not want any more information other

than clear directives on exactly what the practitioner needed them to do.

In their stories of positive experiences of trust, the women perceived that knowledge
increased their control in the situation, enabled them to relax, reduced their fear,
enhanced their pain tolerance, and minimised vulnerability. It is interesting to note

that within such relationships of trust, these women constructed ‘knowledge’ in
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slightly different ways, when they described it variously being shared, exchanged,

volunteered, solicited, and/or generated.

In their negative trust narratives, the women explored instances when knowledge had
been abused, withheld, or mismanaged (insensitively or inappropriately); at other
times knowledge they brought to the encounter was ignored, contradicted, or
dismissed. At these times the women felt disadvantaged on the basis of knowledge.
The women lived this lack of knowledge variously as ignorance, doubt, fear, anger,
powerlessness, an inability to prepare herself mentally during the incident, a
compromised state of health and subsequent quality of life. Often, the women were
aware that they were being controlled as a patient by the limited dissemination of the
knowledge that was relevant to their personal health situation, and/or were conscious

that they were in a state of ignorance.

Power

The women were unequivocal in their understanding of knowledge as power in these
relationships. They returned to flesh out this understanding several times throughout
their work together, and articulated this experience of knowledge very clearly:

Emma: ...if I feel I know as much as I possibly can then I've

got more control over the situation.

Louise: See, this is a key thing isn’t it? Control.

Melissa: Knowledge is power...

Amy: Yes.

Melissa: And power is control. (W#3:296)

Knowledge empowered these women at a deep individual level as human beings, as

patients within a health service encounter, and as participants in a working
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relationship with their practitioners. The women made a telling and direct link
between knowledge and self-confidence - felt as confidence both in themselves
personally and in their role as patients. Health-specific knowledge imparted by the
PHCP as part of assessment-diagnosis was lived as extremely important. This type of
knowledge reassured the women that her own knowledge of herself was sound and
trustworthy, so that she was right and able to trust herself. It also reduced the fear of
the unknown, and indeed, conveyed hope to the patient, insofar that once her
condition had been named, the patient could move on and deal with it. Jane wrote
about these common-senses in her narrative:
Dr Timms reassures Jane that she is actually sick, that there is
something to be done about it to make her better, and that she
is not becoming a hypochondriac and complaining about
nothing. It is the beginning (to coin a phrase) of a beautiful
relationship which continues to this day, with the same
thoroughness whenever Jane goes to see him. (W#5:2535)
Conversely, their work indicated that lack of knowledge disempowered them as

individuals, limited their choices and constrained them as patients, and compromised

the development of their patient-practitioner interactions.

Within the parameters established by this understanding of knowledge as power,
however, there were interesting differences in the amounts and types of knowledge
that the women needed. These needs varied according to

(1) individuals, their personal circumstances and trust experiences;

(2) specific health situations; and

(3) the nature of the relationship they had with their primary practitioner.
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For example, Amy’s lack of knowledge is critical in her memory of the traumatic
childhood dental examination. In that situation she had no previous experience to
draw on, she lacked knowledge about the process she was involved in and her role as
patient, she had no personal knowledge of the dentist, and she was further confounded
by confusion about her mother’s role and the whereabouts of her advocate sister. In
Amy’s narrative detailing her trust in the midwife Constance (printed in full earlier in
this section), she was simply not interested in being given all the facts about

childbirth.

In that situation, Amy was happy with the limited amount of knowledge that she had
at the time, confident in her midwife’s competence, and bolstered by the presence of
her husband. She was aware that she did not have all the available information, but
she had made a decision not to seek more knowledge. This narrative is typical of
those health encounters in which the women regard the acquisition of knowledge as
unnecessary or unwarranted. These times often were perceived by the women as low-
risk situations, either when the health condition was relatively uncomplicated, or
when the women had developed such trust in their practitioners and advocates that
they were able to completely rely upon them to make sound health care decisions on
their behalf. Knowledge seemed to be most salient for the women as they worked to

establish trust with the practitioner within a developing relationship.

Knowledge clearly had a major cognitive impact on the trust experiences of these
women. Information about health conditions, their management and treatment, the
delivery systems and personnel all influenced the manner in which they thought about

their states of health and the ways they chose to relate to their practitioners.
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Knowledge reduced their fear of the unknown, and therefore effectively reduced their
dependence on the practitioner, instead enabling them to be active participants in

managing their own health care.

Because, perhaps, it could have such an important effect on the women in this context,
knowledge also engendered some powerful emotional responses in the women. These
emotions were most recognisable in the negative experiences as intense fear and anger
(both responses to threat), but also evident in the positive experiences as the rich
feelings of warmth and security that the women expressed in being empowered and

respected.

Theme 3: Affirmation

This theme, affirmation, encompasses those aspects of the women’s trust relationships
with their PHCPs that they experience (negatively or positively) as endorsing,
acknowledging, or affirming them as human beings with uniquenesses and inherent
worth as individuals. Affirmation is a statement of belief in the woman as a person:

“It’s a validating thing” (Jane, W#5:1857).

