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ABSTRACT

This article addresses the process of inceptidpatifative Care, a new medical specialty
geared to helping terminally ill patients. This cept, developed in England during the
1960s, was applied in Brazil by the late 1980saiiss are to give assistance during the
dying process, while providing “spiritual suppotd’ the patient and his/her family, also
involving the realm of emotions. Ethnographic olkaéon and interviews with Brazilian
professionals indicated a majority of women prafessls in palliative care units. This
article discusses the gender representations yaaplang the professionals involved with
this new specialty. Those reflect widely dissenmedatocial images, beliefs and emotions

associated to dying, and the roles of women andim#rat sphere.



Introduction

Gender has played an important role in soc@gdmization throughout Western history,
dividing spheres, spaces and jobs, according to siigiect's sexed appeararice.
According to such logic, which may be attributedgender asymmetry and to male
dominance as wéllmen compete for public space, non-domestic wamk, are in charge
of providing for the offspring) Women, on the other hand, are in charge of tmeestic
space, household chores, and care of the familyiolegical theories of sexual roles and
the factors that influence human behavior as fak s Talcott Parsorfsassert that
individuals occupy different positions in societydathat their performance in such roles
and positions is determined by social rules andnsorin that vein, men and women
perform socially constructed roles that are asslgoetheir social position according to
their biological sexes; they play a sexual roléf #isey were on a theater stage. For some
time the idea of a sexual role was intertwined it idea of a specific personality type,
until Margaret Meatlaffirmed the non-universality of this belief. Atthgh dated, the
theory of sexual roles persists and is validatethénsocial imaginary, above all because
it is based on ideas of custom and social stapitligrefore minimizing the political
dimension of how gender is socially constructed.

A representational framework is hinged upon theory of sexual roles and an
emotional and psychological specialization of tages which refers to specific abilities
seen as innate, albeit culture-based. Thus, acwprtti this view, the masculine is
characterized by reason, agency and objectivityereds the feminine is associated with
the emotions, affection, subjectivity and the iietzaf.

In a variety of analytical approaches on geradet society, the topic of professional
choice is intimately connected with this framewadkrepresentation, which seems to
hold structuring symbolic features. Even the madifions introduced in many
professions due to the phenomenon of feminizatidime—expressive entrance of women

in niches previously reserved to men, with the egaent lowering of the status of such
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professions shown in the drop of wages — seemstmdiave shaken this persistent
division between masculine and feminine profesdifiefs. In fields linked to the hard
sciences, such as mathematics, physics and enigigiettrere is a general predominance
of men, whereas fields associated with educatibiida@are, and healthcare (nursing,
psychology, and social work, for example) are ideat as belonging to the women'’s
universé. In the manufacture of feelings and their patéicurajectory in Western
History’, women were assigned attributes such as sengitinid emotional sensibility,
especially regarding feelings of piety, gentlereasd amiability, particularly in relation to
the care of children, the handicapped, the eldamtythe ilf.

Studies of women’s work and women’s labor magegticipation in Brazil and other
countries have shown continuity and changes. IBtlagilian case, there is a persistently
large number of women in less privileged positiand in precarious working conditions
in terms of wages, social protection, and workiogditionsper se Changes are reflected
in the increased number of women in jobs of higbrestige, in fields which require a
higher educational level, such as medicine, arcthite and law (especially in the public
sector, in jobs whose access is guaranteed bytesmea exam). Until recently, such jobs
were reserved for men.

A fundamental gender dichotomy informs bothof@ssional choice and the
construction of new specialties within a particuteofession. Medicine is exemplary:
although women have enjoyed access to the professice the XIX Century, in certain
areas a persistent hierarchy limits their pracfides is reflected in the definition of the
“more feminine” medical specialties, such as peitisit obstetrics, and gynecology, and
in the relationship between male doctors and femaises’.

