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Introduction

This study arose from the need to develop a criti-
cal understanding of clinical gynecology. We em-
ployed sociological techniques to analyze medical
discourse. One of our key findings was the central
role played by violence in the clinic.

An extensive literature already exists on the rela-
tions between doctors and patients, on gender vio-
lence, and on the domination and subordination of
women. In this paper, we carefully examined the
socio-cultural devices employed in the pa-
tient/doctor relationship during interactions between
male physicians and women receiving reproductive
care.

The current study offers an anthropological-
descriptive examination of the relations within a
biomedical-oriented clinic in Social Security system
of Aguascalientes, Mexico. By analyzing the rela-
tionships formed between members of the
healthcare team and the women patients they care
for, this paper offers a critical look at how medical
care is conceptualized within the priority area of
Reproductive Health. The focus of this study is find
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out when this asymmetry turns into gender-based
violence and a human rights violation.

Our methodology was based on the centrality of
the doctor/patient relationship. In order to observe
what was going on we interviewed healthcare pro-
fessionals and patients. Additional interviews were
conducted with the reproductive health unit's man-
agers. To complement the interviews, the investiga-
tors assumed the role of participant-observers. This
occurred in two ways. In some cases, the observer
was a physician who was familiar with the unit. This
facilitated the observer's ability to understand the
clinical context. In all other cases the observers were
not clinicians and not associated with the unit being
studied. This permitted less data contamination, de-
creased bias, and avoided any manipulation of the
subjects. The independent observers were designed
to assure that all information from the in-depth in-
terviews was collected and recorded objectively.
Our goal was to observe the phenomena under study
with the necessary distance to obtain better quality
data which could be used to develop hypotheses and
build a theoretical model. Nonetheless, case studies
were chosen to be illustrative.

Our findings offer doctors and other health pro-
fessionals the opportunity to reflect on their behav-
ior during interviews with patients. They also con-
tribute to a richer, theoretical understanding of the
role of gender violence within healthcare institutions
that provide reproductive health services.

Background

Our research question could have been ap-
proached in a number of ways. From a medical
point of view, epidemiological techniques could
have allowed us to look at the effectiveness of vari-
ous procedures. But we wanted to use a novel tech-
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nique that would allow clinicians to hear the voices
of their patients. These voices are generally not
heard outside of a few specific instances: satisfac-
tion surveys done for quality improvement purposes,
and the analysis of patient complaints and sugges-
tions carried out by the Quality Assurance Depart-
ment.

Setting

This study was conducted in Aguascalientes,
Mexico. The setting was the No 2 Hospital of the
Instituto Mexicano del Seguro Social (Mexican So-
cial Security Institute, IMSS). It was carried out
from 2011 to 2013. We looked for a research setting
where male physicians interacted with patients -
both male and female - who were seeking reproduc-
tive healthcare.

Participants

Initially, we identified users, providers and man-
agers who volunteered to provide us with infor-
mation that was anonymous and confidential. These
individuals underwent an in-depth interview. These
subjects also agreed to be observed. Initially the in-
terviews were open. As the research progressed we
began to conduct interviews that were more struc-
tured so as to determine the deep motivations and
emotions of subjects on the research topics of inter-
est.

Recruitment

We initially visited the medical clinics in order to
find gynecologists and patients who were willing to
be interviewed. A staff meeting was convened by
the Chairman of the Gynecology Department to al-
low the researchers to explain what they planned to
do. Access was given to the clinic's medical person-
nel. The chairman also provided the researchers
with the on-call schedule. Six doctors were on-call
in the mornings, five in the afternoons, three on the
weekends, and four at night. He also provided us
with a list of patients who were potential surgical
candidates. He offered us a workspace adjacent to
his office in order to conduct our interviews. This,
however, turned out to be unnecessary since we
were able to interview physicians in their own offic-

es. In total four gynecologists agreed to be inter-
viewed. The others either refused, kept delaying the
interview, or avoided the research team.