Sense of Self

Affirmation, as the word is used here, concerns the woman’s deep sense of self, her
inner being, her Soul. Following Walsh (1999), in using this word Soul I do not mean
to imply a particular theological view. Rather, I use the word to refer to the

transcendent dimension of an individual that has to do with the core of her being or
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her essence, and which she experiences in her life and relationships as particular
qualities of “depth, value, relatedness, heart, and personal substance” (Moore, 1992,
p.5). Soul is intimately related to a person’s feelings of self-worth, self-esteem, the
construction of self that is formed and sustained in relation to others, and her sense of

place in both the natural order and the divine (Herman, 1992).

The theme of Affirmation embraces those aspects of their trust in PHCPs that the

women in this research lived at their deepest level; those trust experiences that had an
impact on their Soul. The impact of such affirmation can be profound. It is implicated
in the experiences of ‘instant’ trust that Melissa and Jane had in first encounters with
their GPs, and the complete breakdown of Louise’s relationship with her dentist after

he had shattered her trust at this level.

Personal Acknowledgement

Affirmation included simple acknowledgement of the patient as a physical presence in
the practitioner’s waiting room: “I wanted someone to even notice that we were there”
(Melissa, talking about a wait of three hours for medical attention. W#4:188). Melissa
and Amy described such acknowledgement from their GP (they turned out to go to the
same GP):

Melissa: ...he’s absolutely charming and just so friendly and
nice.

Amy: He is. He's very nice.

Melissa: He completely relaxes you the moment you meet him.
Amy: Even if you're not there seeing him, he recognises you
when he comes out and acknowledges you like his own...
Melissa: Yes. Yes.

Amy: He’ll nod, acknowledge that he remembers your face.
Melissa: Yeah — he’s incredible. (W#2:1695)
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This courtesy, a natural, friendly personal interaction between the parties in the
patient-practitioner relationship, was also detailed by Emma. It was understood as a
person-to-person connection that, in effect, left the women feeling ‘special’ — they had
been related to sincerely as individuals and not just another patient on the day’s job-
sheet. Beneath the personable simple greetings of the PHCPs lies respect for the

individual identities of the women.

In sharp contrast, are the women’s stories of health care encounters when they were
ignored (Melissa), left alone (Louise), treated without feeling as “just a thing”
(Melissa), or dismissed (Jane). Jane related two incidents in which she was
symbolically cut off from the caregivers. In the first she and her son who had
developed septicaemia from a cut lip were shifted at 11.30 p.m. into a room without
bell access to the nurses’ station, a gesture that she interpreted, in the context of the
entire encounter, as a ‘disconnection’. In the second incident, she was left, ‘shut in’, in

a cubicle with the curtains between her and the staff firmly closed.

Validation

Validation of the woman’s own evaluation of her well-being (or diminished well-
being) was experienced as the PHCP trusting in her innate wisdom as an individual.
This respect of her assessment was lived as an affirmation of her as an individual and
her capability to make a valid appraisal of her own health:

Jane: The first time I went to him, absolute first time I went to
him, I said, “I think I'm becoming a hypochondriac. I've had
these problems for the last six months and I must be going
batty.” And he did an exam and he said, “You've got sinus

problems. You're not a hypochondriac. We can do something
about it.” And I was like “Thank you God. Thank you God.”
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I didn’t know what the problem was. [I thought] it was flu, 1
was taking time off, my head, you know...I finally thought,
“Shit, I'd better see a doctor” but I didn’t know one in
Hamilton, because we only moved there March that year, and
Den... I wasn’t going to go to his, since he was ancient
apparently, so I asked someone at work and she said, “This is
my doctor.” So I rang up...”Yes, he is taking new patients.”
Fine. And it was from that, you know, from then on when he
chucked me on antibiotics and said, “No, you need this,” that
was it - relationship established.

Louise: That'’s the line I used with my GP: “I think I'm going
mad.” And the reassurance from him: “No, you're not.”

Emma: Yeah, I've had the same experience with my GP...the
one I'm with now...Yeah, when I was having problems with a
bit of depression and I went in and told him what was going
on, he said to me, you know, he reassured me. He didn’t make
me feel like I was a freak because I had depression. He
basically said, “Look, this is perfectly normal, you are not
mad. It’s quite all right to feel like this and here’s what we’re
going to do about it.”

Melissa: When I first met my GP... and the reason I got such a
good relationship with Raymond is because I took Samantha
in ... she was really sick... she started off with a little sore on
her bottom and by the next day it was this...

Emma: ... huge abscess

Melissa: ...and by the time I took her in I felt so bad, you
know, I felt about this tall and I just knew he was going to
think that I'd been neglecting this child because there was no
way this sore could get that big overnight. But he just said to
me, “Melissa, it’s this bacteria. It probably got that big in a
matter of hours. You have not done anything wrong,” and 1
thought ‘Wow, I didn’t do anything wrong. I am a good
mother.”

Jane: That was my GP...he told me “You are actually sick.
There’s something wrong with you. And you're not a
hypochondriac.” (W#4:1540)

At other times the reassurance was felt more directly by the woman at her Soul level.