The care surrounding certain events, such ath k@nd death, is modeled by
representations of gender, of the relationships/déet men and women, and of socially
determined identities. According to Elizabeth Haity death — an especially disruptive
event, capable of generating social instabilityernmts critical reflection on hierarchy
and power within a given context. In addition, @cling to this author, the examination
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of processes surrounding death and dying makegssilple to explain power relations
present in gender hierarchy.

This article on the establishment of a new wedpecialty, Palliative Care, dedicated
to the process of death and dying —or in its ogifesignation, thelospice Projecf— is
written from a double perspective, as in the cosatf this new field of knowledge and
intervention two aspects are intrinsically hingegom each other: the hierarchy of
specialties in a given profession, and the sodaterns surrounding death. Both aspects
are grounded on the gender representations presaifiven context.

The starting point for this analysis is bibliaghic data on the provided by the Hospice
Project, including both sources on project’s pies, and studies that addressed it as
object of analysis; observation at palliative caomferences, courses and professional
meetings; in addition to ethnographic research atigtive care units; and semi-

structured in-depth interviews with professionalstie field?,

A new social construction of death

The end of life and death constitute an aret@eéarch in the social sciences since the
beginning of the 20th century. Death has been sieally studied as a topic since the
1960s, when several researchers noticed a suladtaftange in its practices and
representation, especially after World War Il.he face of evident social transformation,
death became a privileged field for observation andlysis of social ties that have
become fragile and of the processes that hideyimgdas well as the social exclusion of
those who are dyif§ Through the observation of this process, satialkers have
produced an analytical and critical literature bautleath model typical of the 20th
century, called “modern death” by Philippe Afigsvhich came to replace “traditional

death.” These models are treated here as Wehegahtypes, with logical coherence.

12 Hospiceis an institution that relies on a health teant,ibdiffers from a hospital in that it advocates f
the maintenance of the ill person’s personal iderdnd for the individual administration of timeo(f
activities such as bathing and eating, for examp@&@nerally, hospices are houses with individual
bedrooms for patients and public areas such agliwoms and dining rooms.
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They represent notions present in social life, Whace difficult to find in a pure form.
The differential aspects of each model refer togbeial context, to the ruling authority
system, to conceptions regarding the body, deathbemeavement, and to the values
prevalent and the beliefs associated with deagtaeth conjuncture.

Starting in the late 1960s and more intenselsinduthe 1970s, a number of new
publications have denounced ways in which ill pessavere being expropriated from
their own processes of dying. The exclusion of llemtd of the dying is cited as a
fundamental characteristic of modernity. With trevelopment of resources destined to
maintain and to prolong life, medicine has manageproduce death as occurring within
the hospital and under the control of the medipplaaatus, silent and socially hidden. In
this model, the ill person in the process of dyisgilenced: s/he does not participate in
decisions about his/her own life, his/her illness! @eath. There is little space for the
expression of emotions within a hospital context.general, listening to emotions is the
domain of the professionals in the field of psydgyyl, in which women predominate.

Death has come to be seen as a failure of doeatwl hospitals above and beyond all
else: it is therefore convenient that death losedéntral importance and stop mobilizing
resources and energy. This does not mean thatggiofels in the field of healthcare are
insensitive to the suffering that comes with demttthe context of their daily work.
According to Claudine Herzlich anguish is always present in the hospital, despie
indifference or the brutality of daily institutiolieed routine. For this author, the choice
of a medical career does not testify to insensjtivegarding questions raised by death.
On the contrary, it reveals a particularly livecanscious angst in the face of this event.

According to Norbert Elias, the suppressionhw tdea of death throughout the™20
Century is the result of an individual and colleetiprocess in which is part of the
civilizing process that has taken place over thst fime hundred yeat§ This same
century has witnessed an increase in the meditalizaf many areas of life, with
repercussions on the representations of the diffestages of life. Medicalization is
understood as a process through which continuocisnddogical evolution modifies

medical practice through innovations in differemeas (therapeutic and diagnostic
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methods, etc). The medicalization of the socianefo the medical redefinition of events
such as pregnancy, child birth, menopause, agidglaath.

