
DR. FREEMAN:  We are going to digress from the previous frame of discussion to have Valerie Batts to give about a ten minute presentation.  She has to leave on a plane in the afternoon and I want to have the benefit of her thoughts.  She has a way to help us frame the discussion and so she is going to give a no more than ten minute presentation and then we will carry on the discussion after that. 


Dr. Batts?


DR. BATTS:  Thank you.  Can you hear me? 


This will be a first, ten minutes on this.  My work has been since 1975 as a professional psychologist helping healthcare providers, along with other agents and clinicians and researchers and academics to think about how do we actually work across lines of difference and how do we challenge racism and White supremacy and other forms of oppression in practice.  So I am coming from a practitioner's perspective and hoping that as you all continue in this conversation today that some of this will be useful in that process. 


The first thing that we suggest in the short piece -- and I do have an article in the book.  I do not remember under what tab.  It is called Is Reconciliation Possible?  I encourage you to read this to get more detailed on this.


But one of the first things we suggest as we begin the conversation is that when we are talking about issues of power we really need to look at, at least, four levels of analysis.  That is the personal level, which has to do with our values, beliefs, feelings and attitudes.  We need to look at the interpersonal level, which has to do with behaviors.  Then we need to look at the institutional level, which has to do with rules, policies, practices, procedures.  And then we look at this amorphus area of culture, the cultural level which has to do groups, values, beliefs and rules about what is right and beautiful.  So who gets to what is right and beautiful?  And that in any of these conversations we are -- these four levels are interacting. 


One of the problems with our Western training is that we are often trained to stay in our own discipline.  So if our discipline is an interpersonal level discipline then you know a lot about patient-doctor relationships because that is where we are working and we want to define the world that way.  If we know a lot about institutional lack of access, then we focus there, et cetera.


So one of the implications I would encourage you all to look at is in this conversation, for example, we were just having.  We were talking about two levels simultaneously.  We were talking about how does a doctor interact with a patient and clearly it is important to take into account who that person is.  And we could spend two years of medical school just training people on how to do that.  



At the same time the political realities of health disparities are there as well but you get my idea.  The genetic piece is there so that we encourage people and providers to think about each of these levels and I would encourage you to consider that in the dialogue.  And, as best as possible, I think a culturally sensitive healthcare provider, even if he or she is focused on one level, has some awareness of the other level.  That is part of how I came to this presentation today, to be continued to be educated about the levels about which I know less.


And I want to communicate in my delivery to students or to whomever I am speaking an awareness that there is a bigger world out there.  I think that is a critical way to change the paradigm, that we stop speaking just from our own disciplines.  Even as we do not admit to being experts in all of them but we have knowledge that there are these multiple lenses that are being -- that will have to be addressed in order to tackle this problem.  


So I encourage you to begin to frame your language and your arguments in a way that respects all four levels simultaneously so that you present a different picture from whatever level you are speaking.  


A second thing that we do in our work is we invite people to try on a series of guidelines for how to have this conversation.  One of them is to try on, that is to go like you are going to Macy's or whatever your department store is, and say I am entering this conversation looking for what new I am going to learn about this topic that I do not already know but I am going to try on ideas that do not fit comfortable to me, that do not sit well with me, that I do not agree with but I am going to let myself sit with and be in that conversation starting from the assumption then that we all have something to learn in this as well as something to teach.


That we then go to a self-focus.  So much of this work is focused on -- as I have listened to you so far talking about these populations.  But where am I in this?  If I present this material -- if I present material on eliminating the category of race, what does it mean to be a White male physician making that presentation?  How is that different than if I am an African American woman from the South making this presentation?  But to become aware and to practice self-focus.


I notice Dr. Freeman does that quite well in his presenting about how he is learning from this conversation.  That communicates a kind of cultural humility that is critical in challenging these issues that we are talking about. 


A third one is to start from the assumption that it is okay to disagree, that we are not going to see this the same way, that is the issue we are challenging.  Assimilation, culturalism, whatever your profession calls it, are all about this notion of we are all the same.  It is our contention that as we move forth in this dialogue the paradigm in the United States will be whatever the new word is, the salad bowl or the fruit salad they will be calling it in Southern Africa.  But the whole issue of disagreement is so culturally ladened in the U.S. and we need to challenge that assumption.  


And in parenthesis you see the no blame/shame.  When working in groups we say that it is okay to disagree, it is not okay to blame, shame or attack self or others.  Because the whole issue about feeling guilty or feeling ashamed can be just as much a barrier to the conversation as you are wrong and I am right position.  So we encourage people to practice that.  
And I know I started training physicians at Meharry in 1975 and the notion of being right was so critical even thing.  I just want to encourage us to let go of being right and engaging from that perspective.


Notice and process.  How we say things is often as important as what we say and we encourage physicians to learn about the impact.  I remember going to a physician recently and he was telling me about how -- what Black women feel.  And I was like I know he means well but the impact of this is I want to get up off this table.  So the idea of noticing our impact is critical.