Theoretical Approach

In order to study the social aspects of the doc-
tor/patient relationship we were guided by
Goffiman's model of symbolic interactionism (1993).
As the research progressed we collected model pa-
tient histories. We then used the information col-
lected from the interviews and observation to guide
discussions whose goal was to problematize and
interpret our results.

We put great importance on the social actors
working in the clinic. This led to our decision to use
interviews as our primary data source. This opened
up to us the various rituals and customs of different
groups, as well as their specific language and its
interpretation. This type of research required the
ability to navagate a variety of novel situations and
maintain a constant negotiation with the subjects.
(Rodriguez 1999). In essence it allows both inter-
viewer and interviewee to each other better.

The Problem

The daily activities of the Reproductive Health
Unit at the No. 2 Aguascalientes Hospital offered an
appropriate setting within which to study gender-
based violence in the delivery of healthcare. There
are three areas of conflict within the unit: doctor
versus institution, doctor versus professional values,
and doctor versus patient. To understand these con-
flicts we need to explore the various contexts within
which these conflicts evolve. They include institu-
tional policies and norms, bioethical guidelines
which regulate physician behavior, and social con-
ceptions concerning physicians and their social role.

The Institutional Structure

In Mexico's National Development Plan, repro-
ductive health is considered a priority area within
the public healthcare sector. The national plan re-
flects Mexico's international commitments to pro-
mote gender equality in reproductive health and to
eradicate gender-based violence.

The Mexican state has made a formal commit-
ment to develop public policies to address inequities
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in access to care and to decide which strategies -
political, medical or legal - will be used to diminish
or eradicate gender violence in the healthcare sys-
tem. These national public policies have been dis-
seminated and then operationalized at a local level.
The most important actors in this process are the
physicians and gynecologists. They are the ones
who care for women within the Mexican healthcare
system and thus are ultimately responsible for im-
plementing the governmental plan.

There are however two essential players in this
game: the doctor and the patient. All relationships
between two people are necessarily social relation-
ships. Studying this social interaction can provide
information regarding gender-based violence in
healthcare.

Physicians differ from patients in a variety of
ways. These include social position, gender, status,
health status, dress, appearance, and knowledge.
Each of these has symbolic meaning and each of
these can confer power and authority to the physi-
cians. The theory of symbolic interactionism offers
a way of using social behavior and language - both
written and spoken - to examine how values become
attributed to symbols and their meaning. These vari-
ous characteristics may lead social actors to look at
each in different ways, perhaps even to alienate
them, thus creating an asymmetric relationship.

The doctor-patient relationship is typically set up
as an asymmetric interaction; this implies the use of
power, making it - in principal - a violent relation-
ship. Medical discourse sees this power differential
as having a "functional" purpose. However, we need
to examine what are the consequences of such ine-
quality. This leads us to further consider the examin-
ing room as the area in which medical work is done.
Within this area doctors are allowed to exercise their
power, a power which has been legitimated by cus-
tom and practice. We can also ask when the use of
this power becomes an unacceptable human rights
violation for female patients.

It is of particular interest to see how these social
practices play out in daily practice and how they are
understood by our subjects. In this analysis the in-
terpretation of symbols becomes important.

As mentioned previously, gendered-based vio-
lence and its associated symbols may be expressed
in the asymmetrical relationship between doctor and
patient. Medical discourse, for example, legitimizes
the authority of the doctor to make the decisions.
The doctor's superior knowledge justifies his power
to decide on the basis of "medical appropriateness"
(i.e. avoidance of mortality and morbidity).

These relationships play out in the context of
health institutions within which they are accepted.
As a consequence, we can speak of institutionalized
gender violence. The power balance becomes fun-
damental to the structure of the clinic and is mir-
rored not only at the institutional level, but also in
national health policies. These various levels will be
examined using Goffman's theory of symbolic inter-
actionism.

Within the hospital, the doctors' power establish-
es a pecking order in which the patient’s role is to
obey. The possibility that the physician may abuse
his or her power - creating a situation of violence -
is accepted. Such cases might occur when the physi-
cian forces a patient to accept a decision and negates
the patient's ability to freely offer her informed con-
sent concerning matters affecting her health.