Movements for the rights of the ill began in fhgée 1960s and continued into the
1970s as a form of critique of the excesses of pdwemedical institutions, and of its
rationalized care, in which the patient loses lisihdividual autonomy.

Cecily Saunders founded the filsbspicein 1967, in London, as an institution
exemplary of the new philosophy and care modeltéominally ill patients. Since the
1960s, the pioneer of the movement for the caustgabd death” was dedicated to
providing care for patients in advanced stages lobric degenerative disease. She
advocates for the development of a medicine thetiBpally dedicated to one phases of
life the disease, aimed at controlling pain and ggms. Seeking coverage for the care
provided to these patients under the British nalitvealth care system, Saunders reached
out to politicians, lawyers and religious auth@sti especially the Catholic Church,
besides disseminating the need to train profesisidnathe medical field with specific
knowledge in the area. The movement against thadavenent of the terminally ill by
the British health care system expanded and, irb, 188 Association of Palliative
Medicine of the UK and Ireland was created. Englesag the first country to recognize
Palliative Medicine as a medical specialty in 1987.

In the United States, civil organizations wereated with demands encompassing
issues ranging from the right to die with dignitythe regulation of euthanasia. The first
movement for palliative care in the U.S. was maiahti-medical: it consisted of a
grassroots, community organization, led by volurgead nurses, with little involvement
by doctors. The first North Americdrospicewas created in 1974 by Josefina Magno, an
oncologist from the Philippines residing in the U.S

This emerging discourse introduced a new waylesdling with death, whereby the
power relations between the patient (and his/hmilya and the professional team would
be transformed. Around fifteen years later — wite advent of the AIDS epidemic and
the development of techniques to combat degenerdiseases, especially cancer, and
the pain and symptoms caused by these diseaségerhaispices and home care services
were created. From silence, hiding and denial,ideatame discourse.



The Hospice Project is based on preservingathienomy of the ill person, as well as
honest and open communication between all the Isaciars involved in providing care.
Furthermore, the care provided by the medical tesanentered on comfort, pain relief,
and alleviating suffering. It presupposes thatillihygerson and his/her family are treated
as a “bio-psycho-social-spiritual totality”, in thguest of a “good deatt This
innovative model of assisting death has been dissged at three levels that are
intimately connected, but also readily distingulsleaThe first level would be that of the
social production and the dissemination of theqipies of palliative care in mainstream
media. The second refers to the creation and dpwedat of palliative care as a scientific
discipline. The third is the practical implemenatiof palliative care services in the form
of home care, inpatient care, as well as doctaviadvisits. Both in technical books and
in self-help publications, a common discourse hasrged, addressing the right to “die
well”, with autonomy and dignity. The emotions swmnding the end of life are
expressed, and alternatives are offered in ordehdlp the person to overcome
difficulties. Death is spoken about, as are th& gerson’ and his/her family’s wishes,
the decision-making process, and patient doctatiogls. Films and plays on the subject
have made public success, especially in the 2Idtige A search for new constructions
and social practices around death and dying hatedtaespecially among the more
individualized middle-classes.

Since its beginnings in England and in the | p8lliative care has become widespread
in most continents and countries, with support fittle World Health Organizatidh In
Brazil, the palliative care movement started in@,9%ter its emergence in Anglo-Saxon

countries, as an exclusively medical initiativetecimg to cancer patierifs
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Palliative care: the emergence of a new professiolnizeld

The creation of a new medical specialty must tresitlered as a production linked to
the social and historical context in which it isenbed. The path of its implementation
confirms the framework of representations of thmifene and the masculine prevailing
at each social context and given historical moment.

The palliative care movement emerged both witheamedical field, and as a response
to social criticism against the power of the meldestablishment. The movement gained
social legitimacy after a specific field of inquityas constructed, which required the
production of new knowledge and the developmemegé techniques.