And this one is the one if I could get one message across, it is this notion of practice both/and thinking.  It is a Western conception that things are this or that, black or white, it is genetics or it is not genetics, it is this or that.  We are suggesting that there are alternative perspectives about how to even think about this and that perspective of there are multiple realities.  Some people may be hot in this room, some people may be cold, some people want lunch and some people do not.  Who gets to determine what is right in that?  The issue of practice of both/and thinking, allowing for the reality of multiple disciplines all at the same time and that the rightness is in the dynamic in contrast to there being a one absolute right.


And then the other is maintain confidentiality in its specific context.  So that is something again I would encourage you -- we encourage people to start their dialogues by considering these guidelines, putting them up on the wall, noticing when they are violating them, and regulating themselves back to that.


These two are in my article.  They speak to -- we suggested -- following somewhat on your work -- that there is a notion of modern "isms", that the society of the United States has changed, the world is changing such that there are several different ways that the unintentional racism, sexism, et cetera, play out, avoidance of contact, denial of difference, denial of significance of difference, dysfunction rescuing, blaming the victim.  Those are some ideas.


We also suggested there is a parallel reality that for places where we are the targets of oppression we adapt certain coping mechanisms that become dysfunctional.  They show up in the medical system and some of those are system beating, reactive avoidance.  You know, I am anger waiting to happen and a White person walks in the room and I am mad. You know, the missignificance of race or culture on our part, system beating, et cetera.  So that is something I think is really critical in terms -- and we work with physicians to see how does this play out between you and your patient and how might that unintentionally interrupt the effectiveness of your treatment regimen.


So as to satisfy the need for what do we do, we come up with some alternatives that have to do with a lot of what we are talking about.  Making mutual contacts, recognizing differences, learning, functional helping, et cetera.


This slide is again in the article.  It is much clearer but can you move it down just a bit?  The top of the slide says "Type of Oppression" and then it says "Nontarget and Target."  And this is -- I juts want to speak to this a second.  We started in the '70s saying as far as we know race -- there are no genes for racism and racism before you all -- thank God, you were right -- and racism is real and it impacts people differently and "isms" are real and they impact different people differently, and a multitude of variables.  
So it does us no good to go to whose oppression is worse and am I oppressed or not.  


What we started to talk about is there are multiple oppression, there are multiple ways in which you fit into these -- what we call target and nontarget groups.  A target group is a group around which the statistical chances for success are less, a group in which life's -- the chance for equal access to opportunity is less.  So that if you look at this chart, our suggestion is all of us have been or will be on both sides of this equation in our life time.  


So that the issue here is not who is oppressed and who is not oppressed, and it is not -- and it really is in terms of social challenge and social injustice, it is looking at how our system differentially targets us on different barriers.  And that does not -- every person -- you know, it does not mean that every person in the group will be a target.  It just means there is a statistical chance for the group, and these groups are dynamic and we list the categories that at any point in time are relevant for a particular social context.  


And we asked people to agree upon what are the -- how does this oppression play out in your particular context at this point in time and that is -- so if that is where your system is, and you were talking about Harlem hospital, what are the issues in Harlem hospital in 2002 around the statistical chances for success in all of these variables.  And you will see that it allows a way to get at the question of what is the relevant name and label we use in this context.


I use this same model in Europe, in Africa and in Latin America and it works for people.  They sometimes change the name.  What you see interestingly in all those countries, the issue of racism, classism, religious oppression stays the same.  Many of the others change and that is a very interesting phenomenon.


So then what we are looking for then is a multicultural process of change which recognizes, understands and appreciates differences.  That is the middle arrow.  What we are suggesting is that the paradigm that we are talking about shifting here is a paradigm that allows us to hold, understand, see and value difference.  Not instead of because that is either/or but in relationship to similarity.  We suggest then each of us who grew up in the U.S. may be very comfortable looking for sameness, looking for similarities with people.  We may be less comfortable and our systems may be less able to hold difference.  


So what we are suggesting is that the needed addition is the skill in recognizing, seeing, understanding and holding difference so that this monoculturalism is analogous to oppression and it is a systematic rejection of differences and a belief in the superiority of whatever the dominant group is at the personal, interpersonal, institutional and cultural level, and each of those levels.


So from the time I was born as a young person in Eastern North Carolina in the '50s there was this idea that Black was not good.  At the same time there was this notion of the "melting pot," right?  So that was this point.  As the society is changing and we are recognizing that, in fact, there are systemic reasons why we could not melt into that pot, we begin to look at another model which says that we are accepting, appreciating, utilizing and celebrating, and this is important, both the similarities and the differences. 


So I like to think of it as we are learning a new language in the United States around issues of health disparity and around issues of oppression in general.  A language that allows us to first just see it and if we have been trained for multiple generations, and I guess I need the anthropologists help on this, to see similarities, just that skill could be a life time.  I do not mean to be pessimistic.  I like to believe, and I see it in the medical students and others that we train, that if you can start people off in the early years of their training learning to recognize similarities and differences at each of these levels, it does not take a life time.


And then to also look at it interpersonally because as I sit in this conversation I believe that interpersonally and personally all of us in this room can hold difference.  When I asked the question about what does it mean for the institutional cultural level, I see that is where we all need to continue to grow.  And that is the challenge of recognizing and understanding these differences at all of the levels.


Did I make it in about ten minutes?


DR. FREEMAN:  Yes.


(Applause.)