The interaction between doctor and patient in a
medical context allows us to identify, describe, and
explain the various mechanisms in play as well and
examine their social bases. For the purposes of this
study we defined power as social tool which ex-
plains gendered violence in the doctor/patient rela-
tionship. To quote Foucault: (Foucault (2001: 16):
"power is not a property, but a strategy that is exert-
ed, no one possesses it, and it allows functionality
...it is like a set of mechanisms that give a solution.”
Based on this we can understand our observation
that behavioral norms are just for the physicians, but
apply more generally to the entire clinical staff of
the hospital.

Discourses

Differing discourses reflect the position of the
actors. Among the most important with respect to
gendered violence are public policies regarding re-
productive health, bioethical codes, and institutional
norms regarding physician behavior. The laws creat-
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ing the IMSS specify its vision and mission. The
institution is charged with supervising physician
conduct and protecting the welfare of its patients;
negligence in managing these charges could result in
institutional violence. This type of violence occurs
when the necessary procedures to ensure the welfare
of patients within the health care in reproductive
health program are not implemented.

Goffman and Medical World

In order to analyze organized medicine, Goffman
(1993) used the metaphor of a theater to explain the
behavior of persons in specific settings. He sees the
individuals as actors and their behaviors as a form of
"acting" in a theater play. There is the stage and
there is the area behind the stage. Some of the acting
is on the stage; some of it is behind the stage. The
area behind the stage dominates what happens as it
includes behavior that is hidden.

Throughout their social life, men are continuous-
ly performing in such a way as to convey a convinc-
ing image before various audiences: family, friends,
school, office, etc. It is not important what you are,
what matters is what you seem to be.

As performers, individuals must attend to the
many rules by which they are judged. However,
when they are acting, individuals do not consider the
morality of their performance. Their concern is the
amoral question of how to appear a certain way.
Most of our behavior is motivated by moral princi-
ples, but we have no moral concern for our role as
actors. Our behavior, when acting, is an attempt to
sell a vision of being moral. (Gary, 2006)

Goffman feels that from the moment we get up
in the morning we recreate ourselves. We put on a
mask that changes and adapts to the circumstances
around us. In the course of the day we can wear the
mask of father, mother, teacher, doctor, patient, sec-
retary, hospital administrator, etc. This mask also
changes when we are behind the stage, studying our
lines before going out in front of the public again. In
most plays there is a protagonist whose story forms
the plot and an antagonist who opposes him. These
might be a doctor and a patient. There are also mi-
nor actors who play a secondary role; they are anal-

ogous to the other members of the healthcare team
(Gary, 2000).

In his book Asylums, Goffman discussed the
concept of a "total institution." Examples of such
institutions include prisons, asylums, barracks, and
hospitals.

Goffman’s work focused on mental hospitals.
These institutions have two groups which interact:
the interned and the custodians. For the interned
there are two basic steps in their integration into any
institution. First, they learn the institutional rules
and structures. Second, they figure out how to make
the institution work to their benefit. (Gary, 2006)

We can use Goffman's ideas to understand the
disciplinary functions of institutions. We can even
apply them to contemporary IMSS hospitals. Those
who arrive for the first time at the hospital need to
learn and obey the established rules. This approach
sets out the various roles played by social actors.
There is the healthcare professional, represented by
the male doctor who perform as a traditional male
authority figures. Medicine has traditionally been a
male profession, and the gender difference is em-
phasized by the fact that the patients are all women.

Gender distinctions are further reinforced by the
traditionally subordinate role played by nurses,
whose work complements that of the male physi-
cian. This might also be considered evidence of
gendered violence. To do so would require a clear
understanding of how gender is constructed, how it
is tolerated, and how it expresses itself in violence.

We believe that the recognition that the social re-
lationship between doctor and patient is character-
ized by violence opens the way to forming a differ-
ent relationship that is not characterized by violence.
But policy changes also need to be made. Policies
need to prevent - and ultimately eliminate gendered
violence between physicians and patients. This can
be done by promotion of women's' rights in the
medical setting. This needs to be promoted in all of
reproductive health units with Mexico's social secu-
rity system.

