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estern medicine has long been
viewed as an institution of social
control, rivaling religion and law
as a major regulator of behaviour
and purveyor of social values.
This control is exercised in a vari-
ety of ways, such as: the labeling
and treatment of that deemed ab-
normal (the medicalization of de-
viance); the transmission of idco-
logical messages which reflect the
values of doctors’ privileged class;
the discouraging of certain sick
roles like the injured worker; and
the expanded professional man-
agement of sex, stress, pregnancy
and other aspects of daily life,
The maintenance of this social
control relies on a power relation-
ship in which the patient-consum-
er is passive and dependent, sur-
rendering autonomy and deferr-
ing completely to the profession-
al. The inequality is legitamized
on the basis of doctors’ expertise,
and protected by the mystification
of knowledge through technical
language — rendering it inacces-
sible to the layperson. In short,
not only does doctor know best,
the doctor is given complete power
in exercising that knowledge.
Historically, the homosexual’s
relationship to medicine has been
somewhat different: one of alien-
ation and mistrust}, less suscep-
tible to doctors’ dominance. This
arose out of medicine’s view of

homosexuality as illness, as medi-
cine succeeded the church and
courts as the state’s agency dealing
with sexuality. What had first
been viewed as a sin, and then a
crime, became a condition to be
treated; modalities like psycho-
analysis, aversion therapy and
psychosurgery were used in the
belief that homosexuality could be
“cured”. Even once struck from
the American psychiatric classifi-
cation of diseases in 1973 (it is still
listed in the international classifi-
cation), the spectre of homosex-
vality as a treatable condition liv-
ed on. With it lived on a basic mis-
trust of the health care estab-
lishment on the part of the gay
community.

Although this alienation per-
tains to both gay men and women,
lesbians have more often been
completely invisible to doctors. A
recent survey of gynecologists un-
covered that not one believed
there was a lesbian woman in their
practice (could it be all gay women
stay away from physicians?). As
well, there have never been stated
guidelines on pap smears for les-
bians. Unfortunately, what they
might be spared in their invisibil-
ity, they gain back as women, a
group traditionally alienated from
the male domain of medicine.

The occurence of the acquired
immune deficiency syndrome
(AIDS) has significantly altered
the relationship between the
homosexual community and the
medical system. This devastating
diséase, of which gay men are but
one affected group, has been inex-
tricably linked to homosexuality
by the media and public at large.
Even if no longer slandered as
“the gay plague”, it continues to
be viewed as a gay disease. In Bel-
gium, where the majority of cases
are heterosexuals of central Afri-
can origin, the media still portray
AIDS as a gay phenomenon, milk-
ing from it the moral metaphors
that come so easy with this
disease.

A mumber of things contribute
to how AIDS is perceived by gov-
ernment, the health care system,
media, public and groups at risk.
As an incurable disease seemingly
out of control, a plague mentality
has developed. In addition, be-
cause the causative virus can be
transmitted sexually it, like all
venereal diseases in history, is
viewed as a punitive consequence
of sexual activity and a symptom
of society’s moral decay. Lastly,
that the original affected groups
(homosexuals, intravenous drug
users, Haitians) are socially mar-
ginalized, has allowed the main-
stream to see AIDS as a threat
perpetrated on them by deviants.
Even the publicization of AIDS
among the rich and famous has
done little to humanize the atti-
tude to this disease; the desire to
attach blame is still present, if not
always admitted to.

In the face of the AIDS crisis,
have doctors become more en-
lightened in their approach to
homosexuality? Willingly or not
they have had to acknowledge
gays’ existence and deal more
openly with them. Doctors have
been forced to ask after sexual
orientation and take sexual his-
tories, which their training never
equipped them to do, or to feel
comfortable about. Now that
homosexuals have become objects
of interest to clinicians and Nobel
Prize-seeking researchers, it is
questionable whether medical at-
titudes to homosexuality - have
changed at all. Certainly in the
past, the celebrated scientific ob-
jectivity of doctors has not kept
them immune to moral interpreta-
tions of disease.

For their part, gay men have
turned to doctors for testing,
treatment, information and reas-
surance as never before. They
have been encouraged to come out
to their physicians and to be open
about their activities. In addition,
they are told to place faith in gov-
ernment health officials’ handling
of the crisis, to take part in experi-
mental treatments and research
and to wait patiently for medicine
to solve the riddle of AIDS. Unfor-
tunately, thisis part of a wholesale
and uncritical deferral to the
physician as expert, and goes on
despite mounting examples of
mismanagement in research,
treatment and public health plan-
ning, and increasingly evident at-
titudes of anti-gay moralism.
With current talk of quarantining
and computer registries of fest
results, there is a dangerous
vulnerability to this submissive,
unguestioning posture.

The gay community would do
well to look to the women’s heaith
care movement for an example of
how a relationship between medi-
cine and a patient population has
been changed. In the 1970s femin-
ists documented how women were
being treated by medicine (in par-
ticular psychiatry and gynecol-
ogy) and how this reflected and re-
inforced sexism. A major focus of
feminism in this period was aimed
at changing women’s conscious-
ness through health education, en-
couraging women's exploration of
their bodies and the development
of alternative health services run
by and for women. The strategy
was direct: doctors have the
knowledge; take the knowledge
and with it will come control over
wemen's bodies.