In the following narrative the midwife related to Jane with sensitivity and compassion
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- practitioner behaviour that preserved the dignity and integrity of the patient, and
honoured Jane’s construction of the situation:

Several months into the pregnancy, after the morning sickness
had passed, things started getting bad. Jane stopped going to
church on Sundays, using the excuse that she needed some
rest. Her husband took the two little ones himself, and put
them into creche. The summer seemed to last forever with heat
and humidity, and that didn’t help.

Then sometime soon into the last trimester, it seemed like a
black cloud descended. She was driving over a bridge with the
two children in the car, and it was as sudden as that.
Everything just seemed too much to cope with. The marriage
wasn’t that great, the children exhausting, it was really hard
to keep up a front for outsiders, and then this black cloud
feeling — like there was no hope at all.

Shortly after that, Jane was at a midwife’s visit. The usual
stuff was done, and then she came out with it: “Deliver this
baby soon or you will have to deliver it at Tokanui [a
residential mental health facility]. I just can’t cope with being
pregnant any longer.”

The midwife was fantastic. This was the third baby in as many
years, so the relationship with the midwife was well
established. It also seemed that there was no-one else to talk
to — God was fast taking a back seat, and husband didn’t
really have much idea of the inner turmoil because there was
no way he would understand.

But the midwife did — and promised to look into the matter.
Physically very imposing, she gave confidence to Jane that
maybe things might work out.

The midwife was good to her promise, and just under two
weeks early, Jane went to hospital to be induced with her third
child. It was over the objections of hospital staff, including
some very senior people (there was no medical condition that
Jjustified an induction) but the midwife put Jane first, Jane
having confided just how bad things were. Basically a
situation of total trust. (W#1:p.20)

In comparison, Louise was shattered physically and her trust in the dentist destroyed
at the end of an encounter during which he denied vehemently both her ‘insider’

knowledge of her state of health and her assessment of the situation:
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Louise was having major trouble with a tooth. One in the
bottom jaw, just off to the left. It was very tender to the touch,
and the pain extended a little way either side of the tooth,
along the jaw. She had been getting very bad headaches up
the side of her face, through her temple, and across her
forehead. Finally, she had gone to the dentist and he had
drilled into the tooth. And taken the lid off a can of worms.
Spent some time dealing to the trouble, and then, because the
time was up, put a temporary top on the tooth.

Today is Saturday. Louise makes an emergency appointment
with her dentist to have the tooth seen to. The neuralgia is
awful. Her jaw is throbbing and her head is pounding. She is
vomiting. She rings the dentist at home, settles on an early-
afternoon appointment, and then immediately phones her
closest friend, Sally, to ask her to come and mind the children
(five of them, including a nursing baby) while she is away.
Sally has 6 children of about the same age as her own, baby
too. Louise is very conscious of the size of the favour she is
asking of Sally — “Good God, she has six young children of
her own to look after. And it is the weekend!” But she can’t
think of anyone else who would be likely to come. “Sure,”
says Sally. “What time do you want me there?” Louise is weak
with relief. Sally arrives and shushes Louise off. Not phased.
No physical indications of being ‘put-out’. “I don’t know how
long this is going to take,” Louise tells her. “Don’t worry
about it,” replies Sally. “We’ll be fine. You take as long as
you need to.”

Louise gets into the car and drives off, leaving Sally in the
family room and 11 children scattered about. It amazed her
that Sally was prepared to do this. Louise finds the door of the
clinic unlocked, as she had been told it would be. It seems odd
to be here — no one on the streets, letting herself in, up the
stairs to an empty front-desk, no one bustling around at all.
The door of her dentist’s room is open so she heads right in.

The dentist is quiet and busy. Louise feels absolutely awful.
There is no eye contact. No small talk. She climbs onto the
chair. He administers a painless injection, waits a little and
then begins. Takes the temporary top off the tooth and starts
the big clean up. He’s using little tiny brushes like chimney-
sweeping brushes, different sizes, changing them close in front
of Louise so she sees every move. It seems to be taking him a
long long time to do this. He is muttering — about how badly
infected the canal is, how it is still not cleaned out each time
he withdraws each of the brushes. He is also huffing as
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though he is annoyed — annoyed at being called in to work,
annoyed that it is taking so long. Louise feels guilty.

She lies there and tries to make herself relax so that she is
making it as easy as she can for him. She feels the metallic
contact of the brush on the tooth nerve every time he pushes it
in. “When on earth will it be finished?” she wonders. And
wills her body not to tense in anticipation of the next hit. She
tries to relax absolutely in between hits, the same way she had
used to rest between contractions in childbirth.

There is a break in the work. Maybe if he knows how sick she
has got with this he will understand that this has really been
an emergency call-out: “I’ve had this headache for days now,
and had it off and on for several weeks — it feels like it’s
connected to that tooth somehow. The pain goes from my tooth
right the way up the side of my face and into my head.” “It’s
most unlikely that your headache has been caused by this
tooth,” he answered. “I've never heard of a tooth causing
headaches. Never seen any reference in any of my textbooks to
that sort of thing at all.” Louise is taken aback. Shot down.
Embarrassed — by his abruptess, <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>