Ethics
Formal permission to conduct the study was ob-
tained from the Hospital's management. The re-
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search proposal was approved by the local IRB. The
hospital provided support to the study and asked to
review a copy of the completed research.

Results

The Reproductive Health Unit

Services at the Number 2 Aguascalientes hospital
are accessed through an appointment with the on-
call physician. When necessary, patients are referred
to specialists. The specialist may schedule surgical
procedures, offer different treatment modalities, or
refer the patient back to the reproductive health unit.
The reproductive health unit principally offers con-
traception, infertility treatments and management of
pregnancy in all stages. The surgical contraceptive
methods offered to patients include tubal ligation
and vasectomy. Institutionalized gendered violence
can occur when physicians either suggest these
treatments or withhold them. This may occur in a
variety of settings and for a variety of reasons that
will be clarified below.

Patents are also actors in this setting, particularly
when they work with the medical team (composed
of doctors and nurses). This forms the context with-
in which the social actors work can be identified in
this way. We can also learn from examining the
public policies and bioethical principles which gov-
ern professional medical behavior.

The first element that strikes the observer is the
asymmetry of the doctor/patient relationship; this is
reflected in gender differences: physician/male vs.
patient/female, health status and positions of author-
ity and power.

Prior research, such as the work of Leon y Medi-
na (2004) in Andalucia, allows us to clearly identify
the asymmetry in the doctor/patient relationship.
There is a distance in this relationship dictated by
rules of conduct that are established when medical
students first meet with patients. When is the deci-
sion-making capacity of patients - their ability to
freely make an informed choice - violated in, for
example, the choice of a contraceptive method that
reflects the wishes of the partners and their sexual
practices?

Learning about the Unit

The researchers carefully explored the unit in or-
der to identify how patients and doctors moved be-
tween the exam rooms and the operating theater.
Family Medicine Unit No 10 is located in the area
dedicated to no scalpel vasectomy (NSV); this is
part of the administrative area of the General Hospi-
tal in Zone 2. This area contains modular units for
providing counseling, the surgical suite, and social
services which provide information, counseling, and
follow-up to male patients who will be receiving an
NSV.

As we explored the Unit, the staff became famil-
iar with us and accepted us as part of the medical
team. This allowed us to become participant observ-
ers in the Unit. Our "stage" now included physi-
cians, patients, nurses, secretaries and the orderlies.

We found the Unit's Operating Manual in the of-
fice of the Chairman. It included a history of the
hospital, its physical description, its mission and
values, as well as documents providing institutional
support for national policies on reproductive health
which are contained in the Program of the Institute
of Reproductive Health. There was also a document
entitled "Brief Report."

Daily observation of the physicians gave us fa-
miliarity with their working habits, how they moved
within the physical space of the clinic, and how they
acted when patients were present and when they
were not. All of them felt they had too little time to
do their job, and felt they were overburdened. Yet it
was possible to find times when they were not inter-
acting with patients; during these times they went to
areas where patients could not see them (i.e. they
were behind the stage), but they were still accessible
to the medical team. This meant that the doctors
were inaccessible to the patient and her family, but
the rest of the medical team knew where to find
them. This behavior was reminiscent of Goffman's
(1994) metaphor of individuals using different so-
cial masks depending upon the role they were play-
ing.

The Unit followed clearly documented rules. Pa-
tients were expected to arrive on time for their ap-
pointments, and then await orders: wait, sit, move,
enter, and leave each space. Secretaries control ac-
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cess to the exam room. The security guards control
access to the hospital and they decide who can enter
and when. Nurses indicate that the exam room is
ready, and tell women when to undress and where to
find the bathroom and the dressing room. Lastly,
they reinforce the doctor's instructions.