This movement has had far-
reaching effects and is not often
given its due. It-informed an en-
lightened consumer approach to
medicine that went beyond wo-
men’s heaith care. It helped legiti-
mize a number of non-physician
sanctioned health alternatives,
and influenced a demystification
of doctors” power and previously
unchallenged power base. Over
the years it has forced dramatic
changes within and outside the
medical establishment, not the
least of which is that patient-con-
sumers tend now to be more criti-
cal and skeptical in their approach
to medical practitioners.

This reclamation of knowledge
and struggle for control should be
a model for the gay community’s
relationship to medicine. In the
midst of a health crisis like AIDS,
when anti-sexuality and anti-gay
attitudes are propagated so easily,
gays cannot afford to defer so un-
critically to a professional body
whose best interests are not always
with whom they treat.

Of added interest is that these
issues of autonomy and control
may have ramifications beyond
the socio-political arena of AIDS.
Slowly, western science is recog-
nizing that determinants of illness
entail social and psychological
factors as well as biology. Psycho-
somatic research into the connec-
tion between stress and illness
shows that certain psycho-social
variables are associated with dim-
inished resistance to disease. Spec-
ifically, the experiences of “loss of
control” and “helplessness™, as
best as those can be measured,
seem to impair the part of the im-
mune system responsible for de-
fending against viral ilinesses and
cancer (and the part that the AIDS
agent undermines). It is too scon
for anything conclusive to be
drawn, but it appears that auto-
nomy and striving for control, as
well as focused anger, are import
ant in maintaining health and in
fighting disease. That these are
also appropriate responses to op-
pression show how the personal
and political can be linked.

In this frightening time for the
gay community, when beleagured
by both AIDS and its political uses,
it seems prudent not to submit un-
critically to the medical and scien-
tific establishment. As AIDS is be-
ing defended against it is best to
keep a healthy sense of skepticism,
and retain a measure of control
regarding all agencies of the state
— especially towards medicine
which professes to help and heal,
but whose agenda has always been
broader.
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erceptive readers of border/lines
may have noticed an apparent dis-
crepancy in our report on the crisis
in Canadian broadcasting policy,
published in issue no.3. In that ar-

- ticle, it was stated that the federal

government’s scenario for broad-
casting policy review was seriously
compromised by the nature of the
vehicle it had chosen for beginning
the review process: a ministerial
task force, which would reflect on
the problem and consult the
milieu, but without necessarily
providing a mechanism for public
input.

Of course, by the time border/
lines hit the stands, the Caplan-
Sauvageau task force was into the
final stages of a coast-to-coast
tour, highlighted by a series of
public meetings at which interest-
ed parties presented their views on
the problems of the Canadian
broadcasting system.

In fact, as we had stated, public
hearings had been explicitly ex-
cluded from the task force’s
modus operandi, in the interest of
expediency, by communications
minister Marcel Masse. Some-
where early on in the task force’s
work, however, some sage in its
entourage must have pointed out
the all-too-evident anomaly of
such an approach, for in mid-
summer the task force abruptly
announced that it would be tour-
ing the country and meeting, in
public, with interested petitioners.
I heard of this development on the
CBC’s “World at Six” one August
evening while cruising on a house-
boat on the Lake of the Woods,
and I imagine it was close to
Labour Day before most public
interest groups and concerned
individuals were in a position to
respond.

As it turns out, the task force’s
consultations were not formal
public “hearings” in the sense
usually meant by a parliamentary
committee or royal commission.
‘What the task force wasin fact do-
ing as it traveled around the coun-
try was meeting in private with
selected groups during the day,
and then holding a public meeting
in the evening at which other, or if
they so wished, the same groups,
could summarize their positions.
The result was undoubtably fruit-
ful for the enlightenment of the
task force, but not necessarily
beneficial for the level of public
debate, as groups with private in-
terests to promote could do so in
private, while groups speaking in
the name of some aspect of the
public interest played their cards
in public. A further quirk was the
fact that the private meetings were
scheduled to last for three-quar-
ters of an hour each, while at the
public meetings speakers were re-
stricted, at least in principle, to
five minutes.

But let’s not quibble. The task
force has a monumental job to do,
and I'm perfectly prepared to give
it the benefit of the doubt...for
now.

The single most important ser-
vice the task force could perform
would be to reaffirm the essential
first principle of Canadian broad-
casting, to wit, that it is above all
else a public service, to be oper-
ated in the public interest. Every-
thing else — ownership, struc-
tures, regulation, even content —
must flow from this source.

In order to make such a re-
affirmation, and support it with
concrete proposals, the task force
will need to overcome a variety of
pressures, beginning with its own
mandate from the Minister of
Communications (which, incredi-
bly, fails to mention in the first in-
stance the public interest or public
service as a criterion for guiding
policy development), and extend-
ing to the very private and often
arcane pressures from the “in-
dustrial” sector. It will also need
to overcome the unfortunate myth
that public service can only be
thought of in terms of a mam-
moth, centralized, bureaucratic
institution several reference
points removed from the public it
is intended to serve.

If the task force can find its way
clear to surmounting these obsta-
cles and bring down a report with
proposals which reinsert the pub-
licinto the system, it will have per-
formed a major, lasting service to
the multitude of communities that
make up this thing we call Cana-
da. But if it fails, it could very well
go down in history as the grave-
digger of the Canadian broadcast-
ing system.
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