Three doctors played a major role in the creagod legitimatization of this new
specialty: Cicely Saunders, Elizabeth Kiibler-Bbssid Josefina Magno. For Saunders,
pain is not only one more indicative signs of tligedse, but becomes one more problem
to be treated. She breaks away from the idea, le@vantil then, that affirmed that
morphine caused physical dependency, and startescnring that drug orally, in a
preventive and regular fashion. She created theesgn “total pain” to describe the
type of pain experienced by the ill person in th&lf period of his/her life. It is a
complex type of pain, including the physical, mé&ndacial and spiritual aspects in a new
clinical framework, in which health professionalsigshattend to the patient’s experience
as a “bio-psycho-social-spiritual totality”. Thuspirituality becomes one more area of
intervention by the medical team.

A re-appropriation of Kubler-Ross’s psychologjit@eory of the five phases of dying
has been incorporated into the body of knowledgPalfiative Care. When the patient
learns that an unavoidable death is nearing, ke through the following set of stages:
denial, when he/she does not believe the diagnoatiger or revolt; negotiation or
bargaining as a way to distance him/herself fromitiea of death; depression, when the
person starts grieving for the loss of life; andafly, the acceptance of his/her own
finitude. Josefina Magno was the main popularafethe hospice cause in the U.S. and
in other countries, especially in the Philippin&he was concerned with the lack of
interest for palliative care among medical profeisals and in 1984 she funded the
International Hospice Institute (IHI), to provideaihing to doctors in the field of

2L Kibler-Ross, 1969, p. 112.



palliative care. Then the American Academy of Hos@hysicians was created in 1988,
which in 1993 became the American Academy of Haspied Palliative Medicine. The
IHI later on became the International Association Hpspice and Palliative Care
(IAHPC), the most influential international assdiga on all continents.

It is important to emphasize the religious eletsein the biographies of the three
“inspiring muses” of Palliative Care. The way gpiality was brought into the field of
biomedical knowledge is something to be exploreglrflers was a nurse and a social
worker. Since the beginning of her hospital worlspitals, she was concerned with the
abandonment of terminally ill patients. She patddy demanded attention to pain
management. When she noticed that her demands geéng unheard, she entered
medical school in search of acknowledgement antlifegcy among doctors, which in
the end she gained. It is worth mentioning thatnBlats’s trajectory was strongly marked
by religious values: she was a practicing CattfSllefore all else. The choice of name
for the hospice she founded, St. Christopher, lisgeof her perception of death: St.
Christopher is the patron saint of travelers amddying process is perceived as a passage
to another life or instance.

Elizabeth Kibler-Ross was born to a Swiss pratgdiamily, and later on she became
an American citizen. From her studies on the poodglying, she became interested in
communicating with spirits and disseminated bel@idife after death. Josefina Magno
was a practicing Catholic. She became a widow vdhenwas still young. She had seven
children, which is often mentioned in her biogragshas an explanation for the change in
her professional trajectory. She committed to Btalle Care after surviving breast cancer
and having a mastectomy. Each of one of these dottad a different motivation to
embrace the “good death”. However, religious refees carried considerable weight in
all three cases.

Several studiéd emphasize the relationship between religion aedhigh number of
women in this field, whether in the role they play the conversion of the family
members or in their vague mysticism. However, caranot affirm that the creation of a

new medical specialty responded solely to theses@sall Their discourse resonated with
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voices of different origins. Saunders was the niaader of the movement in protest
against the medical institutions’ abandonment omteally ill patients. Criticism of
“inhuman” death produced by medicine as practicethaspitals was widespread. One
can say that Palliative Care is the heir of twoiaomovements: the civil rights
movement, which includes the rights of the sicksparto claim his/her autonomy and
changes in the relationship between doctor anceptand the New Adgé movement,
which has strong anti-technological connotationwN&ge influence in the Palliative
Care movement is evident; especially in the wayegards life as a flux, where the
individual is unique and singular, and whose invision is considered as thecus of
his/her own truth. Thus, spiritual values begiintegrate a vision of the world and social
practices. Palliative Care creates a space ofvetgion for professionals with specific
knowledge, dedicated to control symptoms and toagarpain, whose work applies to
the realm of social, psychological and spiritual.