The secretaries and nurses collaborate with the
doctor. When the doctor reprimands a patient, the
secretaries and nurses will repeat the reproach to the
patient, lending it greater credence. Orderlies often
take a superior attitude towards patients. They show
little empathy and are - on occasions - rude. This
attitude is particularly evident when the orderlies
meet. They make jokes in front of the patients. The-
se conversations often involve sexual inferences and
foul language. This behavior essentially reduces the
women who are forced to hear them into objects.

Inappropriate conditions in the Unit

The Unit is not a comfortable place for patients.
The waiting room is separated from the areas where
patients are interviewed and examined by a door.
Those in the waiting room can hear the conversa-
tions on the other side of the door between the doc-
tors and patients.

In a similar fashion, physical examinations are
done in the rooms where interviews are performed.
Women are examined in the presence of the nurse
and anyone who accompanied her to the hospital.
These are genital examinations which involve some
of the most emotionally sensitive parts of the body.
The patient is made to lie down with her legs in stir-
rups, thus exposing her genitals. Directly in front
her - in direct line-of-sight to her genitals - stands
another door leading to another exam room. Doc-
tors, administrators, and nurses are constantly com-
ing in and out of this door. To the patient's right and
left there are additional doors. The one on the right
leads to the waiting area and the one on the left
leads to a hallway which is used by the doctors,
nurses, orderlies, janitors, secretaries, and various
other individuals. These include vendors of a variety
of items such as food, cosmetics, clothing, and
shoes. Everyone circulates quite naturally within the
exam rooms. It is easy to spot the vendors since they
don't have uniforms. Although they are not part of

the hospital personnel, they manage to enter and
leave without any difficulty despite the fact that they
come during working hours and the patients are na-
ked. When asked, patients say they are bothered by
this, but do not see it as an aggressive practice.

Power Asymmetries

The asymmetric power relation begins with the
medical interview. The patient is naked; the doctor
is dressed. The woman is horizontal, the doctor is
standing. And standing in such a way that he can see
her genitals. There is only the briefest of greetings
with the doctor asking: "How are you?” The inter-
view ends with the writing of a prescription, instruc-
tions on when to return, and instructions to be fol-
lowed. If there are any patient concerns, the inter-
view is a bit longer.

Patient Complaints

We interviewed 10 patients in the waiting room
all of whom complained about the long delay be-
tween appointments. First they needed to see a gen-
eral practitioner who then referred them to a special-
ist. They complained about the long wait for the
specialist appointment and then the short time with
the doctor. We corroborated these concerns with the
secretaries, the ones who are responsible for the dai-
ly agenda. The long time between appointments was
the greatest source of dissatisfaction amongst the
patients.

Institutional Pressure on the physicians

Institutional policies are demanding. Doctors
need to see 14 or 16 patients when they are on ser-
vice. The patients are divided into two categories:
new patients (15 minutes per visit) and follow-ups
(10 minutes per visit). Patients complain about the
short time they are given with the doctor, and doc-
tors complain that productivity requirements don't
give them more time.

Doctors confirm that their patient load is exces-
sive. There is not enough time to "do things proper-
ly" and this is not a good working environment.
They feel exposed to committing errors which could
lead to lawsuits. Furthermore, they feel unsupported
by the hospital, the judicial system, and their current
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union. They report that in the past few years "There
are many cases where there have been accidents in-
volving colleagues. But when they come before the
court, neither the hospital nor the union are there to
protect them." They also complain that: "we work
without legal protection and under a lot of pressure.
No one watches out for us."

Patients have an idealized conception of what a
doctor should do and what should happen when they
seek medical attention. This creates a social ideal of
the roles of doctor and patient. Patients see doctors
as being actors for good. However, "Seguro Popu-
lar" doctors are seen as being inferior to "paying for
a private doctor." (Physician interview). This re-
flects a class bias against public services which are
provided free and considered a hand-out.

Finally, none of the patients felt that they had
experienced violence, even when they had been
treated poorly by the doctor. In fact, they seemed
quite tolerant of poor treatment noting: "well that's
just the way he is." (Interview, Patient) Indeed one
physician upbraided a postpartum patient for com-
plaining of pain, noting that: "even if you were in a
private hospital, you'd get the same treatment." This
clearly indicates how physicians understand the
rules that specify behavior in different clinical con-
texts.