The idea of a “good end” to life is associatedHe five phases introduced by Kubler-
Ross. She claims that the sick person in his/letrphase of life begins to voice specific
demands and becomes a central actor of their owrggyrocess. In order to address the
full scope of this new approach — once it has lwk#armined that both patients and their
families need care —, an extended network of psidesls needs to be mobilized: a
multi-professional team. Thus, the final periodlitd becomes a medical problem that
requires competence and a technical knowledge dirikethe biological, physiological
and emotional particularities associated to thal fatages of the disease. A new form of
relationship between doctor and patient must babéshed, one in which both actors
play different roles, in comparison to the care sldbdat characterized “modern death”.

Palliative Medicine is nowadays a recognizedcgty in several countries, such as
England, United States, Canada, Australia, Itaty Arance, among others. Furthermore,
it is a requirement in medical school curricula those countries. It is yet to be
recognized as a specialty in Brazil, but there m@aement to legitimize it, promoted
especially by physicians from S&o Paulo and byN#igonal Academy of Palliative Care.

% To Campbell, 1997, p. 18, New Age represents titteial heritage of counterculture in the 1960s, in
conjunction with material coming from the Eastisla heterogeneous phenomenon, a field where eliffer
discourses intersect (Amaral, Leila, 2000, p. The New Age movement’ main characteristic is its
opposition to organized religion. It is worth ngithe paradox inherent in the incorporation of refiees
coming from this movement within the medical essitrhent.



Is Palliative Care a women'’s specialty in Brazil?

Observation at conferences, classrooms andafadli Care service units in Brazil
demonstrate that women dominate the field. For @@nthe first public palliative care
team, assembled in Belem (State of Pard, in nortBeazil) was exclusively female.
When asked about the reasons for their choiceremerent reference was the “natural”
characteristic of women: “women are more sensitiven are more practical, they prefer
activities in which they are able to make decisj@swh as in surgery. Women have a
more maternal side, since God ascribed women mite(Ralliative care doctor). For
another doctor, the male presence in palliativee cer justified by a common
characteristic: “they are extremely sweet peopleer& are men with a feminine soul.
That does not mean that they are effeminate. Itnsiesomething else; they are
compassionate, they get involved, they are affeat® with their patients and their
colleagues.” This makes the homosexual stigma lysusociated to male nurses
explicit, and shows how it propagates current gemepresentations implying that the
masculine is linked to action and the feminingpigare giving. Therefore, men who opt
to work in the field of palliative care demonstrééeninine characteristics. In interviews
with professionals in the palliative care field atjties such as compassion, devotion and
love towards other are always mentioned as atggnecessary to a career in palliative
care.

According to the concept of “good death”, gllie care presupposes the construction
of a temporality and routine that differs widelgrin other services provided at a hospital.
Health professionals must be available to listedexmands and, above all, to embrace the
emotions of the patients and their families. Itaistype of relationship that places
particular value on the emotional expression of angial actor involved in care at the
last stage of life, whether it be the patient, latree or a member of the medical team.
According to the principles of this care modelisitonly when one is in touch with
emotions that it is possible to reach the fifth dast stage in the elaborate process of
dying: acceptance. Therefore, the professionalsiwed in our observations were able to
postpone technical activities in order to listern gacify emerging feelings, prioritizing

communication between patients and their families.



A second pre-requisite cited by the profess®naterviewed was patience and the
ability to adapt to the patient’'s rhythm. The captcef palliative care proclaims that
death should neither be accelerated nor postpavtedh may be illustrated by comments
made by a doctor: “a palliative care professioredutd conduct their practice like an
obstetrician does when they assist labor”. Theegfdying is symbolically related to
labor, when individual rhythm must be respectediirgg birth, providing care at the end
of life, as well as support after death, are aéigiassociated to women.

A dialogue with the “humanization of labor” appch can shed light on this issue.
According to Carmen Suzana Torngtisthe Movement for the Humanization of Labor
and Birth is a recent offspring of the Childbirththout Pain Principles, of the 1950s,
which had a strong counterculture influence. Botbnoepts, “humanization of
childbirth”, as well as “good death”, criticize gk of medicine that relies excessively on
the use of technology, rather than prescribing Urat alternatives. “Nature” as a
category is central to both constructs, since karid death are both considered natural,
physiological events. Nevertheless, according i® d@lathor, criticisms of the medicated
model of labor and childbirth care do not questioa nature/culture dichotomy itself, but
rather inverts the signs, seeing the natural dimansas positive, the
Western/cultural/technological side as negafivén childbirth as well as in death,
technological intervention is up for discussiomcsi it often fails to introduce substantial
changes to the individual’s condition. Thus, instlsense, care is centered mostly on
providing comfort.

In Brazil, the concept of Palliative Care iseoftdisqualified by professionals in other
areas. Expressions such as “specialist in deatificates”, “all you do in this is a job just
to stroke somebody’s head”, “there is not enougénsific criteria” were mentioned to
the professionals in palliative care interviewea,which they responded, “in fact, the
decisions we have to make are as technical as yno#rer medical specialty, if not

more”. The legitimacy of the new specialty is affed by the logic of medical

% Tornquist, 2002, p. 487.

% The same applies to the movement for natural deagated in the 1990s in England, advocating &oe ¢
— according to the patient’s wishes — while staymtpuch with nature. The “good death,” in idesins,
occurs in the proximity of rivers (or any other Elof running water), in forests, in contact vattimals
and in trees (Albery, Nicholas and Wienrich, Stepda2000). This movement was inspired by the model
of natural birth, having in common the claim thatath can be experienced as a form of ecstasyder or
for that to happen, they suggest exercises of mgatit, breathing and visualization.



hegemony, which dictates that technique, decisiaking and objectivity are prominent.
At confronting other specialties, palliative camterates values traditionally associated
to the masculine. There is a paradox in this leg#ation process: what palliative care
professionals value — affection, compassion an esgion — is subsumed under the
paradigmatic values of contemporary medicine, aasst to technical decisions.
Furthermore, in the hierarchy of medical specisaltibere is an association between
systems, organs and bodily functions and their mestue in each context. Since in
Western society the brain is seen as the organ deaarcates individualiy,
neurosurgery occupies a distinguished position gmihe specialties, while family
practice and geriatrics are less valued, for exeffiglt is worth noting that in the above
mentioned specialties, men dominate in the firstawvomen dominate in the latter two.
The hierarchy between genders is reflected in thg the specialties are valued and
acknowledged. Similarly, the constitution of a nieedy of knowledge and of a new area
of intervention, addressing the process of dyirg/ls® modeled by gender hierarchy.

In an ethnography of a palliative care hospaadloctor from another specialty referred
to the organization, the beauty and the cleannefsednstitution as characteristics of a
feminine administration. At the time, the hospitiidector of the hospital was a female
nurse. In her narrative, during a lunch offeredhe doctors from the head and neck
clinic — a specialty dominated by males in Brazil —

“the service chief said to me: ‘now | understandywt is so cute, tidy and
organized here. It is because you are all womeanswered: ‘Well, besides
being great homemakers, we are also excellent éxeslbecause our indicators
demonstrate that we have achieved our goals.”

In Palliative Care, meeting goals, the gratifma of professionals and the
acknowledgement for their work are formulated inywguite different from other
specialties. As a female doctor said: “our finalgurct is a good death”. This reveals how
their goal is absolutely different from that of ethdoctors. For them, death is often
perceived as failure. Yet those working with paiNia care see it differently, as revealed

one of the female doctors interviewed: “it is gratig to take care of someone who

2" For more about this theme, Lock, Margareth, 208&nezes, 2006.
% This example also illustrates the question regarthie valorization of technical intervention
(neurosurgery) as opposed of care and clinicabfellips (geriatrics and family medicine).



nobody wants to take care of”. Thus, the devotiauivity of caring for the excluded
and those neglected by other health care profeasigains a positive moral value.