Conclusions

The results presented in this paper are part of a
larger study and focus on a research approach to-
wards violence against women in a gynecology clin-
ic that is grounded in anthropology and sociology.
Our conclusions are based on being participant ob-
servers and on interviews, some semi-structured and
some in-depth.

Research on this topic is difficult. Women rec-
ognize that things are not right, but do not recognize
this as violence. Indeed, they normalize bad behav-
ior. This indicates the degree to which our Social
Security institutions have deteriorated. Since care is
free, the women don't speak out.

Providing reproductive care is a group endeavor
involving cooperation by various individuals follow-
ing a common path. In this case the group is com-
posed of a physician (the actor) and those who sup-

port him. As the group develops different roles
emerge. The docto is the director who forges a con-
sensus in the group, maintains good moral and at-
tributes roles. Group activities are guided by rules
which generate a dynamic conformity.

Goffiman's work on asylums (1994) revealed that
the culture of social institutions (such as hospitals)
reflects that fact that institutional life occurs in the
one physical setting and under one authority. All
activities are necessarily group activities. All func-
tions are programmed. All the diverse functions are
integrated into a rational plan to further institutional
objectives. (Indeed, it is the daily routine which le-
gitimizes the actions).

Goffman describes how institutions create strate-
gies to control the interned: mortification of the ego,
separation, degradation, removal of signs of person-
al identity, overcrowding, loss of self-determination,
and the use of rewards. Once you are identified as
someone ill you have already suffered the first small
abasement. You are separated from your family and
have no way to contact them. You enter an envi-
ronment which is not your own. You are called de-
grading names: the difficult patient, the bad patient.
You are subject to the whims of the Institution. You
have to take off your clothes. You are placed in a
subordinate horizontal position. Your health is now
contaminated with a diagnosis and you are added to
a group: the diabetics, the crazy women, the hysteri-
cals, the hypertensives, those people living with
AIDS.

Patients lose their autonomy the moment they
meekly say: "Whatever you feel is right." And they
are also rewarded when they are told that if they eat,
bathe, and follow directions, the doctor will send
them home. Of course, the interned are not without
means to defend themselves. These include: group
solidarity, resistance, maintaining their sense of
identity, rebellion, or adaptation and colonization.

Our observations have suggested another ra-
tionale for the docility that is required of patients. It
is a form of adaptation when they are faced with the
power of the doctors and the health team. On the
other hand, the clinic's personnel had their strategies
to control the interned. These included maintaining
a solid front both towards the outside world as well
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as the internal hospital environment. Being part of
the union also offered them an acceptable form of
resistance.

In Conclusion: A Case Story

The normalization of violence and the conse-
quent adaptation on the part of women are some of
the key findings of our study. These field notes de-
scribe the Odyssey of one woman seeking care at
the hospital:

"people pass by her and say nothing. The time
passes. ... She sleeps in spurts and is awakened
by the nurses' music. She watches them eat and
feels very hungry. The orderlies take her... They
are talking loudly.... They don't greet her and
they use foul language. A doctor upbraided a pa-
tient by her side because she was crying out in
pain. He told her to stop, that was normal to
have pain with childbirth. Women have always
been strong enough to give birth. Why is she so
delicate? I overheard him say later to a student:
"Why is she so choosy? She'd get the same care
even if she were paying a private doctor. She's
just too demanding." After he left and the patient
was alone, she began to cry silently. Another
woman tried to console her. She said - as if it
was a complaint - "Why do they become doctors
if they don't like to do their job properly. And
yes, she did have the right to be treated well even
if she wasn't paying for a private doctor. She
worked and had a right to health insurance.

In cases like these the legal system seems impo-
tent. Patients are subject to the whims of chance.

That day there were many emergencies and they
cancelled her case and sent her home. “She men-
tioned that she was furious at the hospital and
did not want to go back again. But a month later,
there she was back at this clinic making an ap-
pointment for the following week. She ended up
by noting: "l'll see if she's there, she is the good

n”n

one.
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