Acknowledgement by relatives and families of tezeased is also a source of pride
among the professionals in the field of palliatbaze. Oftentimes they go back to visit or
send flowers and cards with messages expressintfugea For the team, such
expressions indicate the quality of their work.

Not only professional care in the dying processsonsidered a feminine activity, but
also the majority of caregivérsare women. According to a palliative care doctbovis
also a specialist in geriatrics, “the woman is ¢ime who takes care of a sick relative. |
think this is cultural. My patients sometimes ask ifnl have children. | reply that | have
two daughters. They usually say: ‘you are a luglgy are going to have somebody to
take care of you at the end of your life””. Wherasked about possible exceptions, he
said: “I have seen a case of an only son who dwboaderful job taking care of his
mother. But a person who doesn’t have childrenoisgyto die badly, especially if the
other spouse is already decead®dAs a doctor in charge of a palliative care uaitls
“we [the medical team, patients, and caregiverfjrigeto a large family of caregivers”.
However, according to her, this “family” is maintgade up of women. There are only
two male nurses and a (male) security guard. Eurtbre, still in her own words, the
male nurse is a “remarkably feminine and sensitima@h, “and the security guards have
to be men who are going to protect us”. These rksnacorroborate current
representations associated with the masculine aademinine: men are supposed to
protect the family and the house while the womeovkhow to provide better care.

On some occasions, professionals in palliatewe e- doctors, nurses, social workers
and psychologists — cry with the patient’'s famégpecially when someone passes away.
It is worth mentioning that during the period ofsebvation, all the professionals who
cried were women, never a man. A family member saprised with the doctor’s
emotional response and said, at a meeting: “I nth@ught doctors cried”; to which a

psychologist replied “doctors are also people.” sThype of event illustrates the

2 «Caregiver” is the term used to describe the npairson responsible for providing care to the sick
person, usually a family member.

* This verbal exchange addresses a topic beyonsttye of this article: inter-generational relasioips
and solidarity.



construction of a new image of the health care ggsibnal, an image that is more
humane, sensitive and, above all, femifiindlevertheless, it is worth noting, regarding
emotional expression within palliative care, theg expression of both tears and laughter
should happen within certain parameters. Furthespenger and the revolt coming from
the patients and their families are usually reloutby the team. This may require
intervention either by security personnel, or maycbntained through medication.
Several historical studi&reveal emerging mechanisms to control women’sdsodnd
emotions. If lack of emotional control is traditedly associated to women, it is possible
to affirm that the creation of a specialty wherelypressing emotions is central, yet at the
same time must be controlled, is inscribed in aadirpedagogical process surrounding
death. The task of the professional in palliatiseeds geared to construct a daily routine
toward an end of life that is adequate to currettepns of sensibility, which intrinsically
include the control of affect. From this pointwvaéw, the palliative care experience fits
well within civilizing process described by Elf3swhich emphasizes a increased social
need for self-control and emotional detachment,icatthg changes in humans’

relationships with their bodies and their emotiand, consequently, to death itself.

Legitimization and the entrance of male professiona into the specialty

Women professionals have dominated the fieldesthe beginnings of palliative care
in Brazil. However, in other countries, where tipedalty is established and recognized
as legitimate, the situation is quite differentEngland and France there is a clear sexual
division in the team: doctors are mostly males |evf@male professionals belong to other
categories, such as psychology, nursing, sociakvaad physiotherag§. In the United
States, since the beginning of the movement fog@d death,” female professionals
dominated the field. However, when the specialtyanee recognized, the male presence,

especially from the medical echelons, surpassedltepresence in numbers. This data

%1 This new image of the health professional, moee#ieally of the doctor, has been disseminated
through newspapers, especially in ads in the ohyitpages giving thanks to the dedication and dewatif
some medical teams from private hospitals to sohtleeosick people and their families. This theme
deserves further research, but it is usually moraroon in private clinics.
32 Foucault, Michel, 1988; 1999; Costa, Jurandirfierel979; Laqueur, Thomas, 1990; Rohden, 2001.
3B i

Elias, 1997.
3 Castra, Michel, 2003, p.297.



begs for the investigation of the Brazilian contexbuld official acknowledgment of
palliative care as a specialty spark more intereshis specialty among male doctors?
Because Palliative Care is quite new in Brazik hecessary to observe its legitimization
in the long term.

Representations surrounding death vary accorthnthe historical moment and the
social-cultural context. Historical studf@slemonstrate that the images published in texts
on the theme reproduce dominant ideas on gendethanthture of relationships between
men and women. Women’s representation is extrercetgplex. Religion frequently
associated women with sin, in order to justify cohitmeasures. These images were
represented everyday relations and practices dpaiih death in which women played a
relevant role. Cultural representations of deattoerpass conflicting images of women.
Women were perceived themselves as sources ofsdiseal of death. The paradox in
these representations marks the relevance of théh des a sphere in which gender
relations and power can be modeled and transforrredthermore, contradictions
illuminate culturally constructed links between den power and death.

“Midwives for the dyind’,” expression used in England and in the UnitedeStéo
describe a professional category similar to the ohehe Brazilian caregiver, are
exclusively women, as the name itself suggestss Theans that the traditional
representation of gender is also present in PaiiaCare: men (doctors) make the
decisions, dedicate less time with the patients taed families, while women remain
closer and more consistently in touch. Since theripy in palliative care is to provide
comfort, “nursing” skills are essential. Such aityivs more focused on providing care
than on healing the ill. Thus, Palliative Careearates a rupture between these types of
practices. Nurses, psychologists, social workers @her professionals fulfill functions
comparable to those tasks of care for the dyinéppeed since long time ago, which did
not require any formal training or technical exsert The goal of people who performed
this kind of work in the past was not to heal tagignt, but to save his/her sdul

Several polarities are reproduced in the cangit of this field of expertise:

objectivity/subjectivity; decision/assistance; tejue/sensibility; reason/emotion;

% Hallam, 1997; Rodrigues, José Carlos, 1999, p. 89.
3 Albery and Wienrich, 2000.
3" Foucault, 1999, p. 102.



life/death, among others. Masculine and feminitiebattes end up conferring legitimacy
to each one of those oppositions as in a perfectskation. Therefore, in Brazil, a
specialty that is seen as dedicated to the emottongligious beliefs and to affection is
disqualified by the medical establishment, and tiegicy among palliative care
professionals is sought by hegemonic means. Segk#ey validation, one scene is
recurrent in conferences and professional meetine: participation of foreign,
especially North American doctors, specialists sminpmanagement, an area that is
extremely valued. The association between the poesef foreign keynote speakers and
a highly technical approach confer credibility aradue to a specialty that is undervalued
because it is considered predominantly femininéegsional disciplin®.

The process of constitution of a new speciaftythe medical field is complex and
subject to the vicissitudes in each specific contébhe Palliative Care approach
encompasses widely disseminated images of the Hddyand death, and suffering,
directed, above all, towards a “humanization” ofttle The technology/humanization
polarity completes the set of representations foumdcare projects. In sum, the
masculine/feminine dichotomy, associated to thanits mentioned above persists. On
the one hand, it is up to women to “humanize™ @ieaith their affection and sensibility;
on the other hand, they are at once the subjecbhjsitt of control, because they are in
charge of defining the boundaries of emotional egpion. However, as soon as the
specialty is recognized as legitimate, men begiadmpy a prominent place within the
field, emphasizing technical expertise, which isifened in Brazil by the tendency

shown in changing the name of the specialty froffigiae Care to Palliative Medicine.
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